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ABSTRACT

BACKGROUND
Weight lifting has generally been proscribed for women with breast-cancer-related
lymphedema, preventing them from obtaining the well-established health benefits
of weight lifting, including increases in bone density.

METHODS

We performed a randomized, controlled trial of twice-weekly progressive weight
lifting involving 141 breast-cancer survivors with stable lymphedema of the arm. The
primary outcome was the change in arm and hand swelling at 1 year, as measured
through displaced water volume of the affected and unaffected limbs. Secondary
outcomes included the incidence of exacerbations of lymphedema, number and
severity of lymphedema symptoms, and muscle strength. Participants were required
to wear a well-fitted compression garment while weight lifting.

RESULTS
The proportion of women who had an increase of 5% or more in limb swelling was
similar in the weightlifting group (11%) and the control group (12%) (cumulative
incidence ratio, 1.00; 95% confidence interval, 0.88 to 1.13). As compared with the
control group, the weight-lifting group had greater improvements in self-reported
severity of lymphedema symptoms (P=0.03) and upper- and lower-body strength
(P<0.001 for both comparisons) and a lower incidence of lymphedema exacerbations
as assessed by a certified lymphedema specialist (14% vs. 29%, P=0.04). There were
no serious adverse events related to the intervention.

CONCLUSIONS
In breast-cancer survivors with lymphedema, slowly progressive weight lifting
had no significant effect on limb swelling and resulted in a decreased incidence
of exacerbations of lymphedema, reduced symptoms, and increased strength.
(ClinicalTrials.gov number, NCT00194363.)
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ERE ARE MORE THAN 2.4 MILLION SUR-
vivors of breast cancer in the United States.
Approximately 184,000 women are diag-

nosed with breast cancer each year in the United
States, and 90% of these women will live at least
5 years.? Improvements in immediate treatment
outcomes have led to an increased focus on-mor-
bidity among survivors. Lymphedema ranks high
among the serious concerns of survivors, as it is
chronic, progressive, and incurable.? Lymphedema
causes limb swelling and discomfort, consider-
ably impairing arm function.* The incidence of
lymphedema after breast-cancer surgery varies
across studies from 6 to 70%, depending on the
criteria used for diagnosis and the follow-up
interval.>7 Sentinel-lymph-node biopsy is associ-
ated with a lower risk of lymphedema than axil-
lary dissection,® but one study reported a 17% in-
cidence after sentinel-lymph-node biopsy alone.®

Breast-cancer survivors with lymphedema may
limit the use of their affected arm out of fear
and on the basis of guidance from commonly
accessed cancer-information Web sites,*%11 which
suggest that risk of lymphedema is decreased by
avoiding lifting children, heavy bags, or other
objects with the affected arm. Although this ad-
vice is intended to prevent harm, adherence to
these precautions may limit physical recovery af-
ter breast-cancer surgery, alter activities, and ad-
versely affect employment. Conversely, a program
of controlled exercise through weight lifting may
increase the physical-work capacity of the affected
arm, thereby protecting it from injury sustained
during common daily activities. Weight lifting
offers additional benefits particularly relevant to
breast-cancer survivors, including control of body
fat2?3 and improved functional outcomes and
bone health.14-1¢ We performed a 1-year random-
ized, controlled trial involving breast-cancer sur-
vivors with lymphedema to assess the effects of
controlled weight lifting.

METHODS

PATIENTS
A total of 141 women with a history of breast
cancer and current lymphedema were recruited
from October 2005 through March 2007; follow-
up was completed by August 2008. Recruitment
methods included letters sent by state cancer reg-
istries, advertisements and interviews, and flyers.

Eligible women had a history of unilateral non-
metastatic breast cancer 1 to 15 years before study
entry and a body-mass index (BMI, the weight in
kilograms divided by the square of the height in
meters) of 50 or less, were not actively trying to
lose weight, and had no current evidence of can-
cer, no medical conditions that would limit exer-
cise, no history of weight lifting during the previ-
ous year, at least one lymph node removed, and a
clinical diagnosis of stable breast-cancer—related
%_nw Lymphedema was defined as a dif-
rence in the volume or circumference between
the affected and unaffected limb of 10% or more
or, according to Common Toxicity Criteria,*” arm
swelling, obscuration of the anatomical architec-
ture of the arm, or pitting edema. If a woman
reported having lymphedema but it was not evi-
dent at study entry, she was required to provide
written documentation of a previous clinical diag-
nosis of lymphedema and treatment from a certi-
fied lymphedema therapist.?® Stable lymphedema
was defined as the absence in the past 3 months
of therapist-delivered treatment, more than one
arm infection requiring antibiotics, change in abil-
ity to perform activities of daily living, and veri-
fied changes in arm swelling of more than 10%. J

