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Practice Management Forms

3 Patient Intake / Assessment Forms (all 2 pages)
Facilitate professional repeatable client intake and evaluation.
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PREVIEW

Practice Management Forms

Several Patient Education and Advisory System Forms
Programmed interactive approach to client education and support.
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PREVIEW

Practice Management Forms

Patient Information Forms
Patient education in self-care saves time and promotes compliance
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PREVIEW

Practice Management Forms

Sample Topic Card - Shows look and feel (IV)
Quick reference illustrated baseline knowledge for therapists and clinics
May be used with clients to clarify concepts 

IV.  Loose Connective Tissue   (1 of 2)
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STRUCTURE OF LOOSE CONNECTIVE TISSUE
Loose connective tissue (LCT) fills all cavities, surrounds all organs and 

comprises the dermis (the second layer of the skin).  
LCT is made up of several substances:

• 70% water    
• Non-cellular components:
Protein, Mucopolysaccharides or glycogen, Nutrients.

• Cellular elements consist of:
Fibroblasts, Resting migratory cells, Lymphocytes, Plasma cells,       Mast cells, 
Fat cells, Macrophages and microphages.

•       Blood capillaries.  
•        Initial lymph vessels.
•         End fibers of the autonomic nervous system.
•        Collagen and      Elastin Fibers
LCT is the medium that our cells inhabit and the health of this tissue 

determines the health of our body. The lymph system begins in the LCT.   
Manual Lymph Drainage (MLD) helps to normalize the function and composi-
tion of connective tissue (LCT) by removing the excess substances.

THIXOTROPHY
Thixotrophy is the mechanical transformation of a substance (in this case 

LCT) from a gel to a solution (sol) and back.
The LCT fluctuates between the gel and sol state all the time. The gel state 

creates structure that keeps the      nutrients close at hand. LCT is in a gel 
state 95% of the time.
The sol state takes      nutrients to the        cells and assists in cellular fluid 

movement. 
When the body is healthy there is a balance in the thixotrophic properties 

of LCT. MLD promotes the LCT to fluctuate from a gel to a sol (solution) 
state.
This normalizes the health of the LCT.

HEALTHY LCT CONGESTED LCT 

SOL GEL      Elastin fibers – have low tensile 
strength like elastic - and do not 
return to their original size (lack of 
ability to recoil, poor recoilability), 
after a long period of distortion.
     Elastin fibers stretch 

non-proportionally, meaning that 
their initial stretch is the largest. 

      Collagen fibers – have high 
tensile strength like steel - returning 
to their original size after being 
stretched (recoilability). 

      Collagen fibers stretch 
proportionally with the amount of 
added fluid (weight). 

COLLAGEN AND ELASTIN FIBERS
LCT contains cells that produce       collagen and      elastin fibers, polysacca-

ride proteins, and a ubiquitous half-gel binding mass (or ground substance). 

MLD encourages fluid to leave the LCT. This helps prevent stretching of the 
skin from excess fluid or swelling in the LCT. 

TRANSIT STRETCH
Transit stretch is the distance substances travel from the blood capillary to 

the cell (also called “diffusion time”), accounting for time required.
When the LCT is healthy the transit stretch is short. When the LCT is 

congested (edematous) the transit stretch is longer because the 
substances have to travel farther, through more fluid. 
The relationship described in transit stretch between time and distance is:

               Time = Distance 2    [squared]

MLD reduces the amount of filtrate or fluid in the LCT, thus shortening the 
transit stretch.
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Practice Management Forms

Sample Topic Card - Shows look and feel (VI)
Quick reference illustrated baseline knowledge for therapists and clinics
May be used with clients to clarify concepts 

VI.  Edemas: Applications of MLD   (1 of 2) VI.  Edemas: Applications of MLD   (2 of 2) 
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TYPES OF EDEMA DEVELOPMENT OF EDEMAS
 I. Why Edemas Develop, by type:
• The body’s normal condition is: High transport capacity of lymph system 

and normal lymph-obligatory load (LOL).
•  When transport capacity of lymph vessel system is reduced. an overload of 

LOL is created in the loose connective tissue (LCT):  Edema develops (A).  

• In a body with a healthy lymph system, if the LOL exceeds the transport 
capacity of the lymph system a dynamic insu�  ciency is created (B).    

A. Causes of Lymphostatic Edemas (Low volume insu�  ciency, High 
protein)

• Lymph system is functioning at reduced capacity and is not healthy; LOL ex-
ceeds the transport capacity of the compromised lymph system caused by:
1.  Organic changes in lymph vessels & nodes or congenital disorders.
2.  Mechanical inadequacy, disease, or damage to lymph drainage system.    

