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-   [Calista]   Our   course   title   today   is   Wound   Management   for   Clients   Living   with  

Lymphedema.   It   is   my   pleasure   to   welcome   Neely   Sullivan   from   PhysicalTherapy.com.  

Neely   has   worked   with   diverse   client   populations   ranging   from   pediatric   to   geriatric   in   a  

variety   of   clinical   settings.   These   experiences   and   multiple   courses   on   the   topic   have  

allowed   her   to   treat   and   develop   client   care   programs   for   clients   with   lymphedema   and  

wounds.   She   has   served   in   multiple   levels   of   regional   and   corporate   management  

positions.   In   these   positions,   Neely   has   developed   policies   and   worked   closely   with  

interdisciplinary   teams   to   ensure   that   clients   living   with   lymphedema   and   or   wounds  

have   the   opportunity   to   attain   their   highest   levels   of   function   and   quality   of   life.   She's   a  

certified   lymphedema   therapist   and   has   most   recently   been   responsible   for   the  

identification,   implementation,   and   evaluation   of   clinical   programs   in   long   term   care  

settings.   Neely   currently   provides   educational   support   to   over   3,000,   sorry,   13,000  

therapists   nationwide   as   an   education   specialist   for   select   rehabilitation.   She   has  

lectured   nationally   and   at   the   state   level   on   topics   of   lymphedema   and   wound   care  

management.   She   has   also   authored   publications   focusing   on   edema   and   lymphedema  

management.   So   thank   you   so   much   for   presenting   for   us   today   Neely   and   at   this   time  

I'm   gonna   turn   the   microphone   and   the   classroom   over   to   you.  

 

-   [Neely]   Great,   thank   you   so   much.   I   am   very   pleased   to   be   here   today.   A   couple   of  

housekeeping   items   that   I   want   to   introduce   before   starting   the   actual   content   of   the  

session.   First   I   just   wanted   to   mention   that   there's   a   lot   of   different   backgrounds   and  

experience   levels   on   this   call.   I've   tried   to   be   very   thorough   when   presenting   the  

information   today,   so   I   apologize   if   I   repeat   a   basic   concept,   but   I   want   to   make   sure  

that   everyone   on   the   call,   the   webinar   today,   has   a   working   baseline   knowledge   of   the  

information   presented   today.   Also   there   is   no   way   that   I   can   adequately   cover   wound  

care   of   lymphedema   management   in   a   two   hour   period.   Both   of   these   topics   are   really  

large,   so   my   intent   today   is   to   introduce   you   to   the   concept   of   wound   care   for   clients  

living   with   lymphedema.   If   you're   interested   in   this   topic,   then   I   would   encourage   you   to  
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pursue   more   education,   maybe   even   a   certification   in   wound   care   and   lymphedema.  

And   finally   I   just   wanted   to   mention   that   we   will   hold   all   of   our   questions   for   the   end.   I  

have   a   packed   session   today,   lots   of   great   information   so   I'm   gonna   take   questions   at  

the   very   end   of   the   call.   So   with   that   let's   go   ahead   and   get   started.   There   are   no  

disclosures   that   I   need   to   let   you   know   about,   no   conflicts.   Today   when   you   walk   away  

from   this   course,   I   want   you   to   be   able   to   describe   the   background   anatomy   and  

physiology   of   the   lymphatic   system.   I   want   you   to   be   able   to   identify   at   least   two  

differences   between   edema   and   lymphedema.   Identify   at   least   three   risk   factors   in  

different   types   of   stages   of   wounds   commonly   occurring   in   our   clients   who   are   living  

with   lymphedema.   And   I   want   you   to   be   able   to   describe   at   least   two   wound  

management   interventions   and   discuss   several   case   examples   of   how   you're   gonna  

actually   treat   your   clients   living   with   lymphedema.   

 

Okay,   so   we're   gonna   start   with   our   learning   objectives.   By   the   end   of   this   webinar,   I  

want   you   to   be   able   to   walk   away   being   able   to   describe   the   background   and   the  

anatomy   of   the   lymphatic   system.   Of   course   we   won't   be   able   to   get   into   a   lot   of   depth  

but   I   want   you   to   have   an   overall   general   understanding   of   the   lymphatic   system.   I   want  

you   to   be   able   to   identify   how   to   differentiate   between   edema   and   lymphedema,   as  

well   as   explain   the   risk   factors,   different   types   and   stages   of   wounds   that   we   see   with  

our   clients   who   are   living   with   lymphedema,   and   then   of   course   we   cannot   have   a  

physical   therapy   webinar   without   talking   about   interventions   and   how   we're   gonna  

actually   work   with   these   clients   with   wounds   and   lymphedema.   

 

So   with   that   being   said,   let's   go   ahead   and   start   with   the   background   in   physiology   of  

the   lymphatic   system.   So   again   we   can't   spend   hours   and   hours   and   hours   on   this,  

which   it   does   take   to   have   a   true   mastery   of   the   lymphatic   system.   So   we're   gonna  

look   at   this   from   a   pretty   high   global   level.   So   simply   what   is   the   role   of   the   lymphatic  

system?   It   functions   as   a   drainage   system   in   your   body.   I'd   like   to   think   of   it   more   as   an  

irrigation   system   for   the   body.   I'm   gonna   explain   this   analogy   in   just   a   few   slides.   So  
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this   quote   is   by   Casley   Smith,   she's   a   very   well   known   clinician   in   the   lymphedema  

arena.   She   says   that,   "lymphedema   is   the   accumulation   of   excessive   "lymph   fluid   and  

swelling   of   subcutaneous   tissues   "due   to   obstruction,   destruction,   or   hypoplasia   "of  

lymph   vessels."   Here's   the   anatomy   of   the   lymph   system.   Unfortunately   we   don't   have  

hours   today   to   go   through   it.   As   you   can   see   from   the   slide,   there's   a   lot   of   different  

components   of   the   lymph   system.   So   from   superficial   to   deep,   I   just   want   you   to   be  

aware   of   what's   involved.   There's   the   initial   lymph   capillaries,   the   pre-collectors,  

perforating   pre-collectors,   collectors,   lymph   nodes,   and   trunks.   Along   those   same  

lines,   the   anatomy   and   lymphatic   system   is   very   complex   and   also   includes   tissue  

channels,   initial   lymphatics,   again   those   collectors,   lymph   nodes,   and   muscle   pumps.  

All   of   this   is   just   to   illustrate   that   each   of   these   components   of   the   lymph   system   is  

important,   and   the   lymph   system   is   a   wonderfully   complex   system.   

 

After   I   have   spent   lots   of   time   studying   and   learning   about   the   anatomy   of   the   lymph  

system,   I'm   not   quite   sure   how   we're   not   all   walking   around   with   more   edema   and  

lymphedema.   So   the   superficial   lymphatic   system   is   suprafascial,   and   it   drains   the  

lymphatic   loads   of   the   skin.   This   is   the   system   that   you're   gonna   most   frequently   be  

working   with.   The   deep   lymphatic   system   is   subfascial,   so   that   means   that   it   is   very  

deep,   it's   underneath   the   swelling,   the   fascia   is   holding   back   the   swelling.   It's   gonna   be  

very   painful   for   your   client,   it's   gonna   be   similar   to   compartment   syndrome   if   your  

clients   are   experiencing   a   problem   with   their   deep   lymphatic   system.   

 

One   of   the   main   functions   that   the   lymphatic   system   does   for   your   body   is   it   removes  

waste   products,   it   removes   that   excess   fluid,   it   also   alerts   your   immune   system.   So  

again,   it's   alerting   those   macrophages   in   your   body   which   are   those   white   blood   cells  

that   get   rid   of   the   foreign   bodies   in   your   blood   system.   And   also   returns   fluid   and  

plasma   proteins   back   to   the   blood.   One   of   the   main   functions   of   lymphatic   and   venous  

systems   is   fluid   transport.   Fluid   homeostasis   refers   to   keeping   concentrations   of  

various   molecules   constant   within   the   blood   stream   and   the   interstitial   spaces   or   the  
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tissues.   There's   a   lot   of   different   forces   at   work   that   influence   fluid   homeostasis   and  

fluid   exchange   and   obtaining   that   normal   environment.   That's   what   we're   gonna   be  

doing   a   lot   when   we're   working   with   our   clients   with   lymphedema   and   of   course   how  

much   fluid   is   in   the   system   will   also   influence   the   ability   of   the   wound   to   heal   as   well.  

So   let's   talk   more   specifically   about   the   function   and   role   of   the   lymphatic   system   in  

maintaining   that   normal   environment.   Maintaining   this   normal   environment   has   a   lot   to  

do   with   decreasing   our   risk   of   developing   skin   breakdowns,   and   we're   gonna   get   to  

why   this   is   the   case   in   just   a   few   slides.   

 

So   transport   capacity,   this   is   a   key   concept   in   managing   edema.   It's   the   amount   of  

lymph   fluid   the   lymphatic   system   can   transport   when   working   at   its   maximum   intensity.  

Under   normal   conditions   that   transport   capacity   of   the   lymphatic   system,   is   several  

times   higher   than   the   load,   so   the   load   means   the   fluid   that   is   actually   transporting.  

And   the   lymphatic   circulation   has   a   great   functional   reserve.   What   do   I   mean   by  

functional   reserve?   A   functional   reserve,   let   me   catch   up   with   the   slides.   Functional  

reserve   is   the   difference   between   that   transport   capacity   and   the   amount   of   fluid  

transport   at   rest,   so   that's   that   normal   lymphatic   load.   

 

When   the   body   experiences   an   increase   in   water   or   protein   in   the   tissues,   the   lymph  

system   activates   its   safety   factor   and   then   it   taps   into   that   functional   reserve   to  

eliminate   the   excess   fluid.   The   lymphatic   system   is   said   to   be   sufficient   if   the   transport  

capacity   is   greater   than   the   lymphatic   load   of   water   and   protein.   So   here's   a   schematic  

so   you   can   kind   of   see   what   I'm   talking   about.   Note   in   this   slide   that   the   transport  

capacity   is   much   higher   than   the   normal   lymphatic   load,   or   the   normal   amount   of   fluid  

being   transported   at   rest.   The   functional   reserve   is   the   difference   between   that  

transport   capacity   and   lymphatic   load.   So   here   you   can   see   that   there's   a   great  

difference   in   a   normal   healthy   system   at   rest.   Now   in   this   scenario   the   lymphatic   load  

has   increased   and   the   body   has   activated   that   safety   factor   and   tapped   into   its  

function   reserve   to   take   care   of   that   excess   fluid,   so   this   might   be   a   scenario   such   as   a  
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hard   exercise   session   or   sunbathing   or   getting   a   tattoo   or   even   being   sedentary   might  

create   a   scenario   like   this,   but   in   this   case,   you're   not   gonna   see   any   edema   or  

lymphedema   because   this   is   what   happens   in   a   person   with   a   quote   unquote   normal  

lymphatic   system.   But   now   what   happens   if   the   function   reserve   isn't   enough   to   handle  

that   lymphatic   node   of   the   body?   If   the   transport   capacity   is   smaller   than   the   lymphatic  

load,   the   lymphatic   system   is   said   to   be   insufficient.   So   if   this   happens,   then   edema   will  

be   induced   in   that   interstitial   area.   There's   three   different   types   of   insufficiencies   that  

can   result   in   either   edema   or   lymphedema.   

 

There's   dynamic   insufficiency,   mechanical   insufficiency,   and   combined   insufficiency,  

and   we're   gonna   run   through   these   over   the   next   few   slides.   The   dynamic   insufficiency  

is   the   most   common   insufficiency   that   we're   gonna   see   with   our   clients   living   with  

lymphedema   and   wounds.   With   the   dynamic   insufficiency,   a   healthy   lymphatic   system  

is   overwhelmed   by   an   increase   in   the   lymphatic   load.   And   that   lymphatic   load   is   usually  

water   or   protein.   Now   a   dynamic   insufficiency   is   not   lymphedema.   This   is   not  

lymphedema   because   we're   working   with   a   healthy   lymphatic   system   with   a   normal  

transport   capacity.   It's   called   a   high   volume   insufficiency   because   the   volume   of   the  

lymphatic   load   is   higher   than   the   normal   transport   capacity.   

 

So   an   example   that   we   might   see   with   our   clients   would   be   your   client   has   stepped   off  

the   curb   and   has   a   sprained   ankle   or   they   have   congestive   heart   failure   or   they're   no  

longer   able   to   get   around   like   they   used   to.   This   is   a   schematic   of   that   dynamic  

insufficiency.   So   in   this   diagram   you   see   that   the   amount   of   lymphatic   load   has  

exceeded   the   transport   capacity   of   the   lymphatic   system.   In   this   case   you're   gonna  

see   edema   or   swelling   until   that   system   can   catch   up   and   decrease   the   lymphatic   load.  

For   a   mechanical   insufficiency,   the   transport   capacity   is   reduced   below   the   normal  

level   of   lymphatic   load   because   of   damage   to   the   lymphatic   system.   Now   in   this   case,  

even   a   normal   amount   of   lymphatic   load   is   too   much   for   a   lymphatic   system   to   handle,  

much   less   an   increase   lymphatic   load.   The   inability   of   that   lymphatic   system   to   perform  
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one   of   its   most   basic   functions   like   removing   water   and   protein   from   the   interstitial  

spaces   will   result   in   lymphadema.   So   one   thing   to   note   here   is   that   the   presence   of   a  

dynamic   insufficiency   over   a   long   period   of   time   can   cause   a   mechanical   insufficiency  

as   the   lymphatic   system   works   overtime   to   get   rid   of   the   increase   lymphatic   load.   This  

means   that   clients   who   have   edema   from   other   causes,   be   it   congestive   heart   failure,  

chronic   venous   insufficiency,   et   cetera,   are   at   risk   for   developing   lymphadema   if   their  

peripheral   edema   is   not   controlled.   So   I   wanted   to   bring   you   back   to   that   irrigation  

analogy   that   I   said   at   the   very   beginning   of   this   webinar.   I   think   of   the   lymphatic   system  

as   an   irrigation   system.   

 

So   imagine   that   you   are   farming   a   piece   of   land   and   you   are   using   an   irrigation   system.  

The   more   fluid,   the   more   water   that   you're   having   to   irrigate,   and   the   more   complex   the  

system   is,   the   more   likely   it   is   to   break   down.   And   that's   how   it   is   with   lymphadema.  

The   more   fluid,   the   more   kind   of   comorbidities   we   have,   the   more   likely   it   is   for   our  

lymphatic   system   to   break   down.   So   here's   a   schematic   of   mechanical   insufficiency.  

You   can   see   the   lower   transport   capacity   that   we   see   in   mechanical   insufficiency.   As   an  

individual   with   a   scenario   going   on,   they   would   definitely   have   visible   lymphadema.   So  

they   would   present   and   you   would   be   able   to   recognize   this   is   lymphadema.   It's  

important   to   note   that   people   who   have   sustained   damage   to   the   lymphatic   system  

such   as   with   a   surgery   or   infection   or   trauma   or   radiation.   

 

They   do   not   have   the   mechanical   insufficiency   going   on.   Their   transport   capacity   will  

be   reduced   because   of   the   damage,   but   it   may   stay   well   above   that   normal   amount   of  

lymphatic   load   for   a   long   time.   It's   not   until   the   transport   capacity   drops   below   the  

normal   lymphatic   load   or   the   lymphatic   load   remains   elevated   above   the   transport  

capacity   that   we   see   visible   swelling.   So   now   this   scenario,   you   can   see   that   we   have   a  

significantly   decreased   transport   capacity   along   with   a   highly   elevated   lymphatic   load,  

and   this   is   combined   insufficiency.   And   this   person   will   have   significant   lymphadema.  

So   that   ties   us   in   to   lymphadema   itself.   Lymphedema   is   going   to   occur   because   like  
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what   we   just   said   in   the   previous   slide,   the   transport   capacity   of   the   lymphatic   system  

drops   below   the   normal   amount   of   lymphatic   load.   This   results   in   the   body  

accumulating   that   lymphatic   fluid   which   is   water   and   protein,   and   that   high   protein   fluid  

starts   to   cause   skin   changes   and   changes   of   the   tissue   including   fibrosis   and   sclerosis.  

So   this   is   key   to   wound   care,   right?   Disturbance   of   that   local   metabolism   and   then   it  

makes   that   client   at   a   more   increased   risk   in   rate   of   infection.   So   this   is   key   for   our  

clients   with   lymphadema.   If   we   do   not   treat   our   clients   with   lymphadema,   if   we   do   not  

address   the   swelling,   there's   no   cure   for   lymphadema,   if   those   clients   will   continue   to  

swell.   So   there's   no   way   we   can   cure   the   lymphadema   but   we   can   definitely   manage   it.  

How   do   we   know   if   our   clients   have   just   regular   edema   or   lymphadema?   