Figure 1 shows the enrollment, randomiza-
tion, and follow-up of the study participants.
Women were assigned to either of two equal-size
groups through a computerized process called
minimization,**2° in a manner that was unpre-
dictable and was concealed from the study staft
who determined eligibility. This approach bal-
anced important potential confounders at base-
line: age (<54 years vs. 254 years), difference in
the volume between the affected and unaffected
limbs (<10% vs. 10 to 20% vs. >20%), number of
lymph nodes removed (<6 vs. 26), obesity (BMI
<30 vs. 230), months since diagnosis (<60 vs. 260),
and history of radiation treatment (yes vs. no).

The Institutional Review Board of the Univer-
sity of Pennsylvania approved the protocol. Before
participating, women provided written informed
consent and written clearance from a physician.

MEASUREMENTS

Measurements were obtained for all participants
at baseline and at 12 months by trained staff who
were unaware of the study-group assignments,
using standardized methods. Limb volume was
measured by submerging the arm and hand in
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3200 Patients were assessed for eligibility

3059 Were excluded
1411 Did not meet inclusion criteria
36 Had bilateral cancer
24 Currently had cancer
46 Moved away
116 Had no nodes removed
13 Received diagnosis within previous yr
45 Received diagnosis >15 yr ago
122 Had medical contraindications
39 Were currently weight lifting
40 Were currently enrolled in a weight-
loss program
260 Met multiple exclusion criteria
670 Did not have lymphedema
999 Declined to participate
649 Had other reasons
374 Never called back to finish
screening
65 Lived too far from participating
fitness centers
134 Were eligible on phone screening,
but never provided consent
76 Consented but did not undergo
randomization
20 Had life circumstances that
interfered
27 Were determined to be ineligiblé
after providing consent
29 Did not respond to attempts
by study staff to make contact

’

141 With lymphedema underwent
randomization

l

71 Were assigned to weight-lifting
group

6 (8%) Were lost to
follow-up

65 (92%) Were included in analysis
without imputation
70 (99%) Were included in analysis
with imputation
1 (196) Was excluded from both
analyses

l

70 Were assigned to control group

5 (7%) Were lost to
follow-up

65 (93%) Were included in analysis
without imputation
69 (99%) Were included in analysis
with imputation
1 {1%) Was excluded from both
- analyses

Figure 1. Enrollment, Randomization, and Follow-up of the Study Participants.

water and measuring the displaced water vol-
ume.2422 All participants were also evaluated by
a certified lymphedema therapist'® using the
Common Toxicity Criteria, which assess the tone,
texture, and anatomical architecture of the arm
tissue, in addition to swelling.*” Participants com-

pleted a validated survey assessing the presence
and severity of 14 lymphedema-related limb symp-
toms (including swelling, leathery skin texture,
heaviness, pain, pitting, and difficulty writing).23

Lymphedema exacerbations were ascertained
by certified lymphedema specialists*® who were
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unaware of the study-group assignments, usin
a standardized evaluation. The participant was
deemed to have an exacerbation if there was an
increase in the volume of the affected limb of
5% or more, accompanied by an increase of 5%
or more in the difference in the volume or cir-
cumference between the affected and unaffected
limbs and by indications of sustained tissue
changes such as fibrosis (sponginess, pitting, or
hard, nonpitting fibrosis), altered skin color, or
alteration of activities of daily living over the pre-
vious week because of symptoms (e.g., heavinese,)
inability to grip, tiredness, or achiness). Partici-

International Physical Activity Questionnaire)??;
and diet (according to the Diet History Question-
naire).28:29

