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Case description
n, but she had

t bilateral lower limbs edema. |
0. She did not require hospital admissio

A 49-year-old female consulted for sudden onse
The edema appeared suddenly 4 months ago when she had a SARS-CoV-2 infection in 202
th anosmia and occasional liquid stools.
e did not have any response to this treatment.

persistent SARS-CoV-2 symptoms, Wi
A Doppler ultrasound showed essential varicose veins. She received elastic compression, but sh

She complained of legs swelling and heaviness. The swelling did not change with rest or activity.
The general physical examination showed pre-obesity without other notable findings (BMI 27.5 kg/m?).
pitting. She had bilateral Stemmer's sign.

Lower limbs showed symmetrical bilateral swelling below the knees; the skin was soft and there was no
The lower limb circumferences were symmetrical, with differences between right and left legs <2 cm.

There were any valuable pathological findings in the abdominal Doppler ultrasound. After isotopic lymphogamma
lower limb lymphedema; stage Il, associated to hypertrophic lymphatic malformation.
g. Then she used custom-made

She received complex decongestive therapy, including manual lymphatic drainage and multilayered bandage wrappin

garments below the knees (CCL2, 30-40 mmHg).

After treatment, the patient reported decrease Iin volume
where bilateral Stemmer sign persisted.

graphy, the diagnosis was a bilateral

and decrease in heaviness. At physical examination, the swelling reduced to distal feet only,
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Figure_1. Lympho_gamm.agraphy shovyed evidence of multiple accessory pathways in the calves and thighs that, even in a context
of rapid lymphatic drainage, make it necessary to give the examination as pathological and compatible V\,Iith lymphedema

Discussion A e
This is a patient with sudden onset of bilateral lower li . . T
er limbs swelling, in the context of SARS-CoV-2 i '
e _ | . : oV-2 infection. Lymphogam ?
usual morphological abnormality of the lymphatic system and supported the diagnosis of lymphedema. Likyew'i)se,gc|inicr;??iz\acgggssg:\%yﬂs\gogvc\;ce)g

response to treatment also supported the lymphedema diagnosis.

SARS-CoV-2 has pathophysiological mechanisms c ffecti m m dden o of lvmphedem
s : s apable of affecting the | hati

e : _ | _ ymphatic system. In the present case, t D g
ral involvement, coinciding with the SARS-CoV-2 infection, makes the possible causal aZsociation rears\oensaublee:utﬂ?:tobfshe,rvageonz a:

required to elucidate whether there is a relationship between lymphedema and SARS-CoV-2 infecti
-CoV- ection.

Conclusion

fo our knowledge, this is the first case of lower extremi
; Ity lymphedema develo : |
veloped during COVID-19 infection.
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LYMPHEDEMA, PAIN, SHOULDER RANGE OF MOTION AND PRESENCE OF

CORDS IN PATIENTS UNDERGOING BREAST CANCER TREATMENT WITH
AXILLARY WEB SYNDROME: LATE FOLLOW-UP. ™
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INTRODUCTION

Axillary web syndrome (AWS) is characterized by the

presence of one or more cords, mainly located in the axilla. It

may extend to the arm, forearm, and trunk, with significant
ROM limitation of shoulder flexion and abduction, and pain on

movement.'2 More

recent studies suggest that local

pathophysiological injury to the lymphatic system is more likely

than injury to the venous system.3*

Several treatments have been proposed, and spontaneous
remissions up to three months have been reported considering
AWS as a self-limiting complication. Short and medium-term

changes are known, mainly considering the limitation of ROM
and upper limb function. On the other hand, few studies
describe the long-term progress of AWS, and some consider it
as a risk factor for lymphedema. Studies showed that AWS can

persist for more than 12 weeks after surgery and may even be

diagnosed at follow-up after 18 to 36 months and is not

considered a self-limiting condition.>*°

MATERIAL & METHODS

A longitudinal cohort study was conducted at the outpatient
clinic of the Division of the Breast Cancer Disease of the
Department of Gynecology of EPM/UNIFESP. The patients

followed up in this study underwent physiotherapeutic
treatment in a adjuvant randomized clinical trial with 73

women, with tissue mobilization therapy and physical exercise
(ME group) or only physical exercise (E group). The inclusion
criteria were women, older than 18 years; diagnosed with
breast cancer (invasive or noninvasive), undergoing surgical
treatment for breast cancer (quadrantectomy or mastectomy)
with some axillary procedure, such as sentinel lymph node
biopsy (SLNB) or axillary lymphadenectomy (AL); who signed
the informed consent form (ICF).

The exclusion criteria were patients with bilateral breast
cancer, undergoing bilateral axillary approach; previous
shoulder,
orthopedic or rheumatologic changes, such as frozen

shoulder. rotator cuff injury, impingement syndrome, or
fractures: and patients who had immediate reconstructive

breast and axillary region surgery; severe

surgery.
Patients after three to six years post-surgery were recruited

by telephone to return to the Breast Care outpatient clinic for a

physical therapy evaluation.
This evaluation updated data on body mass index (BMI),
new surgeries and treatments, disease status (presence of

recurrence and metastasis), in addition to the standard pain
assessment, perimetry goniometer of upper limbs, sensitivity
of the breast, axilla, and inner arm, presence of winged
scapula was and presence of cords was determined. This

reassessment was only performed by the main researcher.

OBJECTIVES

The objective of this study was to investigate the prevalence of
AWS, ROM, pain, presence of cords, and the complications
associated with AWS, such as lymphedema, from three to six years
after breast cancer surgery. The study was conducted at the
outpatient clinic of the Division of the Breast Cancer Disease of the

Department of Gynecology, Escola Paulista de Medicina (EPM),

According to graphs 1 to 4, no interaction effects were found
between group and time, or time and group for any variables (pain,

shoulder flexion, shoulder abduction, and number of cords).

Federal University of Sao Paulo (UNIFESP).

RESULTS

Information from 25 patients recalled 90 days after surgery was

evaluated, as shown in Figure 1.

o

Total

13 Recalled

Figure 1- Recall Flowchart.

