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Physiotherapy results of a 6.5-month-old baby with congenital lymphedema 
in the lower limbs are presented in this study. Her motor developmental level 
and reflexes were evaluated and test results did not show any abnormal findings. 
Assessment of limb volume included circumferential and volumetric 
measurements, and photographs showing the changes in macroscopic view are 
presented. The physiotherapy program consisted of manual lymphatic massage, 
remedial exercises, multilayered inelastic compression bandaging, meticulous 
skin care and education of parents. The treatment lasted for 2.5 months, five 
days per week. Evaluations were done immediately after treatment and six 
months after treatment. The evaluations showed reduction in swelling after 
the treatment and this reduction continued during the follow-up period. It can 
be concluded that this physiotherapy program reduces the swelling in a baby 
with congenital lymphedema. Further studies are required in order to see the 
effectiveness of this therapy program in a greater number of subjects.
Key words: congenital lymphedema, manual lymphatic massage, remedial exercises, 
bandaging.

Lymphedema is the chronic swelling of one or 
more extremities resulting from a malformation 
of the lymphatic system, causing lymph stasis 
and accumulation of interstitial fluid1*2.
Lymphedema can be classified as primary 
(idiopathic) or secondary1*3. Primary lymphedema 
is related to in utero developmental defect and 
affects 1.15/100,000 persons younger than 
20 years of age1. Although in reality present at 
birth, it is described according to age at 
presentation: congenital (present at birth to 
1 year), praecox (from 1-35 years), and tarda 
(occurring after the age of 35 years)2. Primary 
lymphedema leads to disabling and disfiguring 
swelling of the extremities4.
Lymphedema, regardless of the etiology, is 
essentially incurable and can a negatively effect 
physical and psychological well being5. Different 
therapy approaches exist for lymphedema which 
serve to contain swelling6. The objectives of 
treatment are to reduce swelling, restore shape, 
and prevent inflammatory episodes, e.g.

recurrent cellulitis6. There are essentially three 
main approaches to lymphedema treatment: 
physical therapy, drug therapy and surgery6. The 
principle of physical therapy is to reduce 
excessive capillary filtration and improve 
drainage of interstitial fluid and macromolecules 
from congested regions to normally draining 
lymph node sites6. This is achieved through a 
combination of compression, exercise and 
massage6.
This study presents the early and long-term 
physiotherapy results of a 6.5-month-old baby 
with congenital lymphedema in her lower limbs.

Case Report
The swelling of the lower limbs of the baby was 
first noticed by her parents at two months of age. 
She was examined by pediatricians and diagnosed 
as congenital hymphedema. She was then referred 
to Hacettepe University, School of Physical 
Therapy and Rehabilitation, Connective Tissue 
Manipulation and Pediatric Rehabilitation Units.
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Physical characteristics of the subject were 
recorded (Table I). The subject was initially 
evaluated with regard to motor developmental and 
reflex levels as described by Bobath7, and the test 
results did not show any abnormal findings.
Evaluation of the limb volume consisted of 
volumetric measures using limb submersion in 
water, and circumferential measures of limbs at 
various points8-11 (Table II). The evaluations were 
performed at first visit, after the 2.5-month 
treatment course and at the follow-up visit 
(6 months after treatment), in order to assess 
changes in the amount of swelling. Changes in 
macroscopic view of the lower limbs of the baby 
were followed with photographs (Figs. 1-3).
The physiotherapy program included manual 
lymphatic massage, multilayered inelastic

compression bandaging, remedial exercises and 
meticulous skin care6-12-13. The treatment 
lasted for 2.5 months, five days per week. The 
mother was also educated about these methods 
and was advised to repeat them at home after 
each treatment session and during the follow­
up period.

The pre-treatment, posttreatment and follow­
up values of circumferential measurements are 
presented in Table II and volumetric 
measurement values in Table III. The values 
reflected reduction in swelling. This reduction 
can also be observed from the photographs 
(Figs. 1-3). Motor developmental and reflex 
levels were repeated after the treatment and at 
the follow-up visit. Test results of all evaluations 
showed no abnormal findings.