WEIGHT-LIFTING PROGRAM

Participants assigned to the weight-lifting group
received a 1-year membership at a community fit-
ness center (e.g., a YMCA) near their home. For the
first 13 weeks, women were instructed, in smajl
groups in a 90-minute session, twice weekly. Cer-
tified fitness professionals employed by the fit-

ness centers led these sessions, which included

stretching, cardiovascular warm-up, abdominal

pants were evaluated for possible exacerbation and back exercises, and weight-lifting exercises.
if they reported a change in symptoms lasting Upper-body exercises included seated row, chest
1 week or longer or if interim measurements at press, lateral or front raises, bicep curls, and tri-
3 or 6 months, by staff who were unaware of the cep pushdowns. Lower-body exercises included
study-group assignments, indicated an increase in leg press, back extension, leg extension, and leg
the volume of the affected limb and an interlimb curl. Weight-lifting exercises were introduced with

difference of 5% or more.
For each participant, the maximum amount

for the bench press and leg press at baseline and

little-to-no resistance. One to three new exercises
were taught per session.

heir number of sets of each exercise per session

of weight that could be lifted once was assessed rDuring the first 5 weeks, participants increased
t

12 months; these tests are considered safe for
most populations if properly supervised.24-2¢ The
initial weight attempted for this test was based
on the participant’s rating of the difficulty of a
warm-up set of four to six repetitions (40 lb
[18.1 kg] for leg press, 5 1b [2.3 kg] for bench
press), performed after stretching and familiar-
ization with the equipment. Resistance was added
until the participant rated the difficulty as maxi-
mal and refused to try to lift more, was clearly
unable to lift more with proper biomechanics, or
reported a symptom that required stopping.
Trained study staff encouraged participants ac-
cording to a standardized script. Compliance
with the weight-lifting intervention was evaluated
by means of attendance logs completed by fitness
trainers,

Demographic characteristics were self-reported
by patients at baseline. The cancer stage was
obtained for each patient from state registries.
Treatment history was self-reported, except for
the number of lymph nodes removed, which was
derived from pathology reports. Measurements

from two to three, with 10 repetitions per set. If
no changes in symptoms were noted for a particu-
lar exercise after two sessions at a given weight,
the resistance was increased by the smallest pos-
sible increment. If fatigue prevented the comple-
tion of a third set of 10 repetitions of a given
exercise with proper biomechanical form, resis-
tance for that exercise would remain the same at
the next session. After two sessions at which
three sets of 10 repetitions could be performed
with proper form at a given level of resistance,
without changes in arm and hand symptoms,
the trainer guided the participant to increase the
resistance by the smallest possible increment at
the next session. No upper limit was placed on
the weight to which women could progress in
any exercise. During lymphedema exacerbations,
women continued all exercises except the upper-
body exercises, which were resumed only after
approval of their lymphedema therapist, with re-
sistance reset to the lowest possible level and
then increased again as described above.

After the first 13 weeks, participants contin-

assessed at baseline and at 12 months included ued twice-weekly unsupervised exercise for 39
weight and height, whole-body dual-energy x-ray additional weeks. Throughout the study, fitness
absorptiometry (Hologic Discovery), adherence trainers telephoned women who missed more
to common lymphedema self-care activities (e.g., than one session per week. Participants in the
compression, massage, bandaging), physical ac- control group were asked not to change their ex-
tivity outside of weight lifting (according to the ercise level during study participation and were
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offered a 1-year fitness-center membership, with
13 weeks of supervised instruction, after study
completion. The exercise protocol and the se-
quence in which the exercises were taught are
available on request.

SAFETY
Trainers who worked with participants under-
went 3 days of training, including an overview of
lymphedema prevention, symptoms, and treat-
ment3°32 and the exercise protocol. At baseline
and 6 months, participants in both groups were
given a custom-fitted compression garment (Jobst,
BSN Medical). Participants in the weight-lifting
group were required to wear these garments dur-
ing weight lifting. Trainers asked the participants
about changes in symptoms weekly, and mea-
sured the circumference and water volume of both
limbs monthly, to ensure that any changes were
detected promptly. Finally, participants in both
groups were required to attend a 1-hour educa-
tional lecture that reviewed the National Lymph-
edema Network guidelines for risk reduction,
treatment, and exercise.3°-32 The 2005 guidelines
included the statement that strength training is
the type of exercise that “poses the greatest risk
to individuals with lymphedema” and that modi-
fications to strength training (e.g., adequate rest
intervals or appropriate and sufficient compres-
sion of the affected limb) may be indicated.