 

I'm   just   gonna   touch   on   this   for   just   a   few   minutes   because   I   know   we   see   all   different  

kinds   of   swelling   in   our   practice   settings.   Clinicians   have   to   consider   lymphatic  

involvement   in   all   swelling,   but   then   again,   what   do   we   distinguish   as   lymphadema  

versus   general   edema?   Your   client   history   of   risk   factors   as   well   as   how   the   edema  

symptoms   presented   themselves   is   a   really   key   point   to   differentiating   between   the  

two.   Of   course   you're   gonna   always   perform   your   clinical   assessment   and  

lymphadema   is   typically   evidence   by   clinical   findings   such   as   a   client   with   known   risk  

factors,   perhaps   your   clients   have   gone   through   chemotherapy   of   they've   had   a  

previous   auxiliary   dissection.   

 

If   the   diagnosis   is   not   evidence   on   the   basis   of   clinical   assessment,   we   do   have  

imaging   tools   that   you   can   refer   your   client   to   have   performed   on   them.  

Lymphoscintigraphy   is   our   gold   standard   and   may   be   necessary.   There's   also  

additional   imagine   techniques   such   as   MRIs   that   can   give   us   more   information   about  

the   anatomic   and   nodal   detail   of   the   lymphatic   system.   So   when   your   client   shows   up  

and   they   have   edema,   we   know   that   it   is   acute   edema   because   they'll   give   us   a   history  

of   some   type   of   rapid   onset   of   edema   after   a   known   injury.   Perhaps   they   were   playing  

soccer   and   they   got   kicked   in   the   knee,   now   their   knee   is   swollen.   When   you   observe  
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the   client,   you're   gonna   see   redness,   you're   gonna   feel   warmth,   you   are   gonna   palpate  

and   that   palpation   may   be   painful   and   that   movement   will   be   painful.   And   that   edema   is  

gonna   be   localized   to   that   particular   area   that's   injured.   So   we   have   all   seen   a   good  

ankle   sprain,   that's   what   this   picture   is.   This   client   is   gonna   tell   us   that   they   stepped   off  

the   curb   incorrectly,   or   they   were   running   and   their   ankle   rolled,   and   this   history   would  

be   consistent   with   acute   edema.   Now   chronic   edema   is   a   little   different.   The   patient  

experiencing   chronic   edema   is   gonna   present   with   hard   turgor,   so   that's   gonna   be,   a   lot  

of   edema,   their   skin   is   gonna   feel   kind   of   tough,   they've   lost   the   resiliency   of   the   skin,  

and   they're   skin   is   also   gonna   look   smooth   and   taut,   you're   gonna   have   a   hard   time  

grasping   or   raising   that   skin.   

 

They're   gonna   also   experience   the   skin   changes   that   are   listed   on   this   slide,   so   they  

may   have   loss   of   hair   growth,   loss   of   normal   skin   creases,   and   loss   of   tissue   elasticity.  

So   let   me   show   you   a   picture   of   chronic   edema.   I   want   you   to   note   the   skin   changes  

and   the   loss   of   normal   skin   creases   in   these   bilateral   low   extremities,   as   well   as   the  

loss   of   tissue   elasticity.   A   client   experiencing   venous   edema   is   going   to   present   with  

swelling   that   has   slowly   progressed.   Upon   palpation,   the   edematous   region   is   going   to  

feel   moderately   warm   to   you.   

 

There   may   be   a   dusky   color   or   a   brownish   staining   of   the   skin,   and   this   occurs   because  

blood   is   pooling   in   the   veins   of   the   affected   region.   In   addition   there's   gonna   be   high  

levels   of   iron   deposited   into   the   tissue.   They   may   complain   that   their   legs   feel   achy   as  

the   day   progresses.   With   venous   edema,   again   there's   a   significant   pooling   of   blood  

and   there's   not   a   lot   of   blood   flow   and   that's   gonna   result   in   edema   or   pain.   And   then  

you   will   notice   the   normal   contours   of   the   leg   are   lost   due   to   the   volume   of   edema.   So  

here's   a   client   with   venous   edema.   I   want   you   to   notice   the   staining   of   the   skin.  

Lymphedema.   What   are   some   of   those   signs   and   symptoms?   Now   I'm   not   gonna   read  

everything   to   you   on   this   slide,   you   have   it   here   for   your   reference,   but   you   may   see  

pitting,   swelling,   fibrosis   of   the   skin,   the   client   may   complain   of   tightness   and  
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heaviness   in   the   limb,   they   are   carrying   around   a   lot   of   extra   fluid,   so   they   may   have  

pain   in   their   joints.   They   may   start   to   complain   about   a   decreased   quality   of   life.   So  

they   can   no   longer   get   around   and   do   the   things   that   they   used   to   enjoy   doing.   You  

also   may   begin   to   see   skin   changes,   including   fungal   infections,   lymphrea   of   the   skin,  

that's   when   that   skin   starts   to   weep.   Papillomas   which   look   like   little   blisters,   and   then  

we   also   may   start   to   see   wounds   especially   if   that   lymphadema   is   left   untreated.   So  

with   our   lymphadema   there's   two   different   types.   There's   primary   and   secondary.  

Primary   is   a   malformation   or   dysplasia   of   the   lymphatic   system,   you're   born   with   a  

malformation   of   your   lymphatic   system.   

 

Secondary   is   caused   by   known   injury   to   the   lymphatic   system.   The   most   common  

causes   for   secondary   lymphadema   includes   surgery,   radiation,   trauma,   infection,  

chronic   venous   insufficiency.   Surgery   and   radiation   for   treatment   of   cancer   is   by   far   the  

most   common   cause   of   secondary   lymphadema   in   the   United   States.   There   are   several  

different   stages   of   lymphadema.   The   key   point   to   remember   here   is   that   size   does   not  

define   the   stage,   it's   the   consistency   of   the   tissue   that   differentiates   the   different  

stages.   And   with   any   client   in   any   stage   of   lymphadema,   the   goal   is   for   us   to   get   that  

client   back   to   stage   zero   which   is   that   latency   stage.   

 

Once   again,   if   we   don't   treat   the   lymphadema   then   the   clients   will   progress   through   the  

stages   of   lymphadema.   So   quickly,   let's   run   through   those   stages.   So   stage   zero   is   that  

pre-stage,   they   may   not   show   any   signs   of   lymphadema   but   we   know   that   they   have  

risk   factors   for   lymphadema.   Stage   one   is   reversible   lymphadema.   It's   possible   to   get  

our   clients   in   this   stage   back   to   the   latency   stage   with   treatment.   But   again,   if   left  

untreated,   the   tissue   changes   will   lead   to   an   increased   fibrotic   tissue   and   the   client   is  

going   to   progress   to   stage   two.   Now   stage   two   is   primarily   defined   by   the   degree   of  

lymphostatic   fibrosis   caused   by   long   standing   accumulation   of   protein   rich   fluid.  

Potentially   these   clients   can   also   get   back   to   normal   or   latency   but   treatment   is   going  

to   take   longer   with   these   clients.   Client   compliance   is   also   gonna   be   really   important  
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with   these   clients.   Constant   compression   we   know   has   a   fibrinolytic   effect   so   it   breaks  

up   that   fibrotic   tissue,   and   it   becomes   really   important   in   stage   two   as   well   as   stage  

three   lymphadema.   Stage   three   lymphadema   you're   gonna   start   seeing   the   limb  

become   very   oedematis,   it's   gonna   have   a   lot   of   skin   changes   so   it's   gonna   be   dry   and  

scaly.   And   the   other   limb   or   other   affected   body   regions   also   become   very   large.   This   is  

where   you   start   to   see   that   lymphrea,   so   fluid   may   be   leaking   from   the   limb.   And   the  

weight   of   the   limb   can   also   be   debilitating.   You   might   start   to   see   excess   skin  

projections   including   blisters   that   can   form   in   attempt   to   contain   the   fluid   and   these  

projections   pose   an   even   greater   risk.   

 

Now   you're   gonna   see   frequent   skin   infections   and   perhaps   wounds   in   stage   two   and  

stage   three   of   lymphadema.   Because   they   now   are   having   these   skin   infections,   these  

open   wounds,   they   are   susceptible   to   infection.   Their   immune   system   is   compromised  

and   they   are   at   risk   of   developing   a   lot   of   skin   breakdown.   So   there's   no   specific   time  

frame   for   each   stage   and   each   person   is   very   different.   Some   of   my   clients   progress  

very   slowly   and   then   some   progress   very   rapidly   through   the   stages.   A   client  

experiencing   lymphadema   is   gonna   present   with   edema   that   has   progressed   slowly.  

When   you   palpate   their   leg   or   their   limb   or   whatever   is   swollen,   it'll   have   a   mild   warmth  

to   it.   Now   color   changes   can   happen,   but   they're   rare.   

 

A   lot   of   times   we'll   see   a   combination   of   venous   insufficiency   with   lymphadema,   so   the  

discoloration   actually   is   coming   from   the   venous   insufficiency,   not   the   lymphadema.  

Lymphadema   is   usually   painless,   there's   not   a   lot   of   pain   except   for   the   feeling   of   the  

fullness   and   the   heaviness   of   the   limb   that   they're   now   carrying   around.   The   involved  

region   may   be   soft   and   pitting   or   hard   upon   palpation.   And   typically   when   the   limbs   are  

compared,   even   if   they   have   bilateral   lymphadema,   they're   gonna   be   asymmetrical.   So  

here's   an   example   of   a   client   with   lymphadema.   I   want   you   to   note   the   asymmetry   of  

the   limbs   in   this   picture.   All   right,   so   let's   go   through   some   of   those   risk   factors   for  

developing   wounds   for   people   living   with   both   lymphadema   and   wounds.   The  
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lymphatic   system   is   a   subset   of   the   circulatory   system,   it's   connected   to   both   the  

circulatory   and   the   immune   systems.   Beyond   its   immune   functions,   an   intact  

functioning   lymphatic   system   is   necessary   to   maintain   that   proper   balance   of   bodily  

fluids   between   the   circulatory   system   and   the   interstitium.   We   all   know   that   impairment  

of   the   lymphatic   system   leads   to   lymphadema.   However,   when   we   think   of  

lymphadema   we   think   of   large   misshapen   limbs.   But   our   clients   who   may   present   with  

only   a   small   amount   of   swelling   are   perhaps   a   peri-wound   edema   or   trophic   changes   in  

the   limb   are   typically   not   thought   of   as   having   an   impairment   within   the   lymphatic  

system.   So   this   example   really   demonstrates   the   need   for   bringing   a   better  

understanding   of   the   lymphatic   system   and   incorporating   lymphatic   treatment  

principles   into   wound   care   in   order   to   treat   both   the   wound   and   the   edema  

simultaneously.   

 

A   functioning   lymphatic   system   is   really   important   for   appropriate   healing   response.  

Edema,   if   prolonged,   could   interfere   with   the   healing   process.   The   presence   of   edema  

can   impair   blood   flow,   it   can   decrease   the   delivery   and   removal   of   key   nutrients   like  

oxygen   and   carbon   dioxide   due   to   impaired   diffusion.   It   can   also   increase   bacterial  

colonization   due   to   accumulation   of   the   interstitial   fluid.   Infection   and   inflammatory  

response   that   follow   can   further   impair   that   lymphatic   system   by   provoking   a   cyclical  

process   of   chronic   swelling   and   stagnant   proteins,   leading   to   further   tissue   fibrosis   and  

further   decline   of   the   lymphatic   function.   Lymphadema   may   be   present   with   a   variety   of  

skin   lesions.   

 

It's   very   important   to   evaluate   the   wound   to   determine   the   etiology   in   order   to   establish  

the   appropriated   plan   of   treatment.   Comorbidities   have   to   be   taken   into   consideration.  

All   wounds   are   not   gonna   be   treated   the   same,   I   think   we   all   know   this.   But   the  

presence   of   the   function   in   the   lymphatic   system   has   to   be   addressed   in   order   for  

wound   healing   to   occur.   Wounds   can   be   classified   as   partial   thickness   or   full   thickness  

wounds   depending   on   the   level   of   tissue   involvement.   Acute   wounds   are   defined   by  
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reddened   tissue,   drainage,   warmth,   pain,   and   loss   of   function.   Now   our   wounds   then  

transition   to   become   chronic   for   a   lot   of   different   reasons.   Perhaps   there   is   a   delay   of  

healing   or   the   wound   has   been   unresponsive   to   different   techniques   or   different   growth  

regulatory   signals   that   we've   tried   to   encourage.   There   may   be   associated   or   repeated  

trauma   to   the   skin,   that   would   be   maybe   repeated   friction   or   shear.   Perhaps   there   is  

poor   profusion   or   oxygenation,   sorry,   hard   word   to   say,   or   excessive   inflammation   in  

the   area.   There   can   also   be   systemic   disease   and   genetic   factors.   Now   the   definition   of  

a   chronic   wound   is   one   that   does   not   respond   to   a   normal   standard   of   care   in   a   30   day  

time   period.   

 

And   characteristics   of   an   acute   wound   are   the   same   characteristics   seen   when   a  

wound   is   in   the   inflammatory   phase   of   healing.   A   chronic   wound   will   not   heal   unless   the  

things   that   are   keeping   it   chronic   are   addressed   to   allow   it   to   move   into   that  

inflammatory   phase.   So   for   instance   if   you   have   an   impaired   circulatory   system   and   the  

high   protein   fluid   is   stagnant   in   the   peri-wounds,   that   high   protein   lymphatic   fluid   is  

stagnant   in   the   peri-wound,   then   the   wound   is   not   gonna   heal   until   we   get   that  

stagnant   fluid   moving   and   out   of   the   region.   

 

The   location   of   lymphatics   and   coexisting   comorbidities   also   contribute   to   risk   for  

particular   lesion   types.   So   our   clients   with   lower   extremity   lymphadema   often  

co-present   with   venous   insufficiency   and   are   at   an   increased   risk   for   lesions   related   to  

extremity   swelling.   These   are   our   clients   that   present   with   asymmetrical   edema,  

redness,   or   staining   of   the   skin   and   venous   wounds   in   the   mid   lower   leg   region.   I   have  

a   schematic   of   that   in   a   few   slides.   Clients   who   have   undergone   mastectomies   with  

concurrent   radiation   are   also   at   risk   for   skin   breakdown   due   to   radiation   burns.   I   work   a  

lot   with   older   adults,   so   I   feel   like   I   can't   have   a   talk   about   wound   care   and  

lymphadema   without   talking   about   why   our   older   adults   experience   wounds   at   a  

greater   rate   than   other   client   populations.   So   as   our   skin   ages,   our   risk   factors   for  

developing   wounds   also   increase.   The   processes   that   increase   our   risk   factors   for  
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developing   wounds   include   that   thinning   and   flattening   of   the   epidermis,   and   the  

epidermis   is   the   thin   outer   layer   of   skin   that   provides   protection   to   the   body.   As   we   age,  

we   also   experience   decreased   epidermal   proliferation,   we   have   a   loss   of   elastin   fibers,  

and   then   we   have   an   atrophy   of   dermis.   So   this   is   that   layer   right   below   the   epidermis.  

And   typically   this   layer   contains   blood   capillaries,   but   as   we   age   we   decrease,   we  

experience   a   decreased   vascularity   of   the   dermis.   Other   risk   factors   you   can   see   on  

this   slide,   we   have   changes   or   loss   of   collagen   and   elastic   fibers,   decreased   oil   and  

sweat   glands,   compromised   vascular   response,   abnormal   nerve   endings,   and   then  

overall   fragility   of   the   skin   as   we   age.   There   are   other   predisposing   factors   to   skin  

breakdown   that   our   older   adult   client   population   frequently   experience   and   this  

includes   things   such   as   impaired   mobility.   

 

I   want   you   to   picture   if   you   do   work   with   older   adults,   perhaps   not   even   older   adults,  

our   clients   who   are   now   less   mobile   because   of   our   stay   at   home   order,   the   COVID-19,  

they're   sitting   in   their   rooms,   they're   isolated,   they're   not   moving   as   much.   This   is  

predisposing   them   to   further   skin   breakdown.   Other   things   that   predispose   our   clients  

to   skin   break   down   are   incontinence,   decrease   sensation,   so   they   can't   tell   us   what  

they're   feeling   with   their   skin.   Inadequate   hydration   or   nutrition,   this   plays   a   really   large  

role   in   the   health   of   our   skin.   

 

Poor   positioning,   also   comorbidities,   particularly   things   such   as   diabetes,   congestive  

heart   failure,   arterial   disease,   et   cetera.   The   action   of   this   slide   will   slow   down   healing   if  

they   are   not   addressed.   So   these   actions   include   optimized   nutritional   status.   This   is  

where   we   may   need   to   get   dietary   or   SOP   involved   to   optimize   our   client's   nutrition.   If  

there   is   devitalized   or   necrotic   tissue,   we   have   to   remove   it   by   debridement.  

