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   Lymphedema in some cases can determine an high degree of mobility, more then some kinds of cardiac failures or strokes. The age, familiar and social aspects condition the management of pathology and influence the clinical evolution. In some cases the hospitalization promotes a more complete working load respecet to the consulting room activity.

Independently  by   the  clinical  stage, there aere some aspects as physical ( internal daily living activity), psychological ( depression or disforia ) and personal, relational or social performances that required a necessity of physical and/or psychological assistance. The age of appearance of oedema represent variable problems: on the family, on the school, on the growth, on the family work, on the sports, on the work, on the relational life and on the home assistance in case of impairments of mouvements caused by associated pathologies like,for example, paresis or arthrosis. For the management it is necessary to avoid only M.L.D. applications or only pressotherapy, only elastic garment, only kinesitherapy, only one cycle. In this way patient can begin a “ medical nomadism” very negative for the evolution of the illness. On the contrary it’s very important to propose an equipe rehabilitative project, diet, C.P.T., drugs, microsurgery (when indicated and when possible) psychological assistance and an engagement of family ( at least the leader one ).

In the primary kind of lymphedema it’s necessary a progressive and clinical evolution monitoring of the illness, a familiar monitoring and the prevention of phlogistic complications. In the secondary kind one, it’s very important a collateral onchologic check of the patient: in fact, in our experience, we observed 7,9% of patients that presented during the C.P.T. cycle the incoming of onchological base pathology.

In the lymphangitis prevention we must consider the ematogenic way and local infections. In the first case it’s necessary to perform to the patient the orthopanoramic RX, the pharingeal tampon, the ast blood level, the straeptozime-test ( above all in the cases of recurrent lymphangitis ).

In the last case it’s necessary the skin hygiene, the elastic garment, wound and stings prevention in the summertime.

In all cases a particular attention must be gave in the cases of systemic infections coexisting with pathology (flu).

For the treatment we consider the association between the C.P.T.  lymphotrope drugs and microsurgery. All the therapies are complementary without reciprocal exclusion. Anyone is resolutive. The results of the therapies are not definitive. The C.P.T. is useful in all clinical cases, also in advanced stages with fibrosis; the C.P.T. must be tailored to the patient and for each treatment ( M.L.D., pressotherapy, bandage), it's important the respect of indications and contraindications. The ambulatory cycles must be integrated with home self –therapies.

C.P.T. must be clinically  checked during the time. Pressotherapy is useful but in our experience it could cause a damage if incorrect utilized,  i.e. we observed an appearance of vulvar oedema after lower limb swelling regression.

M.L.D. can be utilized also for the self therapies but, in our experience, also 10-15% of patients is able to perform it. For the elastic garment we must consider always the problem regarding the comfort.

In all cases we can utilize lymphotropic and phlebotropic drugs. Benzopirones           ( better in association i.e.: cumarin + rutin ) promote the ability of macrophages and the lymph mobility. In case of acute inflammation we utilize also cortison. In recurrent  lymphangitis it’s necessary the use  of retard penicilline ( 1.200.000 U.I. /15 days) , above all in the summertime ( when the skin exposure is higher). Phlebotonic ( bioflavonoids, red vine) are also important for the microvasculotissutal implications for the common origins of the two vascular systems.

Microsurgery ( derivative or reconstructive) is important both for the primary as for the secondary prevention ( above all in the early clinical stages ). It’ s important to be careful in the cases selection. Microsurgery cannot be consider a wrecking  in lymphedema treatment. Very important is also the psychological support of the patients.

It’s useful to determine the pre- illness personality of the subject to consider also the hypocondriac or negative or disforic aspects.

Before the treatment very important is also a global consideration on functional evaluation of the subjects and also the engagement of the family ( at least the familiar leader of the patient) to obtain the ideal adhesion to the rehabilitative protocol. 

A very important aspect that must be know by the patient is the prognosis. For this aim is very important the lymphoscintigraphic exam, above all in the primary and post – thraumatic cases.

In conclusion an excellent management of lymphedema patient can persecuted through a good consciousness of pathology (information ! ), an adaptation to life modifications given and a responsibility for the self management.

In all cases it’s important to removal of dependence idea from the therapist and/or physician ( totally negative!). The final therapeutical success is strongly depending from the professionality of sanitary operators.
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