• Too much protein in the LCT, a true lymphedema. 
B. Causes of Dynamic Edemas (High volume insu�  ciency, Low protein)
• Lymph system is functioning at capacity and is healthy; LOL exceeds normal 

transport capacity of the lymph system due to the failure of another system.
1. Venous insu�  ciency: When venous return slows down, the fl uid is 

pushed back up the circulatory system, causing congestion at the heart; 
This causes excess fl uid in the loose connective tissue (LCT) i.e. edema.

2. High blood pressure: The heart or a heart valve is not functioning properly; 
this increases venous pressure, causing edema. 

3. Thrombosis - deep vein (DVT): An obstruction in the venous system that 
causes a backup of the circulatory system. 

C. Causes of Combined Insu�  ciency (mechanical and dynamic): 
•  Includes restricted transport capacity due to mechanical insuffi  ciency (A), 

combined with increased volume of LOL i.e. dynamic insuffi  ciency (B).
II. Safety Valve Factors (Safety Function)
• If lymph system can compensate for increased LOL, no edema occurs.    
1. In a damaged lymph system the body can activate existing connections 

between lymph vessels or territories, known as lymphatic anastomoses. 
2. Proteolytic protein breakdown: Macrophages break up proteins in LCT, 

diminishing the protein load (also called protein wash-out).
3. Negative interstitial pressure - more fl uid can be moved into the LCT and be 

picked up by the lymph system.

STAGES OF LYMPHEDEMA (DESCRIPTIVE CLASSIFICATION)
Stage 0: Subclinical or latent phase of edema
► Cannot see the edema; not yet manifested. Preventive treatment is e� ective.
Stage I: Pitting edema is a soft new edema
► Hold thumb into tissue for 10 seconds, it should leave a dent.
► Proteins are not yet organized; tissue is still soft.  ► No skin alterations
► Can be reversed if treated immediately.      ► Responds to elevation of limb
Stage II: Non-pitting edema
► Thumb cannot leave a dent.  ► Stemmer sign positive.
► The tissue feels hard and woody or � brotic (pronounced � brosis).
► Collagen � bers have created � brotic tissue due to excess proteins in the LCT.
► Not reversible. (No regression with elevation)
► Chronic skin alterations
Stage III: Elephantiasis
► Severe hardening of the tissue.   ► Tissue does not change even with MLD.
► Lymphangiosarcoma or Stewart-Treves syndrome can develop;  usually fatal.
► Not reversible.
        Acute Edema present < 3 months.    Chronic Edema present > 3 months.

CONGESTIVE HEART FAILURE (CHF)
• Congestion at the right chamber of the heart causes a lack of circulation and 

backup of the lymph system at the venous arch.
• Fluid leaks into the lungs.

Do not perform MLD on a patient with CHF. Reason:
• MLD may push additional fl uid into the lungs.  [Compare TC IV Pg 2 Image]

VSI THERAPIST PRACTICE GUIDELINES
BASIC COURSE GRADUATE: May perform MLD on clients with healthy lymph 

systems and no contraindications (absolute or relative).
THERAPY I GRADUATE: May NOT perform MLD on clients with an absolute 

contraindication. May perform MLD on clients with certain relative contrain-
dications and minor pathologies, but cannot treat lymphedema.

THERAPY II/III GRADUATE:  Vodder-certi� ed MLD/CDT Therapists may 
perform MLD/CDT to treat lymphedema and many other pathologies, with 
approval from a doctor, and other guidelines covered in the course of study.

WARNING: This protocol is the policy of the Dr Vodder School International (VSI). All 
graduates agree to abide by these guidelines before receiving certi� cations from VSI. 

TERMINOLOGY
Dynamic edema (low protein):  An oversupply of fl uid exceeding the 

transport capacity of the lymph vessel system. The lymph system is normal 
and functioning at capacity. It is a failure of another system that creates the 
low-protein edema with a high-volume insuffi  ciency.  

Edema:  The consequence of an imbalance between supply and drainage of 
the fl uid that results in an abnormal accumulation of water in the tissue.

Functional lymphostatic edema:  Through excessive dilation of the lym-
phatic vessels, the valves (angions) become insuffi  cient. If lymphostasis 
decreases, the excessive dilation disappears and valve function returns to 
normal. Long-term excess dilation of the angions results in a motor paralysis.    