STUDY OUTCOMES
The prespecified primary comparison between
the weight-lifting group and the control group
was the proportion of participants with an abso-
lute increase of 5 percentage points or more in
the interlimb volume discrepancy (the interlimb
difference over time). Prespecified secondary out-
comes included lymphedema exacerbation and
symptoms, as well as strength and anthropomet-
ric measures.

STATISTICAL ANALYSIS -
Descriptive statistics reported for baseline vari-
ables include rates for binary variables and means
or medians and standard deviations for continu-
ous variables. Data for two participants (one with
a second primary cancer and one with recurrent
cancer) were excluded. Data on the interlimb vol-
ume difference for nine women who were lost to
follow-up were imputed with the use of predicted
values from a multiple linear regression analysis

that included baseline predictors. Continuous out-
comes were compared between the two study
groups by means of the Wilcoxon rank-sum test.
For the analysis of data on exacerbations, simple
imputation-based sensitivity analyses were con-
ducted, in which the nine participants lost to
follow-up were assumed to have had an exacerba-
tion and then not to have had an exacerbation.
Binary outcomes were compared between the two
study groups using Fisher’s exact test, with a
two-sided significance level of 0.05.

Sample-size calculations were based on the aim
of demonstrating equivalence between the weight-
lifting group and the control group with respect
to the primary outcome of changes in arm and
hand swelling, as measured by displaced water
volume. The statistical power of the study was
set at 80%, with a significance level of 0.05, allow-
ing for loss to follow-up of 20% of participants.
Given these parameters and a null hypothesis of
nonequivalence (a between-group difference of
>20% in the proportion of women who had an
increase of 5 percentage points in the interlimb
volume discrepancy), we sought to recruit 144
women with lymphedema to provide adequate
power against an alternative equivalence hypoth-
esis (a between-group difference of <5% in the
proportion of participants who had an absolute
increase of at least 5 percentage points in the
interlimb volume discrepancy).

RESULTS

Table 1 summarizes baseline characteristics of
all participants, including the two (1%) who were
excluded from the analyses because of a second
primary or recurrent cancer and the nine (6%)
who were lost to follow-up. All participants had a
clinical diagnosis of lymphedema; 12 had lymph-
edema classified as grade 0 at baseline but were
included because, once diagnosed, lymphedema is
considered to be manageable but not curable. The
median rates of exercise-session attendance were
96%, 88%, 81%, and 75% in the first, second,
third, and final quarters of the year-long study,
respectively. There were no significant differ-
ences between the two groups in the baseline
values of measures of strength, anthropometric
data, diet, and physical activity (Table 2).

At 12 months, the weightlifting participants
had increased their strength, as measured with
the bench press and leg press, more than controls

N ENGLJ MED 361;7 NEJM.ORG AUGUST 13, 2009
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Table 1. Baseline Characteristics of the 141 Study Participants with Lymphedema, According to Study Group.®
Weight Lifting Control

Characteristic (N=71) (N=70) P Value
Age —yr 5649 58+10 0.56
Education — no. (%) 0.80

High school or less 13 (18) 16 (23)

Some college 26 (37) 24 (34)

College degree or more 32 (45) 30 (43)
Self-reported race — no. (%) ’ 0.87

White - 40 (56) 42 (60)

Black 28 (39) 26 (37)

Other : 3 (4) 2(3)
Occupation — no. (%) 0.15

Professional 29 (41) 23 (33)

Clerical or service 10 (14) 11 (16)

Homemaker, student, or unemployed 8 (11) 4 (6)

Other or unknown 9 (13) 4 (6)

Retired 15 (21) 28 (40)
Months since cancer diagnosis 79+45 88x45 0.23
Cancer stage — no. (%) 0.19

1 33 (46) 24 (34)

2 1) 0

3 22 (31) 22 (31)

Data not available ' 15 (21) 24 (34)
No. of nodes removed 1548 1648 0.59
Chemotherapy — % 83 80 0.67
Radiation — % 83 76 0.30
Current receipt of drugs — %

Tamoxifen 20 4 0.008

Aromatase inhibitor 0 1 0.50
Difference in volume between the affected and unaffected limbs — % 15.0x14.7 17.3+16.6 0.49
Common Toxicity Criteria lymphedema grade — no. (%)t 0.25

0 5(7) 7 (10)

1 18 (25) 12 (17)

2 32 (45) 26 (37)

3 16 (23) 25 (36)

* Plus-minus values are means +SD.

