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Abstract 

Varicose veins are a common form of chronic venous 

disease caused mainly by venous reflux and persistent 

venous hypertension. Although many patients first 

seek care because of visible veins, the condition may 

also cause aching, heaviness, edema, itching, skin 

pigmentation, bleeding, thrombophlebitis and venous 

ulceration. Duplex ultrasonography is central to 

diagnosis, while management may include lifestyle 

measures, compression, sclerotherapy, endovenous 

ablation or surgery, depending on the pattern and 

severity of disease. Ayurveda has no exact classical 

equivalent for modern varicose veins. The visible 

dilatation and tortuosity are often interpreted through 

Siragranthi, while pain, swelling, discoloration and 

chronic wounds may be considered through Vata, 

Rakta, Sira Dushti and Vrana concepts. This 

narrative review examines Siravedha, 

Jalaukavacharana and Lepa as possible adjuncts to 

established venous care. Small Ayurvedic studies 

report short-term improvement in symptoms, quality 

of life, inflammatory markers or ulcer features, but 

the evidence is heterogeneous and cannot establish 

correction of valvular reflux or equivalence to 

endovenous treatment. Medicinal leeches have a 

clearer modern role in acute postoperative venous 

congestion than in uncomplicated chronic varicose 

veins. An integrative approach is most defensible 

when it preserves duplex-based assessment, 

compression and timely vascular referral while 

evaluating Ayurvedic procedures with standardized 

protocols, objective outcomes and careful safety 

monitoring. 
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Varicose veins are dilated and tortuous superficial 

veins, most often seen in the lower limbs. They sit 

within the wider spectrum of chronic venous disease, 

which ranges from telangiectasia and reticular veins 

to edema, skin change and active ulceration. 

Prevalence estimates vary because studies use 

different populations and definitions, but the 

condition is common and its burden increases with 

age. [1] 

The basic clinical problem is impaired venous return. 

Valve failure, reflux, obstruction or a weak calf-

muscle pump can raise ambulatory venous pressure. 

Over time, this pressure affects the vein wall, 

microcirculation and surrounding tissue. 

Inflammation and extracellular-matrix remodeling 

add to the cycle of dilation and valve separation; 

varicose veins are therefore more than a cosmetic 

change. [2,3] 

Two tools help describe the disease without 

confusing appearance with severity. The CEAP 

classification records clinical class, cause, anatomy 

and pathophysiology, whereas the VCSS is more 

responsive to change during follow-up. [4,5] These 

systems are useful in integrative research because a 

patient with visible C2 veins is clinically different 

from a patient with edema, skin damage or an active 

ulcer. 

Ayurvedic practice offers a different conceptual 

language. The enlarged, uneven course of superficial 

veins is commonly discussed in relation to 

Siragranthi. Pain, swelling, discoloration and 

ulceration may also be considered through Vata, 

Rakta, Sira Dushti and Vrana. These correlations can 

support clinical reasoning, but they should not be 

presented as exact translations of venous anatomy or 

valve failure. 

SCOPE OF THE REVIEW 

This narrative review brings together current vascular 

guidelines, major clinical trials in chronic venous 

disease, literature on medicinal leeches, classical 

Ayurvedic sources and selected Ayurvedic clinical 

studies available through August 2026. The review 

focuses on lower-limb varicose veins and related 

venous ulcers, with particular attention to Siravedha, 

Jalaukavacharana and Lepa. Ayurvedic evidence is 

discussed separately from established vascular 

evidence because the interventions, study designs and 

outcome measures are not directly comparable.  

MODERN CLINICAL FRAMEWORK 

Clinical presentation and assessment 

Patients may report aching, heaviness, throbbing, 

itching, night cramps, swelling or fatigue that 

becomes worse after standing. Examination should 

document the distribution of veins, edema, skin 

pigmentation, eczema, lipodermatosclerosis, healed 

or active ulceration, arterial pulses and signs of 

thrombosis. Symptoms alone do not identify the 

refluxing vein, and visible varicosities do not reliably 

show whether disease is superficial, perforator-

related, deep or post-thrombotic. 

Duplex ultrasonography is the main investigation for 

mapping venous anatomy, reflux and obstruction. 