Lipedema:  Pathologically altered fatty tissue. The amount of fatty tissue is 
normal. The � bers in vicinity of the fat cells have increased and thickened. 
The cutaneous nerves are irritated by the increased pressure in the LCT.

Lymphedema (LE):  An independent, chronic clinical picture susceptible to 
progression due to reduced transport capacity of the lymph vessel system 
with a normal or increased volume of lymph transported substances. 

Lymph Obligatory Load (LOL):  The excess fl uid found in the interstitial 
spaces. All the substances that are not resorbed by the blood-vessel system 
are collectively called the lymph-obligatory load because the lymphatic 
system is the only route available to remove these substances from the LCT. 
LOL is made of: Major substances: water, proteins, long chain fats, cells (dead 
and mutant); Minor substances: viruses, bacteria, wood and glass dust, dye, 
lactic acid and hormones.   

Lymphostatic edema:  Edema created through an insuffi  ciency of the lymph 
vessel system. It is a high-protein edema with a low-volume insuffi  ciency. 

Organic lymphostatic edema:  Organic changes of connective tissue and 
prelymphatic pathways within it; includes lymph vessels with developmen-
tal disorders, injury, surgery, radiation, etc.

Thrombosis (deep vein)(DVT):  An obstruction in the venous system that 
causes a backup of the circulatory system. 

Venous insu�  ciency:   Vein valve function sharply curtailed or eliminated, 
increasing the hydrostatic pressure of the blood column, which increases 
fi ltration into the tissues.  When the venous system slows, the fl uid is pushed 
back up the “drain.”

™ ™

DYNAMIC EDEMAS - LOW PROTEIN EDEMAS
(DYNAMIC INSUFFICIENCY OR HIGH VOLUME INSUFFICIENCY)

• Lymph system is normal and functioning at maximum capacity.
• High volume insuffi  ciency: Too much fl uid for the lymph system to 

handle. 
• Failure of another system is creating excess fl uid thereby overloading 

the lymphatic system.  
• Too much fl uid coming into tissue from blood diluting protein in LCT.
• May cause damage to lymph vessel walls. 

MLD is not indicated for low-protein dynamic edemas.
• Low protein edema is not a� ected by MLD because the forces causing 

the edema are much stronger than the infl uence of MLD.
• Exception is: venous insu�  ciency – or combined edema.  
1. Kidney edema - Nephritis
• Infl ammation of kidney tubules.
• Kidney eliminates protein via the urine, reducing the level of proteins in the 

blood.
• Colloid osmotic blood pressure (COBP) is diminished.
2. Hunger edema - Starvation
• Malnutrition: Absence of dietary protein.
• All the hollow spaces in the body, i.e. joints, are fi lled with fl uid-edema.
• Ascites - abdominal swelling.
3. Lymph Entropy
• Blood vessels around colon are dilated, causing proteins to leak out and be 

excreted.
4. Venous stasis (venous insu�  ciency)
• Raised venous pressure increases the amount of fi ltrate into the LCT.
• The amount of fi ltrate exceeds the transport capacity of the lymph vessels 

and a low protein edema results.
5. Severe burns - Second and third degree over entire body
• Proteins/albumin are leaving the system due to tissue damage. 
• Large swelling with burns due to lowered colloid osmotic blood pressure.
6. Heart edema - Congestive heart failure (CHF)
• The heart musculature is weakened, leading to congestion in the right 

chamber of the heart (right side insuffi  ciency).
► Higher pressure on venous side.

• Back up of lymph system at venous arch.
• Breathing is aff ected by CHF, may cause pulmonary edema.
7. High blood pressure
• LOL is increased, lymph system is functional but overloaded.
• Untreated high blood pressure causes joint spaces to fi ll up.
8. Thrombosis - Blood clot (DVT)
• Venous congestion or obstruction.
• Raises venous blood pressure and causes increase in fi ltrate in the LCT.

LYMPHOSTATIC EDEMAS – HIGH PROTEIN EDEMAS
(MECHANICAL INSUFFICIENCY OR LOW VOLUME INSUFFICIENCY)

• Organic changes in lymph vessels & nodes or congenital disorders
• High protein situation, i.e. too much protein in the LCT.
• Lymph pathways may be obstructed by tumors, compression, ligation, 

disruption, infl ammation, or parasites.
• Mechanical inadequacy of lymph drainage system.    
• Due to faulty or damaged lymph system, a true lymphedema is cre-

ated. 
1. Primary lymphedema (LE)
• Congenital - born with a malformation of the lymph system. 

