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Abstract

Objective: Chronic edema, whether systemic or localized, is often underrecognized by
providers due to limited awareness of its prevalence and debilitating impact. As result, pa-
tients suffering from this condition live with suboptimal management, diminished quality
of life, and increased healthcare costs. Non-pneumatic compression devices (NPCDs) have
been shown to be safe and more clinically effective in treating lymphedema (LED) than ad-
vanced pneumatic compression devices (APCD) in multiple published studies. In the latest
study, the TEAYS trial, NPCDs showed superior clinical utility, better outcomes, and higher
patient adherence than APCDs for managing lower extremity swelling. This sub-analysis
of the TEAYS study focuses on outcomes for patients aged 65 and above diagnosed with
lymphedema in the lower extremity. Methods: This trial was a randomized, crossover,
head-to-head study across nine sites in the US in 2023. Patients were subjected to an initial
4-week washout period and then randomized to either the NPCD or a commercially avail-
able APCD. Patients used the randomly assigned initial device for 90 days followed by a
second washout period before a 90-day use of the second device. Results: Analysis included
a total of 71 patients with lower extremity lymphedema, 27 of whom were aged 65 or above,
and this subset comprises the study cohort for the current study. These patients achieved
statistically greater mean limb volume reduction (353.9 £ 99.17 mL) while on NPCD vs.
APCD (—10.7 £ 125.59 mL). NPCD also showed significantly better improvement in overall
quality of life (1.43 & 0.45) vs. APCD (—0.10 £ 0.34). Statistically significant improvement
in adherence was also observed while on NPCD (77%) vs. APCD (23%). No device-related
adverse events were reported. Conclusions: For adults aged 65 and older with lower
extremity lymphedema, non-pneumatic compression devices (NPCDs) demonstrated su-
perior clinical outcomes—including greater limb volume reduction, improved mobility,
higher adherence, and patient satisfaction—compared to advanced pneumatic compression
devices (APCDs), supporting NPCDs as an effective, patient-preferred solution.

Keywords: lymphedema; phlebolymphedema; non-pneumatic compression device;
advanced pneumatic compression device; Medicare
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1. Introduction

Lymphedema (LED) arises as a consequence of various disruptions to the lymphatic
system, including trauma, surgery, malignancy, and cancer-related treatments—particularly
radiation therapy and oncologic surgery. When LED is driven by chronic venous insuffi-
ciency or deterioration of the venous system, it is classified as phlebolymphedema (PLED).
A large retrospective analysis has identified PLED as one of the leading causes of lym-
phedema in the United States [1-6].

The chronic and progressive course of LED necessitates lifelong management strate-
gies, commonly including the use of compression garments and compression therapy in
the home setting. Recent advances in compression technology have introduced a mobile
non-pneumatic compression device (NPCD), which has demonstrated clinical efficacy and
safety in the treatment of LED. Dayspring® from Koya Medical is an NPCD system con-
sisting of a programmable controller and a limb specific garment. It utilizes a combination
of static compression, gradient sequential compression, and supports the movement and
contractions of joints and muscles, enabling patients to ambulate and activate their calf
pump during treatment. The NPCD technology uses shape memory alloy (nickel/titanium)
actuators in its garment, which contract and relax to achieve sequential gradient compres-
sion in a distal to proximal manner when specified and energized by the controller. In
use, the NPCD controller is battery powered and is designed to allow the patient to retain
mobility while performing their activities for daily living versus immobilizing the patient in
a supine position during a pneumatic compression treatment. In two multicenter, random-
ized, head-to-head trials comparing NPCDs to advanced pneumatic compression devices
(APCDs)—currently regarded as the standard of care—NPCDs achieved superior outcomes
in key measures. In the most recent study, the TEAYS trial, NPCDs were associated with
enhanced clinical utility, greater efficacy in limb volume reduction, and improved patient
adherence [7,8].

In the US, patients aged 65 or older typically represent a substantial portion of lower ex-
tremity lymphedema population. On average, these Medicare-eligible patients” healthcare
spending burdens are twice as large as those of non-Medicare households [9]. Opportunities
to reduce costs associated with the management of a disease, such as lymphedema, and/or
to reduce common complications associated with a chronic disease, become advantageous
to the beneficiary as well as to Medicare at large, both financially and in regard to quality
of life. This paper presents and discusses the results from a sub-analysis of the TEAYS trial,
evaluating clinical outcomes and potential implications for patients who are 65 years old
and above and diagnosed with LED [10].