Reflux should be measured with a standardized 

technique and interpreted in the clinical context rather 

than from an isolated Doppler finding. [6] Current 

North American and European guidelines place 

duplex assessment at the centre of decisions about 

truncal reflux, tributaries, recurrence and 

intervention. [7,8,9] NICE likewise recommends 

duplex imaging to confirm the diagnosis and plan 

treatment, while the 2025 SCAI guideline emphasizes 

individualized care across the chronic venous disease 

spectrum. [10,11] 

Table 1. Clinical Cases of chronic venous disease and 

their practical significance 

CE

AP 

clas

s 

Typical 

finding 
Clinical implication 

C0 

No visible or 

palpable 

venous signs 

Symptoms require 

evaluation for venous and 

non-venous causes. 
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CE

AP 

clas

s 

Typical 

finding 
Clinical implication 

C1 

Telangiectasia 

or reticular 

veins 

Usually mild disease; 

treatment is often 

symptom- or appearance-

led. 

C2 Varicose veins 

Document symptoms and 

reflux anatomy before 

invasive treatment. 

C3 Edema 

Exclude cardiac, renal, 

lymphatic, medication-

related and thrombotic 

causes. 

C4 

Pigmentation, 

eczema, 

lipodermatoscl

erosis, atrophie 

blanche or 

corona 

phlebectatica 

Indicates tissue effects of 

chronic venous 

hypertension and needs 

active follow-up. 

C5 
Healed venous 

ulcer 

High recurrence risk; 

compression and reflux 

management remain 

important. 

C6 
Active venous 

ulcer 

Requires wound care, 

compression when arterial 

supply is adequate, and 

timely vascular 

assessment. 

CEAP should be combined with symptoms, duplex 

findings and an evaluative score such as VCSS; it is 

not a stand-alone treatment algorithm. [4,5,7,8,9] 

Established management 

Management depends on the patient's symptoms, 

CEAP class, arterial status, reflux pattern, previous 

thrombosis, general health and preference. Walking, 

calf-muscle activity, weight management, leg 

elevation and avoidance of long immobile standing 

can reduce symptom burden. Compression is useful 

for many patients, but fit, pressure, adherence and 

arterial sufficiency matter. 

For symptomatic superficial truncal reflux, treatment 

may include endovenous thermal ablation, non-

thermal closure, ultrasound-guided foam 

sclerotherapy, phlebectomy or surgery. Randomized 

evidence shows that endovenous laser ablation, foam 

sclerotherapy and surgery can all improve disease-

specific quality of life, although durability, 

recurrence, recovery and adverse-effect profiles 

differ. [12,13] In venous ulcer disease, early treatment 

of superficial reflux in addition to compression can 

accelerate healing, and compression remains a 

foundation of care when arterial supply is adequate. 
[14,15,16] Earlier surgical evidence also showed that 

correcting superficial reflux reduced ulcer recurrence 

when added to compression. [17] 

The practical lesson for an integrative service is 

simple: a supportive therapy should not delay duplex-

based diagnosis or definitive treatment when reflux is 

clinically important. This is especially relevant in 

active bleeding, recurrent superficial thrombosis, 

progressive skin damage and venous ulceration. 

The symptom burden is still worth treating even when 

intervention is not immediately required. Population 

studies show that pain, heaviness, swelling and 

cosmetic concern can affect daily activity and quality 

of life. [18] Age, pregnancy, family history, body mass 

index, previous thrombosis and prolonged standing 

are commonly reported risk factors, although their 

strength and independence vary among studies. [19] 

AYURVEDIC INTERPRETATION 

Ayurveda does not contain a single classical label that 

is identical to modern varicose veins. Siragranthi 

offers a useful structural correlation because it 

describes abnormal enlargement or nodular change 

involving Sira. The traditional rationale for 

bloodletting is drawn mainly from descriptions of 

Rakta, Sira, Raktamokshana, Siravedha, leech 

application and wound care in the Sushruta Samhita. 
[20] The Ashtanga Hridaya also discusses Siragranthi 

and Siravyadha, while the Charaka Samhita provides 

broader concepts related to Rakta Dushti and Vrana. 
[21,22] 

http://www.intemed.in/
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A cautious clinical interpretation is preferable to a 

literal translation. Vata may be used to discuss pain, 

altered movement and progression; Rakta and Sira 

Dushti may frame congestion, discoloration or local 

tissue change; and Vrana concepts are relevant once 

ulceration occurs. None of these concepts 

demonstrates the location or duration of reflux. 

Duplex findings and arterial assessment must 

therefore remain independent clinical data. 

