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Case Study

Introduction
This is a case of breast cancer-related right 
arm lymphedema in a 75 year-old male  
with an atypical outcome: disarticulation. 
Several challenges included: infections,  
blood clots, recurrent cancer, metastases  
and limited access to lymphedema treatment 
in rural Manitoba. Treatment was further  
challenged by the patient’s independence  
and desire to be left alone.
 Initially, the treatment plan was volume re-
duction and self-management. Over time, due 
to several challenges that will 
be outlined below, the treat-
ment plan changed: infection 
prevention and comfort care 
became the priority.

Patient background
The patient was a 75 year-
old, divorced, Type-2 diabetic 
male who lived in rural Manitoba. Breast 
cancer in men is rare, and this man was 
embarrassed to have a ‘woman’s disease’. In 
this patient’s case, he waited five years before 
seeking medical attention regarding the lump 
in his right breast. He was diagnosed with 
breast cancer in 2006, and had neo-adjuvant 
chemotherapy followed by a mastectomy and 
radiotherapy in 2007. Lymphedema developed 
in his right arm in March 2010, following a 
diagnosis of breast cancer recurrence, but he 

did not seek lymphedema treatment at that 
time. By 2012, his right arm was swollen, 
uncomfortable and he was unable to ignore it 
any longer. He sought treatment for lymphede-
ma at the Winnipeg Regional Health Authority’s 
(WRHA) Breast Health Centre in October 2012. 

Assessment
In the initial visit, the right arm and hand were 
visibly swollen. There was a large pocket area 
of fibrotic edema in the lateral trunk, inferior 
to the right axilla. He had fractured his right 

middle finger years before, 
and had the most swelling 
there. The resulting lack of 
dexterity made it difficult for 
him to test his blood sugar 
and inject his insulin. The 
skin was dry but intact. No 
blisters or skin changes were 
evident at the time. The 

volume difference between arms was 2,579 
ml. His right shoulder range of motion (ROM) 
was limited to 10 to 15%, due to a rotator cuff 
tear. 
 Of note is that he was vancomycin-resistant 
enterococci positive, so we had to wear  
gowns and glove up to assess and treat him. 
 As his cancer progressed, the lymphedema 
changed into malignant lymphedema 
(lymphadenopathy, secondary to the breast 
cancer recurrence). We observed the following 
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Photo above taken in March 
2014, after the patient developed 
a DVT in internal jugular vein and 
cellulitis in his arm.
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skin changes; lymphorrhea, papillomatosis, 
extremely dry skin and skin maceration.  
Huge volume fluctuations occurred daily.

Non-lymphedemous arm volume: 
3200ml
Right arm volume: 3867-9588ml

Treatment plan and methods
The lymphedema treatment plan at the outset 
was volume reduction of the right arm and 
hand. Within the first five weeks, he’d lost 
33% volume and had been fitted with custom 
compression garments. As his health status 
fluctuated, the treatment plan changed along 
with it. He was seen 1-5 times per week over 
two years for a total of 194 appointments. 

As a former 
alcoholic, the 
patient was 
leery of pain 
medications, 
opting only for 
extra-strength 
Tylenol and 
eventually, 
morphine. 
When he was 
hospitalized 
for an internal 
jugular vein 
thrombosis 

and cellulitis infection, his arm was without 
compression for two days and it swelled to its 
greatest volume, 9,588ml, or 299% greater 
than his left arm. The attending physician 
decided that mild compression was better 
than no compression, and so we provided 
that and did not wait for anticoagulation 
therapy to be given for three months.
 Ultimately, we were providing comfort 
care until he chose disarticulation, an option 
that his oncologist suggested. Once he’d 
made the decision to remove his arm, it was 
a matter of weeks until the surgery. For this 
patient, his quality of life was disrupted with 
multiple visits into the city for therapy or due 
to hospitalization. He was looking forward 
to being at home, in the country, away from 
people. After the surgery, which saw the 
amputation of his arm at the distal humerus, 
our services were no longer required. 

Various treatment methods and 
materials were used:
•  Manual lymphatic drainage therapy;

skin care
•  Short stretch compression bandages

(3 to 7 layers), long stretch compression
bandages, Coban 2 layer system and
various combinations

•  Custom fibrotic pads, muff
•  Lymph tape/punch tape
•  Flat-knit custom compression garments
•  Circ-Aid compression garment

(up to 50 mmHg)
•  Solaris night sleeve
•  Intermittent pneumatic compression pump

Co-morbidities and challenges

Due to the challenges listed, the 
patient had huge volume fluctuations 
on a daily basis:

• Malignant lymphedema

•  Multiple cancer metastases/
recurrences

•  Three cellulitis infections

•  Vancomycin-resistant enterococci
positive

•  Deep vein thrombosis in internal
jugular vein

•  Torn rotator cuff on affected side

•  Insulin-dependent diabetic

•  Distance, travel to/from
appointments

•  No help for self-management

Conclusion
The goal changed from volume reduction to 
comfort care and the patient’s expectations 
fell in line with the reality of his health 
situation. While a disarticulation is not an 
easy choice to make, the patient was very 
happy with his decision: He no longer worried 
about being hospitalized yet again for cellulitis 
and his pain decreased dramatically. Palliative 
care for lymphedema patients is not limited 
to those in hospices. “Ambulatory palliative” 
patients are mobile and active in their 
communities, and they require the same care 
and compassion as those at the other end of 
the palliative spectrum. LP

Photo taken at the 
patient’s smallest 
volume, January 2014.
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