Table 1 shows the distribution of sites, types of pain, location of the
cords, and whether the cords were visible and palpable by time of
evaluation and treatment. Regardless of the intervention performed, the
cords were still present in the patients, even three to six years after
surgery. Of the 25 patients analyzed, 64% (16 patients) developed AWS

in a mean follow-up of 4.8 years.

This study evaluated only the palpable cords (100%), and 87.5% were

6 Out of tlown or 6 Out of town or
9Notfound |e-{ 9 Deaths hhavhgdtﬂnnly 15 Not Found having difficulty
anendng attendng

located in the axilla, not perceived by the patients.
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As observed in table 2, no differences were found in means of
number of cords per lymphedema.

Table 2 - Summary measurements of number of cords per lymphedema
p - descriptive level of the Mann-Whitney test.

Treatment

Lymphedema
N Mean £ SD

Table 1 - Distributions of sites and types of pain, location of the cords, visible and palpable, comparing
preoperative time, 90 days PO and recall.

Treatment

l
Mobilization
PRl S 20 0, £ Tl B T S A ori
 Pre T i S S A R, P |
25 AR 3 L e AR P RISAG 0 (0,0) 1(83)
0(0,0) 2(16,7)
1(7,7) 0(0,0)
N Pl SR R O LARERTR 12 (923) 9 (75.0)
_ 0(0,0) 1(10,0)
1(83) 0(0,0)
MR AR DT R 1L 5900
ERECTOMtEnt - A e s LT S R I
1(83) 2(16,7)
Arm 1(8,3) 1(8,3)
Breast and arm 0(0,0) 1(8,3)
No pain 10 (83,3) 8 (66,7)
P T e S R RO B
Sporadic 1(7,7) 2(16,7)
On movement 0(0,0) 1(8.3)
No pain 12 (92,3) 9 (75,0)
Sporadic 2 (16,7) 1(10,0)
No pain 10 (83,3) 9 (90,0)
Recruitment
Sporadic 1(9,1) 1(83)
On movement 1(9,1) 3(25,0)
No pain 9 (81,8) 8 (66,7)
Cords Ioeation LU - SN PO T AR,
290 days PO SRR IRCE R S SRS ST
No cords 5(41,7) 4 (40,0)
Axilla 3 (25,0) 5 (50,0)
Arm 2(16,7) 0(0,0)
Axilla and arm 0 (0,0) 1(10,0)
Axllla, arm, and elbow 1(8,3) 0(0,0)
Axilla and trunk 1(8,3) 0(0,0)
Recruitment
Axilla 6 (85,7) 8 (88,9)
Axilla and arm 0(0,0) 1(11,1)
Axilla, arm, and forearm 1(14,3) 0(0,0)
Visible or palpable
90 days PO
No cords 5(41,7) 4 (40,0)
Visible 0 (0,0) 0(0,0)
Palpable 6 (50,0) 5 (50,0)
Visible and palpable 1(8,3) 1(10,0)
Recruitment
No cords 6 (46,2) 3 (25,0)
Visible 0(0,0) 0(0,0)
Palpable 7 (53,8,0) 9(75,0)
Visible and palpable 0(0,0) 0(0,0)

2 3,00 £ 0,00 71 2041163 0,315
15 days PO 2 2,00 0,00 71  2,72:+1,70 0,512
2 3,00 + 0,00 69 2,38+1,69 0,415
2 2,00 + 0,00 67 1,75%156 0,633
o 4 ey | o
1 1,00 + 0,00 53 157+158 0,817
M 1 3,00 1 0,00 24 1,08:+1,18 0,166
CONCLUSIONS

AWS is a chronic complication, and cords are present in the

2(8,0) : - -
1(4,0 period from three to six years after surgery, with a prevalence of
21 (84,0)
1(4,5) 64%. but without causing functional deficits, such as limitation of
1(4,5)
20 (90,9) - . ;
ROM of shoulder flexion and abduction and presence of pain

3(12,5)

2(8,3) - A
ml( 7(;3 significant, at least in patients who received physical exercise

3(12,0) with or without tissue mobilization. The correlation with
1(4,0)

21 (84,0) - - .
lymphedema was not significant in our study.

3(13,6)

19 (86,4)
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Introduction

« Lymphedema has traditionally been an underserved disease by the
medical community.

. There is a growing emphasis in establishing multidisciplinary
centers of excellence to manage lymphedema; however, there are
limited data regarding patient evaluation and management at such
centers.

« We retrospectively reviewed patients presenting to our
multidisciplinary lymphatic center, which includes members of
vascular/lymphatic medicine, plastic/lymphatic surgery, diagnostic
and interventional radiology, and lymphatic therapy.

. Total patient volume, diagnostic testing and subsequent lymphatic
surgery was reviewed.

Magnetic Resonance Imaging: Patient with
secondary lymphedema of RLE
Edema (top panel), Fat (bottom panel)

Nuclear lymphoscintigram:

Dermal backflow with decreased
uptake in inguinal region in LLE with
normal uptake in RLE

«  From January 2018 through February 2023, 1,790 patients were referred to the
lymphatic medicine clinic for evaluation of edema.

e 77.1% were female with an average age of 59.9 years

« 146 patients (8.2%) ultimately underwent lymphatic surgery.

Figure. Patients with chronic lymphedema: flow and
work-up through the lymphatic center.

Test Performed Number of Patients
Completing Test

Patient presents for delayed lymphatic reconstruction Nuclear 355 ( 11G); 8%)
Lymphoscintigram
Lymphatic Medicine Clinic Tl Magnetic 179 (10%)
S Euchute sther medica cosesfor ety +Bascie messiements; peroTaty CoEE N Resonance Imaging
. ?\:':dﬁzzlr:‘ysopumize comorbidities o survey=:LYMAOL SESS Invasive 147 (09%)
Lymphangiography

*All patients had pre-operative ICG lymphography

Patient with confirmed lymphedema diagnosis
and appropriate surgical candidate

Type of Lymphatic Surgery

Number of patients who
underwent surgery

Imaging

e Nuclear
Lymphoscintigraphy
e MRI . ~ -
e aranhy Debulking/Liposuction 87
Lymph Node Transplant 43
Multi-disciplinary Review:
Cllnical xarn Lympho-venous Bypass 16

Measurements
Patient Surveys
Patient Goals

MRI ]
P Conclusion
Predominance °

Physiologic
Procedure

Moderate-Severe Fat Hypertrophy
Debulking
(Liposuction)

‘ 1 -2 years until limb volume stabilization®

Work-Up for VLNT

*1 year for upper extremity, 2 years for lower extremity

A multidisciplinary team may be the preferred approach
to evaluating patients with lymphedema as it offers
expertise in dedicated clinical evaluation, lymphatic
imaging, and both conservative and surgical
management.