Table 2. A cautious comparison of modern and 

Ayurvedic clinical frameworks 

Modern 

feature 

Ayurved

ic 

concept 

Defensible 

use 

Important 

limit 

Dilated, 

tortuous 

superfici

al vein 

Siragrant

hi 

A structural 

and clinical 

correlation 

Not proof of 

identical 

pathology or 

valve failure 

Pain, 

cramps 

and 

altered 

function 

Vata 

involvem

ent 

A way to 

organize 

symptom 

pattern 

Does not 

replace 

neurological

, arterial or 

thrombotic 

assessment 

Congesti

on, 

discolora

tion and 

tissue 

change 

Rakta 

and Sira 

Dushti 

Traditional 

rationale 

for local 

measures 

and 

Raktamoks

hana 

Cannot 

identify 

refluxing 

segments 

Venous 

eczema 

or ulcer 

Vrana 

and 

Dushta 

Vrana 

Supports 

wound-

focused 

assessment 

and local 

care 

Venous, 

arterial, 

diabetic and 

infective 

causes still 

require 

modern 

evaluation 

Modern 

feature 

Ayurved

ic 

concept 

Defensible 

use 

Important 

limit 

Treatme

nt 

selection 

Dosha, 

tissue 

state and 

procedur

e 

suitabilit

y 

May 

individualiz

e 

supportive 

care 

Must not 

override 

contraindica

tions, 

compressio

n needs or 

referral 

SIRAVEDHA 

Siravedha is controlled venesection described within 

Shalyatantra. In contemporary varicose-vein 

practice, its proposed purpose is to reduce localized 

fullness or congestion and to relieve symptoms 

associated with disturbed Rakta and Vata. A 

temporary reduction in local venous volume is 

plausible, but the procedure cannot mechanically 

restore an incompetent saphenous valve. Any 

reported benefit should therefore be described as 

symptomatic, local or short term unless duplex 

measurements show otherwise. 

Kartha and colleagues studied 30 patients and 

reported improvement in CEAP, VCSS and quality-

of-life measures after Siravedha. [23] A later five-

patient study measured interleukin-6 before and after 

repeated Siravyadha and reported reductions in the 

biomarker together with improvement in several 

symptoms. [24] These studies are useful for generating 

hypotheses, but small samples, short follow-up and 

absence of a robust control group limit causal 

interpretation. 

Other Ayurvedic studies have compared Siravyadha 

with Basti, or with endovenous laser ablation, and a 

2026 report compared Siravedha with 

Jalaukavacharana. [25,26,27] These publications show 

growing interest in objective comparison, yet they do 

not justify a claim of equivalence to endovenous 

ablation. Differences in CEAP stage, reflux anatomy, 

procedural technique, co-interventions and follow-up 

make broad conclusions unsafe. Literature reviews of 

Siravedha also stress the importance of indications, 

http://www.intemed.in/
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contraindications and correct procedure rather than 

casual bloodletting. [28] 

Safety screening should include bleeding history, 

hemoglobin, platelet status, anticoagulant and 

antiplatelet use, infection risk and the patient's ability 

to tolerate blood loss. Aseptic technique, documented 

blood volume and post-procedure observation are 

essential. Sudden unilateral swelling, suspected deep-

vein thrombosis or arterial insufficiency are reasons 

for medical assessment, not immediate venesection. 

JALAUKAVACHARANA 

Jalaukavacharana uses medicinal leeches for 

localized blood removal. Its physiology is easier to 

relate to modern evidence than that of many 

traditional procedures: the leech removes blood 

directly, salivary compounds inhibit coagulation and 

platelet activity, and continued oozing provides 

temporary local drainage. Reviews of reconstructive 

practice describe these combined effects in 

compromised tissue with venous congestion. [29] 

The strongest modern evidence is in acute 

postoperative venous congestion of flaps and 

replanted tissue, where leeches can bridge the period 

until venous outflow improves. A systematic review 

of 277 reported cases supports this reconstructive 

indication, although the underlying evidence is 

mostly observational. [30] General reviews also 

describe hirudin, calin and other salivary substances 

with anticoagulant, vasodilatory and anti-

inflammatory actions. [31] A separate review 

comparing Western, Persian and Indian traditions 

found potential relevance to venous congestion and 

ulcer care but emphasized limited evidence for 

chronic wound indications. [32] A 2024 systematic 

review of clinical trials reached a broadly positive 

conclusion across several conditions, but marked 

heterogeneity limits condition-specific certainty. [33] 

This evidence boundary matters. Acute congestion in 

a surgical flap is not the same disease as chronic 

lower-limb reflux. It would be misleading to transfer 

the reconstructive evidence directly to uncomplicated 

C2 varicose veins. In chronic disease, 

Jalaukavacharana should be studied as a localized 

adjunct, with duplex findings, CEAP class and 

standard care reported clearly. 