‘+ Common Toxicity Criteria grades were defined following the guidelines of Cheville et al.!” Grade 0 lymphedema was de-
fined as a difference in volume or circumference between the two limbs of less than 5% at the point of greatest visible
difference, without swelling or obscuration of anatomical architecture. (We enrolled patients with grade 0 lymphedema
only if they had written documentation of a previous diagnosis and treatment of lymphedema of grade 1, 2, or 3 by a certi-
fied lymphedema therapist.) Grade 1 lymphedema was defined as a difference in volume or circumference between the
two limbs of 5 to 10% at the point of greatest visible difference or swelling or obscuration of anatomical architecture on
close inspection or pitting edema. Grade 2 lymphedema was defined as a difference in volume or circumference between
the two limbs of more than 10 to 30% at the point of greatest visible difference or readily apparent obscuration of anatom-
ical architecture, obliteration of skin folds, or readily apparent deviation from normal anatomical contours. Grade 3 lymph-
edema was defined as a difference in volume between the two limbs of more than 30% at the point of greatest visible dif-
ference or lymphorrhea, gross deviation from normal anatomical contours, or interference with activities of daily living.
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Table 3. Lymphedema Outcomes at 12 Months, According to Study Group.*

line and 12 mo§

Cumulative Incidence Ratio
or Mean Difference

Variable Weight Lifting Control {95% Ci)y
no. of patients no. of patients
with data value with data value
Change in interlimb volume difference
25% increase — no. (%) 70 8 (11) 69 8 (12) 1.00 (0.88 to 1.13)
25% decrease — no. (%) 70 13 (19) 69 15 (22) 0.96 (0.81 to 1.14)
Mean interfimb volume discrepancy between 70 ~0.69+5.87 69 -0.98+7.31 -0.29 (-1.94t0 2.51)
baseline and 12 mo (percentage points)
Exacerbation — no. (%) 65 T 9(14) 65 19 (29) 0.47 (0.23 t0 0.97)
Change in no. of symptoms reported between 70 -1.81+2.16 69 -1.17x1.94  -0.63 (~1.32 to 0.06)
baseline and 12 mof§
Change in severity of symptoms between base- 70 -0.51+0.80 69 -0.22+0.71  -0.29 (-0.54 to ~0.03)

P Valuex

1.00
0.68
0.80

0.04
0.07

0.03

* Plus—minus values are means +SD.

T The mean difference is given for the weight-lifting group as compared with the control group for the difference in interlimb volume discrep-
ancies (the interarm difference over time) and changes in number and severity of symptoms. The cumulative incidence ratio is given for the
weight-lifting group as compared with the control group for differences in percentages.

T P values were calculated with the use of Fisher’s exact test for between-group comparisons of percentages and the Wilcoxon rank-sum test
for between-group comparisons of the difference in interlimb volume discrepancies and changes in number and severity of symptoms.

§ Data were reported by patients regarding 14 symptoms: rings too tight, watch too tight, bracelets too tight, clothing too tight, puffiness,

knuckles not visible, veins not visible, skin feels leathery, arm feels tired, pain, pitting, swelling after exercise, difficulty writing, or other. The
change in severity of symptoms is the mean of the changes in severity for all 14 symptoms, with the possible severity score for each ranging

from 0 (no symptom) to 4 (very severe).

current trial was larger and of longer duration
than those previously reported and also differed
by testing a weight-lifting protocol with no upper
limit on the resistance leve] to which participants
could progress. A strength of this trial is its
delivery in community fitness centers, primarily
YMCAs, by trainers employed by these fitness
centers. We adopted this approach with the goal
of dissemination of the weightlifting program if
it proved effective. The ongoing LIVESTRONG at
the YMCA program (a collaboration of the YMCA
and the Lance Armstrong Foundation) includes
the protocol described here as an intervention that
can be offered to cancer survivors in YMCAs
across the United States. Additional strengths
of the present trial are the inclusion of a racially
diverse population with a wide range of time
since diagnosis (1 to 15 years) and the high rate
of follow-up.