« Given less than 10% of patients ultimately received

surgery, a robust non-invasive component to a lymphatic
team is essential.

Granoff M, et al. Annals of Surgery, 2022; 276(5), e613-e621.




WHERE IS THE ROLE OF INTERMITTENT PNEUMATIC COMPRESSION IN THE TREATMENT OF PATIENTS WITH STAGE

Il SECONDARY LYMPHEDEMA OF THE ARMS, AFTER TREATMENT BREAST CANCER

Tanja Planinsek Rucigaj, Irena Mohar, Mojca Vrecek
Dermatovenereological Clinic, University Medical Centre Ljubljana, Ljubljana, Slovenia

INTRODUCTION: Intermittent pneumatic compression (IPC) is one of the methods of treating patients with

lymphedema
METHODS: In this study, we wanted to evaluate the place of IPC in the treatment of stage Il secondary lymphedema

of the arms in patients who had surgery for breast carcinoma and axillary lymphadenectomy. The study was conducted

retrospectively. We included female patients who were treated at our clinic only with adhesive short-elastic
bandages* (AS-SB therapy) to evacuate edema and female patients who were treated with a combination of IPC (50
mmHg, 30 min, 8 chambers, **) and the application of adhesive short-elastic bandages (AS-SB + IPC therapy). We were
interested in whether the edema would evacuate faster when using a combination of IPC and compression. The
patients in the first group were fitted with adhesive short-elastic bandages and were advised to exercise, while in the

second group, IPC was performed before the bandages were applied. The patients went for check-ups once a week,
when the therapy was carried out until the edema decreased. Then they continued the maintenance therapy with

medical compression sleeves compression class |l, circularly woven.
RESULTS: Patients from the first group (compression only) required an average of 3 visits to the day hospital for edema

evacuation, while patients from the second group (IPC and compression) only required an average of 2.1 visits (Tables).
CONCLUSION: IPC is a good adjunctive therapy to compression with short elastic bandages for edema evacuation in

patients with stage Il arm lymphedema after breast carcinoma treatment.

Nb. Mean age Initial average | Working pressure after | Average Nb.
of patients | | working pressure | one week | of visits
| AS-SB therapy | 36 females [ 62.14years | 59 mmHg | 35 mmHg | 3
AS-SB + IPC therapy | 40 females 61.1 years 58 mmHg 36 mmHg 2451
| : Stage Il arm Iymphgdema
Number of visits | % of visits at % of visits at
of each patient AS-SB therapy AS-SB + IPC
| cherapy
1 X | 1SS 20
| 2x | 30,6 | 43,3
%* 3x | 22,2 | 30,0
Ax 19,4 6,7
| 5X ﬂ 3,3 I 0
| 6X | 2,8 Il 0 |
i 7X 4 0 I 0 |
8X i 2,8 0

*Panelast™ Lohmann&Rausche

** Bjo Compression System, Inc. Moonachie, model SC-3008-D
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Bridging the GAP

RED FLAGS INLYMPHEDEMA. ALGORITHMIC DESIGN OF
DECISIONS IN TREATMENT.

Cecilia Heras, Luisa Martin, Antonio Marquez and Nuria Gomez

-, LAY LA IO B

~ JUSTIFICATION: | POPULATION TARGETED: =

~ Red flags are a set of signs and symptoms presented by | | gommunity of physiotherapists working in the
' patients alerting us that they are not susceptible fo | approach to lymphedema | :

~ treatment. This does not necessarily imply the existence | k 25 e '"'”’"”"“M“M”WW*‘"MMM"\ |
| of a serious health issue, only a different approach or i s e | : ‘
| ’ . | CONTENT DESCRIPTION:

N SR L 0 CARE o | e - | Adescriptive study based on a bibliographic review
& N | hasallowed us to develop the algorithm of red flags
~ OBJECTIVE: -~ | in each one of the pillars of lymphedema treatment. |
To identify red flags in the treatment of primary | [n manual lymphatic drainage, multilayer
and secondary lymphedema in its approach. -~ | bandaging, and presotherapy.
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SIGNS AND SYMPTOMS

SHARP PAIN Q

CHRONIC PAIN \O s
Q If it does not increase Q If the bandage Is tolerated

HEAT, REDNESS, FEVER AND GENERAL
MALAISE

X

(Signs of infection: assess erysipelas, cellulitis y lymphanagitis) Q 15t treat th e;ﬁinfe or Q 15t treat the m fection

BRACHIAL PLEXUS NEUROPATHIES, SEVERE :
PERIPHERAL NEUROPATH, LACK OF @
SENSITIVITY 2

FIBROSIS, ABSENCE OF PITTING v v

b

Q Break up ﬁ'brosis

§ 8 e i
£~ V'S ./ - ORI
A £ 7 N

PHEBOLYMPHEDEMA v v @
Q Pitting positive

GENITAL EDEMA LN Work anastbmosis, drain to
 healthy side Q Look out limb root edema

Bandageﬁﬂer areas- Q

LIMB ROOT EDEMA 2 @

KIDNEY FAILURE AND SEVERE HEART FAILURE 8

(Evaluate cough due to pulmonary edema)

Q 1° stabilize disease Q layalb i

OPEN WOUNDS. VENOUS ULCERS. 72 £
, A i/
& Wear gloves Q Protec the wound

| -
’ ' \‘ =Y : \ Y L s '. ":
(treat with antifungals) b N f

\ Wear gloves >
L,. g ./‘,.. Prevent infections

UNSTABLE HYPERTENSION 9
Q 15t control diseqgse

.
‘

SUDDEN INCREASE IN EDEMA

(Important alarm sign, send to specialist for posible recurrence)

e

el T

CONTACT DERMATITIS

i . . , . N Ve
o (Treat with corticosteroids, see if the area increases) W/ A 5 g
i Q Take care of the affected Protect the area with a cotton bandage