2. Results
2.1. Patients and Demographics

A total of 121 patients were screened and 22 failed at screening; 99 patients entered the
study. Over the entire study, 24 patients withdrew consent and 4 were lost to follow-up or
were missing data. Of the 24 who withdrew, 3 dropped out of the study before the assign-
ment of a treatment device, 6 during the APCD group, and 15 during the NPCD group.

All patients had a confirmed diagnosis of lymphedema and were on conservative
therapy (including, but not limited to exercise, manual lymphatic drainage, compression
garments, and elevation of limb) before day 0. In the final analysis, there were 27 patients
(38%) who were in the Medicare-eligible population (ages 65 and above) and 44 patients
(62%) who were below the Medicare-eligible age (65). For this subset analysis, the demo-
graphics of the Medicare patients compared to the non-Medicare patients are summarized
in Table 1.
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Table 1. Study demographics, Medicare subset vs. non-Medicare subset.
Medicare and Non-Medic;:Z:;bset Who Completed the 27 Medicare 44 Non-Medicare
Age (mean + SE) in years 72.3 £1.03 50.4 £1.86 p<0.05
Gender: M (F) 6 (21) 13 (31) p~Non-significant
Race/Ethnicity - - -
Asian 1 1 N/A
Caucasian 24 35 N/A
African American 2 6 N/A
Hispanic 0 2 N/A
Average BMI 323 +1.76 32.7 +1.46 p~Non-significant
Lymphedema History (years since diagnosis) 99+ 14 7.6 £1.23 p~Non-significant
Affected Limbs: Unilateral (L/R)/Bilateral 13 (5/8)/14 21(13/8)/23 N/A
Lymphedema Clinical Stage I, II, III 5,16,6 8,28,8 N/A
PLED (Phlebolymphedema) 12 (44.4%) 23 (52.3%) p~Non-significant

2.2. Primary Endpoints and Efficacy
2.2.1. Mean Limb Volume Reduction

When comparing non-Medicare-eligible to Medicare groups, the former achieved a
significantly greater change in limb volume compared to the latter, for both NPCD as well
as APCD (Table 2).

In the Medicare-eligible age group (age > 65), for the NPCD treatment group, the mean
limb volume decreased with a standard error of 353.0 + 99.17 mL (p < 0.05) and achieved
with a median of 316 mL compared with —10.7 = 125.59 mL (p > 0.05; non-statistically
significant) and a median of 39 mL for the APCD treatment group (Figure 1). Statistical
significance for comparing mean limb volume decreases between the treatment groups was
achieved, favoring NPCD (p < 0.05).
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Figure 1. Change in limb volume compared to baseline, Medicare vs. non-Medicare subsets.
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Table 2. Summary of data for Medicare and non-Medicare subsets for the NPCD and APCD groups.