Maintenance   of   a   clean,   moist   dressing   is   also   essential,   so   whatever   kind   of   dressing  

that   you   decide   is   appropriate   for   that   wound,   that's   how   you're   planning   to   make   sure  

that   the   moisture   balance   is   appropriate   and   that   wound   bed's   clean.   Also   necessary  

treatment   to   resolve   any   infection   that   may   be   present.   If   a   client   has   infection,   you   are  
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not   gonna   get   far   until   the   infection   is   addressed.   And   then   around   the   country   in   every  

different   state,   there   is   different   standards   as   to   how   long   you   have   to   wait   before   you  

treat   an   infection.   So   clinicians   need   to   show   that   a   wound   will   not   heal   on   its   own   with  

good   care   before   you   initiate   any   kind   of   modality   that   you   may   be   using   in   that   wound.  

So   typically   you   have   to   show   in   your   documentation   that   you've   been   trying   the  

standard   of   care   for   30   days   before   you   could   introduce   a   modality,   and   that's   per  

Medicare.   So   why   should   we   worry?   If   you   have   a   client   with   lymphadema,   why   worry  

about   wounds   and   skin   breakdowns?   Hopefully   this   will   tie   it   all   together   for   you.   These  

clients   are   presenting   to   us   with   swollen   tissues.   Again,   that   protein   rich   fluid   is   just  

sitting   underneath   the   skin,   making   the   client   more   prone   to   infection.   The   client   has   a  

weakened   lymphatic   and   immune   system.   

 

So   think   about   all   our   clients   we   see   often   with   lymphadema   and   weakened   immune  

system.   Those   clients   who   are   now   post   cancer   treatment,   clients   with   heart   disease,  

clients   with   chronic   venous   and   arterial   insufficiencies,   all   of   these   factors   together  

make   fighting   infection   and   closing   a   wound   a   challenge   in   a   client   living   with  

lymphadema.   We've   touched   on   this   briefly,   but   why   are   these   wounds   typically   harder  

to   heal?   You   have   that   stagnated   lymph   fluid   and   this   is   an   ideal   breeding   ground   for  

germs.   The   edema   in   the   area   also   pushes   those   wound   edges   apart   and   that   lymph  

fluid   is   toxic   to   the   wound   by   keeping   nutrition   and   oxygen   from   the   wound.   

 

The   characteristics   of   wounds   with   lymphadema   include   chronic   swelling,   tissue  

hypoxia,   decreased   leukocyte   function,   decreased   immune   system,   lymphrea   or  

drainage   of   the   fluid,   that's   that   weeping   of   the   skin,   fibrosis,   again   that   real   hard   skin,  

decreased   mobility,   and   we   see   quite   a   few   of   our   clients   who   are   obese   with  

lymphadema   develop   wounds.   Given   these   characteristics,   it's   easy   to   see   why   all   the  

complications   will   slow   down   or   impede   wound   healing   if   they're   not   addressed.   The  

basics   have   to   be   addressed   first.   So   first   if   that   client   is   not   mobile,   you   have   to   see   if  

you   can   increase   that   client's   mobility   to   assist   with   increased   circulation.   You   also  
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have   to   address   lymphadema   or   swelling.   You   have   to   keep   the   wound   clean   and   make  

sure   that   you're   dressing   the   wound   appropriately   or   working   with   nursing   who   is  

dressing   the   wound   appropriately.   The   chronic   edema   causes   a   constant   pulling   on   the  

wound   edges   preventing   wound   closure.   And   this   decreased   oxygen   also   creates  

decreased   collagen   formation   and   decreased   leukocytes   to   the   wound.   All   of   this   is  

going   to   prolong   wound   healing.   An   overload   of   acid   causes   lymphatic   vessels   to  

constrict   and   inhibiting   the   lymphatic   system's   ability   to   work   efficiently.   I'm   gonna   tie  

that   in   later   in   this   presentation   how   we   can   make   sure   that   we   have   the   appropriate  

amount   of   acid   along   the   skin.   

 

This   leads   to   dead   cell   parts,   discarded   proteins,   fluids,   acetic   cellular   waste,   and  

toxins   that   accumulate   in   our   client's   tissues.   Let's   run   through   some   of   the   types   of  

wounds   that   we   commonly   see   in   our   clients   living   with   lymphadema.   We're   gonna  

begin   by   looking   at   our   clients   with   pressure   injuries.   Now   pressure   injuries   are   found   in  

our   clients,   typically   found   in   our   clients   with   multiple   medical   diagnoses,   advanced  

aid,   impaired   mobility,   decreased   mental   status,   poor   nutritional   status,   clients   that   are  

experiencing   incontinence,   also   clients   have   an   impaired   circulatory   system.   I   know  

that   we   all   see   clients   that   have   maybe   one   or   more   of   these   diagnoses,   and   we  

continue   to   see   more   and   more   of   these   clients   as   the   years   progress.   

 

So   our   pressure   injuries   are   typically   located   on   any   bony   prominence   subjected   to  

pressure,   friction,   or   shears.   This   typically   is,   they're   found   in   our   heels,   the   sacrum,  

coccyx   or   the   occiput.   So   think   of   our   clients   with   decreased   mobility.   Again,   I   think   a  

lot   of   our   clients   right   now   that   are   physical   and   social   distancing   that   are   not   able   to  

move   around   as   much   as   they're   used   to,   they   really   are   at   a   greater   risk   for   developing  

those   pressure   injuries.   The   appearance   of   a   pressure   injury   is   usually   well   defined   and  

the   shape   is   frequently   round,   but   the   shape   is   going   to   conform   to   the   cause   of   the  

ulcer,   so   it   may   be   irregular.   You   may   have   necrotic   tissue   present,   you   may   have  

extensive   undermining,   sinus   tracts   or   tunneling   may   be   present   in   the   wound   bed.   The  
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wound   may   present   as   a   discolored   area   of   the   skin,   so   perhaps   it's   purple   or   blue,   bit  

it   can   also   present   all   the   way   to   deep   destruction   and   loss   of   tissue.   The   amount   of  

exudate   is   gonna   be   variable   for   our   clients   with   a   pressure   injury   wound.   The   amount  

of   pain   that   they   experience   is   also   gonna   vary.   You   have   to   eliminate   or   reduce  

pressure,   shear   and   friction,   and   implement   skin   care   for   healing   of   these   pressure  

injuries.   We   typically   see   a   lot   of   repositioning   for   these   clients,   and   again   this   varies  

according   to   whatever   community,   facility,   clinic   that   you   work   in.   Everybody   has   their  

own   policies   about   this,   but   it's   typically   repositioning   a   client   every   two   hours   as  

they're   lying   down,   and   every   one   hour   if   they're   sitting   up.   So   this   is   just   an   example   of  

a   pressure   injury   stage   two.   You   can   see   the   epidermis   and   dermis   are   involved,   there's  

a   shallow   opening.   Sometimes   stage   two   pressure   injuries   can   also   have   blisters.   All  

right,   so   let's   move   on   to   diabetic   ulcers.   You   see   this   a   lot   in   our   clients   living   with  

lymphadema.   These   are   typically   found   in   our   clients   with   peripheral   neuropathy   as   well  

as   of   course   they   have   diabetes   in   addition   to   the   peripheral   neuropathy.   Location,   it  

can   be   found   really   anywhere,   but   we   find   it   most   commonly   on   the   foot   and   lower   limb  

or   areas   that   are   subjected   to   repetitive   pressure,   friction,   shear,   or   trauma.   Typically   we  

see   it   on   the   planar   aspect   of   the   foot,   we   see   it   a   lot   on   metatarsals   heads,   especially  

the   first   and   fifth   metatarsal   head.   I   see   a   lot   of   diabetic   ulcers   on   the   great   toe   as   well  

as   the   heal.   The   appearance   is   smooth   and   even,   there   is   typically   a   callous   around   the  

ulcer   and   there   is   undermined   edges.   It   can   have   a   large   subcutaneous   abcess.   These  

wounds   can   be   shallow   or   deep,   so   there's   a   lot   of   variation   in   the   depth   of   the  

wounds,   and   they   also   may   have   tracking   or   undermining.   Granular   tissue   unless   PVD  

is   present   is   usually   evident   in   these   wounds.   So   as   a   reminder   that   granulation   tissue  

is   that   shiny   red   tissue   when   it's   healthy   and   when   adequate   blood   flow   exists,   so  

granulation   tissue   may   also   be   pale   in   color   when   the   blood   flow   is   compromised.  

Granulation   tissue   provides   the   early   scaffolding   necessary   to   promote   healing   from   the  

edges   of   the   wound.   It   also   often   has   a   very   deep   necrotic   area,   and   it   can   be   pretty  

dry.   Cellulitis   or   osteomyelitis   may   be   present.   As   a   reminder,   some   signs   and  

symptoms   of   cellulitis   include   pain   and   tenderness   in   the   affected   area,   redness,   or  
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inflammation   of   the   skin,   a   skin   sore   or   a   rash   that   grows   quickly.   Tight,   glossy   swollen  

skin   or   a   feeling   of   warmth   in   the   affected   area.   And   they   may   also   have   an   abcess   with  

pus   and   that   client   may   be   experiencing   fever   as   well.   Neuropathic   ulcers   which   are  

ulcers   that   form   as   a   result   of   the   peripheral   neuropathy   almost   always   are  

accompanied   by   eschar   tissue,   and   often   accompanied   by   exposed   tendons.   As   far   as  

the   peri-wound,   the   surrounding   skin   is   typically   dry,   it's   frequently   calloused.   There   is  

typically   hyperkeratosis,   and   this   is   a   cone   shape   elevated   papules   that   form   on   the  

surface   of   the   skin.   

 

They're   often   closed   with   a   white   plug   of   encrusted   sebum.   The   exudate   varies   as   well  

depending   on   the   client   and   the   location   of   the   wound,   it   can   be   low   to   moderate,   and  

an   infected   ulcer   is   of   course   gonna   have   more   significant   drainage,   and   you're   gonna  

have   to   address   that   drainage.   With   our   clients   with   diabetic   ulcers,   diabetic   wounds,  

there   are   typically   sensory   changes.   They   may   have   no   sensation,   they   may   have  

constant   or   intermittent   numbness   or   burning   in   their   limbs   or   feet   or   fingers.  

Neuropathic   ulcers   almost   always   have   numbness   or   parasthesia.   So   to   heal   these  

wounds   here's   where   our   diet   and   nutrition   is   essential.   You   have   to   be   compliant   with  

glucose   regulation,   it's   really   important   for   these   clients   to   be   exercising,   and   then   the  

footwear   and   foot   care   is   really   important.   

 

There's   also,   you   may   have   to   introduce   appropriate   antibiotics,   and   of   course   we  

wouldn't   be   introducing   antibiotics,   we'd   be   referring   them   to   their   doctors.   And   then  

the   client   may   need   to   use   customized   or   specialized   shoes   to   reduce   pressure   and  

help   limit   or   prevent   a   reoccurrence.   I   remember   when   I   first   started   as   a   PT,   our  

diabetic   shoe   options   were   pretty   limited.   They   look   like   cast   shoes   essentially,   but   now  

there's   so   many   different   styles   and   options   available   to   our   clients.   You   can   go   online  

and   look   and   you   can   get   an   orthotist   to   come   and   look   at   your   client's   feet   and  

suggest   a   shoe.   And   there's   just   a   lot   of   variety   out   there   now   for   our   clients,   which   is  

great   news.   So   here's   an   example   of   a   diabetic   ulcer.   I   want   you   to   notice   the   granular  
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tissue.   It's   developed   a   necrotic   area,   also   notice   that   callus   around   the   wound.   For   our  

clients   with   diabetic   ulcers,   the   structural   breakdown   in   the   foot   actually   changes   the  

weight   bearing   surface   and   it   increases   the   risk   of   skin   breakdown.   All   right,   so   this   is  

the   type   of   wound   I   actually   see   most   frequently   with   my   clients,   venous   ulcers,   venous  

insufficiency   ulcers,   as   many   as   3.2   million   Americans   have   lower   extremity   ulcerations  

due   to   vascular   insufficiencies.   This   is   found   in   clients   with   arterial   venous   lymphatic  

dysfunction   or   a   combination   thereof.   The   wound   characteristics,   it's   usually   found   in  

our   clients   with   valve   incompetence,   in   perforating   veins.   They   typically   have   a   history  

of   DVT,   failed   calf   pump,   history   of   venous   ulcers   or   a   family   history   of   ulcers.   Also   our  

clients   who   are   obese,   of   advanced   age,   and   pregnant   are   more   prone   to   developing  

these   types   of   wounds   as   well.   

 

Typically   they   occur   between   the   knee   and   the   ankle.   The   medial   and   lateral   malleoli  

are   the   most   common   site   and   they're   typically   pretty   shallow.   The   damage   to   the  

lymphatic   vessels   in   the   presence   of   chronic   venous   insufficiency   has   been   well  

documented.   Via   fluorescent   microlithography,   it's   been   observed   that   lymphatic  

capillary   networks   are   partially   or   almost   completely   obliterated   among   those   living  

with   severe   chronic   venous   insufficiency   with   skin   changes.   Furthermore,   examination  

of   active   venous   ulcers   have   revealed   that   lymphatic   vessels   were   absent   from   the  

superficial   and   intermediate   layer,   even   upon   healing,   which   occurs   largely   by   scarring.   

 

The   adjacent   lymph   vessels   remain   significantly   damaged.   So   as   a   result   of   the  

lymphatic   impairments   found   to   be   associated   with   chronic   venous   insufficiency   or  

venous   ulcer   components   of   Complete   Decongestive   Therapy   including   Manual   Lymph  

Drainage   and   compression   with   reduced   stagnation   of   lymph,   venous,   blood,   and  

interstitial   fluid   should   have   beneficial   effects.   We're   gonna   go   into   that   in   a   lot   of   detail  

later   in   this   presentation.   So   this   again   brings   us   back   to   the   role   of   edema  

management   and   the   need   for   edema   management   has   to   play   a   key   role   in   the  

management   of   chronic   non   healing   wounds,   particularly   those   related   to   chronic  

19  
 



 
 

venous   insufficiencies.   Any   wound   with   signs   of   edema   can   benefit   from   appropriate  

compression,   in   getting   the   fluid   out   of   the   area   to   improve   the   microcirculation   in   and  

around   the   wound.   So   here   is   where   venous   wounds   are   most   commonly   found.   So  

what   do   these   look   like?   These   wounds   don't   always   look   the   same   across   the   board.  

They   can   be   frequently   beefy,   red,   they   have   granular   tissue   in   the   wound   bed.   They  

tend   to   have   irregular   margins,   they're   not   shaped   symmetrically.   There   may   be  

calcification   in   the   wound   base.   When   we   speak   of   calcification,   we're   referring   to  

abnormal   deposits   of   calcium   salts.   

 

These   look   like   hard   material   of   bone   consistency   or   dark   brown   coloration.   Normally  

they're   pretty   strongly   adhered   to   the   wound   bed.   We   may   also   see   a   superficial  

gelatinous   necrosis,   and   this   may   occur   suddenly   with   healthy   appearing   granulation  

tissue   underneath.   So   frequently   the   exudate   for   our   clients   with   venous   insufficiency  

ulcers   is   pretty   heavy,   moderate   to   heavy.   I   have   even   in   the   past   used   a   baby   diaper   to  

soak   up   some   of   the   exudate   because   their   leg   is   weeping   this   exudate   so   much.   The  

peri-wound   is   typically   pigmented   characterized   by   dark   spots   on   the   skin.   They   may  

have   a   dermatitis   and   they   may   also   have   lipodermatosclerosis,   which   is   a   painful   and  

tender   condition   of   the   leg.   It   is   often   accompanied   by   a   purplish   discoloration   of   the  

skin.   They   of   course   are   swollen   because   they   may   be   weeping.   They   have   so   much  

exudate   they   may   have   a   macerated   wound   bed   or   a   peri-wound   as   well.   They   may  

have   pain   but   that   varies.   Typically   these   ulcers   are   small,   deep   around,   small   and   deep  

ulcers   and   we   find   them   a   lot   of   times   around   the   malleoli   and   these   are   the   type   of  

venous   ulcers   that   are   most   painful.   Pain   also   improves   with   leg   elevation,   so   keep   this  

in   mind   when   thinking   of   interventions   and   positioning   of   these   clients.   To   heal   these  

wounds,   they   typically   take   a   while   to   heal.   We   have   to   focus   on   the   epithelialization  

which   is   that   process   of   covering   a   wound   with   epithelial   tissue   and   wound   healing.  

