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SEVERE LYMPHEDEMA CAUSED BY REPEATED SELF-INJURY 
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ABSTRACT

Lymphedema is divided into primary 
and secondary forms. Primary lymphedema
often develops in young people and may be
caused by lymphvascular aplasia, hypoplasia,
and hyperplasia. The most frequent cause of
secondary lymphedema after lymphatic
filariasis is regional lymph node dissection for
treatment of a malignant tumor, and this
complication occurs most frequently in middle
aged or older patients. Here, we describe a
relatively young patient (27 years old) in
whom collecting lymph vessels in the upper
limb were disrupted by repeated self-injury,
with resultant lymphedema. There have been
very few reports on lymphedema caused by
self-induced trauma. This case report
illustrates that secondary lymphedema should
also be considered and evaluated appropriately
when diagnosed in a relatively young patient
without a history of cancer or infection.
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Lymphedema is generally classified into
primary and secondary forms. There 
are various causes of secondary lymphedema,
but the most frequent causes are filarial
infection and regional lymph node dissection
for a malignant tumor (1,2). Development of
lymphedema at a distal site has been reported
after extensive burns in the limbs (3,4), radial
fracture (5), and injection of a large volume

of silicone (6). However, lymphedema caused
by local lymphvascular injury due to trauma
other than tourniquet application has not
been well described. Here, we report an
unusual case of secondary lymphedema that
arose at a site distal to trauma caused by
repeated self-injury in the limb.

CASE REPORT

The patient was a 27-year-old woman
with the chief complaints of severe lymphe-
dema and recurrent cellulitis in the left upper
limb. Her medical history included depression
but she had no other physical disease or
relevant family medical history. The patient
had developed depression when she was 14
years old and had engaged in repeated 
self-injury to the left upper limb since age 23.
Painless swelling of the left upper limb
occurred at 25 years of age. 

The patient visited our department for
treatment of lymphedema at 26 years of age,
at which time swelling of the upper arm
distal to several scars from self-injury on the
lower forearm were observed in the left upper
limb (Fig. 1). Compared to the right upper
limb, the circumference of the left upper limb
was increased by 12 cm at the center of the
upper arm, 9 cm in the elbow, 10 cm in the
center of the forearm, and 6 cm in the wrist.
No flare was noted, and there were no
abnormalities in blood tests or other studies
suggesting a collagen vascular disease or a
malignant tumor. Secondary lymphedema
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caused by repeated trauma was diagnosed
based on the imaging findings described below.

Echographic findings showed thickening
of subcutaneous fat tissue with a cobblestone
pattern in the upper arm and forearm. 
Deep venous thrombosis was ruled out, and
there was no edema detected in the muscle
layer. Lymphscintigraphy (Fig. 2) showed no
apparent obstruction of the main lymph
vessel in the left upper limb, and lymph flow
was somewhat faster than on the healthy
side. However, the radiotracer was visualized
throughout the upper limb from the early
phase, showing reflux/dispersion of lymph
fluid into the skin and subcutaneous tissue.
CT findings (Fig. 3) showed marked
expansion of the subcutaneous fat layer and
fibrosis in the left upper limb. 

After diagnosis of secondary lymphedema
of the upper limb caused by trauma, complex
physical therapy using lymph massage 
and compression stockings was planned. The
patient wore a stocking with assistance
several times but subsequently stopped
wearing it because her left upper limb became
paralyzed. She received lymph massage once
a month for 1 year as an outpatient. The
circumference of the arm has not improved
but aggravation of edema has ceased (that is,
the current condition has been maintained).

DISCUSSION

We encountered a patient with 
secondary lymphedema caused by trauma.
Lymph node dissection is the most frequent
cause of secondary lymphedema of the limbs,
and there have been few previous reports of
lymphedema caused by local lymphvascular
trauma. Normally, a single incised wound
rarely causes peripheral lymphedema because
multiple collecting lymph vessels are
distributed in parallel in the four limbs.
However, our patient engaged in repeated
self-injury of the four limbs, which may have
gradually damaged several lymph vessels
beyond repair and caused lymphedema.
Therefore, this case indicates that strong

Fig. 1. Left upper limb lymphedema at presentation.
Several scar wounds caused by repeated self-injury
were present in the forearm and upper arm.

Fig. 2. Lymphscintigraphy findings demonstrate
lymph tracer reflux/dispersion in the skin (dermal
backflow) throughout the left upper limb.
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contusion of regions with densely 
distributed collecting lymph vessels may
cause lymphedema.