Device Medicare Non-Medicare
Mean with SE: Mean with SE:
NPCD 353.0 +99.17 380.1 4+ 92.20 p <0.05
Median: 316 Median: 271
Limb v(qlum]eﬁ)change Mean with SE: Mean with SE:
mm APCD —10.7 + 125.59 1432+ 77.18 p <005
Medjian: 39 Medjian: 78
NPCD vs. APCD p <0.05 p <0.05
NPCD Mean: 0.62 Mean: 0.15 p > 0.05, Non-significant
Chz‘l?/[gicel lfr:):t())(i):lRCeI(gfll on APCD Mean: —0.04 Mean: 0.32 p > 0.05, Non-significant
NPCD vs. APCD p<0.05 p > 0.05, Non-significant
NPCD Mean: 0.3 Mean: 0.22 p > 0.05, Non-significant
Change in Foot Region T ) i o
(Meta-tarsal) in CM APCD Mean: —0.54 Mean: 0.38 p > 0.05, Non-significant
NPCD vs. APCD p <0.05 p > 0.05, Non-significant
Mean: 1.43 & 0.45 Mean: 0.75 & 0.25
NPCD Median: 1.0 Median: 1.0 p<0.05
Overall LYMQOL Mean: —0.10 & 0.34 Mean: 0.33 + 0.21 s
APCD Median: 0 Median: 0 p > 0.05, Non-significant
NPCD vs. APCD p<0.05 p > 0.05, Non-significant
NPCD Mean: —0.30 Mean: —0.20 p > 0.05, Non-significant
LYMQOL-Function APCD Mean: 0 Mean: —0.12 p > 0.05, Non-significant
NPCD vs. APCD p<0.05 p > 0.05, Non-significant
NPCD Mean: —0.31 Mean: —0.26 p > 0.05, Non-significant
LYMQOL-Appearance APCD Mean: —0.01 Mean: —0.16 p > 0.05, Non-significant
NPCD vs. APCD p <0.05 p > 0.05, Non-significant
NPCD Mean: —0.11 Mean: —0.19 p > 0.05, Non-significant
LYMQOL-Symptom APCD Mean: 0 Mean: —0.06 p > 0.05, Non-significant
NPCD vs. APCD p > 0.05, Non-significant p <0.05
NPCD Mean: —0.23 Mean: —0.07 p > 0.05, Non-significant
LYMQOL-Mood APCD Mean: 0.09 Mean: —0.11 p > 0.05, Non-significant
NPCD vs. APCD p<0.05 p > 0.05, Non-significant
Mean: 86 4.9 Mean: 78 + 3.5 o
NPCD Median: 93 Median: 85 p > 0.05, Non-significant
Adherence
o Mean: 55 & 6.8 Mean: 56 + 5.4 o
(in %) APCD Median: 66 Median: 51 p > 0.05, Non-significant
NPCD vs. APCD p <0.001 p < 0.001
Active During Treatment NPCD Mean: 88 Mean: 93
ctve l;in :C/y’ ) eatme APCD Mean: 0 Mean: 0 p > 0.05, Non-significant
? NPCD vs. APCD p <0.001 p <0.001
- . NPCD Mean: 96 Mean: 98
P°rtab‘htglff,/t)he Device APCD Mean: 19 Mean: 11 p > 0.05, Non-significant
¢ NPCD vs. APCD p <0.001 p <0.001
NPCD Mean: 77 Mean: 79
Overall Preference (in %) APCD Mean: 23 Mean: 21 p > 0.05, Non-significant
NPCD vs APCD p <0.001 p < 0.001
Less Compression NPCD Mean: 69 Mean: 64
Stockin I.})s e (in %) APCD Mean: 12 Mean: 7 p > 0.05, Non-significant
& ’ NPCD vs. APCD p <0.001 p <0.001

In the non-Medicare-eligible age group, for the NPCD treatment group, mean limb
volume decreased with a standard error of 380.1 £ 92.20 mL (p < 0.05), and a median of
271 mL was achieved, compared with 143.2 + 77.18 mL (p < 0.05) and a median of 78 mL
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for the APCD treatment group (Figure 2). Statistical significance for comparing mean limb
volume decreases between the treatment groups was achieved, favoring NPCD (p < 0.05).

Changes in the foot were monitored by measurements at the metatarsal heads and
midfoot for both treatment groups between day 0 and day 90. While no significant differ-
ence was detected between either group for the non-Medicare subset, statistical significance
for foot volume decrease between the treatment groups was achieved, favoring NPCD
(p < 0.05) in the Medicare age subset (Figure 2).
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Figure 2. Mean change in the foot region, Medicare vs. non-Medicare subsets.

2.2.2. Quality of Life (LYMQOL)

Quality of Life outcomes were measured using the LYMQOL questionnaire, a vali-
dated clinical tool [11], and 1.0 point (the lowest count) in the overall score was considered
clinically meaningful. (Figure 3). In the Medicare-eligible age group, significant improve-
ment in QoL scores was achieved for NPCD treatment compared to APCD treatment;
overall, LYMQOL score improvements were 1.43 £ 0.45 with a median of 1.0 for NPCD
vs. —0.10 &= 0.34 for APCD (p < 0.05). Significant improvements in LYMQOL functional
sub-scores were mixed for both treatment groups. Statistical significance for compar-
ing the LYMQOL functional sub-score improvements between the two treatment groups
was achieved in function, appearance, and mood, favoring NPCD (p < 0.05), but not in
symptoms (Figure 3).

Finally, the older Medicare-eligible cohort derived significant improvements in
LYMQOL scores compared to the non-Medicare-eligible group irrespective of treatment
used; overall, LYMQOL score improvements were 1.43 & 0.45 vs. 0.75 £ 0.25 (p < 0.05)
for NPCD and 0.33 & 0.21 vs. —0.10 = 0.34 (p < 0.05) for APCD. Refer to Table 2 and
Figures 4 and 5 for a summary of the primary outcomes.
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Figure 3. Overall LYMQOL scores, Medicare vs. non-Medicare subsets.
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Figure 4. Adherence to treatment, Medicare vs. non-Medicare subsets.
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Figure 5. Subject preference questionnaire, Medicare vs. non-Medicare subsets.