There are also potential limitations of the
study. Evaluations for exacerbations were not
completed by a single therapist, although the six
lymphedema therapists assessing exacerbations
followed a standardized algorithm for evaluation
and had completed the 135-hour course recom-
mended by the Nationa] Lymphedema Network.!8
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Therapists were unaware of which patients had
been assigned to the weight-lifting group, as
specified in the study design, but some partici-
pants in this group may have disclosed their
recent weight lifting during evaluations for per-
ceived exacerbations. Though the number of
women evaluated for exacerbation was approxi-
mately equal in the two groups (23 in the control
group and 20 in the weightlifting group), the
proportion of evaluated women who were found
to have had an exacerbation was higher in the
contro] group. One possible explanation for this
observation is that some assessors may have be-
come aware of the study-group assignments, re-
sulting in biased assessments. However, the find-
ing that symptom severity improved more in the
weight-lifting group than in the control group
supports a benefit of the intervention. An alterna-
tive explanation is that participants in the weight-
lifting group, concerned about the potential for
worsening of lymphedema with weight lifting,
were more likely to seek care in the absence of
objective evidence of exacerbation.

Although reporting bias cannot be ruled out
as a possible explanation for the decrease in con-
firmed lymphedema exacerbations, several phys-
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iological effects of exercise might alternatively
explain these findings. There is evidence that ex-
ercise enhances the flow of lymph?®*3° and im-
proves protein resorption*® and that the increased
pulmonary work associated with exercise assists
with lymph flow.** It is also possible that in-
creased muscle strength reduces the relative ef-
fect of common daily stresses to the limb.

The substantive treatment-related increases in
strength, coupled with the lack of change in lean
mass, indicate that the program was more fo-
cused on building muscle strength than on hyper-
trophy, as intended. Further research is needed
to determine the critical components of this in-
tervention in order to facilitate its optimal use by
breast-cancer survivors with lymphedema.

In conclusion, the results of this study reduce
concerns that weight lifting will worsen arm
and hand swelling associated with lymphedema
in breast-cancer survivors. These findings sup-
port the potential benefits of a slowly progres-

sive weight-lifting program in women with
breast-cancer-related lymphedema, in conjunc-
tion with appropriate use of compression gar-
ments and close monitoring for arm and hand

swelling.

Supported by grants from the National Cancer Institute (R01-
CA106851, to Dr. Schmitz) and the National Center for Research
Resources (UL1RR024134, to the University of Pennsylvania).
BSN Medical provided custom-fitted compression garments, and
the fitness centers where the weight-lifting sessions took place
(YMCA of Philadelphia and Vicinity, Sisters in Shape, and the
Family YMCA of Burlington County, N]) provided discounted
membership fees for study participants.

No porential conflict of interest relevant to this article was
reported.

We thank Jesse L. Chittams, M.S., for statistical support; the
lymphedema therapists at Penn Therapy and Fitness who evalu-
ated the participants in this study, including Joy C. Cohn, P.T.,
C.LT-L.A.N.A., Nicole L. Dugan, PT., D.PT, C.LT-L.A.N.A.,
Bernadette Erikson, P.T., C.L.T.-L.A.N.A., Berth Anne Morris,
M.S.PT, C.L.T-L.A.N.A., Nancy Stewart, PT.,, M.Ed.,, M.PT,,
C.L.T., and Bryan Spinelli, PT., M.S., O.CS., C.L.T,, each of
whom also treated at least one of the exacerbations that oc-
curred during the study; Rebecca Maurer, D.P.T., P.T., C.L.T.-
L.A.N.A., treated one participant but did not evaluate partici-
pants for exacerbations.

REFERENCES

1. SEER Cancer Statistics Review (CSR).
Bethesda, MD: National Cancer Institute,
2003. (Accessed July 20, 2009, at http://
seer.cancer.gov/cst/1975_2000.)

2. Cancer facts and figures. Atlanta:

3. Hayes SC, Janda M, Cornish B, Battis-
tutta D, Newman B. Lymphedema after
breast cancer: incidence, risk factors, and
effect on upper body function. J Clin On-
col 2008;26:3536-42,
n arren ~ Brorson H, Borud LJ,
Slavm SA. Lymphedema: a comprehenswe

S. VrgnesS ArrauItM Dupuy A. Factors
associated with increased breast cancer-
related lymphedema volume. Acta Oncol
007;46:1138-42.
tewart BR. A comparison
offour diagnostic criteria for lymphedema
ina post- breast cancer population. Lymphat
:3:208-17.