Table I. Physical Characteristics of the Subject During the Follow-Up Period

Physical Characteristics Height (cm) Weight (g) Head circumference (cm)

First visit 69 8550 43
After treatment 71 8750 . 44
Six Months after treatment 75 9400 46

M: Malleolus.
K: Knee.
R: Right lower limb.
L: Left lower limb.

Table II. Circumferential Measurement Values (cm)

Measurement levels
Before treatment 

(R)
After treatment 

(R)
Control 

(R)
Before treatment 

(L)
After treatment 

(Q
Control 

(L)

Malleolus 14 14 14 15.5 15 13.3
M+2 cm 15.1 15 13.2 15.6 15 13.2
M+4 cm 18 16 15.5 18.5 17 15.2
M+6 cm 19.1 18 17 19.5 18 16
M+8 cm 18.5 18 17.3 18.6 17.5 17.5
M+10 cm — — 16.5 — - 17
M+12 cm — — 16.5 — - 16.5
M+14 cm — — 19 — - 17.5
Knee 20 20 19.1 20.1 20 19
K+2 cm 22.5 21 19.1 21 21 19.2
K+4 cm 23 23 21 24 22.3 20.2
K+6 cm 25.5 23.6 22 25 23 21.2
K+8 cm — — 22 - — 21.2
K+10 cm — - 22.5 — — 22.5
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Fig. 1. Macroscopic view of the subject before treatment.

Fig. 2. Macroscopic view of the subject after treatment.

Fig. 3. Macroscopic view of the subject six months after treatment.
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Table III. Volumetric Measurement Values (ml)

Volumetric values Right lower limb Left lower limb

First visit 250 250
After treatment 200 175
Six months after treatment 125 125

Discussion
Studies about congenital lymphedema are usually 
related to the diagnosis, etiology, pathogenesis, 
evaluation and surgical management of the 
problem14’16. Recent foreign literature about 
physiotherapy results has usually been related 
to post-surgical lymphedema17’22.
The reported patient was diagnosed as 
congenital lymphedema. When the baby was 
referred to us, we planned a physiotherapy 
program in the light of the related literature. 
To our knowledge, there has not been any study 
performed in Turkey investigating the results 
of physiotherapy programs in such a case. We 
performed the physiotherapy program as 
outlined in the case report section and found 
improvement as shown in Tables II and III.
Ohkuma10 investigated the effectiveness of 
microwave and elastic dressing in 30 cases of 
primary and secondary lymphedema. He 
concluded in his study that treatment of 
lymphedema by microwave and elastic dressing 
appears satisfactory, particularly when given at 
an early stage of the disease. Although the case 
characteristics and therapy approaches of our 
study differed from the work of Ohkuma, we 
also had the advantage of starting therapy at 
an early phase, and this may be one of the 
factors of success in our case.
Ko et al,13 reported that complete decongestive 
physiotherapy, including manual lymphatic 
massage, multilayered inelastic compression 
bandaging, remedial exercises, and meticulous 
skin care, is a highly effective treatment for both 
primary and secondary lymphedema13. Our 
study included similar approaches for reducing 
the limb volume of the baby. We noticed that 
manual massage was well accepted by the baby, 
so this method can be used easily by therapists 
and parents. The reaction of the baby to 
bandaging was not as positive as it was to the 
massage; however, we advised the parents to 
use it as it was taught, while carrying the baby 
daily and during bed rest. Since the case was 
an infant, remedial exercises were presented as

playing activities and tactile stimulation was 
used for facilitation of the pumping activity of 
muscles. Skin care was important because the 
skin of the lower limbs was dry and stretched. 
We thus advised the parents to keep the skin 
moist and clean.
To our knowledge, this is the first study 
investigating a physiotherapy program result in 
such a case. Nevertheless, further studies are 
required in order to see the effectiveness of this 
therapy program in a greater number of subjects.
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