2.2.3. Treatment Adherence

In the Medicare-eligible age group, treatment adherence was reported as 86% =+ 4.9%
with a median of 93% for NPCD and 55% =+ 6.8% with a median of 66% for APCD. Statistical
significance was achieved by comparing adherence for the two treatment groups, favoring
NPCD (p < 0.001).

In the non-Medicare group, treatment adherence was reported as 78% + 3.5% with
a median of 85% for NPCD and 56% = 5.4% with a median of 51% for APCD. Statistical
significance was achieved by comparing adherence for the two treatment groups, favoring
NPCD (p < 0.001) (Figure 4).

2.3. Safety and Secondary Endpoints

No device-related adverse events (AEs) or device-related severe AEs (SAEs) were
reported in either treatment groups.

No truncal swelling or worsening was reported (compared with baseline) for any
patients for either treatment group or either of the subset populations (Medicare or
non-Medicare).

For the patient survey, which was administered at the end of the study, a majority of
the patients (88% in the Medicare group and 93% in the non-Medicare group) reported
being active during NPCD treatment compared to zero for APCD treatment (0% for APCD
treatment for Medicare and non-Medicare groups). Patients also reported their overall
treatment preference, with a majority preferring NPCD as their treatment choice (77% in
the Medicare group and 79% in the non-Medicare group) compared to those who preferred
APCD (23% in the Medicare-eligible age group and 21% in the non-Medicare-eligible
age group).

Additionally, patients also reported decreased use of compression stockings in both
groups. For the Medicare subset, 69% of patients on NPCD treatment reported decreased
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use of compression stockings compared with 12% of patients on APCD treatment who
reported decreased use of compression stockings. Similarly, for the non-Medicare subset,
64% of patients on NPCD treatment reported decreased use of compression stockings
compared with 7% of patients on APCD treatment reporting decreased use of compression
stockings (Figure 5).

2.4. Disease-Related Health Episodes and Resource Use

Select disease-related health episodes and resource utilization data were also collected
at the beginning of the study as well as after 90 days of treatment with each device.
The baseline average number of episodes in the 12 months prior to study initiation was
0.6 & 0.1 episodes for cellulitis and 0.3 £ 0.1 episodes for ulceration. Baseline average
number of days in the 12 months prior to study initiation for hospitalization associated
with complications from lymphedema was 1.0 £ 0.4 days, and for use of compression
stockings, it was 304.3 & 14.6 days. The average number of lymphedema-related physical
therapy visits in the 12 months prior to study initiation was 19.5 & 3.7 visits.

During the NPCD treatment period, for both the Medicare and non-Medicare subsets,
no episodes of cellulitis, ulceration, or hospitalization were reported. Average lymphedema-
related physical therapy visits during this 90-day study period were found to be 0.48 visits
for the Medicare-eligible age cohort and 0.02 visits for the non-Medicare-eligible age cohort.

During the APCD treatment period, there were a total of three cases (~4%) of cellulitis
reported and one case of ulceration reported (~1%), all of which were resolved with medical
intervention. Two cases of cellulitis were observed in the Medicare subset and one case of
cellulitis was observed in the non-Medicare subset. One case of ulceration was observed in
the Medicare subset while none in the non-Medicare subset. A total of eight hospitalization
days were also reported during the APCD treatment period, all of which occurred with the
Medicare subset. Average lymphedema-related physical therapy visits during this 90-day
study period were found to be 3.31 visits for the Medicare subset and 2.16 visits for the
non-Medicare subset.

3. Discussion

The results of this subset analysis highlight the meaningful clinical benefits and
improved outcomes of utilizing NPCD compared to APCD for the self-management
of lymphedema in the Medicare-eligible age population. In the key measures, the
mean limb volume reduction achieved was 353.9 & 99.17 mL for NPCD compared with
—10.7 &£ 125.59 mL for APCD over the 3-month study duration. These findings corroborate
earlier published findings comparing NPCD with APCD and demonstrate the potentially
synergistic effects of the NPCD’s ability to reduce limb volume through multimodal clinical
mechanisms of action, which combine static and active gradient compression as well as
supporting muscle pumping activation in a single treatment session.