And   this   often   fails   despite   good   granulation   tissue   in   the   wound   bed.   This   is   a   very  

average   time,   of   course   all   of   our   clients   look   different,   but   the   average   time   to   heal   a  

venous   insufficiency   wound   is   53   weeks   and   that   depends   on   the   degree   of   venous  
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insufficiency.   Also   the   extent   of   the   lipodermatosclerosis   which   just   means   the  

inflammation   of   the   layer   of   the   fat   under   the   skins.   The   signs   and   symptoms   of   this  

actually   include   the   hardening   of   the   skin   or   changes   in   skin   color,   swelling,   and  

tapering   of   the   legs   above   the   ankle.   The   presence   of   cardiovascular   disease   also   will  

have   an   impact   on   venous   insufficiency   ulcers.   And   then   the   availability   of   compression  

can   also   greatly   help   our   venous   insufficiency   ulcers   if   we   have,   if   the   client   is   able   to  

tolerate   the   compression.   A   lot   of   times   that's   all   that's   needed   to   address   venous  

wounds   and   compliance   is   really   key   after   healing   with   these   venous   insufficiency  

wounds.   So   here's   an   example   of   one.   You   can   see   the   granular   tissue,   again   these  

wounds   tend   to   be   pretty   large,   irregular   shaped   wounds.   

 

In   this   picture,   I   know   it's   a   little   small,   but   you   can   see   the   superficial   necrosis.   And   if  

you   saw   this   real   life   picture,   you'd   be   able   to   see   there's   granulation   tissue   which  

appears   to   be   healthy   underneath   that   necrotic   tissue.   All   right,   so   our   last   wound   type  

I   want   to   run   through   is   radiation   related   skin   changes.   These   are   typically   obviously  

found   in   our   client's   experiencing   skin   reactions   to   radiation.   The   skin   breakdown   is  

related   to   the   dose   or   dosing   schedule   or   location   or   total   treatment   area   that   was  

radiation,   that   was,   I'm   sorry   radiated,   as   well   as   the   radiation   type   and   individual   skin  

differences.   

 

The   appearance   of   radiation   related   skin   breakdown   is   variable   and   it   can   result   in  

days,   or   it   can   be   delayed   for   months   or   years   post   exposure   to   the   radiation.  

Lymphadema   results   from   the   build   up   of   fluid   causes   by   damage   to   the   partial  

lymphatic   system   from   radiation.   It   most   often   occurs   in   our   clients   who   have   had  

breast   cancer   but   it   can   also   be   a   complication   for   other   types   as   well.   And   whatever  

kind   of   cancer   the   client   experienced   in   which   the   lymph   nodes   were   affected.  

Infections   can   worsen   the   symptoms   of   lymphadema,   so   good   hygiene   is   really  

important   to   reduce   that   infection   risk.   Now   as   we   stated   before,   surgery   and   radiation  

are   the   most   common   types   of   secondary   lymphadema   that   we   see   in   the   United  
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States.   And   the   most   common   subset   of   these   clients   are   women   status   post   surgery  

and   radiation   for   breast   cancer.   So   let   me   give   you   an   example.   Individuals   who   have  

had   surgery   and   radiation   for   breast   cancer   and   do   not   present   with   post-mastectomy  

lymphadema   are   considered   to   be   in   that   latency   stage.   So   go   back   to   those   charts  

that   I   showed   you.   In   these   cases,   the   transport   capacity   is   subnormal   but   still  

sufficient   to   drain   that   normal   lymphatic   load.   However,   our   clients   in   that   latency   stage  

are   at   risk   to   developing   lymphadema   and   that   reduction   in   the   functional   reserve   due  

to   trauma   from   radiation   results   in   that   fragile   balance   between   the   subnormal  

transport   capacity   or   the   ability   to   move   that   fluid   in   the   lymphatic   load.   

 

The   onset   of   lymphadema   really   correlates   with   the   ability   of   that   lymphatic   system   to  

compensate   for   any   added   stress   to   the   system,   or   the   frequency   of   certain  

occurrences   that   may   cause   an   increase   of   lymphatic   load   of   water,   water   and   protein,  

in   the   limit   risk.   So   what   do   these   wounds   look   like?   There   will   be   an   amount   of  

erythema   or   redness.   This   is   the   mildest   form   of   reaction.   You   might   have   skin   peeling,  

the   epidermis   starts   to   peel   away,   this   is   evidenced   by   dry,   scaly   skin.   The   skin   may  

either   appear   thin   and   atrophied   if   the   epidermal   sells   are   not   produced   rapidly   enough  

to   replace   dying   and   dead   cells,   or   the   skin   may   take   on   a   scaly   appearance   if   the   cells  

accumulate   faster   than   the   dead   ones   that   we   shed.   Moist   desquamation   leads   to   a   lot  

of   erythema   with   subsequent   loss   of   the   epidermis   and   exposure   of   that   dermis.   

 

This   superficial   partial   thickness   lesion   is   typically   associated   with   production   of   a   lot   of  

exudate   and   increased   risk   of   infection.   Necrosis   is   most   severe,   is   the   most   severe  

response   to   radiation   and   results   in   severe   discoloration   of   the   skin   with   the  

development   of   a   non-healing   necrotic   ulcer.   And   we're   gonna   show   you   a   picture   of  

that   in   just   a   few   minutes.   The   peri-wound   is   also   gonna   have   that   dry   scaly   skin,  

discoloration,   erythema   that   we   just   talked   about.   And   then   the   pain   really   can   vary.  

Sometimes   the   client   actually   is   a   little   numb   in   the   area,   so   the   sensation   is   decreased  

in   the   area.   It   just   depends   on   the   client.   How   do   we   heal   these   wounds?   They   should  
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be   educated   about   the   risk   for   breakdown   and   encouraged   to   keep   the   areas   prone   to  

excessive   moisture.   So   that   would   be   our   area   such   as   the   axilla,   the   perineal   they're  

encouraged   to   keep   those   dry.   Padding   used   to   wick   away   moisture,   and   prevent   injury  

due   to   frictional   forces.   To   maintain   skin   exposed   to   radiation   in   the   healthiest   state  

possible,   you   should   be   teaching   your   clients   to   use   a   mild   soap   and   then   pat   dry  

rather   than   rub   dry   the   area.   You   also   want   to   use   a   basic   skin   cream   that's   free   of  

allergens,   so   not   a   lot   of   perfumes,   not   any   kind   of   dyes   or   colors.   And   this   can   help   to  

maintain   skin   hydration.   

 

Open   skin   areas   that   are   dry   may   be   treated   effectively   with   hydrogels.   Wounds   that  

are   producing   drainage   may   be   treated   with   algenates,   foams,   collagen   based  

dressings   are   also   useful   in   establishing   hemostasis.   So   again,   these   wounds   are   pretty  

fragile,   they're   prone   to   bleeding   so   you're   just   trying   to   get   that   moisture   balance  

correct   in   those   wounds.   So   here's   an   example   of   a   radiation   related   skin   change.   You  

can   see   on   the   left   the   necrosis   in   the   wound   bed.   You   can   see   the   peeling   skin   around  

the   wound.   Also   you   can   see   the   redness   in   the   wound   as   well.   Okay,   this   brings   us   to  

our   wound   management   interventions   for   clients   living   with   lymphadema.   So   it   looks  

like   we're   about   halfway   through   the   webinar.   So   before   starting,   I   want   us   to   take   a  

really   quick   stretch   break,   I   know   it's   a   lot   to   sit   here   for   two   minutes   or   sit   here   for   two  

hours,   I'm   sorry.   

 

So   I   want   you   to   just   go   ahead,   stand   up   real   quickly,   stretch,   you   can   even   listen   to   me  

while   you're   stretching,   go   ahead   and   stretch   the   left   and   the   right,   rotate   your   trunk,  

maybe   pinch   those   shoulder   blades   together   because   we're   staring   at   a   computer.   And  

also   go   ahead   and   get   a   sip   of   water   while   you   listen   to   me   continue   on   with   this  

webinar.   So   the   multi-disciplinary   team   is   really   essential   when   it   comes   to   our   wound  

care.   With   changes   in   reimbursement,   limitations   in   coverage   amounts   and   a  

significantly   greater   focus   on   outcomes   in   today's   overall   healthcare   environment,   there  

has   to   be   a   dedicated   multidisciplinary   approach   to   wound   care   to   make   sure   that   we  
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have   successful   outcomes   as   well   as   the   economical   delivery   of   care   for   these   clients  

and   the   medical   facilities   providing   their   care.   That   multidisciplinary   team   has   to   work  

together   to   make   sure   our   clients   are   able   to   actively   participate   to   their   maximum  

capabilities   during   all   tasks.   That   multidisciplinary   team   is   really   important.   They   help  

identify   candidates   at   risk   for   skin   breakdown   and   also   candidates   that   are   appropriate  

for   skilled   intervention.   They   make   sure   that   our   clients   are   provided   the   opportunity   to  

attain   and   maintain   their   highest   level   of   independence   during   activity   participation.  

They   help   design   activities   for   the   client.   

 

Not   to   perform   for   the   client,   but   to   form   with   the   client,   and   these   are   activities   that   are  

meaningful   to   the   client,   they   get   them   up,   they   get   them   moving,   they   get   them   active  

and   engaged.   That   multidisciplinary   team   also   provides   best   practice   guidelines   for  

documentation,   and   we   will   touch   on   documentation   to   support   medical   necessity   and  

skill   treatment.   And   that   multidisciplinary   team   is   really   essential   at   making   sure   that   we  

provide   that   continuum   of   care   with   an   emphasis   on   physicians,   staff,   caregiver   training  

on   how   activities   and   how   different   people   interacting   with   our   client   may   be   used   as  

an   adjust   to   therapy   by   providing   a   means   to   preserve   skills   previously   learned   in  

therapy.   

 

So   this   slide   just   shows   us   an   example   of   who   is   on   the   wound   care   team.   I   think   you  

recognize   that   most   of   these   people   are   on   the   wound   care   team.   First   and   foremost   of  

course,   our   client   is   the   most   important   person   on   the   team,   the   client   and   their  

families,   and   then   other   people   you   would   expect,   physician,   nurse,   all   our   different  

therapies,   dietician,   this   team   really   provides   a   comprehensive   approach   to   managing  

risk   factors   for   skin   breakdown   as   well   as   managing   that   healing   process   of   the   wound.  

The   key   to   successful   treatment   of   wounds   that   results   from   chronic   accumulation   of  

the   interstitial   fluids   such   as   that   we   see   in   our   clients   with   lymphadema   is   a   reduction  

or   clearance   of   those   swollen   tissues.   The   vascular   status   should   be   determined   prior  

to   any   addition   of   compression   so   that   ischemic   limbs   are   not   treated.   If   active   wound  
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is   present,   then   the   dressing   techniques   with   sufficient   fluid   handling   characteristics  

should   be   used,   so   we're   looking   to   control   the   exudate.   Perhaps   we're   looking   to  

facilitate   autolytic   debridement   of   necrotic   tissue,   but   you   do   have   to   address   that  

necrotic   tissue.   Enzymatic   preparations   may   also   assist   with   necrotic   tissue   reduction  

and   facilitate   wound   healing.   There   are   newer   antiseptic   dressings   that   utilize   slow  

release   iodine   or   silver   which   can   help   control   the   wound   biohazard   and   assist   with  

wound   closure.   There's   also   charcoal   based   dressings   that   can   be   applied   over   the  

primary   dressing   to   assist   with   odor   control.   Manual   techniques,   we're   gonna   go  

through   these   in   just   a   few   moments.   Manual   techniques   such   as   Manual   Lymph  

Drainage   along   with   the   application   of   short   stretch   bandaging   for   the   initial   reduction  

of   fluid   accumulation   followed   by   maintenance   with   a   compression   garment   are   really  

important   for   wound   healing.   

 

And   then   exercises   that   stimulate   muscle   pumps   also   assist   with   reducing   tissue  

edema   in   wound   healing.   So   some   of   our   contraindications   to   lymphadema  

management   include   an   acute   DVT,   that's   if   the   client   has   had   a   DVT   within   six   months.  

Any   kind   of   acute   infection   or   untreated   infection,   untreated   congestive   heart   failure,  

renal   dysfunction,   any   kind   of   untreated   malignancy,   you   want   to   have   a   constant  

conversation   with   your   physician   and   nurse   staff   in   your   communities   or   people   that  

are   treating   your   patient   to   make   sure   if   they   have   a   malignancy   it's   okay   for   you   to   be  

treating   that   patient.   

 

Also   if   they   have   arterial   insufficiency,   and   we're   gonna   talk   about   this   ABI   in   just   a   few  

moments.   So   Complete   Decongestive   Therapy   is   a   term   recognized   by   Medicare.   It   is  

the   gold   standard   for   our   clients   living   with   lymphadema.   It's   an   intensive   program   that  

combines   a   lot   of   different   treatment   approaches   including   bandaging   compression  

garments,   Manual   Lymph   Drainage,   exercise   in   self-care.   There's   a   lot   of   studies  

supporting   the   effectiveness   of   CDT   for   improving   lymphadema.   And   it   is   again   that  

gold   standard,   especially   for   our   lymphademas   progressed   beyond   stage   one.   So   I  
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want   to   talk   by,   I   want   to   begin   by   discussing   the   two   phases   of   the   CDT   that   we'll  

delve   into   after   that.   The   four   components   of   CDT   which   is   Manual   Lymph   Drainage,  

compression,   skin   care,   and   exercise.   Two   phases,   there's   the   intensive   phase   and   the  

improvement   phase,   you   have   to   do   both   of   these   phases   for   the   successful  

management   of   lymphadema.   And   I'll   tie   in   to   how   this   contributes   to   wound   healing   as  

well.   In   phase   one,   you're   seeing   the   client   as   frequently   as   you   can.   Gold   standard   is  

to   see   that   client   daily   for   treatment.   It's   imperative   the   treatments   are   given   frequently  

and   the   client   is   thoroughly   informed   about   all   the   components   of   CDT   before   you   start  

that   treatment.   

 

This   treatment   is   gonna   consist   of   skin   care,   Manual   Lymph   Drainage,   compression  

therapy,   using   short   strips,   bandages,   and   perhaps   padding   if   that's   appropriate   as  

well   as   decongestion   exercises.   Your   client   education   is   really   important   this   phase  

about   all   the   components   of   CDT   as   well   as   the   do's   and   don'ts   of   CDT.   Typically   it  

varies   for   every   single   client   but   typically   duration   really   average   about   four   weeks   for  

clients   with   upper   extremity   lymphadema   and   four   to   12   weeks   for   clients   with  

lymphadema   in   the   lower   extremity,   but   again   it   varies   just   depending   on   how   complex  

your   client   is   and   how   severe   their   lymphadema   is.   

 

The   client's   skin   has   to   be   free   from   infection   in   order   to   perform   this   phase,   and   the  

goal   is   really   to   decongest   the   involved   extremity   or   to   remove   as   much   fluid   and  

fibrosis   as   possible   phase   one   ends   when   you're   measurements   plateau.   So   you're  

gonna   be   measuring   the   limb   or   whatever   part   of   the   body   you're   treating   throughout  

the   course   of   therapy.   And   when   you   start   to   see   that   you're   no   longer   getting   a  

reduction   in   swelling,   that's   when   you   move   on   to   phase   two   of   CDT.   Patients   in   stage  

two   or   three   lymphadema   may   have   to   repeat   phase   one   several   times,   and   I   would   say  

that   is   pretty   normal,   pretty   standard.   So   phase   two   is   our   self-management   phase.  

Depending   on   the   stage,   the   involved   extremity   or   body   part   may   have   reached   that  

normal   size   at   the   end   of   phase   one   or   there   may   still   be   a   circumferential   difference  
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between   the   involved   and   uninvolved   body   part.   If   treatment   was   initiated   at   the   later  

stages   of   lymphadema   with   a   lot   of   fibrosis   present,   then   that   fibrotic   tissue   may   not  

completely   regress   during   the   intensive   phase   of   CDT.   Now   reduction   in   the   fibrotic  

tissue   is   typically   pretty   slow,   which   can   take   several   months   or   longer   and   is   achieved  

mainly   in   that   second   phase   of   CDT.   The   goal   of   this   phase   is   to   improve   and   maintain  

the   reduction   that   you   achieved   in   that   intensive   phase   or   phase   one,   and   phase   two,  

the   client   is   gonna   take   over   managing,   improving,   and   maintaining   the   results  

achieved   in   phase   one.   And   again   it   may   not   be   the   client,   it   may   be   the   caregiver,   it  

may   be   the   family.   Your   client   ill   be   wearing   garments   during   the   day,   that's   all   day  

every   day,   and   they   may   bandage   or   use   a   bandage   alternative   at   night.   

