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LETTER TO THE EDITOR

Recently, I read the March 1994 volume 27,
No. 1 of Lymphology and specifically the
Editorial by Prof. Michael Féldi from
Germany. In general I agree with much of
what Dr. Foldi has to say. For example, there
is little or no role for use of diuretic drugs in
the management of lymphedema. Moreover,
premature use of elastic stockings or sleeves
before the bulk of the edema fluid has been
properly evacuated is certainly a recurring
problem with unsophisticated practitioners.

I take exception, however, to the negative
characterizations about the use of sequential
pneumatic compression in the extremities of
patients with peripheral lymphedema.

Our protocol consists of combining sequen-
tial gradient pumping with the appreciation
that only after a notable decrease in size of the
limb is obtained are compression garments
prescribed. When sequential gradient pumping
is combined with ace wraps (which correlates
roughly with his vigorous bandaging tech-
nique), we obtain satisfactory results. Because
our clinical experience is primarily with
children who are naturally active physically,
we have not prescribed remedial gymnastics.

In children followed for several years, we
have found that continued attention to
meticulous skin care (as Dr. Foldi mentioned),
consistent use of a pneumatic pump system in
the evening, compression garments that are
custom-made to fit with an in-built pressure
gradient whereby the stockinette provides
greater pressure distally than proximally
effectively controls lymphedema.

Overall, it seems that the common denomi-
nators in lymphedema management involve
meticulous skin care, avoidance of cellulitis, a
commitment to wrapping-bandaging and
either pneumatic pumping or massage to
diminish the sequestered fluid, and careful
attention to wearing of an appropriate elastic
stockinette or sleeve.

I disagree with the broad characterization
that sequential gradient pumps promote

Permission granted for single print for individual use.

150

persistent genital or scrotal edema. Whereas
some patients have lymphedema that involves
the genitalia, we have yet to find in the subset
of pediatric patients an increase of genitalia
edema after pneumatic compression pumping
of the legs where such edema did not exist
before treatment. Conversely, in a few children
with genital swelling, the edema regressed after
therapy (1). These occurrences still require a
full explanation. For balance to Dr. Foldi’s
Editorial, I refer readers also to the following
articles (2-4).

In summary, whereas I agree with Dr. Foldi
that scientific truth cannot be assessed by vote
of the majority, we, at the same time, need to
recognize that there is some validity and
perhaps conformity in how these patients are
treated in other clinics. Indeed, even diverse
treatment modalities may turn out to share
physiologic similarities. Finally, T am still
unsatisfied that there are enough data on any
number of clinical interventions in patients
with peripheral lymphedema to feel confident
about which treatment is optimal. We must
await more basic understanding of lymphatic
function and unbiased trials of treatment
options worldwide.
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