HYPERKERATOSIS o and remove if itching increases
; PAPILLOMATOSIS

g PERIPHERAL ARTERIAL DISEASE

3 DEEP VENOUS THROMBOSIS

e & TtstabilizeThrombus

."' \ t
L~ 1 solve thrombus
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| Female breast cancer survivors: How can physical

TPE ss activity and grip strength impact the development of |
Lymphedema? a
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" / Introduction , | B ‘.‘

In recent
years, there has been g3 |

Moniz Center for Interdisciplinary |

;: remarkable increase in the * Agrou i | B -

- breast cancer survivors. h?;t?lqigﬁtrinog SU?QGBF’) %;ﬁ?cgggzni:nt?\: rsrlign ag-e 0118 years and an average of 39 months after breast : N
advances in treatment and car surgery. M ici y. Six underwent mastectomy and 14 underwent axillary " |

e (Sung gery. Most participants underwent sentinel node biopsy (16) and only 4 : H |

et al., 2021). In many situations, this lymph node dissection. peonyidincenwen taxliay i |
means living with chronic complications e N |
of treatment, such as pain, loss of * 80% were overweight, of which 35% were obese f- ?
upper limb strength, lymphedema (LE), | / 8
and others, which can significantly * There was an average volume of 2100 cm3 in the affected |
lmpgqt . the function, active upper limb and an average of 2013 cm? in the unaffected side ;

-i participation, and overall quality of life The difference between the two limbs presented an :

t of these individuals (Dieli-Conwright et average of 87.3 cm3.

‘Q al., 2016). '

f e T | 9 None of the participants showed a significant \

; perative to gain a deeper difference between limbs (greater than 10%

undersjcandmg of the. most effective difference). Despite this, 45% of participants have m Normal Weight m Overweight

,. strategies for preventing and treating subclinical LE (difference between both upper = Obesity grade | ® Obesity grade ||

% the sequels of breast cancer treatment limbs of 5 to 10%). e e |

| (Naghibi & Varshoie Tabrizi, 2018). acoonting o the bty mass ndex. '

* * Mean grip strength was 20.5+/-1.2 and 21.4+/-1.2 on the nondominant and dominant side,

» Promoting active and healthy lifestyle

-3

respectively. It was found that only 25% of the women included are within the normative

by instilli | -

; aﬁdresgggngmgg%z\gg?ilslf?aqges Iand values of grip strength on the dominant side according to their age. As for the non-

'_ : 9 : lolol [PEhA dominant side, 40% of the sample is within the normative values for their age.

an Important role in preventing cancer

22‘;‘)’(;?'1”;98' ar;c(i)1é)rlcreaSIng suwly  In the present study, 30% of the sample were insufficiently S

X : active, 50% moderately active, and 20% vigorously active, ~—7 |

with a weighted average of 5 +/-0.6 hours of sitting per

p Obijective cay.

s L N g H)

_ . : - No significant associations were found between the LE

Analyze the relationship between physical and PA (r.=0.231; p=0.3) nor between LE and the number

activity (PA) with grip strength and of hours sitting (r.=0.291, p=0.213). There was no

lymphedema volume in female breast significant correlation between PA levels and grip

: cancer survivors. strength on the dominant side (p=1; r,<0) and non-
j dominant Side (r3=0062' p=0796) or between grip m insufficiently active m moderately active

strength and volume difference between members. *

® vigorously active

Materials and methods . A strong positive correlation was found between Body e e e s
/ Mass Index (BMI) and limb volume difference (r.=0.583;
. A cross-sectional analytical study was p=0.007). *
conducted.

& Statistically significant p<0,05.

. Women who survived breast cancer
between 1 and 5 years after surgery
were selected. Women with bilateral

surgery and who had not completed the . In this sample, it is concluded there iIs no relationship between limb grip (dominant or non-

active phase of T eatment were dominant), LE volume and PA. However, it indicates a correlation between body mass

excluded. index (BMI) and lymphedema, and higher BMI is identified as a risk factor for the
development of lymphedema.

. A characterization questionnaire was

performed, upper limb lymphedema . Moreover, engaging in physical aptivity can contribute to t.he‘ control and management'. of

volume was measured with tape BMI. revealing the influence of PA in BMI. Conseguently, PA indirectly serves as a preventive

measures, PA levels were assessed strategy against lymphedema and loss of upper limb strength.

with International ~ Physical ~ Activity - .~q PA as part of a comprehensive approach to managing BMI, the risk of
- : ('PAQ-SF) and the o By |nC0rP0ratlng P pp g g )

questionnaire 4 with developing lymphedema may be reduced. In summary, the observations suggest that

handgrip strength was o while PA may not directly prevent lymphedema, it can play an important role in indirectly

the JAMAR dynamometer. J \ preventing its development by helping to control BMI.

wide for 36 Cancers in 185 Countries. CA Cancer J Clin, 2021 May;71(3):209—49.; Dieli-

Laversanne M, Soerjomataram |, /€ s | ' | Diet and Exercise. Vol. 8, Current Breast Cancer Reports. Current Medicine Group LLC 1; 2016. p. 139-50.; Paxton RJ,
d Mechanisms of i FExercise Training and Breast Cancer-Related Lymphedema: A Systematic Review.

physical fitness in breast cancer patients and survivors: a systematic review. Vol. 29,
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Does the gastrointestinal system impact the offectiveness of complete decongestive therapy?

Tamala Marcin PT, DPT, EdD, MBA'; Laura Flint PT, DPT, WCC, CLT?
1specialty Physical Therapy Myrtle Beach SC

WHAT THIS STUDY ADDS?