 

The   client   will   continue   with   exercises   and   skin   care   and   may   perform   self   MLD   or   have  

a   family   member   or   caregiver   perform   MLD   techniques   as   well.   In   this   phase,   client  

compliance   is   really   important.   You   have   to   explain   to   the   client   when   they   start  

treatment   back   in   phase   one   that   they're   going   to   be   expected   to   follow   through   after  

discharge   in   order   for   treatment   to   be   successful.   If   they   express   that   they   will   not  

comply   or   they   are   unable   to   comply,   you'll   want   to   adapt   your   treatment   approach  

from   the   beginning.   

 

A   phase   two   is   something   that   lasts   a   lifetime   for   your   clients   because   remember,   you  

cannot   cure   lymphadema,   you   can   only   manage   the   symptoms   of   the   lymphadema.   So  

here's   our   different   components.   We've   already   said   these,   skin   care,   Manual   Lymph  

Drainage,   compression,   exercise.   Let's   dig   a   little   deeper   into   those.   But   first   let's   look  

at   those   absolute   versus   relative   contraindications   for   edema   and   lymphadema.  

Absolute   contraindications,   I   think   you're   aware,   these   are   reasons   you   not   treat   a  

patient,   whereas   relative   contraindications   really   mean   that   you   can   proceed   with  

treatment   but   you   want   to   treat   with   caution   and   you   always   want   to   be   in   a  

communication   with   the   client's   physician   or   nursing   staff.   So   here's   this   absolute  

contraindications,   and   this   is   to   Manual   Lymph   Drainage.   I'm   sorry   that   that's   not   on  
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the   slide,   but   it   should   be   to   Manual   Lymph   Drainage.   If   you   have   an   acute   infection,  

you   want   to   send   that   client   to   their   physician.   After   the   client   has   a   round   of   antibiotics  

and   is   cleared   by   the   physician,   you   can   resume   treatment.   If   the   client's   on   IV  

antibiotics   you'll   probably   not   have   to   wait   as   long.   And   this   varies   again   in   every  

different   state,   every   different   setting   has   different   standards.   I   hear   a   lot   that   the   client  

needs   to   be   on   antibiotics   for   72   hours   before   resuming   treatment.   If   the   client   is  

experiencing   renal   failure,   that   means   that   the   Manual   Lymph   Drainage   is  

contraindicated.   If   the   client   has   cardiac   edema,   or   severe   congestive   heart   failure   or  

uncompensated   congestive   heart   failure,   the   client   is   not   appropriately   medicated   or  

they   become   short   of   breath   on   short   walks,   then   their   heart   will   most   likely   not   be   able  

to   handle   the   increased   venous   return.   Also   if   that   client   is   experiencing   a   severe  

hypertension,   you   would   not   want   to   implement   Manual   Lymph   Drainage   for   these  

clients.   The   client   has   acute   bronchitis.   

 

The   bronchi   musculature   is   innervated   by   the   parasympathetic   portion   of   the  

autonomic   nervous   system.   And   MLD   can   cause   further   spasm   of   that   bronchi.   If  

lymphadema   is   combined   with   cardiac   insufficiency,   then   the   cardiac   and   pulmonary  

functions   need   to   be   closely   monitored   by   the   referring   physician.   And   also   obviously  

we   all   know   this,   if   your   client   has   acute   DVT,   you   would   not   be   performing   Manual  

Lymph   Drainage.   We'd   be   running   a   great   risk   of   causing   a   pulmonary   embolism,   so   we  

would   just   avoid   it   with   our   clients.   

 

Our   relative   contraindications   are   malignancies.   Typically   if   we   do   do   Manual   Lymph  

Drainage   with   our   clients   with   the   malignancy   we   are   providing   palliative   care.   MLD   can  

provide   pain   relief,   so   be   sure   to   talk   to   client,   families,   the   physician,   nursing   staff  

before   beginning.   If   the   client   has   asthma,   you   want   to   have   that   client   bring   their  

inhaler.   20,   you   would   typically   start   with   a   20   minute   treatment   two   to   three   times   and  

then   increase   by   10   minutes   each   time   the   client   tolerates   that   session.   And   then  

hypertension   if   it's   uncontrolled,   you   want   to   hold   off   on   treatment.   And   if   they   do   have  

28  
 



 
 

a   rampant   hypertension,   you   want   to   monitor   their   blood   pressure   throughout   the  

session.   All   right,   so   these   are   contraindications   to   compression.   Cardiac   edema,   we're  

gonna   have   increased   venous   return.   These   clients   may   benefit   from   some   type   of  

medication   to   help   get   that   cardiac   edema   under   control.   So   we're   not   gonna   treat  

them   until   it   is   under   control.   Arterial   diseases   like   peripheral   artery   disease,   or  

Reynolds,   you   want   to   check   the   ABI.   And   again,   that   ABI   really   looks   at   the   ratio   of  

blood   pressure   at   the   ankle   and   at   the   brachial   artery   and   measures   the   extent   of   PVD.  

Unless   you've   been   trained   in   the   proper   procedure,   it's   probably   best   to   have   the  

physician   to   form   this   test.   You   also   want   to   check   the   client's   history   of   PVD   or   lower  

extremity   bypass   surgeries   or   lower   extremity   wounds,   et   cetera.   

 

This   is   gonna   clue   you   in   as   to   whether   or   not   the   client   should   have   this   test   before  

receiving   any   kind   of   compression   treatment.   If   your   client   has   any   kind   of   complex  

regional   pain   syndrome,   of   course   we're   gonna   hold   off   compression   or   find   a   lighter  

way   to   compress.   Any   kind   of   acute   infection,   or   if   you're   client   has   its   spasticity,   when  

we   use   compression,   it   increases   the   response   of   the   tendon   reflex   which   increases  

tones   for   a   client   is   who   is   living   with   spasticity.   I   often   get   asked   this   question   if   we  

can   perform   compression   therapy   with   our   clients   with   congestive   heart   failure,   the  

answer   is   not   black   or   white.   

 

Of   course   we   have   to   know   what   is   going   on   with   our   client,   our   individual   client,   and  

compression   therapy   is   possible   if   there   is   no   acute   pulmonary   edema.   Compression  

therapy   is   also   possible   once   treatment   has   started   with   cardiostimulatory   medications  

or   diuretics.   It's   important   that   we're   having   that   frequent   conversation   with   the   client's  

physician   and   we're   working   together   as   a   team   when   deciding   if   we   should   begin  

therapy   for   our   clients   with   wounds,   lymphadema,   and   congestive   heart   failure.   Those  

relative   contraindications,   if   the   client   has   hypertension,   we   just   want   to   be   careful   and  

make   sure   the   client   is   medicated   for   that   hypertension   or   that   hypertension   is   under  

control.   If   they   have   cardiac   arrhythmias   we're   gonna   be   checking   vital   signs   and   then  
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communicating   with   a   physician.   Any   kind   of   paralysis,   we   will   lighten   the   amount   of  

compression   that   we   are   using   with   that   client.   We've   already   talked   about   congestive  

heart   failure   and   then   again   if   a   client   has   malignant   lymphadema,   we   can   use  

compression,   but   at   that   point   the   compression   is   going   to   be   palliative   for   that   client.  

Finally,   we   get   to   Manual   Lymph   Drainage.   What   is   Manual   Lymph   Drainage?   We   have  

mentioned   it   several   times,   this   is   one   of   the   most   important   interventions   we   use   with  

our   clients   with   wounds   and   lymphadema.   Manual   Lymph   Drainage   is   a   very   gentle  

manual   treatment   that   increases   the   formation   and   uptake   of   fluid,   it   improves   the  

activity   of   lymph   vessels   or   increases   the   lymph   vessels   or   increases   the  

lymphangiomotoricity   of   those   lymph   angioids.   So   what   that   means   is   it   increases   the  

uptake   of   that   lymph   fluid.   It   also   reroutes   the   lymph   flow   to   the   healthy   areas   in   the  

body,   so   the   areas   that   can   handle   an   overload   of   lymph   fluid.   

 

With   MLD,   the   external   forces   applied   by   your   hands   cause   the   anchoring   filaments   to  

open   so   the   endothelial   cells   become   those   open   junctions.   And   once   the   lymphatic  

loads   are   drawn   into   the   lymph   capillary   they   become   lymph   fluid.   With   a   prolong  

stretch   as   is   given   with   MLD,   smooth   muscle   found   in   the   wall   through   the   lymph  

collectors   contract   and   this   increases   the   lymphangiomotoricity   of   the   collectors  

causing   increased   lymph   flow.   

 

The   techniques   are   strokes   used   during   MLD   direct   the   flow   of   the   fluid   allowing   the  

therapist   to   reroute   the   fluid   to   healthy   tissue.   So   think   of   a   five   lane   highway   that   has  

three   lanes   closed   due   to   construction.   How   are   we   going   to   handle   the   increase   in  

traffic   volume?   And   we   do   this   by   creating   a   detour,   and   this   is   what   we   do   with   MLD,  

we   detour   the   fluid   around   the   involved   or   damaged   area   and   we   reroute   it   to   heavy  

tissue   that's   able   to   take   up   the   fluid   and   transport   it   back   to   the   venous   system.   So  

what   are   the   effects   of   MLD?   We   already   mentioned   a   couple   of   these,   but   here's   a   few  

more   effects,   it   increases   lymph   production,   so   the   stretch   on   those   anchoring  

filaments   of   the   lymph   capillary   stimulates   the   intake   of   those   lymphatic   loads   into   the  
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lymphatic   system.   It   stimulates   the   uptake   of   that   lymph   fluid   by   stimulating   the  

lymphangiomotoricity,   I   know   that's   a   big   word.   It   reverses   lymph   flow,   so   MLD   moves  

fluid   into   superficial   lymph   vessels   opposite   to   its   natural   flow   patterns,   and   then   that  

lymph   fluid   is   rerouted   around   block   areas   via   collateral   a   route.   It   can   be   soothing   for  

the   client,   it's   a   very   light   pressure   and   it   decreases   the   sympathetic   mode   and  

promotes   parasympathetic   responses.   This   is   a   little   hard   to   understand,   but   it   can  

create   a   suction   effect.   MLD   really   creates   a   skin   stretch.   So   I   want   you   to   practice   this  

with   me   so   you   understand   what   I'm   talking   about.   I   want   you   to   place   your   hand   on  

your   forearm   near   your   elbow   and   then   gently   stretch   the   skin   toward   your   shoulder  

watch   that   skin   closer   to   your   wrist,   you   see   it   when   you   move   proximately,   or   do   you  

see   how   that   skin   moves   proximately   as   well?   So   this   is   how   that   suction   effect   is  

created.   

 

You're   gonna   notice   when   performing   MLD   that   you   can   see   this   little   area   is  

decongested   before   you   even   start   working   on   them   directly.   We   can   also   create   a  

suction   effect   and   draw   fluid   from   a   congested   area   into   a   healthy   area   as   we   work  

across   a   certain   route   on   the   trunk.   It   can   help,   MLD   can   help   break   up   fibrosis,   it   can  

help   with   increased   venous   return,   it   can   have   an   analgesic   effect.   It   helps   really   get   rid  

of   those   nociceptive   substances   from   the   tissue   and   provides   a   stimulus   for   that   gate  

control   theory   of   pain.   

 

And   then   finally,   MLD   has   an   effect   to   accelerate   lymph   flow   and   creates   that   suction  

effect   on   the   lymph   collectors   that   are   worked   on,   so   it   increases   venous   return   and  

then   the   direct   pressure   or   the   directional   pressure   of   the   MLD   strokes   increases   the  

venous   return   in   the   superficial   system.   Deeper   and   more   specialized   techniques   of  

MLD   especially   in   the   abdominal   area   affect   the   venous   return   in   the   deep   system   as  

well,   and   an   increased   venous   return   produces   additional   decongestive   effects.   So  

some   of   the   principles   of   MLD.   I   know   this   is   a   lot   of   detailed   information,   I   don't  

expect   you   to   walk   away   from   this   webinar   today   ready   to   perform   Manual   Lymph  
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Drainage,   I   just   want   to   introduce   you   to   the   concept   of   Manual   Lymph   Drainage,   and  

again   if   you're   interested,   I   would   recommend   you   taking   a   more   in   depth   course   to  

learn   more   about   some   of   the   finer   details   of   Manual   Lymph   Drainage.   But   in   Manual  

Lymph   Drainage,   you're   actually   gonna   treat   the   healthy   portion   of   the   body,   so   the  

portion   of   the   lymph   systems   that   are   working   to   create   that   suction   effect   on   the  

involved   quadrant.   Once   you   start   to   see   swelling   decrease,   then   the   initial   preparation  

is   reduced   and   you   start   working   more   directly   on   the   effective   lymph   nodes.   This  

treatment   then   concentrates   on   that   decongestion   of   the   extremity   itself.   So   no   matter  

which   stroke   you're   using,   there's   four   points   in   order   to   achieve   the   desired   effect   of  

MLD.   So   first   the   intensity,   MLD   is   not   massage,   it's   not   a   deep   kneading   of   the   skin,   is  

very   gentle   and   light   and   they   say   that   it   is   only   enough   pressure   to   stretch   the   skin  

such   as   though   you   are   stroking   a   baby's   head   with   the   weight   of   your   hand.   

 

There   shouldn't   ever   be   any   kind   of   redness   or   hyperemia   after   MLD   strokes.   If   you   do  

cause   redness,   then   you   know   that   you   were   too   heavy   handed.   So   for   the   sequence,  

each   stroke   has   a   working   phase   and   a   resting   phase   where   the   pressure   smoothly  

increases   and   decreases,   so   during   the   working   phase   you're   actually   pulling   on   those  

anchoring   filaments   and   simulating   the   smooth   muscle   and   after   that   working   phase,  

you   relax   the   pressure   and   allow   the   client's   skin   to   move   back   to   a   starting   position,  

and   this   is   the   resting   phase.   

 

For   the   duration,   the   high   viscosity   of   lymph   fluid   requires   at   least   one   second   during  

the   working   phase   to   react   to   the   stimulus.   So   this   means   that   MLD,   you   go   pretty  

slowly   with   each   stroke.   This   is   also   really   difficult   for   us   therapists   to   do.   I   know   I   do  

everything   fast   in   my   life,   so   whenever   I   perform   MLD   I   have   to   really   think,   stretch,  

stretch,   hold,   relax.   To   adequately   stimulate   the   lymph   collectors   to   contract   the  

strokes   should   be   repeated   five   to   seven   times   in   one   area   before   moving   on   to   the  

next   area.   And   then   the   direction,   so   the   direction   of   the   stroke   depends   on   the  

direction   of   the   lymph   flow.   So   you   have   to   know   that   anatomy   of   the   system.   You  
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obviously   want   to   direct   the   fluid   away   of   the   swollen   area   and   towards   a   healthy   are  

where   the   lymphatic   system   can   then   pick   up   that   increased   fluid   and   transport   it   back  

to   the   venous   system.   Now   another   key   point   to   note   is   that   the   extremities   are   treated  

proximal   to   distal.   You   have   to   clear   the   fluid   proximally   before   moving   more   fluid   into  

the   area.   I   want   to   play   the   video,   but   I'm   only   gonna   play   just   a   minute   of   the   video.   I  

just   want   you   to   get   a   sense   of   what   I   mean.   MLD   can   be   quite   confusing   if   you   don't  

have   a   visual   of   it.   So   I'm   gonna   go   ahead   and   play   it   so   you   can   see   what   I   mean  

when   I'm   talking   about   directions   of   the   stroke   and   how   light   the   strokes   are,   et   cetera.  

So   real   quickly,   this   is   a   video   of   me   performing   MLD   and   it's   on   somebody   with  

unilateral   upper   extremity   lymphadema,   so   again   a   lot   of   different   sequences   and  

strokes   for   Manual   Lymph   Drainage.   

 

You   would   get   a   lot   more   of   this   information   if   you   take   a   more   in   depth   course.   So   I  

don't   want   you   to   get   lost   or   frustrated   in   the   language   or   complexity   of   this   technique.  

All   I   want   you   to   see   in   this   video   is   how   we're   detouring   the   fluid   around   the   involved  

damaged   area   and   rerouting   it   to   healthy   tissue   to   be   able   to   take   that   fluid   up   and  

transport   it   back   to   the   venous   system.   I   also   again   want   you   to   see   how   light   my   MLD  

strokes   are   remembering   that   the   lymphatic   system   is   right   under   the   skin,   so   I'm   not  

applying   a   lot   of   pressure   while   I   reroute   the   fluid.   And   I'll   just   play   a   quick   clip   of   this  

so   you   can   see   what   I'm   talking   about.   

 

Okay,   so   your   client   is   now   presenting   to   you   with   unilateral   lymphadema,   no   trunk  

involvement.   Now   although   there's   no   trunk   involvement,   we   still   have   to   prepare   the  

trunk   to   accept   the   fluid   that   we're   gonna   move   from   the   arm.   So   we'll   start   as,   so   we'll  

start.   I'm   gonna   fast   forward   this   so   you   can   actually   see   the   strokes,   so   here   we   go.  

