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Observation Letters

Harmful traditional healing Harmful traditional healing 
practices in the treatment of practices in the treatment of 
lymphatic fi lariasislymphatic fi lariasis

Sir,
Lymphatic filariasis is a mosquito-borne communicable 
lymphedema endemic in the Southern Indian district 
of Gulbarga. As part of providing integrative lymphatic 
filariasis treatment in endemic villages, we conducted 
25 lymphatic filariasis village camps. Regular washing, 
treatment for bacterial entry points and body 
movements using yoga exercises were taught in 1-day 
camps.[1] Circular or linear scars were seen in 289 (38%) 
of 761 patients examined [Figure 1]. These scars resulted 
from previous treatment on the legs by traditional health 
practitioners of the locality. This paper discusses the 
information obtained from these 289 patients.[1] Health 
care providers should be aware of traditional healing 
practices which are harmful and might be the cause of 
recurrent cellulitis in lymphedema.

The patients in endemic villages are disabled by their 
swollen legs and suffer due to repeated fever episodes. 
Many were once breadwinners in their families. Most 
people live in clusters and huts which are difficult to 
live in areas. In addition, there is no access to biomedical 
treatment. It takes 7–9 h to reach tertiary hospitals 
to get inpatient care. These are the major reason 
for patients seeking treatment from the traditional 
health practitioners as advised by their peers. In each 

endemic village, there are 2–3 such traditional health 
practitioners who treat lymphedema. These health 
practitioners did not have any qualifications related to 
Indian systems of medicine or biomedicine. Some were 
“compounders” who worked in Ayurveda clinics or 
who were dispensing medicines in allopathy hospitals, 
some had a family practice of Ayurveda, while others 
practiced as traditional health practitioners in villages. 
It is also possible that these practitioners learned the 
procedures from Ayurveda experts and practiced this in 
their own style.

In Ayurveda, lymphedema is described as shleepada.[1] 
Venesection and cauterization at ankle level are the 
treatment options. S. anacardium Linn. seed oil, cow 
urine, calotropis, chaste tree leaves and garlic are 
recommended in Ayurveda to reduce edema, treat 
helminthiasis and to treat wounds.

We observed the healing practices in a clinic of traditional 
health practitioners. During the treatment procedure, 
the patient lies on the floor and accompanying persons 
hold the patient to prevent mobility as the treatment is 
painful. The procedure was done without anesthesia. 
The practitioners palpate to identify the vein and 
arbitrarily mark the locations to burn, cauterize with 
herbal seeds or cut. They burn the marked area with an 
iron nail heated red hot for an instant (or any one shown 
in Figure 2). In venesection, the practitioner cuts open 
veins to let out “impure blood,” using a knife [Figure 3] 
or blade [Figure 4]. Patients are advised to apply curd on 
the wound to reduce burning pain. They were asked to 
avoid rice, brinjal (Solanum melongena), Bengal gram 
(Cicer arietinum) and potato (Solanum tuberosum L.) 
until the wound healed. In another patient, the ripened 

Figure 1: Bilateral lymphedema showing multiple circular scar 
marks following cauterization using marking nut seed oil

Figure 2: The instruments used for cauterization: (a) Bent knife, 
(b) iron nail, (c and d) lead sticks of battery shell, (e) sewing 
needle, (f) razor blade, (g) cotton wick, (h) petiole of Azadirachta 
indica leaf, (i) kerosene lamp, used to heat the above materials
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Figure 3: Multiple, longitudinal scars on lymphedematous limb 
after venesection done by knife

Figure 4: The lymphedematous limb showing longitudinal scars 
of venesection performed using a razor blade. This resulted in 
fi brosis in the ankle region

Figure 5: A paste made of Calotropis procera R. Br. leaves was 
used as traditional home remedy to reduce pain and swelling 
during infl ammatory episodes

fruit of marking nut (Semecarpus anacardium L.) was 
heated on a pan, carefully opened and the oil applied 
on the marks [Figure 1]. Later, the practitioner dusted 
alkaline wood ash, available in the kitchens of village 
communities, on the wound to avoid deep corrosion by 
the acidic oil. Following these procedures, the wound 
is kept open to heal. Traditional health practitioners do 
not wash their hands or disinfect the area of treatment 
before the procedure and were not aware of the need for 
any disinfection procedures.