1University of St. Augustine for Health Sciences, Doctor of Physical Therapy Program;

BACKGROUND

WHAT IS ALREADY KNOWN ON THIS

It is generally accepted by clinicians that there is a strong
relationship between anatomical structure and function.
Lymphedema is an abnormal stagnant fluid accumulation in the
interstitial spaces due to impaired lymphatic structure and or
function. The relationship between the cardiovascular and
lymphatic systems is well-established in research. The literature
does not clearly represent the relationship between the lymphatic
and gastrointestinal systems!. Obesity can negatively impact the
lymphatic system and is a risk factor for lower extremity
lymphedema, known as obesity-induced lymphedema?. Complete
decongestive therapy (CDT) is a standard technique that physical
therapists utilize for treating lymphedema of the trunk and
extremities. What is not known is if an impaired (hypomobile)
gastrointestinal system decreases the effectiveness of CDT.

PURPOSE

The purpose of this study was to determine whether a patient’s
reported frequency of bowel movements is associated to the
volumetric changes in their lower limbs after receiving
comprehensive decongestive therapy for lower extremity
lymphedema unrelated to cancer.

A retrospective convenience sample was collected from medical
records between 2016 to 2023 at a physical therapy clinic.

Ninety-seven charts met the inclusion requirements of noncancer
related lower extremity lymphedema for patients with obesity

The chart review collected data on the patient’s report of their
frequency of bowel movements at intake, initial volumetrics of the
lower extremities, change in volumetrics of lower extremities, and
the total number of physical therapy sessions.

This descriptive study demonstrates that complete decongestion
effectively decreases volumetrics of the lower extremities
regardless of the number of bowel movements reported by the
patient at intake.

TOPIC?

The gastrointestinal tract is an organ system crucially dependent
on healthy lymphatic function. The interstitial tissue level of
hydration, external compression forces produced by gut motility
(extrinsic), and lymphatic contractile (intrinsic) forces are only a
few variables that affect lymph flow. While gastrointestinal
lymphatics typically regulate interstitial fluid volume by clearing
fluid entering the mucosal and submucosal tissue layers,
lymphatic clearance is insufficient during pathological
inflammation to avoid the accumulation of excess interstitial
fluid, resulting in edema and dilation of lymph vessels.1 Due to
reduced baseline lymphatic clearance and a higher propensity
for inflammation in response to injury, obese people are more
likely to develop lymphedema. In response to lymphatic
damage, obesity enhances inflammation, fibrosis, and adipose

deposition, showing that obese people have a higher chance of
developing lymphedema. 2-4 A clinical trait of people with
lower extremity lymphedema is obesity. 5

Normal lymphatic structure and function support the digestive
tract's absorptive and immunological activities. A congested
lymphatic system makes the Gl tract more susceptible to
edema, poor perfusion, inflammatory damage, and immune
system dysregulation, all of which exacerbate gastrointestinal
disease.1 Constipation and other chronic gastrointestinal

diseases are closely linked to obesity. 6

Obesity, especially abdominal obesity, reduces the effectiveness

of complete decongestive therapy in patients with upper
extremity lymphedema caused by breast cancer.7 When

extrapolating results from a breast cancer population to a group

of people with lower limbs, care should be taken because the
mechanisms generating edema and how they respond to
treatment may differ. Lymphedema therapies had a positive
impact despite the severity of lower extremity lymphedema in

non-cancer-related cases.8

Constipation and obesity are intimately associated, and both conditions
frequently coexist in people with lower extremity lymphedema
unrelated to cancer. This study was to see whether patients who had
reported constipation would react differently to complete decongestive
therapy from patients who had not. This study found patients who
reported a decrease in gastrointestinal motility benefited the same
from comprehensive decongestive treatment than those who reported

normal motility.

HOW MIGHT THIS STUDY AFFECT RESEARCH,
PRACTICE OR POLICY?

More research on the effectiveness of CDT interventions,
comparatively with or without gastrointestinal interventions, is needed
to treat patients with obesity-induced lymphedema effectively.
Additional research would assist clinicians in developing a
comprehensive care plan that would consider the circulatory,
lymphatic, and gastrointestinal systems of patients with obesity-
induced lymphedema. Further research is needed to investigate
whether adding gastrointestinal motility techniques and dietary
counseling to optimize clinical outcomes for patients with lower

extremity lymphedema.
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Abstract

Even though lipedema has been gaining mMore interest among researchers in recent
vears, there are still some misconcepiions about this condition and Iis treatment. Our BMI and WHR
study aims at presenting charactenshic lipedema features and presenting the effects of
exercises on lipedema patients compared to non-ipedema patients. The participants
(n=10) were divided into 2 groups A-wiih ipedema and B-without ipedema, and all of
them underwent & week exercise program. Results showed a reduction In BMI, WHR,

pain, and circumference in both groups. however, the reduction was higher among
nondipedema patients.

Background

BMI WHR

After 6 weeks

After 6 weeks

After 4 weeks “‘I

After 4 weeks

Baseline Baseline

Time of the measurement

Time of the measurement

lipedema is a disease, which Is characterized by excessive accumulation of adipose
Hesue in the lower and/or upper exiremities. lis onset is associated with periods of
hormonal changes among women i.e. puberty. pregnancy. and menopause.[1] In recent <
years lipedema has been gaining more interest among scientists, however, there aré still
some misconceptions regarding this condition.[2] Differentiating ipedema from
| overweight or obesity requires extensive knowledge regarding specific ipedema
E symptoms.[3] Lipedema adipose tissue was previously thought 10 be resistant to
; traditional weight reduction methoads such as diet and physical activity, however, more
.; research confirms the coexistence of lipedema and obesity and the positive impact ofv AS

29 30 31 32 33 K™ 0,74 0,75 0,76 0,77 0,78 0,79
BMI value Waist-to-hip ratio

27 28

uGroupA mGroup B aGroupA ®Group B

physical exercises in lipedema patients.[2.4]