I'm   gonna   fast   forward   it   more   so   you   can   see   more   strokes.   And   we   are   going   to   go   in  

the   unaffected   portion   towards   the   unaffected   auxiliary   lymph   nodes   five   to   seven  

times.   Okay,   we're   gonna   do   the   same   thing   over   here.   Little   finger   on   that   sagittal  

watershed,   five   to   seven   times   going   towards   the   unaffected   lymph   node,   auxiliary  

33  
 



 
 

lymph   node.   Okay,   so   now   we're   gonna   work   from   the   affected   extremity   to   the  

unaffected   auxiliary   lymph   node.   So   we're   gonna   do   that   by   your   traveling   stationary  

circles   five   to   seven   times.   Okay,   so   we've   opened   and   we've   activated   the   AAA   which  

is   a   three   step.   All   right,   that's   all   I   wanted   to   show   you,   I   just   wanted   you   to   again   note  

how   light   those   strokes   were,   how   we   were   moving   the   fluid   away   from   the   affected  

extremity   into   an   area   where   the   lymphatic   system   is   working.   Okay,   so   let's   move   on  

to   compression.   

 

So   compression,   we   know   that   our   clients   with   lymphadema,   with   skin   breakdown,   the  

elastic   fibers   in   the   skin   are   damaged.   The   skin   may   never   regain   its   elasticity.   The  

tissue   pressure   in   people   with   lymphadema   is   permanently   decreased.   The   affected  

body   part   is   always   at   risk   for   re-accumulation   of   fluid.   So   we   have   to   provide   extra  

support   through   compression   to   prevent   that   fluid   re-accumulation.   Tissue   pressure  

favors   reabsorption   of   the   fluid.   Decreased   tissue   pressure   is   yet   another   factor  

favoring   rampant   filtration   in   people   with   lymphadema.   What   I   mean   by   that   is   rampant  

swelling   really.   Compression   is   how   we   counteract   the   decrease   in   tissue   pressure   in  

this   population.   We   raise   that   tissue   pressure   artificially   by   providing   external   support  

to   that   stretched   out   skin.   

 

Our   primary   goal   in   compression   therapy   is   to   maintain   the   decongestive   effect  

achieved   during   that   MLD   session.   That   is   to   prevent   the   re-accumulation   of   fluid   into  

the   tissues   following   treatment.   Without   the   benefits   provided   by   compression   therapy,  

successful   treatment   of   lymphadema   and   wounds   would   be   impossible.   Compression  

reduces   that   filtration   or   swelling   and   increases   reabsorption   by   creating   that   artificial  

tissue   pressure.   Also   the   efficiency   of   joint   and   muscle   pump   is   improved   by   using  

compression.   But   because   it's   also   increasing   that   tissue   pressure,   that   stiff   layer   of  

bandages   allows   for   more   squeezing   of   the   lymphatics   in   the   veins   with   muscle  

contraction.   It   prevents   re-accumulation   of   fluid   so   it's   easier   to   blow   up   a   balloon   once  

you've   blown   it   up   correct,   so   this   is   the   same   thing   with   a   swollen   limb.   Compression  
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also   has   a   fibrinolytic   effect,   so   fibrosis   and   scar   tissue   is   broken   down   with  

compression.   And   edema   softens   with   compression.   Some   of   the   effects   of  

compression   are   actually   on   the   pressure   and   the   tissues   itself   and   on   blood   and   lymph  

vessels   contained   in   these   tissues.   The   tissue   pressure   plays   an   essential   role   in   the  

exchange   between   the   blood   capillaries   and   the   tissues.   The   beneficial   effects   of  

increases   tissue   pressure   are   especially   important   during   airplane   travel,   so   that's   why  

we   really   have   to   encourage   our   clients   if   they   will   be   traveling   by   airplanes   to   wear  

their   compression.   Also   compression   improves   venous   and   lymphatic   return.   The  

external   compression   forces   these   fluids   into   a   proximal   direction,   and   it   also   improves  

the   functions   of   the   valves   contained   in   the   lymphatic   vessels   and   venous   vessels.   It  

improves   the   effectiveness   of   the   muscle   and   joint   pumps   during   activity.   The   activity  

of   the   skeletal   musculature   is   an   important   factor   in   the   return   of   fluids   within   the  

venous   and   lymphatic   system.   

 

Together   with   other   supporting   mechanisms,   the   muscle   and   joint   pump   activity  

propels   these   fluids   back   to   the   heart,   and   ensures   an   uninterrupted   cycle   of  

circulation.   External   compression   provides   a   sufficient   counterforce   to   the   working  

musculature,   so   it   improves   its   efficiency.   I   want   to   tell   you   this   has   always   helped   me  

understand   this   a   lot   more   clearly.   I   think   of   it   as   a   sandwich.   So   you   have   your   skin,  

that's   the   top   break   on   your   sandwich,   and   you   have   your   muscle,   that   is   your   bottom  

piece   of   bread   on   your   sandwich.   

 

And   in   between   those   pieces   of   bread   is   the   fluid,   the   edema,   the   swollen   fluid.   As   your  

muscle   pumps,   you   can   imagine   that   it   is   pumping,   the   fluid   is   kind   of   buffing   up  

against   the   top   of   that   bread   and   pushing   it   towards   a   functioning   lymphatic   system.  

So   compression   is   especially   beneficial   in   the   treatment   of   lymphostatic   fibrosis   and  

can   be   increased   by   the   use   of   special   foam   materials   in   combination   with  

compression   therapy,   there's   all   kinds   of   different   materials   out   there.   There's   dense  

foam   that   you   can   put   right   on   that   lymphostatic   or   that   fibrosis   to   help   break   up   that  
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fibrosis.   There's   channeled   foam,   there's   all   kinds   of   different   materials   that   can   help  

with   that.   The   individual   will   always   be   at   risk   for   re-accumulation   after   decongestion.  

So   sufficient   compression   is   required   to   hold   that   swelling   back.   And   the   compression  

used   depends   on   the   phase   of   therapy.   In   general,   short   stretch   bandages   are   used  

during   phase   one   of   treatment   and   maybe   also   used   during   phase   two.   Garbage   and  

bandage   alternatives   which   are   actually   prescribed   are   used   during   phase   two.   So  

when   we're   thinking   about   compression   we   have   to   apply   that   Law   of   LaPlace.   We  

learned   this   way   back   when   in   PT   school,   even   elementary   school,   and   that   law   states  

that   if   the   radius   of   a   cylinder   increases,   the   tension   needs   to   increase   as   well   to  

achieve   the   same   pressure.   

 

So   how   does   this   apply   to   compression   therapy   when   we're   talking   about   lymphadema  

and   wounds?   We   have   to   achieve   a   pressure   gradient,   that   means   if   we're   using   the   leg  

as   an   example.   There   would   be   higher   pressure   at   the   ankle   and   lower   pressure   at   the  

proximal   thigh   to   encourage   fluid   to   move   up   and   out   of   the   extremity.   If   consistent  

compression   with   the   same   degree   of   tension   is   applied   with   compression   bandages   to  

an   extremity,   a   natural   gradient   will   occur.   There   is   higher   pressure   distally   and   lower  

pressure   proximally.   This   is   necessary   in   order   to   prevent   a   tourniquet   effect   which   can  

of   course   lead   to   more   swelling.   According   to   the   Law   of   LaPlace,   a   normal   extremity  

can   be   compared   to   a   cylinder.   

 

If   the   same   tension   is   applied   to   the   ankle,   I'm   sorry,   if   the   same   tension   is   applied   to  

the   bandages   from   the   ankle   to   the   thigh,   the   pressure   is   going   to   be   greater   at   the  

ankle,   smaller,   because   it's   got   a   smaller   radius   than   at   the   thigh.   What   we   need   to   do  

in   our   treatment   is   to   make   the   limb   as   close   to   a   cone   or   a   cylinder   shape   as   we   can  

to   maximize   that   pressure   gradient.   So   sometimes   it's   necessary   to   use   foam   materials  

for   padding   in   combination   with   compression   bandages   in   order   to   construct   a  

cylinder.   Typically   compression   garments   have   this   gradient.   Usually   we   don't   need  

padding   with   garments   as   the   gradient   is   built   in   when   the   garment   is   made.   This   is  
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why   that   proper   fit   of   a   garment   is   crucial   to   make   sure   that   we're   keeping   an   effective  

gradient.   There's   a   lot   of   different   bandages   that   we   use,   anything   from   a   no   stretch   to  

a   high   stretch   bandage.   With   our   clients   with   wounds   and   lymphadema,   we   typically  

use   short   stretch   bandages.   They   look   a   lot   like   ACE   wraps   but   they're   actually   very  

different.   The   resistance   a   bandage   sets   against   a   working   musculature   determines   the  

working   pressure.   So   this   pressure   is   temporary   meaning   it's   only   active   during   muscle  

contraction.   When   the   muscle   contracts   it   causes   an   increase   in   that   tissue   pressure  

and   the   venous   and   lymphatic   vessels   are   then   compressed.   And   this   increases   both  

lymphatic   and   venous   return.   The   lower   the   elasticity   of   the   compression   bandage,   the  

higher   the   working   pressure.   

 

So   lower   elasticity   means   the   bandage   is   stiffer   and   the   tissue   pressure   will   be  

increased   more   with   muscle   contraction.   For   our   short   stretch   bandages   which   we'll  

use   with   our   clients   with   lymphadema   and   wounds,   they   stretch   60   to   70%   of   their  

total   length,   whereas   long   stretch   bandages,   I   think   the   previous   slide   said   140%,  

sometimes   they   can   stretch   as   much   as   up   to   170%   of   their   total   length.   Therefore  

short   stretch   bandages   have   a   high   working   pressure   and   are   more   effective   at  

increasing   tissue   pressure   with   muscle   contraction.   

 

The   resting   pressure   is   the   pressure   the   bandage   exerts   on   the   tissue   at   rest.   Long  

stretch   bandages   exert   a   relatively   high   resting   pressure   which   causes   compression   in  

the   superficial   lymphatic   and   venous   systems.   This   permanent   compression   can   cause  

a   tourniquet   effect   and   you   can   imagine   that   would   have   a   very   detrimental   effect   to  

the   skin,   especially   if   the   skin   is   compromised.   Short   stretch   bandages   on   the   other  

hand   have   very   low   resting   pressure   on   the   tissues   and   vascular   systems.   So   as   long  

as   the   bandages   are   applied   correctly,   the   risk   of   a   tourniquet   effect   is   very   low.   So  

how   does   compression   wrapping   work?   It   works   by   improving   the   venous   pump   in   our  

clients   with   venolymphatic   dysfunction,   it   also   increases   that   lymphatic   reabsorption.   It  

increases   the   microcirculation   along   with   a   reduction   in   pressure   within   the   lymphatic  
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capillaries.   It   increases   microcirculation   in   the   skin.   It   helps   to   shift   the   fluid   into   less  

compressed   parts   of   the   body,   and   it   can   also   help   to   break   down   that   fibrotic   tissue.  

This   is   just   an   example   of   some   compression   bandaging   I   did   in   a   class   in   training.   I  

just   wanted   you   to   see   that   there's   so   many   different   limb   shapes   and   materials   to   use  

during   compression   wrapping.   Sometimes   I   think   of   wrapping   the   limbs   almost   like   an  

art   project.   I   look   at   the   limb,   and   then   I   look   at   what   materials   I   have   and   I   create   the  

most   conical   shape   that   I   can   using   the   materials   that   best   shape   the   limb   and   protect  

the   skin.   I   also   get   asked   a   lot,   and   this   is   probably,   I'm   sure   somebody's   gonna   ask  

me   this   question.   

 

If   I   can   wrap   a   client   that's   being   treated   with   an   active   wound.   If   someone   has   active  

open   wounds,   we   can   use   dressings   to   absorb   some   of   the   drainage,   and   then   we   can  

use   compression   bandaging   over   those   areas.   The   compression   will   actually   push   the  

fluid   out   of   the   area   which   will   help   the   healing.   Most   of   the   time   these   clients   will   do  

really   well   with   manual   lymph   drainage   which   is   why   I   spent   so   long   on   manual   lymph  

drainage.   We   have   to   teach   the   caretakers   the   technique   as   well   as   to   heal   our   wounds  

much   more   quickly.   Then   we're   able   to   move   forward   with   compression   bandaging.  

Some   wounds   may   also   need   pressure   point   relief   and   we   can   use   various   foam  

padding   or   materials   to   alleviate   some   of   that   pressure.   

 

It's   really   important   that   we   teach   our   caretakers   or   our   clients   things   that   we   may   think  

is   pretty   obvious,   we're   teaching   them   a   lot   about   meticulous   skin   and   nail   care.   This   is  

one   of   the   most   important   ways   we   can   prevent   wounds.   It's   also   really   important   that  

our   clients   are   aware   of   the   fact   that   someone   may   see   something   before   we   actually  

feel   it.   If   someone   comes   into   the   clinic   with   a   suspicious   area,   you   want   to   circle   it  

with   a   very   gentle   marker   so   that   it   can   be   monitored,   and   note   that   standard   protocol  

again   for   infection   is   that   the   client   has   to   be   on   antibiotics   for   whatever   is   deemed   the  

appropriate   amount   of   time   by   your   state   practice   act,   your   policy   procedure   manual,  

and   I   see   a   lot   of   times   again   it's   72   hours   again   before   we   can   begin   treatment.   From  

38  
 



 
 

that   point   we're   okay   to   continue   as   long   as   the   client's   doctor's   aware   that   we   are  

continuing.   So   we   talked   about   compression   bandaging,   let's   talk   a   little   bit   about  

compression   garments.   We   see   these   in   phase   two   after   phase   one   is   completed.  

Compression   garments   are   to   be   worn   during   the   day   only,   they   should   not   be   worn   at  

night,   but   they   do   have   to   be   worn   every   day.   The   client   may   need   to   use   those  

compression   wraps   as   I   just   showed   you   or   a   bandage   alternative   at   night,   there's   a   lot  

of   different   bandage   alternatives   out   there.   Just   one   example,   I'm   not   promoting   it,   but  

a   Reid   sleeve   is   a   bandage   alternative   you   can   use   at   night.   There's   many   different  

styles   and   fabrics   to   choose   from.   

 

For   instance,   with   the   upper   extremities,   you   can   have   one   with   our   without   a   shoulder  

strap,   you   can   have   a   garment   with   gauntlets   or   gloves.   For   lower   extremities,   you   can  

have   a   knee   high   garment,   you   can   have   a   thigh   high   garment,   panty   hose,   chaps,   et  

cetera.   Garments   can   be   custom   or   off   the   shelf   depending   on   the   shape   of   the   limb.  

It's   really   a   good   idea   to   have   a   person   measured   by   a   vendor   if   at   all   possible   because  

most   vendors   will   correct   their   own   errors.   So   if   you   don't   have   a   relationship   with   a  

vendor,   obviously   they   want   to   sell   you   their   material,   so   it's   easy   to   develop   that  

relationship   with   a   vendor   and   you   can   end   up   helping   a   lot   with   the   measurement,  

especially   those   custom   garments.   When   you're   asking   your   clients   to   spend   a   couple  

hundred   dollars   out   of   their   own   pocket,   of   course   you   want   to   make   sure   that   you  

order   the   right   garment.   

 

So   your   garment   should   be   replaced   every   four   to   six   months,   it   depends   on   the   client.  

Some   of   our   clients   are   actually   harder   on   their   garments   than   others.   Now   skin   care   is  

really   important,   it's   aimed   at   preventing   any   future   infections   or   breakdown.   We're  

gonna   be   teaching   our   clients   that   keeping   the   skin   clean   and   well   moisturized   is   pretty  

essential   for   making   sure   that   we   prevent   future   skin   breakdowns.   We   want   to   maintain  

that   acid   mantle   to   reduce   bacterial,   fungal,   and   other   infections.   And   so   you   would   do  

this   by   making   sure   that   you're   using   a   low   pH   lotion.   And   in   order   to   ensure   that   you're  
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using   a   low   pH   lotion,   you're   trying   to   keep   it   between,   the   pH   between   five   and   5.5.   If  

you   can't   identify   if   you're   using   a   low   pH   lotion   you   can   always   call   the   1800   number  

on   the   back   of   the   bottle   and   they   can   help   you   with   determining   what   kind   of   lotion  

you   have.   You   also   want   to   make   sure   that   you   really   protect   that   skin   and   you   avoid  

any   kind   of   triggers   that   could   really   implement   a   cascade   of   that   inflammatory,  

inflammatory   cascade   in   your   client.   