► Irreversible condition.
► When does primary lymphostatic edema appear: 

a) Neonatum - at birth (10%). 
b) Praecox - puberty (80%).
c) Tarda - after age 30 (10%).

• Types of primary lymphedema: 
► Hypoplasia: slow growing or too few lymph vessels and nodes. 
► Hyperplasia: too many vessels but not functioning effi  ciently. 
► Aplasia: absence of nodes or vessels (Type I -lower body, Nonne-Milroy).
► Type II: non-congenital familial LE (Meige).

• Stemmer’s Sign - may indicate primary lymphedema. 
► Positive if skin above second toe at head of metatarsal cannot be lifted

• Primary lymphedema begins distal and moves proximal.
► 70 - 80% in women.
► 75% of cases begin in one leg.    

2.  Secondary lymphedema (LE)
• Caused by something outside lymph system.    

► Diseases: cancerous tumors.
► Localized burns.
► Accidents, cuts or trauma. 
► Surgical procedures. (After breast cancer surgery, it is estimated that 

between 6 and 49% of women will develop LE.)
► Radiation. 
► Parasites (nematodes) - � lariasis (tropics and sub-tropics only).

3. Functional lymphostatic edema
• Functional lymphedema changes are temporary and reversible. 
• Through excessive dilation of the lymphatic vessels, the valves (angions) are 

insuffi  cient. Long-lasting excessive dilation results in a motor paralysis.
• Contractions of skeletal muscles are absent.

► Paralytic stroke, CVA (cerebral vascular accident).
► Insuffi  cient movement so edema occurs on a functional basis.

• Airplane travel - extended time.
• Acute infl ammation with infection; lymph vessels spasm - slow down.
4. Endemic elephantiasis 
• Occurs in Ethiopia, results from walking barefoot on hot sand.
• Silicate and aluminum are probably absorbed through skin.
• Lymphangions become infl amed compromising the lymph system.
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PREVIEW

Practice Management Forms

Sample Topic Card - Shows look and feel (IX)
Quick reference illustrated baseline knowledge for therapists and clinics

ZERO

Epidermis 

Dermis 

Facia 

DR. VODDER’S BASIC MLD STROKES
GENERAL:                        NUMBERS refer to column at right, provide definitions. 
- Contact the Skin
- Never Slide Over the Skin during the Movements
- Pressure is Light and Alternating
- Never Cause Reddening of the Skin
- Work in the Direction of Lymph Flow
- Begin in the Most Proximal20 Areas and Work into the More Distal21 Areas
- Make Slow, Rhythmical Movements to Enhance the Effects of MLD

 

Copyright ©2006-2011  Gay Lee Gulbrandson, Berkeley, CA, USA All rights reserved.        www.vodderMLD.com 4.95 USD Dr. Vodder MLD Topic Series 9A  3-10

IX.  Basic Principles of MLD   (1 of 2)

CONCEPTS & CLARIFICATIONS
NUMBERS are from column on left, refer to definitions below, sorted by group. 
NOTE: All clarifications given are relative to the MLD strokes and may not be 
standard English language definitions of these terms.

4.          ROTARY
• hand is relaxed and flat on skin, fingers together and thumb open, at 
right angle to index finger

Now “push18” and  twist19 as follows:
• stretch9 the skin forward in the direction of lymph flow11

• at the same time, apply a slight torque stretch15 by moving the wrist in 
medial23  (pressure phase1)

• release the tension on the skin and allow it to return6  under the palm. 
The thumb moves in toward the index finger in the zero phase2

Now move to the next position as follows:
• raise the wrist, keep the ball of the thumb 
in contact with the skin and allow the 
fingers to slide forward7 (no pressure8) 
until thumb is at right angle to index finger

• lower the wrist and contact the skin with 
the palm letting the thumb slide out

USED IN SEQUENCES V. THRU IX.

MOTION: The total movement of the skin may be very little depending on 
the looseness of the patient's skin and the part of the body.

  9stretch (the skin):   movement of the skin surface.
10sliding:   hand moving over skin without skin moving under contact 
during pressure phase and is NEVER ALLOWED.

11direction of lymph drainage or flow:   ultimate orientation of each 
stroke relative to terminus.

12perpendicular:   at right angles to the arm length.
13return under the hand:   the skin moves under the hand with zero 
pressure while transitioning to the next location of the stroke without 
lifting off the skin. 

