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anticoagulation. MLD usually can be
started six weeks after therapeutic
anticoagulation. The concern, of course,
is that the compression or manipulation
of the limb could result in a potentially
fatal pulmonary thrombo-embolism.

Congestive Heart Failure (CHF) often
manifests as swelling in the legs. The
therapist must be vigilant for this
diagnosis in any patient with heart
disease. A simple blood test for Brain
Naturoritic Peptide (BNP) can diagnose
the condition. The edema is low protein
and rarely results in fibrosis of the
affected limb. Initiating treatment in a
patient with CHF can result in severe
exacerbation of the CHF and potentially
life-threatening outcomes. The usual
treatment approach is diuresis and
elevation of the legs. In exiraordinary
cases, when the patient is in a hospital
setting with cardiac monitoring available
and a cardiologist, the legs may be
wrapped in a stepwise fashion, i.e.,
starting with one half leg, then a second
half leg, then one leg toe to groin, then a
second leg toe to groin, slowly
progressed over several days. With close
medical monitoring, the patient's CHF
can be treated more rapidly.

Cellulitis often occurs in conjunction
with LE. It can occur when LE is not
present and cause associated swelling. It
is caused by a Streptococcocal infection
of the cutaneous and subcutaneous
tissues. Acute Celiulitis is usually treated
with a 10-day to 2-week course of
antibiotics. Treatment when LE is present
is controversial. The most conservative
lymphologists will suspend wraps and
MLD for up to six weeks after diagnosis
and treatment, The concern is that
systemic infection may occur with LE
treatment. Other lymphologists are
initiating compression wraps one day to
one week after antibiotics have been
started or when the erythema associated
with the cellulitis has started to resolve.

Safely treating LE patients requires
awareness of these diagnoses and
vigilance in the management of these

patients. If a “Dangerous Look-Alike” is
suspected, close communication with
the attending physician is critical so
that a safe and effective treatment plan
can be implemented.

Other look-alikes in LE include the
mixed edemas. These include phlebo-
lymphedema, lipo-lymphedema, and
phlebo-lipo-lymphedema. All of these
and the low-protein edemas such as
those associated with renal failure, CHF,
or hypoalbuminemia (anasarca) can
result in a Secondary Lymphedema due
to dynamic insufficiency in which the
lymph flow exceeds the transport
capacity of the lymphatic system. Most
of the time, these edemas respond well
to standard LE treatment in conjunction
with mild diuresis and some of the
precautions outlined above.

The final group of edemas to be
discussed are those that are not LE and
do not respond well to LE treatment
techniques. Myxedema is the accumu-
lation of a mucinous deposit in the sub-
cutaneous tissues resulting from thyroid
disease. The skin is often bronze colored
and has a doughy feei. Treatment is best
achieved by correcting the thyroid
abnormality.

ldiopathic cyclic edema occurs in
women and is related to hormonal shifts
throughout the menstrual cycle. Some
women have a sensitivity to estrogen,
which causes extreme capillary
permeability and, subsequently, large
shifts of fluid into the interstitium with
peaks in estrogen. Some women may
experience painful edema and weight
gain of 10-20 pounds during the month.
The condition is best treated with low-
dose birth control pilis and mild diuresis
with the fluid accumulation. Light
compression may be helpful during the
acute phase of the edema.

Chronic regional pain syndrome often
initially presents with shiny, painful skin
and edema resulting from a nerve injury
or some other minor injury. There is
significant autonomic dysfunction
manifest as vasoactive changes in the
skin. Pain is the defining feature of the
condition and the patient will not tolerate
massage or wraps to the limb. The
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treatment efforts should be focused on
reduction of pain and prevention of
atrophy and contracture.

Livedo reticularis is cold sensitivity that
typically develops on the Jower legs of
young women. These patients will
present with bluish, thickened skin and
edema of the legs. The feet are usually
spared. The condition is seasonal,
occurring in the winter and resolving in
the warmer months. Preventing exposure
to cold and light compression are the
best treatment approaches.

Artificial edema is self-inflicted edema,
which results from application of a
tourniquet or repeated trauma to the
limb. This is rarely seen in the U.S., but is
fairly common in those European
countries where LE is a diagnosis that is
compensated with disability payments. In
the short term, the edema can be treated
with usual LE techniques; however,
ultimately, the self-injury must be haited
to cure the condition.

In conclusion, not all edema is
lymphedema. Healthcare professionals
must be aware of the alternative diag-
noses to safely and appropriately treat
the LE patient. At best, treating the wrong
diagnosis with lymphedema manage-
ment techniques may prove ineffective;
at worse, it may harm the patient. &4
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