Safety of medicinal leeches 

Prolonged bleeding, anemia, local reactions and 

infection are the main concerns. Medicinal leeches 

carry Aeromonas species as gut symbionts, and 

infections ranging from cellulitis to sepsis have been 

reported. [34,35] Antimicrobial resistance is also 

possible; a multidrug-resistant infection led one 

centre to develop a combined stewardship and 

infection-prevention protocol. [36] Any clinical use 

should therefore follow institutional policy for 

species and source verification, storage, single-

patient use, disposal, bite-site care, blood-count 

monitoring and antimicrobial advice. Diabetes, 

immunosuppression, ulcer infection and concurrent 

anticoagulation require particular caution. 

LEPA AND LOCAL SKIN CARE 

Lepa is a topical preparation made from specified 

ingredients and a suitable medium. In chronic venous 

disease, it may be chosen for local discomfort, 

itching, swelling or skin irritation. The term should 

never be treated as a single drug: each formulation 

has its own botanical identity, concentration, 

preparation method, stability, microbial quality and 

allergy risk. 

A topical preparation may have a soothing, astringent 

or anti-inflammatory effect, but it cannot correct 

truncal reflux. Application over eczematous or 

ulcerated skin also raises safety questions that do not 

arise on intact skin. Studies must state the full 

formulation, plant parts, proportions, vehicle, contact 

time, application frequency and wound-care co-

interventions. Products should not be applied over an 

infected wound without appropriate assessment. 

EVIDENCE IN VENOUS ULCERS 

Ayurvedic clinical interest is greater in venous ulcers 

than in uncomplicated varicosities. Tuppad and 

Shilpa randomized 40 patients with Dushta Vrana 

associated with varicose ulcers and reported 

improvement in both groups receiving 

Jalaukavacharana, with additional benefit in several 

http://www.intemed.in/
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wound parameters when Vimlapana Karma was 

added. [37] Reena and Jaiswal compared 

Siravyadhana and Jalaukavacharana used with 

Trishothadi Lepam in foot ulcers and reported better 

overall healing in the leech-treated group. [38] 

These findings are encouraging but need careful 

reading. The studies involve small samples, mixed 

wound contexts, several simultaneous interventions 

and short follow-up. They do not remove the need for 

compression, arterial assessment, infection control, 

glycemic management or reflux treatment. The 

strongest next study would test the added value of a 

standardized Ayurvedic intervention on top of—not 

instead of—evidence-based ulcer care. 

Table 3. Clinical role and evidence limits of the three 

Ayurvedic interventions 

Intervent

ion 

Possible 

adjunctiv

e role 

Current 

evidence 

Main 

limitation 

Siravedha 

Controlle

d 

venesecti

on for 

selected 

symptom

atic 

patients 

Small 

explorator

y and 

comparati

ve studies 

report 

short-term 

symptom, 

score or 

biomarker 

change 

Does not 

repair 

valves; 

bleeding and 

anemia risk; 

long-term 

reflux 

outcomes 

uncertain 

Jalaukava

charana 

Localized 

blood 

removal 

and 

temporar

y 

drainage 

Establishe

d 

physiologi

cal 

rationale 

in acute 

surgical 

venous 

congestio

n; limited 

chronic 

venous 

and ulcer 

studies 

Chronic 

reflux is not 

equivalent 

to flap 

congestion; 

infection 

and 

prolonged 

bleeding 

require 

protocols 

Intervent

ion 

Possible 

adjunctiv

e role 

Current 

evidence 

Main 

limitation 

Lepa 

Supportiv

e care for 

selected 

local skin 

symptom

s 

Formulati

on-

specific 

evidence 

is sparse; 

sometime

s used 

within 

multi-

componen

t ulcer 

care 

Cannot 

correct 

reflux; 

standardizat

ion, allergy, 

contaminati

on and 

wound 

safety must 

be addressed 

 

 

 

AN INTEGRATIVE CLINICAL POSITION 

An integrative pathway begins with diagnosis rather 

than procedure selection. A patient with mild aching 

and C2 veins may need education, activity advice and 

duplex assessment before deciding on treatment. A 

patient with edema, skin change or ulceration needs a 

broader evaluation. Siravedha, Jalaukavacharana or 

Lepa may be considered only after the clinical 

purpose is clear: symptom relief, local wound support 

or research participation. 

Urgent referral is required for suspected deep-vein 

thrombosis, sudden unilateral swelling, pulmonary 

embolism symptoms, active bleeding, rapidly 

spreading infection, severe rest pain, limb ischemia 

or a rapidly worsening ulcer. Recurrent superficial 

thrombosis, progressive skin change and persistent 

ulceration also need vascular review. Ayurveda 

should complement timely care, not create a delay. 