Quality of life is another key outcome measure in effectively managing chronic dis-
eases, particularly among older adults, where the physical, psychological, and social
impacts of illness are often magnified. The same is true for managing lymphedema, which
often results in patients experiencing significantly impaired quality of life through disfig-
urement, discomfort, and mobility limitations—factors that are especially burdensome for
Medicare beneficiaries managing multiple comorbidities. Patients often report delays in
diagnosis and treatment with predictable adverse consequences in clinical presentation,
disease progression, and financial costs [11-13]. For the Medicare-eligible age subgroup,
the non-pneumatic compression device (NPCD) cohort demonstrated a clinically mean-
ingful improvement in overall quality of life (LYMQOL: +1.43 + 0.45 points) compared
to a slight decline in the APCD cohort (—0.10 £ 0.34). Moreover, while NPCD results
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in improved overall QOL for all subjects, its use appears to be especially impactful in
enhancing quality of life in the Medicare cohort (+1.43 % 0.45 Medicare vs. +0.75 £ 0.25
points non-Medicare), suggesting that this older group of patients may stand to benefit
even more than their younger counterparts. Additionally, in both the Medicare-eligible
and the non-Medicare-eligible age groups, patients reported significantly higher treatment
adherence while on NPCD vs. APCD, suggesting potentially lower barriers for NPCD
treatment. This strong preference and sentiment are also reflected in the qualitative patient
survey, for which both Medicare-eligible and non-Medicare-eligible age groups preferred
NPCD over APCD, citing greater comfort, mobility, and ease of use as the main reasons.

While this study did not directly compare device costs nor evaluate the economics of
healthcare utilization, assessment of disease-related health episodes and utilization also
suggest that patients in both the Medicare-eligible and non-Medicare-eligible age groups
may experience decreased episodic disease-related complications such as hospitalizations
as well as decreased utilization of scarce health resources. No adverse events were reported
in this subset analysis.

While the TEAYS study from which this sub-study draws was statistically powered
to compare NPCD to APCD for treatment of lower extremity lymphedema, the current
subgroup analysis is inherently limited by the small sample size (27 in the Medicare
vs. 44 in the non-Medicare group). While these groups appeared well matched (see
Table 1), a more balanced comparison between equal numbered groups and a larger sample
size would strengthen conclusions. Finally, the results are limited to 90-day follow-up.
While the increased compliance for NPCD is promising, longer follow-up is required to
determine how compliance or lack thereof might impact real-world clinical outcomes for
both treatment modalities. Additionally, in nearly half (see Table 1) of the patients in both
cohorts (Medicare and non-Medicare), PLED was identified as the leading cause for their
lymphedema. Further research will continue to evaluate the PLED subgroup.

4. Materials and Methods

The study design for the TEAYS study, a prospective, multicenter, randomized, single,
crossover clinical trial conducted across nine study sites in the United States, has been
previously described and detailed again in the sections below [8]. The study protocol
was approved by an institutional review board and followed a single protocol performed
per good clinical practices. Eligible patients with a confirmed diagnosis of primary or
secondary unilateral or bilateral lower extremity lymphedema were included. The current
study focuses specifically on the sub-analysis of the cohort of patients over the age of 65.

Primary efficacy outcomes assessed in this study included change in affected limb
volume between baseline (day 0) and end of treatment (day 90), change in Lymphedema
Quality of Life Questionnaire (LYMQOL), and treatment adherence. Calculation of limb
volume by circumference measure was performed by a trained therapist using a calibrated
tape measure. Measurements were taken every 4 cm, and the volume of a truncated
cone is calculated according to the Kuhnke formula [10], summing the eight neighboring
circumference measures. Measurements were performed for all affected limbs, regardless
of whether lymphedema was unilateral or bilateral.

For the QoL assessment, a limb-specific LYMQOL survey was used [12]. The LYMQOL
is a 20-item clinically validated disease-specific survey tool that was administered at days 0
and 90 for each device treatment period. The survey assesses the effects of lymphedema
on QOL through both an overall score (scored 1-10) and four sub-scores: symptoms (pain,
swelling, numbness), body image and appearance, function (activities of daily living,
e.g., eating, writing, and dressing), and mood (e.g., sleep disruption, depression, and
irritability). The subdomains are scored from 1 (not at all) to 4 (a lot). The total score is
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calculated by summing all scores and dividing by the total number of items. The domain-
specific sub-scores reflect improvement as a lower score, and the overall QOL score reflects
improvement by a higher score. Changes from day 0 to day 90 for the total score and each
sub-score were calculated.

Treatment adherence was reported through patient diaries over the 90-day course of
treatment for each device. Adherence was calculated as the percentage of reported daily
use (minimum of 1 h) over the treatment period (i.e., patients who used the device for the
entire 90 days achieved 100% adherence, whereas those who used the device every other
day reported 50% adherence).