14pivot:   thumb is the anchor for the hand movement.
15torque stretch:   turning the skin toward lymph flow. 
16twisting the skin:   bringing the skin into a semicircular stretch. 
17maximal stretch:   to the end feel of the skin (beginning of skin resistance). 
18push:   taking skin ahead toward lymph flow (pressure phase).
19twist:   turn about the axis.

1.          STATIONARY CIRCLES
• imagine a crescent moon with the part you can see 
representing the pressure phase1 and the part you 
cannot see representing the zero phase2

• straight fingers placed flat on skin
• movement comes from arms, not fingers
• stretch9 the skin without sliding10  over it
• circular motion with pressure1 and zero phase2

• direction of pressure3 according to lymph drainage11

USED IN SEQUENCES I. THRU IX., ALL 

2.          PUMP
• contact skin with palmar surface24 of the relaxed flat hand (zero 
phase2). Fingers and thumb touch and are relaxed as well

• raise the wrist, MCPs25 and thumb stay in touch with the skin
• lower the wrist allowing the fingers, MCPs25 and thumb to stretch the 
skin perpendicular12 to the arm

• hold this stretch and lower the wrist until palm, 
MCPs25, thumb and fingers (no tips) move the skin 
in direction of the lymph flow11 (pressure phase1)

• release the stretch4 without lifting the wrist. This 
allows the skin to return under the hand13 and it 
relaxes5 in the resting position (zero phase2)

• used primarily on the limbs

USED IN SEQUENCES: III. LEGS, IV. ARMS, V. NAPE OF NECK

3.          SCOOP
• contact skin with thumb and palmar surface24 of hand keeping the 
fingers straight

• pivot14 on the ball of the thumb
• movement comes from wrist as the skin is stretched in a lateral or medial 
direction22 with the palm of the hand

• apply a torque stretch15 by twisting the skin16 in a proximal20 direction
• at the maximal stretch17, the fingers are pointed in 
the direction of lymph flow (pressure phase1)

• releasing the pressure, bring the hand back 
to the starting position (zero phase2)

• movement resembles a giving motion 
(offering a tray of drinks!)

• used primarily on limbs

USED IN SEQUENCES: III. LEGS, IV. ARMS

 

DIRECTION:  Each stroke has both transverse and longitudinal motion 
relative to the direction of lymph flow.

       Both transverse motion (diagonal stretch) and 
     longitudinal motion (lengthwise stretch) together 
     increase the strength and rate of angion contraction.

20proximal:   closer to the terminus.
21distal:   farther from the terminus.
22lateral or medial direction:    
towards outside or inside of limb.

23medial:   toward the center. 

PRESSURE: All strokes have 2 major phases – the movement of the skin 
(pressure phase), and the release of the skin (zero phase).

  1pressure phase:   part of the stroke that causes a movement of the skin 
surface.

  2zero phase:   part of the stroke that has no pressure on the 
skin surface.

  3direction of pressure:   direction of motion on skin.
  4release the stretch:   this is the zero phase.
  5relaxes:   no tension in hands or fingers.
  6release the tension on the skin and allow it 
to return:   zero phase. 

  7allow the fingers to slide forward:   fingers 
move ahead to bring thumb into a right 
angle.  

 8no pressure:   same as zero pressure.

CONTACT: Each stroke uses a specific 
point of contact to move the skin. 

24• palmar surface:   The surface of 
the palm. 

25• MCPs:   Metacarpal Phalanges; 
the high point between the palm 
and the fingers.  
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Practice Management Forms

3 Attractive Posters for Treatment Areas
Warm up the reception area / treatment rooms
Indicates your committment to MLD.
Print from letter sixe up to 4’ x 6’

The Lymph System:  Watersheds & Drainage    

   

                                               ©2008 Gay Lee Gulbrandson, Berkeley, CA, USA All rights reserved. www.VodderMLD.com                                                    48.95/88.95 Laminated & Mounted                                                                                                                   Dr. Vodder Poster Series Item A  Watersheds & Drainage 8-2009

              Dr Vodder Manual Lymph Drainage Classes by Gay Lee Gulbrandson, CLT-LANA
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PREVIEW

Practice Management Forms

2 Patient Slide Shows 1 for MLD clients, 1 for Lymphedema Pts
Supports client education and  engagement.
Format: PowerPoint and Keynote
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PREVIEW

Practice Management Forms

2 Patient Slide Shows: 1 for Lymphedema Pts., 1 for MLD clients
Plays on your PC or burn a disc and put in DVD player, etc.
Format: PowerPoint and Keynote
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PREVIEW

Practice Management Forms

Use the Patient Slide Shows to promote MLD, and to reassure 
Lymphedme patients that you are able to meet education and 
treatment needs.
Supports client education and your practice.