Compression should not be withheld merely because 

a local Ayurvedic procedure is being used. The most 

ethical ulcer trial would compare standard wound 

care and clinically appropriate compression with the 

same treatment plus a standardized Ayurvedic 

intervention. This design answers the practical 

question: does the adjunct add meaningful benefit 

without increasing harm? 

http://www.intemed.in/
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RESEARCH PRIORITIES 

Future trials should recruit clearly defined 

populations, such as symptomatic CEAP C2-C3 

disease or venous ulcers with documented superficial 

reflux. Participants with acute thrombosis, important 

arterial insufficiency or uncontrolled infection should 

be identified before enrolment. Randomization, 

assessor blinding where feasible, prospective 

registration and a prespecified adverse-event plan 

would improve credibility. 

Patient-reported outcomes should be paired with 

objective measures. The AVVQ was developed 

specifically for varicose veins, while CIVIQ-20 

measures the quality-of-life burden of chronic venous 

disease across several domains. [39,40] VCSS, edema 

measurement, duplex reflux duration and vein 

diameter can add clinical context. For ulcers, wound 

area, percentage area reduction, healing time, 

recurrence, infection and compression adherence 

sould be reported. 

Table 4. Minimum outcome set for future integrative 

studies 

 

DISCUSSION 

The source traditions and modern vascular science 

ask different questions. Modern assessment identifies 

reflux, obstruction, clinical class and the need for 

intervention. Ayurvedic assessment organizes the 

patient's presentation through Dosha, Rakta, Sira and 

wound concepts, then selects local or para-surgical 

measures. A useful integrative review respects both 

frameworks while being clear about what each can 

and cannot establish. 

The present evidence suggests possible short-term 

symptom or wound benefits from Siravedha and 

Jalaukavacharana, but certainty remains low. The 

studies are small, procedures are not standardized, 

and long-term duplex or recurrence data are rare. 

Lepa is even more formulation-dependent and should 

be described as supportive local care. The strongest 

claim that can currently be made is that these 

approaches deserve careful adjunctive 

investigation—not that they replace endovenous 

treatment, compression or vascular surgery. 

Doma

in 

Recommende

d measure 
Timing 

Why it 

matters 

Diseas

e 

definit

ion 

CEAP class, 

symptoms, 

duplex reflux 

and 

obstruction 

Baseline 

Prevents 

unlike 

venous 

conditions 

from being 

analysed 

together 

Clinic

al 

severit

y 

VCSS, pain, 

heaviness, 

edema and 

skin findings 

Baseline 

and each 

follow-

up 

Shows 

whether 

change is 

clinically 

relevant 

Qualit

y of 

life 

AVVQ or 

CIVIQ-20 

Baseline, 

end of 

treatmen

t and 

later 

follow-

up 

Captures 

benefit that 

matters to 

patients 

Duple

x 

outco

me 

Reflux 

duration, 

target-vein 

diameter and 

patency 

Baseline 

and 

prespecif

ied 

follow-

up 

Tests 

whether 

benefit 

extends 

beyond 

symptoms 

Ulcer 

outco

me 

Area, 

percentage 

reduction, 

healing time, 

recurrence and 

infection 

Serial 

measure

ment for 

C6 

disease 

Allows 

comparison 

with modern 

wound trials 

Safety 

and 

proces

s 

Blood loss, 

hemoglobin, 

bleeding, 

infection, 

allergy, co-

interventions 

and protocol 

adherence 

Every 

treatmen

t visit 

Makes 

harms and 

treatment 

reproducibil

ity visible 
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This distinction also protects Ayurveda from 

overstatement. If future trials show that a procedure 

reduces pain, improves quality of life or accelerates 

ulcer healing when added to standard care, that would 

be clinically useful even if the underlying reflux 

remains unchanged. Clear endpoints and honest 

limitations will make such findings more credible. 

CONCLUSION 

Varicose veins are a manifestation of chronic venous 

disease driven mainly by reflux and venous 

hypertension. Duplex ultrasonography, CEAP 

classification and established vascular treatment 

remain central to care. Ayurveda offers a 

complementary clinical perspective through 

Siragranthi, Vata, Rakta, Sira Dushti and Vrana. 

Siravedha and Jalaukavacharana have plausible 

local effects and preliminary clinical evidence, while 

Lepa may support selected skin symptoms. None 

should be assumed to correct valvular incompetence. 

Medicinal leeches also require a clear distinction 

between their accepted use in acute surgical venous 

congestion and their still-limited evidence in chronic 

varicose disease. 

The most responsible way forward is an adjunctive 

model: retain compression, wound care, duplex 

assessment and timely referral, then test standardized 

Ayurvedic procedures with validated patient-reported 

outcomes, objective vascular measures, long-term 

follow-up and rigorous safety monitoring. 
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