breast cancer should know. Atlanta: Amer- 18. Training of lymphedema therapists.
ican Cancer Society, 2009. (Accessed July Oakland, CA: National Lymphedema
20, 2009, at hetp:/fwww.cancer.org/docroot/ Network National Advisory Committee,
MIT/content/MIT_7_2x_Lymphedema_ 2005. (Accessed July 20, 2009, at http://
and_Breast_Cancer.asp.) ! www.lymphnet.org/lymphedemaFAQs/
11. Understanding breast cancer: after positionPapers.htm.)

treatment: life issues: lymphedema. Dal- 19. Evans SJW, Day §J, Royston P. MINIM:
las: Susan G. Komen for the Cure, 2009. minimisation program for allocating pa-
(Accessed July 20, 2009, at http://wwS. tients to treatments in clinical trials, ver-
komen.org/BreastCancer/Lymphedema.  sion 1.5. London: London Hospital Medi-
html.) cal College, 1990.

12. Werner RS, McCormick B, Petrek JA, 20. Pocock §J, Simon R. Sequential treat-
et al. Arm edema in conservatively man- ment assignment with balancing for prog-
aged breast cancer: obesity is 2 major pre- nostic factors in the controlled clinical
dictive factor. Radiology 1991;180:177-84.  trial. Biometrics 1975;31:103-15.

13, Schmitz KH, Hannan PJ, Stovitz SD, 21. King TI IL The effect of water tem-
Bryan CJ, Warren M, Jensen MD. Strength  perature on hand volume during volumet-
training and adiposity in premenopausal  ric measurement using the water displace-
women: Strong, Healthy, and Empowered ment method. ] Hand Ther 1993;6:202-4.
udv. Am J Clin N 22. Waylett-Rendell J, Seibly DS. A study
14, Phrlhps SM. Resrstance exercise: good of accuracy of a commercrally available
for more than just Grandma and Grandpa's 2

7. Rénkd RH, Pamilo MS, von Smitte

KA, Leidenius MH. Breast lymphedemg
after breast conserving treatment. Actg
Oncol 2004;43:3551-7.
. Golshan M, Martin W], Dowlatsha
K. Sentinel lymph node biopsy lowers th

23. Norman SA Miller LT, Errkson HE,
Norman MF, McCorkle R. Development
and validation of a telephone question-
naire to characterize lymphedema in wom-
en treated for breast capce

2001;81:1192-

muscles. Appl Physiol Nutr Metab 2007
32:1198-205.

ViE A, Morganti
CM TrrceI GreenbergRA Evans WJ. Ef-
fects of high-intensity strength training
on multiple risk factors for osteoporotic

rate of lymphedema when compared wit
standard axrllary lymph node dissection.

9. Francrs WP Abgharr P, Du W, Rymal
C, Suna M, Kosir MA. Improving surgical

outcomes: standardizing the reporting of

incidence and severity of acute lymphede-
ma after sentinel lymph node biopsy and
axillary lymph node dissection. AmJ Sur

10. Lymphedema: what every woman wit

24, Barnard KL, Adams KJ, Swank AM,
Mann E, Denny DM. Injuries and muscle
soreness during the one repetition maxi-
mum assessment in a cardiac rehabrlrta—
tion population. J Cardiopulm Beh
1999;19:52-8.
T Fleck §J, Kraemer WJ]. Designing re-
sistance training programs. 2nd ed. Cham-
paign, IL: Human Kinetics, 1997.

26. Shaw CE, McCully KX, Posner JD. In-
juries during the one repetition maximum

fractures: a randomized controlle
JAMA 1994;272:1909-14,
1tz M, Jorgensen NR,
Vestergaard P. Adverse bone effects dur-
ing pharmacological breast cancer therapy.
Acta Oncol 2008;47:747:54

17. Cheville AL, McGarvey CL, Petrek JA,
Russo SA, Thiadens SR, Taylor ME. The
grading of lymphedema in oncology clini-
cal trials. Semin Radiat Oncol 2003;13;

N ENGLj MED 361;7 NEJM.ORG AUGUST 13, 2009



WEIGHT LIFTING IN WOMEN WITH BREAST-CANCER—RELATED LYMPHEDEMA

assessment in the elderly. J Cardiopulm
Rehabil 1995;15:283-7.

27. Craig CL, Marshall AL, Sjstrom M, et
al. International Physical Activity Ques-
tionnaire: 12-country reliability and valid-
ity. Med Sci Sports Exerc 2003;35:1381-
95.

