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Manual lymph drainage in patients with tumoral activity
Esther Mena Flor, MD 1 Enriqueta Mena Flor, PhT 2 Alfredo Mena Flor, PhT 3
Adress:1,2,3 Instituto Oncológico Nacional Lucha Contra el Cáncer (SOLCA): Llanes 402 y Mirtos (Urdesa) Guayaquil‐Ecuador
E‐mail: Esther Mena Flor: esthermenaf@hotmail.com * corresponding author
Published: 24 August 2009
Journal Phlebology and Lymphology 2009; 2:13‐15

Received: 2 March 2009
Accepted: 24 August 2009

Abstract
Evidence supports the use of complex decongestive physiotherapy in cases of cancer‐related lymphedema, despite
the possibility of tumor recurrence due to this therapy 1. An increase of tumor recurrence resulting from
lymphedema therapy is controversial. The aim of the current study was to evaluate the pattern of tumor
dissemination associated with lymph drainage during the treatment of cancer. Forty‐seven female and two male
patients with lymphedema of the upper and lower extremities treated in the National Oncological Institute Lucha
Contra el Cancer (SOLCA) in the period from 01/01/2004 to 31/10/2007 participated in the study. The ages of the
patients ranged between 30 and 82 years old. All were being treated by chemotherapy in isolation or associated
with radiotherapy and were submitted to clinical examinations and routine laboratorial tests for tumor markers.
Thirty of the patients had lymphedema of the upper extremities and 19 of the lower extremities. Of the 49
patients, 11 had single and 8 had multiple metastasis. Five patients were no longer being treated and were in the
final phase of the disease. All the patients were being treated using manual lymph drainage, bandaging and
exercising and were advised about the need of personal hygiene. Of the 30 patients without metastasis, only one
had tumoral activity during the study. Of the 11 patients with single metastasis, 8 had tumoral activity, two died
and one continued with tumoral activity until the end of the study period. Of the 8 patients with multiple
metastases, 5 died and the other three continue under treatment.

Introduction
Evidence supports the use of complex decongestive
physiotherapy in cases of cancer‐related lymphedema,
despite the possibility of tumor recurrence due to this
therapy 1. An increase of tumor recurrence resulting from
lymphedema therapy is controversial.
As in secondary lymphedema, one study found that lymph
vessels were dilated, which was regarded as a consequence
of tumoral obstruction, so the elevated pressure in these
lymph vessels may cause hematogenous spread of the
tumors through venous shunts 2.
According to Rüger, 3 the sole contraindication of manual
lymph drainage is locoregional tumor recurrence, which
can be completely eliminated by the immediate initiation of
radical tumor treatment. Lymphatic drainage therapy for
patients presenting with lymphedema after oncological
therapy does not increase the rate of local recurrences.
Moreover it improves the quality of life of patients after
cancer therapy 4. Additionally, cancer research supports
the contention that this therapy does not contribute to the
spread of disease and should not be withheld from patients
with metastasis 5.
In spite of the large number of patients, in different phases
of cancer treatment, consulted in the clinic daily there is no
consensus about the treatment of lymphedema. Doubts
about the possibility that lymph drainage disseminates
cancer remain. The aim of this study was to evaluate the
pattern of tumor dissemination during cancer treatment
associated to lymph drainage.

Methods
Forty‐seven and two male patients with lymphedema of
the upper and lower extremities treated in the National
Oncological Institute Lucha Contra el Cancer (SOLCA) in the
period from 01/01/2004 to 31/10/2007 participated in the
study. The ages of the participants ranged between 30 and
82 years old. All were being treated by chemotherapy in
isolation or associated with radiotherapy. Thirty of the
patients had lymphedema of the upper extremities, 29
after mastectomy and 1 due to scapular fibrosarcoma.
Nineteen patients had lymphedema of the lower
extremities resulting from treatment of cancer of the
uterine neck, prostatic adenocarcinoma, rectal neoplasm,
lymphoma and melanoma.
All the patients underwent echo‐Doppler examinations,
laboratorial tests for tumor markers, standard chest
radiographies, mammographies, computed tomography,
bone scintigraphies as the initial evaluation in the
oncological treatment and as routine control of the
treatment.
Of the 49 patients, only 11 had single and 8 had multiple
metastasis. Five patients were no longer being treated and
were in the final phase of the disease. For 42 patients the
Karnofsky index was above 90% and for 5 patients this
index was between 50% and 70%. The diagnosis of
lymphedema was clinical. All the patients were being
treated using manual lymph drainage, bandaging and
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exercising and were advised about the need of personal
hygiene.
Results
Of the 30 patients without metastasis, only one presented
with tumoral activity in this period.
Of the 11 patients under treatment with single metastasis,
eight were without tumoral activity: there were two deaths
and one continued with tumoral activity. Of the 8 patients
with multiple metastases, 5 died and the other three
continue under treatment (Table 1).
Table 1: metastasis and death of the patients at the end of
the study period
Metastasis Patients No
With
Deaths
metastasis metastasis
Absent
30
29
1
0
Single
11
8
1
2
Multiple
8
0
3
5

Discussion
The current study evaluated the tumoral evolution of
oncological patients in respect to metastasis during cancer
treatment associated with clinical lymph drainage, with
manual lymph drainage being a routine part of the
treatment. Three groups of patients were defined: absence
of metastasis, single metastasis and multiple metastases. In
the group without metastasis, only one patient evolved
with metastasis in this period. For the group of 11 patients
with single metastasis, 8 patients presented without
metastases by the end of the treatment.
These data show that the treatment of lymphedema,
including lymph drainage, does not aggravate the
conditions of metastasis during cancer treatment. The
tumoral markers and the evaluation of images suggest that
the metastasis was controlled and even reduced in this
period. Thus in this study, the treatment of lymphedema
did not aggravate the clinical status of oncological patients
but benefited patients in relation to the edema, mobility of
joints and pain. The clinical control of edema was
performed monthly and after the reduction of the edema,
lymphedema treatment was maintained only at return
consultations. The treatment was ceased in patients who
suffered worsening of the disease and who returned to
their homes.
Lymph drainage proved to be useful for these patients who,
as well as the physical treatment, received psychological
support
which
provided
more
comfort.
The
multidisciplinary team increases the types of therapies
offered to these patients, thereby increasing the care
offered at such a difficult time for patients.
There are few published studies that evaluate lymph
drainage in patients with controlled and active cancer 1‐5.
In this study, these two aspects were investigated with
lymph drainage providing benefits without additional risks
in the evolution of the disease. Fernández & Lozano 6
reported that tumoral evolution depends on the
characteristics of the tumor and that the mechanical effect
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of lymph drainage does not aggravate the evolution of the
disease. In 1998 Preisler & Hagen 4 performed manual
lymph drainage in patients with cancer of the uterine neck
and did not observe deterioration of the status of the
patient due to lymph drainage, but an improvement in the
quality of life.
Three groups were characterized in the current study:
group in the control phase of the disease without any
evident metastasis, an intermediate phase group and a
group in the end phase of the disease. For the patients in
the intermediate phase group with single metastasis, the
cancer treatment eliminated metastases in 8 of the 11
patients as seen by laboratorial control examinations. This
suggests that the oncological treatment was efficacious and
that lymph drainage was not detrimental in respect to the
results.
Despite of the controversy of lymph drainage in cancer
patients, there is a lack of studies to define the safe
indication of manual lymph drainage. Thus, this study
contributes, in spite of its limitations, and reinforces the
necessity of more studies on this subject.

Conclusions
The treatment of lymphedema, including lymph drainage,
does not aggravate the metastasis of cancer patients.
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