VAS
% Objecﬁves “ The level of experiencing pain in fhe VAS
;; 2 scale was overgll higherI in dfhe ipedema
i : : Vit . : 925 group compared 1o non- jpedema women,
‘i F;rxeésssr;r:/neg gggypis;%nhc;e of characteristic features of lipedema among women with 21‘5 The reducti on of VAS p os]‘-fr eatm enf Was
o - . lower among lipedema patients than in the
‘3 . - . - & : : Baselne After 4 woeks Ater § weaks non-“pedemc group.
3 . compare the differencesinine effectiveness of physical activity among lipedema ot
‘i and nondipedema patients by assessment of BMI, WHR, pain in VAS scale, and leg
4 circumference b e
4 : _ Circumference
i .  Assessing the accuracy of the protocol before conducting a larger-scale study R ook o : ’ f
S ircumference reduction after 6 weeks
‘ The study assessed 10 women with excessive body weight (BMI above .E} — «% TR ORE
3 25) for the presence of ipoedema symptoms. Based on fhe primary | ; £ L ¢
: examination women were divided into 2 groups A- with ipedema . S T 2
y and B-without lipedema sympioms. All of the participants underwent / \ o = 0
1 an exercise program. During the first 4 weeks, patients exercised 3 | \/ = e s oo S
4 fimes per week with one of the three pieces of training under the |
| supervision of a physiofheropist. In the remaining 2 weeks, parficipants ~ 3 250 2 o160 -1 05 00 05 o SIEEEELS -3 2 -1 0 ' 2
_’. were asked fo perform exercises independently at home (3 times per \ || o Sg P11 P9 P8 P12 P11 Pg PB
'f’g week). Assessment of BMI, WHR, pain (VAS), and leg circumference af | [T 7 e s 12 0,95 B STUpALT a0 0.7 -1 0,05
3 4 reference points (P12-above ihe ankle. P11-the widest point of the \ | L & A7 0.5 aGroupB|  -2.75 -0,6875 0,875 1,625
| ~alf. P9-above the knee, and P8-the widest point of the thigh) was P11 e (T Circumference reduction (cm)
1 taken at baseline, oﬁe?r 4 weeks, and after 6 T;lee;eg.dThek %mico:
consent was obtained from the Medical University o ans ica : .
i Committee (Approval number-912/2021-2022). ek Discussion
’g Results

Diagnosis and freatment of lipedema patients still remain a bi '

| | g challenge.[1, 5

wu?ge{y recommengjed Cqmplex Decongestive Therapy is being replgce[d tlyprgr\:ﬁrcsclzll
activity, compression, weight management, and psychological support.[2] More and
more researchers emphasize the positive impact of physical activity on lipedema

' GroupA | Group B (n=5)
(n=10) | (n=5) |

Variable Total

| Age, mean 376 374 37.8 Bl ﬁgazr\‘;‘;-r Fggnglytgipedemq f\;lvos f\‘h‘ougcrjﬁ o be resistant to diet and physical activity
| s | e majority of lipedema patients are also ov ‘ i
| ~ . i : erwe
7 BMI, mean 3242 3344 31.39 E B r?cc?ogemem s highly recommended in decreasing the severity of Sympfomlsgntg v;aalcg)ht
| s ki study revealed that there was a reduction of BMI, pain, and circumf ol o
| Weight, mean 529)kg |985ke | (B7.283¢ knee and on the calf) among lipedema patients after th cumference (above the
B e : . : e exercise program, '
4 T oeima Srnpkors _ B was lower than in women without lipedema sympfoms. A DoMENCTA!
"g NSRS S0 P aoos) i  20%)
| Painatpa\patidn = 4(40%) 4 (80%) 0

Conclusion
Disproportion between dlimmertrunkand 4 (40%) 4 (80%) 0
enlarged lower limbs

Lipedema patients experience various ailments that are not present in non-lipedema

Easy bruising 4(40%) 4(80%) O women.

Lipedema
\i Accumulation of fat tissue mostly around 4 (40%) 4 (80%) 0

— VU(\)% reduc;thon of leg circumference after undergoing an exercise program is higher in
s ictic TS EaE e okdes 3 1303 e 3 (G i O en without lipedema compared to women with lipedema
swelling around the ankles 4 (40%) 2 (40%) 2 (40%) -

Conducting a larger scale study should be considered fo fully validate the results

Patients lost at follow up 1 (10%) O 1 (20%)
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Influence of Edema on the Efficacy of Resistance
in Breast Cancer Patients
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In treating cancer, exercise is imperative as it promotes cardiovascul e~ 1 e
treatment effects and has been as soclated with |}
life during cancer treatment. Exercise enhances the cancer ; 1t admin e Ll
better treatment outcomes. However, exercise studies are mostly based on Sthe effe :

exercise that the effect of resistance exercise is rarely reported. Moreover, S

resistance training has not been reported.
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balance and gait speed were collected for this retrospectlve review. Patlents were on I'CSISz
twice weekly for at least 8 weeks until the follow-up assessments. |

Based on the bioimpedance analysis, patients Table 1. Baseline characteristics ofpart101pants
were grouped into the edema group (total n=25, '
edema group 14). Although there was a significant age i s
difference between groups, the peak torque power and AgeGearsia i 0N ,)ﬁe' 37;;3}
total work of knee extensors ”“ T T L) i e—

D D N N — —

petween  groups at baseline (T2 Lg)s i‘ groups dSIAE(RAE)

7048273 784+197 0.403
showed improved peak torque power and total work of ~ Beoween assessment T2 G 7

knee extensors on follow-up. Greater muscle power —duraton(@ay T o
and work improvement were observed in the non- = T ol ' .
edema group than in the edema group. [nterestingly, e | .

SkeletﬂMusc e V. 'a S ﬂj ‘_Z} CX(D),/: 3{3 20432 .4
there was greater improvement in the speed of the Body percentage fat (%) 30.2+6.2 g

edema group after the resistance exercise (Figure 1).  BergBalan »,gmb* ISSHIELSS
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The degree of edema showed a negatlve correlat1on TUG (sec) e 4T
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exercise benefits regardless of age and e
- edema status at baseline may provide cl 1es |
the improvement in skeletal muscle training:
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Pain from perforators -
in lipoedema, hold tight; it feels so

Introduction

Raced on extensive anatomical dissections (Uhl J-F et al. 2021 ref1), a perforating vein is defined as
one joining the deep to the superficial venous system, which perforates the deep fascia.
Perforating veins are provided with one-way valves along the whole limb, and are physiologically
oriented from superficial to deep, except for the foot. Valves at not described at the point of

perforation.