 

So   you   might   teach   them   to   wear   gloves   if   they're   gardening   or   if   they're   going   outside  

or   it's   summer   and   there's   mosquitoes   to   wear   sleeves   so   that   they   can   protect   their  

skin   from   mosquito   bites.   You   want   to   avoid   any   kind   of   temperature   extremes,   really  

overheating   a   client   is   going   to   increase   the   amount   of   fluid   in   the   area   because   of  

vasodilation.   And   so   you   would   want   to   have   them   avoid   being   in   any   kind   of   over-hot  

or   overexerting,   making   themselves   too   hot.   And   then   making   sure   that   the   clothes  

they're   wearing,   the   belts   they're   wearing,   et   cetera,   are   not   creating   that   tourniquet  

effect   and   that   they   are   positioning   themselves   in   non-dependent   positions.   This  

patient   education   starts   at   the   first   treatment,   you   don't   wait   til   the   end   of   treatment   to  

start   with   client   education.   I'm   going   to   skip   through   some   of   these   'cause   it   looks   like  

we   don't   have   tons   of   time   left.   

 

These   slides   just   really   show   us   again   the   importance   of   good   skin   care.   We're   really  

protecting   our   clients,   those   clients,   especially   our   clients   with   lymphadema.   They   do  

have   that   protein   rich   fluid   which   does   serve   as   an   ideal   breeding   ground   for  

pathogens.   And   so   we're   trying   to   avoid   any   kind   of   infection   or   any   kind   of   nick   in   the  

skin   to   avoid   any   kind   of   inflammatory   response.   Cellulitis   is   something   that   we   see   a  

lot   of   times   in   our   clients.   You   want   to   teach   your   clients   to   recognize   cellulitis   so   you're  

teaching   them   to   recognize   a   limb   that's   red,   hot   to   touch,   if   they   have   pain   or   fever,   if  

these   signs   are   present,   you're   not   gonna   treat   that   client.   You're   gonna   refer   them  

onto   their   physician.   Fungal   infections   are   also   pretty   frequent   in   this   client   population  

where   they're   most   likely   to   develop   in   damp   areas   of   the   body.   Some   fungal   infections  
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can   be   quite   serious   but   most   of   them   are   typically   non-threatening.   So   you   might   see  

a   client   has   irritation   on   the   skin   or   scaly   skin,   redness,   itching,   swelling,   sometimes  

there's   a   sweet   smell.   They   may   have   blisters   as   well.   Fungal   infections   on   the   skin,  

there's   lots   of   medications   out   there,   talk   to   their   doctor   about   the   one   that's   most  

appropriate   for   the   client.   And   then   once   the   medications   are   started,   you   can   start  

working   proximally   to   the   fungal   areas.   You   want   to   avoid   touching   the   area   'cause   that  

could   spread   the   fungal   spores   further.   And   of   course   you   want   to   wear   gloves.   So  

there's   four   basic   principles   to   skin   care.   You're   making   sure   that   you're   cleansing   your  

clients   with   gentle   non-drying   soap,   you're   using   that   low   pH   lotion,   you're   inspecting  

and   teaching   your   clients   to   inspect   their   skin   carefully,   and   then   you're   preventing   any  

of   the   avoidable   injuries,   again   things   like   mosquito   bites,   paper   cuts,   hangnails,   et  

cetera.   

 

And   at   the   first   sign   of   a   possible   infection,   you're   contacting   the   physician.   So   for  

clients   in   stage   zero,   even   a   minor   infection   could   trigger   something   that   overloads   that  

fragile   lymphatic   system   and   causes   them   to   progress   to   stage   one.   All   right,   the   last  

component   of   Complete   Decongestive   Therapy   is   exercise.   It's   really   important   for  

clients   with   lymphadema   and   wounds,   it's   really   important   for   all   of   our   clients,   but   it's  

essential   for   our   clients   with   lymphadema   and   wounds.   So   you   can   see   on   this   slide  

the   general   effects   of   exercise,   I   think   we   know   about   the   overall   effects   of   exercise,  

there's   lots   of   research   supporting   how   great   it   is   for   us.   

 

But   for   our   clients   living   with   lymphadema,   there's   some   pretty   specific   benefits.  

Exercises   especially   with   compression   increase   that   uptake   of   fluid   of   the   initial  

lymphatics.   There   is   research   our   there   that   has   found   a   consistent   three   to   six   fold  

increase   in   clearance   rate   with   exercises   and   that's   using   lymphoscintigraphy   so   they  

can   see   that   it   actually   did   clear   the   congested   lymphatic   area.   Exercise   especially   with  

compression   also   increases   the   pumping   of   the   vessels   in   the   nodes.   It   improves   that  

joint   mobility   which   can   increase   joint   pumping.   It   can   strengthen   the   muscle   to   help  
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with   that   muscle   pump   to   prevent   damage   from   fluid   accumulation.   And   then   aquatics  

has   hydrostatic   pressure   to   assist   with   fluid   production.   The   hydrostatic   pressure   water  

is   really   great   because   it's   symmetrical   and   surrounds   the   lymphatic   limb   or   trunk   or  

whatever   is   swollen.   So   water   is   really   great   too   because   our   clients   are   carrying  

around   heavy   limbs.   And   the   water   can   relieve   the   pressure.   Of   course   swimming   with  

an   open   wound   can   be   controversial   so   the   client   needs   to   talk   with   their   physician   and  

have   a   water   proof   covering   for   their   wound   if   they   decider   that   they   want   to   pursue  

swimming.   So   why   is   it   so   important   to   exercise   with   compression?   A   superficial  

lymphatic   systems   again   are   located   right   underneath   the   skin   and   that   bandage   or  

garment   increased   the   pressure   inside   the   tissue,   so   that   increased   tissue   pressure  

enables   the   muscles   to   act   as   an   internal   pumping   mechanisms.   

 

And   the   muscle   contracts   against   the   bandages   or   garments.   When   we   exercise   with  

compression,   we   improve   limb   circulation   and   prove   that   venous   return,   we're   helping  

the   uptake   of   that   lymph   fluid,   and   then   when   we   perform   deep   breathing   exercises,  

there's   actually   a   trunk   of   the   lymphatic   system   that   empties   right   into   the   left   venous  

angle   and   that's   called   your   thoracic   duct.   And   so   when   we   complete   deep   breathing  

exercises,   we   actually   stimulate   that   thoracic   duct   because   it   perforates   the   diaphragm  

and   it   simulates   increased   lymph   uptake.   

 

So   I   left   for   your   resources   just   typical   exercises   you   might   perform   with   your   client.  

There's   no   studies   really   showing   their   particular   exercise   program   works   better   than  

another,   it   does   make   sense   to   use   all   muscle   groups   in   an   involved   extremity   to  

include   some   sort   of   aerobic   exercise   and   abdominal   bleeding.   You   can   tailor   the  

exercises   you   can   give   a   client   based   on   their   fitness   ability,   mobility,   also   their   interest  

is   really   important,   right?   You   want   to   make   sure   that   your   client   enjoys   the   activity   that  

they're   doing   or   else   they   won't   be   compliant.   So   get   a   sense   during   the   evaluation  

what   kind   of   activities   they   enjoy   doing   and   incorporate   those   into   the   exercise   portion.  

Here's   some   beneficial   lower   extremity   and   upper   extremity   exercises.   Remember,   you  
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want   to   avoid   overexerting   your   clients.   You   don't   want   to   set   up   a   cascade   of   excess  

hyperemia   and   swelling   because   you're   overexerting   your   clients,   so   just   some   more  

examples   of   beneficial   exercises   are   listed   on   this   slide.   The   intensity   to   perform   an  

exercise   can   be   described   as   a   level   where   the   activity   can   be   easily   sustained,  

allowing   that   client   to   simultaneously   engage   in   conversation.   Light   to   moderate  

exercise   allows   the   individual   to   reach   a   steady   state   and   continue   the   activity   for   a  

given   period   of   time   with   less   risk   of   reaching   fatigue.   A   strenuous   exercise   can   cause  

fatigue   and   the   individual   will   be   less   likely   to   continue   to   exercise.   I   think   we   see   this  

with   all   of   our   clients   that   we   treat.   

 

Also   we're   asking   those   clients   to   do   a   lot   between   the   MLD,   the   wrapping,   skin   care,  

so   prescribing   exercises   that   the   client's   gonna   be   compliant   with   is   really   important.  

So   once   again,   during   the   evaluation,   I'll   always   find   out   what's   important,   what's  

meaningful   to   my   clients,   what   kind   of   activities   that   they   will   participate   in,   and   then   I  

try   to   incorporate   those   into   the   treatment   plan.   So   other   considerations   for   our   clients  

with   lymphadema.   We   have   to   avoid   that   overexertion,   fatigue,   you   don't   want   to   use   a  

theraband   on   their   involved   extremity.   

 

This   can   create   a   tourniquet   effect   on   the   limb.   You   want   to   use   hot   or   cold   therapy   to  

the   involved   extremity,   where   again,   avoiding   hyperemia   in   the   area.   You   want   to   watch  

for   repetition   of   activities.   You   don't   want   to   tax   their   joints   or   extremities.   They're  

already   carrying   a   weight   around,   extra   weight   on   those   extremities.   Be   cautious   with  

manual   therapy   to   avoid   that   hyperemia.   Perform   essential   activities   prior   to   peripheral,  

so   I   recommend   starting   with   core   abdominal   breathing,   then   moving   to   exercises   with  

the   extremity.   While   they're   exercising   they   need   to   wear   those   garments,   they   need   to  

wear   compression.   If   they're   able   to   get   to   a   pool,   a   lot   of   people   really   enjoy   the   pool  

with   lymphadema.   Deep   breathing,   gentle   stretching   is   really   great   for   our   clients   with  

lymphadema   and   wounds.   And   then   we're   gonna   practice,   things   that   we   would  

practice   with   all   of   our   clients,   the   appropriate   amount   of   hydration   and   making   sure  
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that   they   know   who   they   can   contact   if   they   have   a   problem.   So   does   Complete  

Decongestive   Therapy   work?   I   just   want   to   show   you   a   couple   of   pictures,   actually   just  

one   picture   and   at   the   end   I'll   show   you   a   few   more   pictures.   This   was   a   34   year   old  

male   with   primary   hereditary   lymphadema   with   onset   in   his   teens.   So   this   client   has  

been   living   with   undiagnosed   lymphadema   for   many   years   and   you   can   imagine   his  

frustration.   He   had   experienced   multiple   hospitalizations   for   cellulitis   and   wounds   and  

had   no   previous   Complete   Decongestive   Therapy.   So   just   so   you   can   see   kind   of   how  

dramatic   it   can   be,   this   is   after   one   treatment   with   Complete   Decongestive   Therapy.   He  

was   bandaged   for   three   days,   performed   manual   lymph   drainage   and   exercises   and   he  

got   this   much   of   a   reduction   in   swelling.   

 

I   have   a   lot   of   clients   that   have   been   swelling   for   years   and   after   just   a   few   treatments,  

the   swelling   subsides.   So   it's   pretty   dramatic.   Now   maintaining   that   decrease   in  

swelling   is   a   whole   different   story   and   takes   a   lot   of   work,   but   a   lot   of   times   your   clients  

will   become   compliant   because   they   can   see   a   pretty   immediate   reduction   in   swelling.  

All   right,   we   talked   of   that   multidisciplinary   approach,   and   this   is   something   you   would  

do   with   all   of   your   clients,   not   just   your   clients   with   wounds   an   lymphadema,   but   you're  

gonna   assess   the   wound,   you're   gonna   create   a   plan   of   care   with   that   multidisciplinary  

team.   

 

You   would   intervene,   create   that   intervention.   This   includes   how   we're   going   to   treat  

the   wound   and   the   swelling.   And   then   the   ongoing   management   of   the   wound   and  

swelling.   We're   gonna   focus   on   everything   in   the   slide,   we're   gonna   focus   on   edema  

reduction,   we're   gonna   look   at   the   client's   comorbidities.   This   can   be   affecting   the  

client's   ability   to   heal.   We're   gonna   be   looking   at   adequate   nutrition   and   hydration   for  

the   client.   Again,   maybe   getting   dietary   SOP   involved.   We're   gonna   get   that   client   up  

and   moving   as   much   as   possible   to   improve   circulation.   We're   gonna   work   on  

appropriate   positioning   at   all   times,   this   means   in   the   bed   and   in   the   chair.   We   may   use  

prescribed   pressure   relieving   or   reducing   devices,   and   we're   gonna   implement   an  
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appropriate   repositioning   schedule   for   our   client.   These   are   other   things   that   we   can   do  

for   our   clients   with   wounds,   we   know   that   clinical   decision   making   is   really   a   complex  

process.   And   it   might   be   influenced   by   a   wide   range   of   clinical   and   non-clinical   factors.  

The   different   factors   that   go   into   clinical   decision   making   when   deciding   how   to   best  

treat   a   patient   with   a   wound   as   well   as   lymphadema,   it's   a   lot.   Common   things   that   we  

think   about   include   the   effectiveness   of   previous   therapy,   how   are   they   gonna   prescribe  

to   the   treatment,   any   side   effects   to   medications   they   may   be   experiencing.   What   does  

the   skin   actually   look   like,   how   long   have   they   had   a   skin   condition,   some   other  

non-clinical   factors   we   might   think   about   is   the   client's   quality   of   life,   what   kind   of  

family   and   caregiver   support   to   they   have?   What   kind   of   treatment   related   costs   can  

they   incur?   

 

Are   they   able   to   get   to   treatment,   et   cetera.   And   these   are   some   other   interventions,  

positioning,   mobility,   a   function,   of   course   direct   wound   care,   modalities,   these   are   all  

things   that   we   can   use   for   our   clients   with   wounds.   There's   a   lot   of   different   dressing  

options   out   there,   so   it's   really   important   that   we   collaborate   with   nursing   and   the  

training   of   therapists   to   ensure   that   the   appropriate   wound   management   system   is   in  

place   and   we   facilitate   that   optimum   wound   healing.   Accurate   wound   assessment   and  

effective   wound   management   requires   an   understanding   of   the   physiology   of   wound  

healing   combined   with   the   knowledge   of   the   actions   of   the   dressing   products   that   you  

have   available.   

 

So   it's   essential   that   an   ongoing   process   of   assessment,   clinical   decision   making,  

intervention,   and   documentation   occurs   to   really   facilitate   that   optimum   wound   healing,  

and   there's   a   lot   of   different   options   in   terms   of   wound   dressings   out   there.   In   terms   of  

reimbursement,   this   is   an   ever   changing   and   very   complex   issue.   Your   insurance  

reimbursement   is   gonna   vary   depending   on   providers   and   practice   settings.   A   provider  

should   clarify   with   their   insurance   companies   about   their   reimbursement   policies   for  

edema   and   lymphadema   wound   management.   And   make   sure   that   your   clients   are  
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aware   of   what   their   insurance   coverage   will   be   before   you   actually   begin   their  

treatment,   have   that   conversation   with   them,   so   there's   no   surprises.   I   think   we   all  

know   the   documentation   is   really   important.   We   have   to   do   it   to   improve   the  

effectiveness   of   our   therapy   and   it   also   protects   us   as   well.   It   also   determines   the   end  

of   the   decongestive   or   phase   one   and   the   beginning   of   the   self   management   phase.   So  

your   documentation   needs   to   include   the   progression   of   the   wound   from   one   phase   of  

healing   to   the   next.   It   should   be   noted   that   wounds   can   get   larger   before   it   gets   smaller,  

and   there   was   already   damage   to   the   surrounding   tissue   or   wound   before   it   was  

debrided,   and   so   that   can   lead   to   it   getting   larger.   

 

This   is   why   documentation   is   really   important.   If   we're   just   documenting  

measurements,   it   may   look   like   that   wound   is   getting   worse   or   there   was   no   progress  

specifically   for   wound   care.   Why   is   correct   documentation   so   essential?   We   know   that  

wounds   are   constantly   changing   because   of   physiological   processes   meaning   that  

measuring   the   wound's   healing   process   can   be   pretty   difficult   and   good  

documentation   is   really   important   to   make   sure   we   ensure   that   continuity   of   care.   We  

also   know   that   wound   documentation   is   necessary   for   legal   purposes.   It   provides   a  

legal   record   of   care   administered   and   enables   the   assessment   of   the   wound  

management   or   standards   of   wound   care   to   be   taken   retrospectively.   

