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Abstract

Lymphedema and phlebolymphedema are increasingly recognized as prevalent chronic
conditions that extend beyond traditional cancer-related populations. Although Complete
Decongestive Therapy remains the foundation of management, real-world treatment suc-
cess is often limited by challenges with long-term adherence, particularly when therapies
disrupt patients’ daily activities. This commentary explores the physiologic relationship
between mobility and fluid transport, emphasizing the complementary roles of movement
and compression in supporting venous and lymphatic return. Emerging evidence from
studies of wearable, non-pneumatic compression technologies suggest that allowing pa-
tients to remain active during treatment may improve limb-volume reduction, quality
of life, and adherence compared with conventional pneumatic systems. These findings
challenge longstanding assumptions regarding immobilization and trunk compression
while reinforcing the importance of patient-centered treatment strategies. As the burden
of chronic edema continues to grow, clinicians should increasingly consider mobility as
an active therapeutic component and prioritize interventions that align with both human
physiology and the realities of everyday life.
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Lymphedema is no longer a rare or niche condition encountered only after cancer
treatment. Increasingly, clinicians recognize that chronic edema—particularly in patients
with advanced chronic venous insufficiency (CVI)—is often a manifestation of lymphatic
dysfunction given the parallel nature of the venous and lymphatic systems. Yet despite the
prevalence of lymphedema and phlebolymphedema, many patients continue to experience
delayed diagnosis and inconsistent treatment [1–9].

For decades, Complete Decongestive Therapy (CDT) has remained the cornerstone of
management. Compression, manual lymphatic drainage, exercise, and meticulous skin care
continue to represent the standard approach, and appropriately so. However, as clinicians,
we must acknowledge an uncomfortable reality: therapies that work under ideal conditions
do not always translate into success in everyday life.

Perhaps nowhere is this more apparent than with home compression systems. Tradi-
tional pneumatic compression devices have demonstrated efficacy, but they also require
patients to interrupt their daily activities and remain immobilized for prolonged periods.
In clinical practice, this creates a disconnect between what we prescribe and what patients
are realistically willing—or able—to do consistently [10].
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This issue raises an important question. Are disappointing outcomes truly the result
of inadequate compression, or are they simply the consequence of therapies that patients
struggle to incorporate into their lives?

The physiology of lymphatic and venous return suggests that movement itself is
therapeutic. Skeletal muscle contraction, diaphragmatic breathing, and changes in posture
all contribute to fluid transport. Immobilization removes these natural mechanisms. Con-
sequently, compression therapy delivered in the absence of movement may unintentionally
exclude one of the body’s most effective drainage systems [11–19].

This concept becomes particularly important in phlebolymphedema, where venous
hypertension and lymphatic overload coexist. In these patients, compression and mobility
should not be viewed as separate interventions but rather as complementary components
of the same physiologic process [6–9,17–19].

Recent comparative studies evaluating mobility-enabled, non-pneumatic compres-
sion technologies have provided intriguing insights. In randomized crossover trials in-
volving both upper- and lower-extremity lymphedema, patients treated with wearable
non-pneumatic devices experienced greater limb-volume reduction, higher responder rates,
improved quality of life, and substantially better adherence compared with patients using
advanced pneumatic systems [20,21].

While volume reduction is important, adherence may represent the most clinically
meaningful outcome. A treatment that patients consistently use will almost always outper-
form one that remains in the closet.

Equally noteworthy is the observation that patients treated without trunk garments
did not experience worsening truncal edema. For years, many clinicians have assumed
that external trunk compression was essential for proximal lymphatic clearance. Emerging
evidence suggests that upright posture, diaphragmatic breathing, and normal physiologic
movement may accomplish much of this work naturally [11–19].

These findings challenge some long-standing assumptions in lymphedema manage-
ment. They also reinforce a broader principle that extends beyond compression therapy
itself: successful treatment should align with human physiology and patient behavior
rather than requiring patients to adapt their lives around the treatment.

Several practical lessons emerge from this evolving evidence.
First, patients with advanced chronic venous insufficiency and persistent edema

should increasingly be viewed through a lymphatic lens. Treating these individuals as
having “venous edema alone” risks overlooking an important component of their disease,
as well as the interrelationship of the systems [5–9].

Second, adherence should not automatically be interpreted as a patient problem.
Frequently, poor adherence reflects a mismatch between therapy design and daily life.

Third, mobility should be considered an active therapeutic component rather than
merely an activity permitted between treatments.

Finally, compression technologies that allow patients to remain upright and active
may represent more than an incremental improvement. They may signal a broader shift
toward patient-centered therapies that integrate rather than interrupt daily living.

None of this diminishes the importance of Complete Decongestive Therapy. Instead,
it highlights the opportunity to deliver its principles in ways that are more sustainable over
the long term.

As the burden of lymphedema and phlebolymphedema continues to grow, clinicians
must move beyond asking whether a therapy can work and begin asking whether patients
can realistically live with it. Ultimately, the most effective treatment is not simply the one
supported by physiology—it is the one patients can sustain.
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