Lymphedema in young patients is
frequently diagnosed as idiopathic lymphe-
dema. Treatment for idiopathic lymphedema
includes compression therapy using elastic
stockings, complex physical therapy including
lymph drainage, and surgical treatment such
as lymphacticovenous anastomosis (LVA)
and lymph node transplantation. However,
treatment of idiopathic lymphedema is not
sufficiently effective in many cases, compared
to that of secondary lymphedema, since the
condition is often related to lymphvascular
aplasia or hypoplasia (7,8). Possible
involvement of thoracic duct dysplasia in
idiopathic lymphedema has also been
suggested (9). However, a careful medical
history by interview, as performed for our
patient, may indicate that cases previously
diagnosed as idiopathic lymphedema may
actually be caused by trauma including 
self-induced. Such lymphedema caused by
traumatic lymph vascular injury may need 
to be treated not only by control of the
psychiatric condition but with LVA and
remitted by preparing a drainage pathway
bypassing the injured lymph vessel(s) (10-13).
Therefore, careful investigation of the

medical history by interview is crucial for
accurate diagnosis and subsequent design 
of a treatment plan in younger patients with
lymphedema of the limbs. 

REFERENCES

1. Parbhoo, S: Lymphoedema in young patients
with breast cancer. Breast 15(Suppl 2) (2006),
S61-64. Erratum in: Breast 17 (2008), 213.

2. Sakorafas, GH, G Peros, I Cataliotti, et al:
Lymphedema following axillary lymph node
dissection for breast cancer. Surg. Oncol. 15
(2006), 153-165.

3. Anand, S, H Lal, BK Dhaon: Lymphedema of
the lower extremity as a complication of local
burns. Burns 24 (1998), 767-769.

4. Balakrishnan, C, JD Webber, JK Prasad:
Lymphoedema of lower extremities following
debridement of extensive full skin thickness
burns. Burns 20 (1994), 365-366. 

5. Itzchaki, M, N. Ben-Hur, H. Ashur:
Lymphedema of the hand following a fracture
of the distal radius. Int. Surg. 63 (1978), 29-30.

6. Gaber, Y: Secondary lymphoedema of the
lower leg as an unusual side-effect of a liquid
silicone injection in the hips and buttocks.
Dermatology 208 (2004), 342-344.

7. Damstra, RJ, PS Mortimer: Diagnosis and
therapy in children with lymphoedema.
Phlebology 23 (2008), 276-286.

8. Rockson, SG: Lymphedema. Am. J. Med. 110
(2001), 288-295.

9. Hara, H, KI Okuda, M Narusima, et al:
Assessment of figuration of thoracic duct

Fig. 3. CT findings in cross-sectional (left) view and coronal (right) views show expansion of the subcutaneous fat
layer and fibrosis throughout the left upper limb.

Permission granted for single print for individual use. 
Reproduction not permitted without permission of Journal LYMPHOLOGY.



186

using magnetic resonance – thoracic
ductography in idiopathic lymphedema. Ann.
Plast. Surg., May 27, 2011 (Epub ahead of
print) PMID 21629101 

10. Damstra, RJ, HG Voesten HG, WD van
Schelven, et al: Lymphatic venous
anastomosis (LVA) for treatment of secondary
arm lymphedema. A prospective study of 11
LVA procedures in 10 patients with breast
cancer related lymphedema and a critical
review of the literature. Breast Cancer Res.
Treat. 113 (2009), 199-206.

11. Mihara, M, G Uchida, H Hara, et al:
Lymphaticovenous anastomosis for facial
lymphoedema after multiple courses of
therapy for head-and-neck cancer. J. Plast.
Reconstr. Aesthet. Surg. (2011) [Epub ahead
of print].

12. Campisi, C, C Bellini, C Campisi, et al:
Microsurgery for lymphedema: Clinical

research and long-term results. Microsurgery
30 (2010), 256-260.

13. Koshima, I, Y Nanba, T Tsutsui, et al: Long-
term follow-up after lymphaticovenular
anastomosis for lymphedema in the leg. J.
Reconstr. Microsurg 19 (2003), 209-215.

Makoto Mihara, MD
Assistant Professor
Department of Plastic and Reconstructive

Surgery
University of Tokyo
7-3-1, Hongo, Bunkyo-ku
Tokyo, Japan 113-8655
Tel: 81-03-3815-5411
Fax: 81-03-5800-6929
E-mail: mihara@keiseigeka.name

Permission granted for single print for individual use. 
Reproduction not permitted without permission of Journal LYMPHOLOGY.