 

So   our   documentation   needs   to   include   everything   listed   on   this   slide,   any   reduction   in  

edema,   any   changes   in   surrounding   tissue.   Functional   abilities   versus   limitations,   any  

changes   in   tissue   composition,   changes   in   length,   width,   or   depth   of   the   wound   as   well  

as   progression   of   the   wound   from   one   phase   of   healing   to   the   next.   If   it's   not  

documented,   you've   heard   this   said   before.   It   didn't   happen   and   you   may   not   receive  

reimbursement.   Our   short   and   long   term   goals   are   really   important.   I'm   gonna   go  

through   this   slide   pretty   quickly   in   the   interest   of   time.   I   just   wanted   to   give   you   an  

example   of   a   good   appropriate   goal   for   a   client   with   lymphadema,   you   can   see   the  

bottom   goal   is   appropriate.   To   decrease   edema   in   right   peri-wound   right   anterior   calf  
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as   evidenced   by   decrease   in   peri-wound   from   four   centimeters   at   12   o'clock   to   two  

centimeters   at   12   o'clock   to   allow   the   client   to   ambulate   100   feet   without   pain.   This   is   a  

great   goal,   it's   adequate   in   terms   of   it   being   specific   with   respect   to   what   the   wound  

actually   looks   like   and   why   this   is   actually   important   for   that   client.   Okay,   let's   finish   up  

today   with   some   fun   case   examples   of   lymphadema   and   wound   interventions.   So  

during   a   treatment   session,   a   client   comes   to   you.   If   you   have   an   aid   or   tech,   it's   a  

great   idea   to   help   get   them   involved   in   removing   the   bandages.   This   is   not   billable   time,  

I   know   not   everyone   has   a   tech   or   aide,   but   you   remove   the   bandages,   you   cleanse   the  

limb,   you   look   at   the   skin   or   the   wound,   you   moisturize   that   skin,   then   you   apply   a  

primary   wound   dressing   if   you   are,   if   that's   necessary   for   your   client.   

 

You   would   take   measurements   if   you're   measuring   that   day,   perform   MLD,   reapply   the  

bandages,   and   then   instruct   that   client   in   therapeutic   exercise.   So   it's   different   for  

every   patient,   typically   a   treatment   session   for   unilateral   involvement   takes   about   an  

hour,   and   this   is   just   a   ballpark.   As   you   become   more   proficient,   your   sessions   are   a   lot  

shorter.   You   continue   to   instruct   in   self   management   and   self   MLD,   self   bandaging,  

home   exercise   programs,   skin   care,   you're   gonna   be   instructing   this   client,   your   client  

and   their   families   in   this   over   and   over   again.   Now   you   want   to   paste   those   treatment  

based   on   your   client's   ability   to   learn.   

 

During   phase   one   the   gold   standard   is   that   you   see   the   client   every   day.   I   know   that's  

not   possible   in   all   settings,   but   that's   the   gold   standard.   If   the   lymphadema   is   very  

fibrotic,   it   can   take   a   long   time   to   soften   up,   so   you   can   actually,   you   can   decongest  

the   limb   but   there's   again   a   lot   of   materials   on   the   market   though   that's   gonna   help   you  

soften   this   fibrotic   tissue   and   help   you   get   the   fluid   out   of   the   area.   Phase   two,   the  

client   doesn't   come   into   the   clinic.   They're   self-managing   the   lymphadema   in   the  

wounds.   So   you   can   see   how   the   client   may   actually   go   through   phase   one   several  

times.   So   again,   for   your   client,   it's   different.   Stage   one,   you're   gonna   see   then   for   a   lot  

less   time   than   a   client   with   a   chronic   venous   wound   that   has   a   lot   of   necrotic   tissue   in  

47  
 



 
 

the   wound   bed   and   a   lot   of   swelling.   For   an   uncomplicated   upper   extremity,   you   might  

see   them   approximately   10   treatments.   For   an   uncomplicated   lower   extremity,   I   would  

say   15   to   20   treatments.   Okay,   we've   talked   a   lot   about   education,   so   I'm   going   to   go  

through,   I'm   gonna   skip   through   this   slide   and   get   to   our   examples   so   we   can   conclude  

this   webinar.   This   is   a   client,   he   had   experienced   swelling   about   12   years   ago   after   a  

total   knee   replacement.   He   had   had   several   DVTs   and   his   swelling   continued   to  

increase.   The   vascular   surgeon   removed   a   quote   unquote   problem   vein   and   gave   the  

client   compression   garments.   The   client   didn't   like   the   garments,   he   didn't   wear   them.  

He   continued   to   swell   and   lost   a   lot   of   mobility,   and   then   he   started   experiencing  

frequent   infections   and   venous   ulcers,   so   the   client   actually   went   to   a   wound   clinic   and  

then   began   Complete   Decongestive   Therapy.   

 

The   client   was   seen   three   times   a   week   for   12   weeks   with   home   management   as   well.  

The   client   also   lost   weight.   Received   manual   lymph   drainage,   skin   care,   compression  

bandaging,   compression   garments,   and   participated   in   therapeutic   exercises   and  

activities.   He   was   compliant   with   this   plan   of   care.   And   so   as   you   can   see   in   the   picture  

on   the   right,   the   client's   wounds   healed   and   the   legs   looked   pretty   symmetrical.   We  

know   that   CDT   does   fail   when   the   client's   not   compliant,   when   there's   improper  

treatment.   So   perhaps   you   are   doing   all   the   components   but   you   are   not   using   manual  

lymph   drainage.   

 

You   are   not   gonna   get   the   best   results   if   you   don't   use   all   the   different   components   of  

CDT.   If   there's   malignant   lymphadema   or   any   other   kind   of   associated   conditions,   you'll  

have   a   harder   time   with   your   clients   reducing   the   swelling   and   healing   the   wounds.   And  

if   the   client   has   had   lymphadema   and   wounds   for   ongoing   years,   your   treatment   is  

gonna   be   a   lot   more   difficult.   And   phase   two   again,   lack   of   compliance,   lack   of  

hygiene.   If   a   client   has   a   reoccurrence   of   cancer,   severe   fibrotic   tissue   is   gonna   be   a   lot  

harder   to   have   successful   results.   All   right,   so   here's   another   success   story.   This   client,  

you   can   see   the   skin   changes   before   and   after   phase   one   of   treatment.   This   client   was  
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seen   for   a   bit   longer.   They   were   treated   for   five   months   three   times   a   week   with   home  

management   as   well.   I   wish   we   could   see   on   the   right   the   skin,   but   the   wounds   has  

closed   and   been   resolved,   the   clinician   didn't   take   it   without   the   bandages   off.   But   it  

did   resolve   and   it   looks   great,   it   looks   very   symmetrical.   Here's   our   last   example   and  

then   we'll   conclude   this   webinar.   This   is   a   65   year   old   female   with   lymphadema   and  

bilateral   lower   extremities.   She   was   living   with   this   lymph   with   goals   to   return   home,  

but   the   medical   conditions   were   limiting   her   from   progressing   towards   independent  

ADLs.   She   had   an   increase   in   fluid   retention   due   to   some   kidney   problems   and  

inadequate   venous   circulation.   

 

The   lymph   compression   management   was   applied   due   to   an   open   area   to   her   posterior  

left   calf.   That's   the   picture   you're   looking   at.   The   open   area   measured   three  

centimeters   by   two   centimeters   so   nursing   referred   her   to   the   wound   clinic.   The   wound  

clinic   was   working   closely   with   an   OT   to   establish   that   Complete   Decongestive  

Therapy   program.   We   knew   that   this   client   was   at   a   high   risk   of   complications   so   the  

OT   was   performing   the   compression   wrapping   and   wound   care   dressing   changes  

together.   

 

Meanwhile   the   nurse   was   taking   vital   signs   three   times   a   day,   and   daily   weights   to  

make   sure   that   all   precautions   were   taken   to   ensure   safety   with   this   high   risk   patient.  

So   after   one   and   a   half   weeks   of   compression   wrapping   and   three   times   a   week  

dressing   changes,   the   clients   reduce   fluid   level,   the   client   had   reduced   fluid   levels   to  

bilateral   over-extremities   Her   overall   body   weight   decreased   and   the   open   area   on   her  

calf   was   healed.   She   was   fitted   with   a   compression   garment   and   now   she   can  

independently   manage   herself   at   home.   So   thank   you   so   much   for   attending   this  

webinar   today,   I   hope   you   have   a   better   understanding   of   the   lymphatic   system   and  

really   how   to   differentiate   between   edema   and   lymphadema   and   how   to   treat   your  

clients   who   are   living   with   both   lymphadema   and   wounds.   So   at   this   point   I'm   gonna  

open   the   floor   for   any   questions.   All   right,   so   the   first   question.   Do   patients   wear   their  
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compression   garments   when   exercising   in   the   pool?   No,   they   do   not   wear   their  

compression   garments   or   wraps   when   exercising   in   the   pool.   If   the   client   does   have   a  

wound,   you   want   to   make   sure   that   wound   is   covered   before   getting   in   the   pool   and  

you   also   want   to   make   sure   you   have   a   conversation   with   the   doctor   or   nursing   staff   to  

make   sure   it's   appropriate   for   that   client   to   get   in   the   pool.   And   back   to   that   question,  

the   question   about   the   pool.   The   reason   you   don't   wear   the   compression   garments   in  

the   pool   is   because   of   the   hydrostatic   pressure   of   the   pool,   the   actual   aquatic  

hydrostatic   pressure   is   applying   compressive   forces   to   the   lymphatic   limb.   So   how  

much   pressure   to   apply   when   present   an   active   wound   and   whether   to   use   short  

stretch   or   long   stretch   and   long   to   maintain   within   a   day?   

 

Okay,   let   me   start   here.   How   much   pressure   to   apply   is   very   light   pressure.   I   think   when  

you're   saying   how   much   pressure,   you're   talking   about   manual   lymph   drainage,   but   it's  

very   light   pressure.   As   far   as   compression   wrapping,   it's   taut.   So   you're   not   trying   to  

constrict   the   bandages   or   the   patient,   you're   just   simply   laying   the   bandage   across   the  

limb   and   you're   giving   it   a   little   bit   of   a   tug   but   it's   not   tight.   And   it   doesn't,   the  

presence   is   the   same   whether   you   have   a   wound   or   not.   You   want   it   to   be   taught   but  

not   creating   a   tourniquet   effect.   

 

You   want   to   use   short   stretch   bandages   or   wraps   better   than   a   compression   sleeve  

wraps.   Wraps   in   the   beginning   are   better   for   a   compression   than   a   compression   sleeve.  

You   will   graduate   onto   a   compression   sleeve,   but   the   wraps   you   can   truly   make   sure  

that   they   are   individualized   for   your   client.   Whereas   a   compression   sleeve,   you   can  

order   an   individualized   compression   sleeve,   but   that   wouldn't   be   until   phase   two   when  

you   know   that   the   limb   is   down,   the   swelling   is   out   of   there,   and   then   you're   using   that  

compression   sleeve   to   keep   the   swelling   out   of   there.   And   can   compression   units   be  

used,   compression   pump   units,   at   the   same   time?   This   is   a   complicated   question.   I  

personally   don't   use   compression   pump   units   because   in   order,   if   you're   gonna   use   a  

compression   pump   fluid,   you're   gonna   be   pushing   the   fluid   up,   correct?   Well   you   have  
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to   make   sure   that   you   are   opening   up   and   activating   the   appropriate   lymph   nodes   and  

lymphatic   regions   to   receive   that   fluid.   So   I   would   actually   recommend   just   going   back  

to   the   tried   and   true   complete   decongestive   therapy   which   is   our   gold   standard   which  

is   manual   lymph   drainage,   compression   wraps,   skin   care,   and   exercise.   But   I   know   a  

lot   of   people   do   use   the   pumps.   If   you   are   using   the   pumps,   make   sure   that   you're  

opening   up   the   rest   of   the   trunk   and   stimulating   the   rest   of   the   lymphatic   system   so  

that   it's   ready   to   accept   all   of   the   fluid   that   you're   pushing   up.   I   am   going   to   actually  

defer   this   question,   it's   about   pulse,   ultrasound,   and   technique.   This   is   a   really   large  

question,   it   depends   on   the   client,   it   depends   on   what   the   wound   looks   like.   I   am  

gonna   be   teaching   a   question   or   I'm   gonna   be   teaching   a   course   later   on  

documentation   and   wound   care   and   we   will   cover   that,   but   pulse   ultrasound   is   really  

individualized   to   the   client   duration,   the   intensity,   the   frequency.   It's   gonna   really  

depend   on   what   that   wound   looks   like   with   the   client.   

 

After   returning   home   from   a   hospital,   acute   stage,   the   presence   of   drainage   sites   is  

quite   common.   Yes,   as   long   as,   the   question   is   after   returning   home   from   the   hospital  

in   the   acute   stage,   the   presence   of   draining   sites   is   quite   common.   So   how   to   manage  

those?   Should   phase   one   immediately,   should   phase   one   start   immediately   with  

compression?   Once   again,   I'm   kind   of   a   broken   record.   It   does   depend   on   the   client,  

but   yes,   you   can   start   immediately   with   that   client,   you   may   have   to   change   your   wraps  

more   frequently   with   the   client.   The   key   there   is   that   you   are   maintaining   the   moisture  

levels   in   the   wound   bed,   so   whatever   dressing   you're   gonna   use,   that's   what   you're  

working   on,   and   we   just   wrap   right   on   top   of   that   dressing.   You   have   to   do   a   lot   of  

client   education,   you're   doing   skin   checks   frequently.   Because   you're   gonna   be  

pushing   that   fluid   come   up   and   out   of   the   wound,   you   may   have   to   change   those  

wraps   more   frequently.   But   as   soon   as   you   can   get   that   swelling   out   of   the   area.   The  

better   off   you're   gonna   be   with   closing   that   wound.   What   are   your   thoughts   on   elective  

venous   ablation   treatments   for   varicose   veins?   Do   you   think   this   increases   someone's  

chance   of   developing   lymphadema   in   the   future?   I   think   if   your   client   has   an   intact  
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lymphatic   system,   that   typically   a   normal   system   can   handle   treatments   for   varicose  

veins,   but   if   your   client   has   an   impaired   lymphatic   system,   then   venous   ablation  

treatment   is   any   kind   of   surgery,   it   has   the   potential   for   overwhelming   that   venous  

system,   overwhelming   that   lymphatic   system   and   developing   lymphadema   in   the  

future.   The   scary   thing   is   that   we   don't   always   know   that   we're   in   the   latency   stage   of  

lymphadema,   and   so   we   can   have   a   procedure   like   a   venous   ablation   treatment,   not  

know   that   we're   in   the   latency   stage   of   lymphadema   and   then   we   develop   lymphadema  

and   then   we   then   have   to   manage   lymphadema   for   the   rest   of   our   lives.   

 

So   it's   important   to   kind   of   hear   that   client's   history,   do   they   have   any   of   the   risk  

factors   for   lymphadema.   Do   they   have   any   kind   of   unexplained   swelling?   And   then   take  

it   from   there.   All   right,   next   question.   Can   we   go   over   questions   seven,   eight,   and   nine.  

I   don't   have   those   questions   in   front   of   me.   I'm   sorry   about   that.   Okay,   our   next  

question.   Once   the   swelling   is   down,   how   can   you   provide,   having   a   hard   time,   there  

we   go.   How   can   you   provide   proper   training   instruction?   Just   a   second.   The   question  

just   disappeared   that   I   was   reading.   Okay,   here's   our   next   question.   I'm   sorry,   previous  

question   disappeared.   Have   you   seen   a   correlation   between   morbid   obesity   and  

lymphadema?   

 

Yes,   there   is   definitely   a   correlation.   Again,   go   back   to   that   irrigation   analogy   I   gave  

you.   The   more   surface   area   that   your   lymphatic   system   or   that   irrigation   system   has   to  

irrigate,   the   more   likely   it   is   for   parts   and   pieces   of   that   system   to   go   wrong.   And   so  

unfortunately   for   our   clients   who   are   morbidly   obese,   their   lymphatic   system   is   having  

to   work   so   hard   to   push   that   fluid   appropriately   throughout   the   body   that   it   does,   it   can  

have   a   propensity   to   break   down   more   often.   So   any   suggestions   on   management   of  

chronic   lymphadema   cases   where   skin   and   tissue   thickening   has   taken   place?   These  

clients   will   take   longer   when   the   skin   has   changed   and   that   tissue   is   thick.   I   typically  

use   a   lot   more   dense   foam   when   I'm   wrapping   the   patient,   so   I'm   assuming   that   you  

know   what   I'm   talking   about   when   I   say   this,   but   I   use   chip   bags   and   I   apply   that   right  
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to   the   area   of   thickened   skin   and   a   lot   of   time   that   will   break   down   that   thickened   skin.  

And   also   manual   lymph   drainage,   if   you   get   the   fluid   out   of   the   skin,   then   out   of   the  

area,   then   a   lot   of   times   that   fibrotic   tissue   along   with   the   dense   foam   can   go   away.  

Also   compression   can   help   that   thickened   skin   as   well.   I   hope   that   that   was   helpful.   If  

there   are   no   further   questions,   it   doesn't   look   like   there   are   further   questions.   Then   I'm  

going   to   conclude   this   webinar.   Thank   you   so   much   for   joining   us   today.  

 

-   [Calista]   Thank   you   so   much   Neely   for   sharing   your   expertise   with   me   today.   And  

thank   you   everyone   for   attending.   Have   a   great   afternoon   everyone.  
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