Patients with chronic lymphedema gently massage the 
affected limb upwards using edible oil or kerosene (a 
combustible hydrocarbon liquid) after their daily 
work in the field. Traditional health practitioners 
also advise the application of a paste of cow’s urine 
and ox dung for long-standing chronic cases. Patients 
are asked to immerse the swollen limb for 2 h in a pit, 
prepared by measuring the limb length, filled with 
sheep excreta and ash. Many patients are advised to 
wear a toe-ring made of alloy or copper on the great 
toe of the swollen limb. This ring was worn after 
offerings to god at nearby places of worship on new 
moon day.

Traditional care for inflammatory episodes (cellulitis) 
included application of paste of garlic (Allium sativum 
Linn.) pounded with red mud. Fifteen to 25 leaves 
of “five-leaved chaste tree,” (Vitex negundo Linn.) 
were fried on a pan, powdered and made into a paste 
in water. This was applied evenly on clean cotton 
cloth which was gently tied around the swollen 
limb overnight. Often 15–20 heated madar leaves 
(Calotropis procera R. Br.) [Figure 5] were applied on 
the full length of the swollen limb and a clean cotton 
cloth was tied around the limb. Patients claimed that 
these procedures reduced pain and swelling.

We educated traditional health practitioners on simple 
disinfection procedures such as washing their hands 
before undertaking a procedure and using spirit to 
disinfect the local area. As part of this study, we recorded 
traditional herbal knowledge that is in the public domain, 
identified herbals effective in skin care, photographed 
the source plants, recorded preparation of medicines 
and identified hazardous procedures, as recommended 
by the community dermatology task force.[2]
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Multinucleated giant cells in Multinucleated giant cells in 
angiolymphoid hyperplasia with angiolymphoid hyperplasia with 
eosinophiliaeosinophilia

Sir,
A 45-year-old woman presented with multiple 
asymptomatic, erythematous, firm, smooth nodules 
on the right side of scalp for 8 years [Figure 1]. The 
differential diagnoses of cylindroma, angiolymphoid 
hyperplasia with eosinophilia and angiosarcoma were 
considered and a biopsy taken from one of the lesions. 
Histopathological examination showed an atrophic 
epidermis with proliferation of blood vessels in the 
dermis that were lined by plump endothelial cells 
surrounded by lympho-histiocytes and eosinophils. In 
addition, a few multinucleated giant cells were seen 
interspersed among the inflammatory cells [Figure 2]. 
No atypia or mitosis was seen. No anastomosing vascular 
channels were found. With these features, a diagnosis 
of angiolymphoid hyperplasia with eosinophilia was 
made.

Immunohistochemical staining with the markers 
CD34 and CD68 was performed to ascertain the origin 
(endothelial/histiocytic) of the giant cells in the infiltrate. 
These cells expressed CD68 suggesting a histiocytic 
lineage [Figure 3], while they were negative for CD34.

Angiolymphoid hyperplasia with eosinophilia, also 
known as epithelioid hemangioma, is a rare benign 
vascular tumor. The condition was first described 
in 1969 and the term epithelioid hemangioma was 
introduced in 1982.[1] The most common clinical 
presentation is in the form of single or multiple 
red-brown papules or nodules, ranging in size 
from a few to several centimetres. Peripheral blood 
eosinophilia is seen in 20% of patients, possibly due 
to the increased circulating interleukin-5 levels.[2]

Histopathologically, it is characterized by a proliferation 
of blood vessels lined by plump histiocytoid endothelial 
cells which are characteristically “epithelioid” in 
appearance with a large nucleus and abundant 
eosinophilic cytoplasm. Prominent cytoplasmic 
vacuoles are sometimes seen. Surrounding these 
blood vessels, an inflammatory infiltrate composed of 
lymphocytes, varying amounts of eosinophils and mast 
cells is seen. The endothelial and inflammatory cells 
are typically bland. Either component may dominate, 
depending on the age of the lesion.[2]

The presence of multinucleated giant cells in 
angiolymphoid hyperplasia with eosinophilia has 
rarely been described. We were able to find only two 
previous cases, one showing giant cells intermixed 
with the usual inflammatory infiltrate around the 
blood vessels and the other with giant cells occurring 
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