28. Subar AF, Midthune D, Kulldorff M, et
al. Evaluation of alternative approaches to
assign nutrient values to food groups in
food frequency questionnaires. Am J Epi-
demiol 2000;152:279-86.

29, Subar AF, Thompson FE, Kipnis V, et
al. Comparative validation of the Block,
Willett and National Cancer Institute food
frequency questionnaires: the Eating at
America’s Table Study. Am J Epidemiol
2001;154:1089-99.

30. Exercise. Oakland, CA: National Lym-
phedema Network, 2005. (2007 Update
accessed July 20, 2009, at http:/fwww.
lymphnet.org/pdfDocs/nlnexercise.pdf.)
31, Treatment. Oakland, CA: National
Lymphedema Network, 2006. (Accessed
July 20, 2009, at http://www.lymphnet.
org/pdfDocs/nlntreatment.pdf.)

32. Lymphedema risk reduction practic-
es. Oakland, CA: National Lymphedema
Network, 2008. (Accessed July 20, 2009,
at  http://www.lymphnet.org/pdfDocs/
nlnriskreduction.pdf.)

33. Harris SR, Niesen-Vertommen SL.
Challenging the myth of exercise-induced
lymphedema following breast cancer:
a series of case reports. J Surg Oncol 2000;
74:95-9.

34, Ahmed RL, Thomas W, Yee D, Schmitz
K. Randomized controlled trial of weight
training and lymphedema in breast cancer
survivors. J Clin Oncol 2006;24:2765-72.
{Erratum, J Clin Oncol 2006;24:3716.]

35. Johansson K, Tibe K, Weibull A, New-
ton RC. Low intensity resistance exercise
for breast cancer patients with arm lymph-
edema with or without compression sleeve.
Lymphology 2005;38:167-80.

36. Courneya KS, Segal RJ, Mackey JR, et
al. Effects of aerobic and resistance exer-
cise in breast cancer patients receiving
adjuvant chemotherapy: a multicenter ran-
domized controlled trial. J Clin Oncol
2007;25:4396-404.

37. McKenzie DC, Kalda AL. Effect of
upper extremity exercise on secondary
lymphedema in breast cancer patients:
a pilot study. J Clin Oncol 2003;21:463-
6.

38. Mortimer PS. Assessment of periph-
eral lymph flow before and after clinical
intervention. In: Progress in lymphology.
Amsterdam: Elsevier Science, 1990:215-
522.

39. Jdem. Evaluation of lymphatic funec-
tion: abnormal lymph drainage in venous
disease. Int Angiol 1995;14:Supp! 1:32-5.
40. Bourgeois D, Leduc O, Leduc A. Man-
ual of lymphatic drainage: scintigraphic
demonstration of its efficacy on colloidal
protein resorption. In: Progress in lym-
phology. Amsterdam: Elsevier Science,
1988:551-4.

41, Brennan MJ, Miller LT. Overview of
treatment options and review of the cur-
rent role and use of compression garments,
intermittent pumps, and exercise in the
management of lymphedema. Cancer 1998;
83:Suppl:2821-7.

Copyright © 2009 Massachusetts Medical Society.

ICMJE SEEKING TWO NEW MEMBER JOURNALS

The International Committee of Medical Journal Editors (ICMJE) is seeking two new member journals to be represented by their
editors-in-chief. Information about the ICMJE is available at www.icmje.org. The ICMJE anticipates selection of new members by
November 1, 2009. Candidate journals should meet the following criteria:

- peer reviewed, general medical journal

+ represent geographic areas (Latn America, Asia, Africa) or publication models (open access) not well represented by current

ICMJE members
- editor who is knowledgeable about publication ethics
- editor who expects to be in the position for at least 3 years

To apply, editors-in-chief of interested journals should send electronic copies of the following to the ICMJE secretariat (Christine

Laine at claine@acponline.org) by September 1:

+ brief curriculum vitae
+ description of journal, including age, sponsor/publisher, publishing model (subscription model, author pays, open access,

etc.), target audience, circulation, number of manuscript submissions per year, description of peer review process used to
select material for publication, acceptance rate, bibliographical databases where indexed, Web site address if applicable, and

copy of guidelines for authors
- statement on why the journal/editor-in-chief wants to be an ICMJE member (should not exceed 1000 words in length)

« contact information

N ENGLJ MED 361;7 NEJM.ORG AUGUST 13, 2009

673