The reason for calf pain and tenderness in lipoedema is still unexplained. Clinical observations In a
dermatology/lymphology practice providing continuity of care over 30 years with over 30,000 high
resolution and doppler ultrasound records, suggested pain threshold differences between

lipoedema and lymphoedema patients. Specifically when examining calf perforating veins, it was
becoming apparent that locally applied pressure with the ultrasound probe caused pain at the site

of perforators in lipoedema patients but not In lymphoedema patients. Constructing extra
compression at the site of the maximum tenderness for the relief of pain in practice lipoedema
patients has been routine. However only recently have perforators been sought out as a possible

initiating factor for tenderness, pain and aching.

Objective

To determine whether perforators are associated with calf tenderness.

rness exactly at the site of perforators in some patients

but not in others. High resolution (up to 18 MHz) doppler ultrasound was used to record the site,
appearance and direction of the perforator blood flow and size of the fascial gap (Figs1,2). Deep

finger pressure was then applied at the gap of the deep fascia associated with the site of the
perforator (Fig 3) with recording of the reaction (tenderness/no tenderness). Patients with chronic
venous insufficiency were Jvailable as controls but the objective was 10 quantify differences

between lipoedema and lymphoedema sufferers.

A scoping exercise had indicated calf tende

Results
Over a six-month period (Winter 2022/3), Doppler high resolution ultrasound pictures of calf

perforating veins were collected. Direction of blood flow was variable. No valves were ever seen or
recorded at the site of vein perforation. The average diameter of the fascial gap was 4.1 mm
varying between 1.7 mm and 7.9 mm. Perforators in chronic venous hypertension were usually
visible near the skin surface, with associated signs of varicosities (pigmentation, induration,
inflammation etc) and typical symptoms i inflamed, thrombosed or infected. Perforators In
lymphoedema were not Jssociated with pain on localized pressure at the site. In contrast,
lipoedema patients immediately responded to localized fingertip pressure with “that’s it!”, “that’s
exactly where | feel pain!”. Extra targeted compression was then incorporated into the
compression hosiery. With this extra localised support, lipoedema patients reported considerable
relief, being able to work/stand for longer in the day and having less evening discomfort.

Conclusion
Objective investigations on the characterisation of pain/tenderness as one of the diagnostic

criteria for lipoedema are in progress (Hucho T. ref2,3). em Prim Déller (ref4) pointed out the

effectiveness of pressure for reduction
explanation. As regards the name lipoedema, as oedema Is never if ever found, Lipohyperplasia
dorosa (LiDo) may better as a descriptive term, as it incorporates the characteristics of excess lipid

deposition along with tenderness on pressure, discomfort, spontaneous pain and feeling of
heaviness particularly in the evening. However the reason for the pain and tenderness Is still
unexplained. Could perforators be key, and if so, why? While further investigations proceed, the
present conclusion for clinical care has to be hold tight; it feels so right!

Hautarztpraxis Friedberg D-61169 Germany
Drs med Janet M. Massey, H. Wilfried Jungkunz

‘. )..;‘ ;

5 5 -
Dr H. Wilfried Jungkunz ready to use
High Resolution Doppler Ultrasound to
find calf perforators and determine the
effect of probe pressure on them in
patients with chronic venous
hypertension, lymphoedema and
lipoedema
Photo: Dr Janet M. Massey

right

Fig.1
Doppler high resolution ultrasound finding in patient with
lipoedema. This shows Venae tibiales posteriores (VV TIB POST) Right
perforating vein Cockett 3 which has a measurement of 0.42 cm (4.2 mm)
at the deep fascial gap.

Fig.2
Higher resolution
of perforator in
Fig 1 at fascia in
patient with
lipoedema
Right Perforator
vein.

Fig.3
Index finger pressure at exact
site of calf perforator shown by
Doppler ultrasound. Patient
with Lipoedema reported
tenderness/pain at this exact
location. Right Cockett 3.

Photo: Patient
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feelings of self-conscousness, embrasssement, depression and socal solation.

dlinical decisions for the management of this suffering condition.

and quantifying symptom burden and distress in patients with upper and lower Emb lymphedema.

L) to Turkish and to test its rekability and validity in patients with lower-imb ymbedema.
MATERIALS AND METHODS

In this study we undertook 3 descriptive and methodological study for validation of the LSIDSHL among
Turkish patients with LLL simiar to the procedures that have been undertaken for the validity of other
Qol surveys . The study was conducted in Lymphedema Unit. Physical Medicne and Rehabditation
Department of 2 university hospital, between July 2022 and December 2022. The study was approved by
medications, those younger than 18 years and older than 65 years were not induded. Patients were
mamnMawhmwmmummai
MMW«MMM&MMPMWMwm
w.mmdmmmmhmmw.mwuum
- pheders Srcumferential measurements were performed by a standard 1 inch
wigilimmmmuﬁmn&wﬁmqmwmmedmmm
&mmmwmm{amMMdﬂm.Tbe_md
Mmmmdwmmm‘%p.zmhwmummw
mhmmmmmmmwmd
second toe base and metatarsophalangeal areas were recorded for patients with feet edema.
MmmxmmhmmamdeISmamwﬁ
to the contraisteral side. In bilateral disease, the diagnosis was made depending on inspection and
lymphascintigraphy results derived from the patient files .

were recorded.
After obtaining written permission (2021) from the ressarcher who developed the LSIDS, the forward-
backward transiation method was initiated. Four steps were used in the ingusstic validaton of the
questionnaire. Two lecturers graduated from departments of foreign languages of Billkent University and
two lymphedema specialists, competent who were fully bilingual in both Turkish and Englsh,
participatad in the transistion process. One of the lecturers transiated the English version into Turkssh to
MmmdMWMMMMdMTM
version into source language was done by the second lecturer who was unaware about the purpose of
transiation. The original form and the one transiated form from Turkish to English were compared by
the two lecturers, and the final form of the Turkish version was prepared. Finally the two lymphedema
specialists, who were fully competent in both languages, controlled and revised the lecturers’ final
Terkish version to obtain the Turkash version used in thes study. In order 20 avoid misunderstanding and
to obtain difficulties  undesstanding, the instrument was given as 2 pretest to 30 patients with LLL
Face-to-face interviews with the patients showed that all the indices were dear and the instrument was
WMMmWMhmmmmmm
pretest study group did not identify any concems. The Turkish version of LSIDSL was answered by the
patients themselves. One lymphedema specialist was in the interview room in order to help the patients
in case they needed assistance, which was the case only in 2 few patients with difficulty in reading. The
scale was compietad by each patient twice with one-week interval.
Questi ;

