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ABSTRACT

Review of Some Cases

DWIJESH KUMAR PANDA

Advanced lymphoedema of leg is frequently encountered in clinical practice. Chronic inflammation and fibrosis are the histological
hallmarks of lymphoedema. This article presents three case reports. Two patients were suffering from advanced lymphoedema who
underwent micro lymphatic-venous anastomosis. And the third patient suffering from advanced lymphoedema was treated with
medical therapy. Surgery was a failure whereas medicine treatment helped the patients to lead a normal life.

Case 1

A male aged about 45-year-old suffered from elephantiasis of both
legs for a period of more than 10 years [Table/Fig-1]. It was diagnosed
to be stage IV lymphoedema. The lymphoscintigraphy report
suggested dermal back flow along with non-visualisation iliacal and
paraaortic lymph nodes. The quantitative monoclonal antibody-based
ELISA test (OG,C,) for detection of circulating filarial antigen became
highly positive. He was operated for micro lymphatic-venous (end-to-
end) anastomosis (MLVA) followed by pneumatic compression and
elastic compression garments. There was 30% to 40% reduction of
oedema for a period of three months. Subsequently the size of the
leg reversed. The signs and symptoms recurred along with cellulitis.
Ulcer and discharge of pus from the ankle and lower part of leg
continued. The patient was confined to house and ultimately lost his
job. The later period of life became precarious.
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[Table/Fig-1]: (a) Clinical picture demonstrating chronic ulcer, discharge of pus
from bilateral lower limbs after MLVA surgery; (b) Lymphoscintigraphy of the limbs
showing lymphatic obstruction.

Case 2

Afemale aged about 31-year-old suffered from bilateral elephantiasis
of leg [Table/Fig-2]. The right leg was grade Il and the left leg grade
IV with nodules on the toes and candida infection in between.
The lymphoscintigraphy report showed severe impairment of
lymphatic flow on both sides with dilated lymphatic channels and
persistent popliteal lymph nodes on both sides. There was non-
visualisation of iliacal and paraaortic lymph nodes as well as activity
in the liver suggesting stagnation of lymphatic flow from both
extremities. The quantitative monoclonal antibody-based ELISA test
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(OG,C,) for detection of circulating antigens was found positive in
moderately high titre. The patient was operated for MLVA followed
by pneumatic compression. The size of the leg reduced 40% for a
period of four months. Subsequently, it bounced back.

[Table/Fig-2]: (a) Clinical picture of bilateral elephantiasis of leg after MLVA surgery;
(b) Lymphoscintigraphy shows severe impairment of lymphatic flow on both sides.

Case 3

A male aged about 21-year-old developed bilateral elephantiasis
of leg [Table/Fig-3]. The diagnosis was confirmed by
lymphoscintigraphy. Severe impairment of lymphatic flow on both
sides with dilated lymphatic channels and persistent popliteal
lymph nodes on both sides was seen. There was non-visualisation
of iliacal and paraaotic lymph nodes as well as activity in the liver
suggesting stagnation of lymphatic flow from both extremities. The
circulating monoclonal filarial antigen (OG,C,) test found positive in
very high titre. He was treated successfully with medical therapy
alone. He was on Benzathine Penicillin 12 lacs intramuscularly
every 15 days after sensitivity test to avoid infection along with
application of compression stocking to improve limb volume.
Benzathine penicillin proved to be very effective in the prevention
of recurrent infections. Studies have shown that between 80-90%
of patients reporting a penicillin allergy do not in fact have true
hypersensitivity reactions and the vast majority of these patients
can tolerate beta-lactams.

The patient was instructed to take care of the foot and toe spaces to
avoid recurrent fungal and bacterial infection. Elastic compression
stocking enhanced lymphatic contractility and redirect flow into the
non-obstructed lymphatics. There was no recurrence of dermato-
adenolymphangitis after six months of treatment.
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[Table/Fig-3]: (a) Clinical picture demonstrating elephantiasis of leg with medicine
treatment alone; (b) Lymphoscintigraphy of the both legs showing impairment of
lymphatic flow with dilated lymphatic channels.

DISCUSSION

Lymphoedemais the second leading cause of permanent disfiguring,
debilitating, and disability in the world [1]. The permanent cure
is not possible as the body is unable to regrow new lymphatics.
Each episode of infection is followed by breakdown of the skin
immune barriers which worsens in advanced lymphoedema
[2]. Recurrent attacks of Adeno-Dermato-Lymphangitis (ADL)
leads tolymphoedema. Surgery reduces the weight of the
lymphoedematous region, minimise the frequency of infections/
inflammatory episodes, and/or improve cosmesis and function.
Other categories of surgical treatment include: (1) excisional
operations (e.g., debulking, amputation, and liposuction); (2)
lymphatic reconstruction; (3) tissue transfer procedures. Lymphatic
reconstruction and tissue transfer procedures can be done in earlier
stages of elephantiasis, and for later stages debulking procedures
and split skin grafting are done. The complications of debulking
surgery range from breakdown of the skin graft, chronically non-
healing oozing wound and repeated skin infections and in worst
case, sepsis [3,4]. The bridging technique allows drainage of the
superficial lymphatics through the deep system by excision of strips
of fascia. The fascial barrier reform and the operation become
ineffective. Lymphatic anastomosis is done to relieve obstructive
lymphoedema. Lymphatic-venous shunts although encouraging in
early stages, are found disappointing later on.

Management of lymphoedema is a continuing challenge to
patients and clinicians. Early diagnosis by monoclonal circulating
adult filarial antigen test (OG,C,) [5] and lymphoscintigraphy [6]
improved accuracy of diagnosis and effective medical treatment.
Inflammation and infection of the leg, interdigital skin lesions of the
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foot associated with Streptococcus pyogenes, noticed in 50%
of cases. Each episode of infection leads to advanced stages of
deep lymphoedema. Severe infections require hospitalisation and
intensive antibiotic therapy [7,8]. Advanced lymphoedema leads to
grotesque deformity. Massive chronic swellings are unfortunately
irreversible and lymphatic microsurgery continues to remain an
unfulfilled promise [9].

CONCLUSION

In the indexed cases, medical therapy was aimed to avoid
repeated bacterial and fungal infection. The surgical intervention
was done to anastomose venous and lymphatic vessels. This
proved to be unsuccessful as the lymphatic ducts were not
patent distal to the obstruction.
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