Format: PowerPoint and Keynote
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PREVIEW

Practice Management Forms

3 Patient Informational Brochures (all are 2 Pg)
Facilitate client confidence in you.

This was only a small sample of the many forms and materials 
included in the Practice Management Blank Forms System -  

all designed to enhance your professional practice.

Dr Vodder School International
Lymphedema Explained In Brief                                 

Lymphedema (LE) 
is an accumulation of 
protein rich fluid in the 
interstitium of the skin 
caused by an insuf-
ficiency in the lymph 
vessel system.

This condition occurs when there is impairment to normal lymphatic flow. It can be 
caused by a deficiency of lymph vessels or nodes during fetal development and this 
type is called Primary Lymphedema. It can also be the result of an external cause such 
as the removal of lymph nodes, radiation, obstruction, trauma or injury to the lymph 
vessels. It is then known as Secondary Lymphedema (LE).  For secondary lymphedema 
after breast cancer surgery, it is estimated that between 6 and 49% of women will 
develop this condition.  (Armer J. et. al. 2005) 

What causes  
lymphedema?
    

Lymphedema is prevalent throughout the world.  The major cause in developed coun-
tries is due to the damage caused to the lymph system incidental to cancer surgery 
and / or radiation, or by the malignant disease itself (Keeley, V. in Lymphoedema  ed 
Twycross et al. Radcliffe. 2000) .  In underdeveloped, tropical countries, the major cause 
is a parasitic infestation (filariasis) from a nematode worm which is transmitted by 
mosquitoes.  It is estimated that 120 million people suffer from filariasis (per W.H.O.). 
Lymphedema can develop due to an allergic reaction to filarial antigens. 
 (Weissleder et. al. Lymphedema Diagnosis and Therapy. Viavital, 2008)

How does  
lymphedema arise?

Damage, blockage or absence of lymph vessels leads to a reduced transport capac-
ity of the lymph vessel system. Fluid and proteins can then not be removed properly 
and they start to accumulate in the tissues especially in the dermis where many lymph 
vessels are found. Accumulating proteins exert an attraction force for water (colloid os-
motic pressure) and more water is attracted from the blood stream into the tissues.  
At the same time, less fluid is able to leave the tissues because of the problems in the 
lymph vessel system.  The net result is that the tissue starts to swell.

When does the  
swelling occur?

Lymphedema can occur at any time.  Some babies are born with this condition if they 
do not have a sufficiently intact lymph system (Primary LE).  Adolescents may develop 
lymphedema in teenage years (Primary LE). Adults often develop lymphedema after 
cancer surgery and / or radiation (Secondary LE). In this case the lymphedema can 
appear months or years after the surgery and/or radiation or  may never manifest. 
However all patients who have had damaged or deficient lymph systems are at risk of 
developing lymphedema. 
 (Foeldi E, Foeldi M, Kubik, S. Textbook of Lymphology. Germany: Urban & Fischer, 2003)

How can  
lymphedema  
be treated?

Combined Decongestive Therapy (CDT) is a successful method of treating lymphedema. 
It must be adapted to the specific requirements of each patient and treatment should 
only be attempted by a fully qualified therapist. (See www.Vodderschool.com to Find 
a Therapist) who understands not only the pathology but also the most appropriate 
treatment. 75% of CDT failure is caused by incorrect therapy (Weissleder et al). 
Other adjunct therapies may be used in combination with CDT, such as Laser Therapy 
and Pneumatic Compression in some cases.  Medication is generally not prescribed 
for lymphedema unless there are other co-morbidities necessitating their use. Patients 
should consult with their physician regarding the use of medications for lymphedema. 
Surgical procedures have had limited success in treating lymphedema.
Lymphedema is a chronic condition that can be successfully managed with on-
going maintenance CDT.  At present there is no cure for lymphedema.

Can lymphedema  
occur with  
other diseases?

Lymphedema can be associated with conditions such as chronic venous insufficiency, 
resulting in phlebo-lymphedema.  It can also be associated with impaired fat deposi-
tion as in lipo-lymphedema.      
              
 Text from Dr Vodder School International used by permission;  © 2009 Gay Lee Gulbrandson VodderMLD.com

NCTMB, CLT-LANA, Certified Dr Vodder Instructor
™
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