A collaborative approach
to wound care and
lymphedema therapy:
Part 2
A multidisciplinary approach can enhance your
practice and improve your patients’ quality of life.
By Erin Fazzari, MPT, CLT, CWS, DWC
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ave you seen legs like these in your
practice?

before

after

These legs show lymphedema and
chronic wounds before treatment (left image) and after treatment (right image)

with complex decongestive therapy
(CDT)—the gold standard of lymphedema care. The patient benefited from multidisciplinary collaboration between
wound care and lymphedema therapists.
Part 1 of this series (published in the
May-June edition) began a discussion of
the importance of multidisciplinary collaboration when treating lymphedema and
chronic wounds, explained how the anatomy and physiology of the venous and
lymphatic systems support this concept,
and discussed the global impact of venous
stasis ulcers and lymphedema. In this article, I revisit the goals common to lymphedema therapists and wound care
clinicians, discuss how collaboration in
multidisciplinary treatment centers can enhance patient outcomes, and describe CDT
as an example of collaborative treatment.

Benefits of a collaborative
treatment approach
In 2012, Birkballe et al. published a study
describing the establishment, function,
and results of a multidisciplinary lymphedema center in Copenhagen, Denmark. The center serves as a university
hospital unit connected to the dermatology and wound-healing departments.
Based on data analysis, the authors concluded the center improves lymphedema
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management, knowledge, and awareness.
Its staff consists of:
• two full-time nurses trained as lymphedema therapists
• two part-time physicians with extensive knowledge of dermatology and
lymphedema
• hospital-based part-time staff, including
dermatologists, surgeons specializing in
wound care, podiatrists who treat foot
and nail problems and customize
footwear, orthotists, laboratory technicians, dietitians, physiologists, social
workers, occupational therapists, and
administration personnel.
During their first visit to the center, all
patients were seen by an experienced
nurse and physician. Based on the patient’s individual needs and condition,
other healthcare practitioners conducted
additional assessments. Data analysis
found all patients needed at least one additional assessment and 92% needed at
least two. Patients with severe lymphedema, complications, or uncertain diagnoses received CDT in the outpatient
clinic or inpatient ward. When maximal
edema reduction and therapeutic benefit
were achieved, patients transitioned to
the second CDT phase and entered an
individual follow-up program.
Birkballe et al. assert that the multidisciplinary treatment center offers these advantages:
• multidisciplinary assessment at the first
visit
• easy access to relevant standardized diagnostic procedures carried out by experienced staff
• collaborative standardized treatment
plans for lymphedema and complications
• better continuity of care
• improved lymphedema management,
knowledge, and awareness
• greater patient adherence and satisfaction
• increased possibilities for education and

NLN: A crucial resource
The National Lymphedema Network (NLN)
provides “education and guidance to lymphedema
patients, healthcare professionals, and the general
public by disseminating information about risk
reduction and the management of primary and
secondary lymphedema.” NLN has published
position papers on lymphedema treatment and
training of healthcare practitioners. For more
information, visit www.lymphnet.org.

training of all healthcare professionals
• more opportunities for research and
quality assurance
• increased awareness and improved
care of patients.

Role of CDT in addressing
common goals
CDT was developed by German physicians Michael and Ethel Foldi in the early
1980s to address the goals common to
wound care and lymphedema therapy:
• reducing and stabilizing edema
• achieving ulcer healing
• preventing recurrence
• preventing infection
• maximizing tissue healing.
CDT should be performed by a practitioner who has had at least 135 hours of
advanced training in lymphedema, according to the National Lymphedema Network.
(See NLN: A crucial resource.) CDT consists of two phases. Phase 1, an intensive
treatment phase, aims to improve skin integrity and tissue texture, reduce edema,
and prevent infection. Phase 2, a maintenance phase, aims to prevent wound and
edema recurrence, prevent long-term infection, and improve quality of life.

Phase 1
This phase has four components: skin
and wound care, exercise, manual lymphatic drainage (MLD), and compression
bandaging with multi-layered, short-
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stretch bandages with foam.
When the patient’s edema reduction
plateaus, tissue texture improves, and
wounds heal, as assessed by frequent
volumetric measurements, tissue texture
assessments, and regular wound assessment. Clinicians measure the affected
limbs and fit them for appropriate compression garments for both daytime and
nighttime compression. Compression garments may include flat-knit compression
stockings, bandage alternative devices, or
both. This treatment transitions the patient to phase 2.

Phase 2
During this phase, the patient receives education on edema self-management, skin
care, and exercise. In some cases, as deter-

Lymphedema

Compression bandaging for patient with
lymphedema

management has
never belonged to any
medical specialty.
mined by the practitioner, the patient
learns how to perform MLD and uses an
intermittent pneumatic compression device
(IPC) at home. In about 6 months, patients
should visit the clinician for reassessment
and new compression garments.
A systematic review of the literature
supports bundled CDT components as an
effective lymphedema treatment. Multilayered compression bandaging with
foam is a strong component of CDT for
edema reduction. A study by Partsch et
al. (2008) found a multilayered compression-bandage pressure of 38 mm Hg or
higher increased blood perfusion in the
normal limb. How this translates to patients with subcutaneous fibrosis with
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combined venous and lymphatic edema
(phlebolymphedema) isn’t clear. However,
the authors concluded that in the standing position, higher pressures more effectively narrow leg veins, reduce venous reflux, and enhance the venous pump.
Higher pressures suggest materials with
greater stiffness should be used, such as
short-stretch, multilayered compression
bandaging, custom flat-knit compression
garments, and bandage alternative devices. Another study by Pawel et al.
(2013) concluded that IPC devices, stockings, and multilayered bandaging are useful and effective in treating venous leg ulcers, whereas two-layer, short-stretch
bandages and Unna boots are ineffective.

A model for the future
Literature on collaboration between lymphedema therapists and wound care clinicians is minimal. Lymphedema management has never belonged to any medical
specialty, and only recently have U.S. cli-
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nicians become more aware of this disorder and its management.
But that’s changing. If you Google
“lymphedema and wound care clinics in
the U.S.,” you’ll find more of these clinics
are being developed throughout the
country. Multidisciplinary centers with
collaborative teams have a place in the
future of health care. Consider how a
multidisciplinary setting for lymphedema
and wound care could enhance your
practice and improve your patients’ quali■
ty of life.
Erin Fazzari is a physical therapist at Good
Shepherd Penn Partners: Penn Therapy and Fitness, in Philadelphia, Pennsylvania.
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