Secondary outcomes included safety, as measured by device-related adverse events
(AEs) (e.g., pressure-induced wounds, allergic reactions to garments, pain from use of
device, or burns) throughout the course of study, and a patient survey administered at the
end of the study. The survey evaluated the patient’s preference for treatment modality as
well as their perceived mobility and device portability during treatment and whether they
experienced decreased use of their compression garments during each treatment period.
Reports on truncal swelling before and after device use were also collected.

Additional disease-related health episodes and resource utilization were collected,
including episodes of cellulitis, ulceration, hospitalization, lymphedema-related physical
therapy visits, and compression stocking use over the past 12 months before device use
and during the study duration with each device treatment.

4.1. Randomization and Treatment

An initial 30-day washout period was established in which no compression devices
were used. During this period, patients were allowed to continue their conservative
care, which included the use of compression garments, without any physical therapy
visits. After this initial 30-day period, each patient was randomized to receive either the
NPCD or the APCD treatment for 90 continuous days. Randomization was performed
using STATA (StataCorp LLC, College Station, TX, USA). A biostatistician generated the
allocation sequence using a computer-generated random number approach. At the end
of the treatment duration (day 90), another 30-day washout period was established in
which no compression device was used, and patients were subsequently crossed over
to the alternate device treatment. For each device treatment group, measurements were
collected at day 0 and day 90, except for the patient study survey, which was performed at
the end of the study. All patients were trained in how to use the devices and don/doff the
respective device accessory garments. Study devices included either the NPCD (Dayspring,
Koya Medical, Dallas, TX, USA) or a commercially available APCD (of the 71 patients who
completed the study, 2 used an Airos E0652 device, 1 used a Lymphapress E0652 device,
and the remaining 68 patients used the E0652 Flexitouch plus [PG32-G3] device). Patients
were instructed to use the assigned device once daily on the study limb for a minimum
of 60 min. Patients were permitted to continue the use of compression garments and the
general duration of use was captured using the patient survey at the end of the study.

4.2. Statistical Analysis

The software packages used for data analysis for this prospective study were Microsoft
Excel (Microsoft Corp, Redmond, WA, USA) and STATA (StataCorp, College Station,
TX, USA). Changes in measured outcomes from day 0 to day 90 for both groups and
categorical variables were presented as proportions, with normally distributed continuous
variables presented as mean =+ standard error and skewed continuous variables presented
as median (interquartile range). Assumptions were checked; nonparametric alternatives
were considered as needed for skewed distributions. Univariate and multivariable analyses
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were performed with candidate variables and outcome measures. Statistical significance
was tested using a two-sided alpha level of 0.05 with an appropriate multiple-testing
correction (Bonferroni or Benjamini—-Hochberg) approach when needed, with each limb
considered a unique observation.

5. Conclusions

Lymphedema is a progressive and costly condition that, if poorly managed, leads to
serious physical, emotional, and financial strain. Limited access to trained providers and
restrictive Medicare coverage worsens these challenges. Effective self-management is key
to preventing complications like infections and hospitalizations, which drive up healthcare
costs. Medicare beneficiaries with lymphedema face heightened risk of hospital-acquired
conditions (HACs), which one study [14] estimated adds $20.5 million annually to Medicare
spending. These patients are also more likely to exhaust their Part A benefits. Supporting
at-home lymphedema care is essential to improving outcomes and reducing costs for both
patients and the healthcare system.

Managing lymphedema poses unique challenges for older adults, making ease of use,
consistent outcomes, and quality of life in addition to reduction of swelling critical. For
Medicare beneficiaries, effective home-based care is essential to prevent complications
like infections, skin breakdown, and hospitalizations—events that increase both personal
and system-wide healthcare costs. Non-pneumatic compression devices (NPCD) offer
a clinically proven, user-friendly solution that promotes independence and more com-
prehensive fluid management. In Medicare-eligible age patients with lower extremity
lymphedema, NPCD use led to greater limb volume reduction, greater improvement in
QoL, better adherence, improved mobility, and stronger patient preference over traditional
pneumatic compression. These outcomes support better daily functioning, reduce reliance
on healthcare services, and can translate into overall lower Medicare costs by minimizing
preventable complications.

NPCD can empower Medicare beneficiaries to manage lymphedema with minimal dis-
ruption to daily life—improving health, preserving independence, and reducing healthcare
resource use. For aging populations, accessible, low-burden management options are vital
to sustaining physical health, emotional well-being, and long-term engagement in self-care.
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