Lymphedems symptom intensity and distress survey-leg (LSIDS-1) was onginally created by Ridner et al
in 2018 with 31-tems, on 2 main scales having seven subscales.

it has two scales, symptom mtensity and distress, and each scale has seven subscales as follows: soft

1, 2. 8 and 9 are lcaded on 5oft tissue sensation, 3, 4, 5, 6, 7, 10 and 11 on neurciogical sensation, 12,
13 on function, 14, 15, 16, 18 19, 20, 22, 23 and 24 on biobehavioral, 17 and 21 on resource, 25, 26 and
30 on sexuality and 27, 28 and 29 on activity. The response yes to the items is assigned one point and
mwmka'uﬁmmmdmmwxsmwmmmﬁgg
survey is caiculated. The lowest and highest scores to obtain from the survey are 0 and 30, respectively.
if the participant does not respond to more than five tems, the total score for the survey is not
calcudated. Responses of participants marking “Yes” are scored based oa a five-point Likert scale in the
scales intensity and distress (1: too fittle and 5: too much). The points for Intensity and Distress are
added and the mean score for the survey is obtaned. The mean score for each scale is determined by
caicudating the mean value for responses given to the tems and the total score for each item ranges
from 1 to 5. High scores for the survey show severe symptoms and distress. There is not a cut-off value
for the survey. Cronbach @ was 0.53 for intensity and 0.94 for distress. Cronbach a ranged from 0.74 to

Lymphedema is a depaitating disorder characterized by actusmutation of excessive fiusd and protein in
the interstitium due to the impairments in lymphatic system and results in chronic swelling in different
parts of the body. | gwer limb lymphedema {LLL)s are incurable and progressive conditions that can
ause life-long phys; . chosocial and emotional prohlsmsaﬂmwmw"ﬂ'
being and quality of fife. Many patients suffering from chronic lower imb lymphedema also experience 2
wdmwmmmMMth&&g
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immobility. All these problems can be chalienging and frustrating for many individulas 3nd may lead to

Am.zuwmmmwmdmmmmmw
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In recent years there has been more interest in developing questionnaires designed and validated
specially for mb lymphedema; like the ‘Quality of Life measure for Limb Lymphedema (LYMQOLY, The
lMMd&mamr,mmwth&w-.
Lymphedema funcrioning disability and health questionnaire (Lymph-iCF) © and “Lymphedema Ufe
Impact Scale (LLISY. sut none of them has separste parts assessing the symptom intensity, distress and
burden of upper and lower extremity lymphedema parts. Ridoer et 3l have designed and validated 2
short and simple tool- The Lymphedema Symptom Intensity and Distress Survey (LSIDS) for detecting

mmwmwulwmmmm“ms«wm Emb (LSIDS-
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THE RELIABILTY AND VALIDITY OF LYMPHEDAMA SYMPTOM INTENSITY AND
DISTRESS SURVEY LOWER LIMB (LSIDS-L) IN TURKISH PATIENTS WITH LOWER LIMB LYMPHEDEMA

Pmar Borman MD, Cansu Sahbaz Pirinc®, Ashhan Aladag Aydogan, Mumtaz Mutiu Umarogiu, Meltem Dadyan
UMdHQMSdemMMMM,WdWmmW"l.GddeEas:Ted'ndw-nes':y.

Institutional Data Management Coordination Office, Ankara, Turkey

Statistical Analyses

demographic varables.

mternal consistency.
Criterion validity and item analysis

RESULTS

One hundred-fifty five patients with 111 were included to the study. All the subjects compietad test 1
and 2 for LSIDS-L for test-retest snalyses. The Ume between test 1 and 2 was withn 7 Sys. The
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We used the Pearson correlation coeficent for normally dstritxted scores and the Spesrman
correlation coefficient for the other scores. The cormeiation coefRicerss are interpreted s Rolows: Q.2
was weak, 0.4-0 74 was moderats 075 to 0.9 was strong, and >0.9 was very STONE -

All the analyses were conducted using SPSS 21.0. The level of signficance was set R pRE.

demographic and dinical characteristics of the patients are shown n Table 1

Table 1: Demographic and diinical properties of the patients
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evaluating the scores of LSS in regard o gender indicated no difference hetween the TGS

Majority of the patients were female with 2 mean BMi of 35 kg/m? and housewives. The most common S 10ther Emitation might Be the Sxciesion of patients with cognitive and psychiatnic Sysfuncsions fas
education levels were lycee and primary school. More than half of them had bilateral hmphedema,  S50med that they have not 2 Rl comprehension of 2l the questions) which may lead Emtations in
followed by left lower extremity lymphedema. Half of them received CDT. The ymphedema was due to mhmd“m”aul_m“mﬂﬁhmaﬂQsMMm
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8% of the patients.

Refiabiiey

Questionnaire would be benefical for the extensive use of this ool

Conclusion

In conclusion assessment of impact of lymphedema and distress of LLL patients s Enportant and our
findings demonstrate that LSI0S s 3 valid and reliable Mhmmdum

Internal consistency (based on 2 Cronbach aipha score of (0.99) and test-retest refiability (based on an intensity, distress and Qol in Turkish patients with UL Turkish UL patients found the Turkish version of
mmmawa»mwmfwﬂmhm(mmnmm- LSIDS-L questionnaine easy to understand, respond and complete. In the absence of any cther validated

retest refiability of 2l the subscores and overall scores of LSIDSL were strong (Table 2, Figure 1),
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Table 2: internal consistency and test-retest refiability of the Turkish LSIDS-leg instrument subgroups  1© D& 2 promising toal that can readiy appiad 35 30 Quttome maasure doth i dinical pracsice ang
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resaarch studes.
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