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In this report, we discuss the postoperative protocol for patients undergoing lymphaticove-
nous anastomosis (LVA) in our unit. Immediately after LVA, the incision site is closed over a
small Penrose drain and a simple gauze dressing is applied without compression. In the first 5
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days, ambulation is allowed, but limb elevation is actively encouraged to promote lymphatic Taiwan

flow across the newly formed anastomosis. Prophylactic antibiotics are routinely given to
prevent infection because this patient group is susceptible to infections, which could trigger

thrombosis in the anastomosis.
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INTRODUCTION

Lymphaticovenous anastomosis (LVA) is a popular procedure
performed at many centers in the world as a surgical solution for
lymphedema when conservative management is inadequate.
The reasons for its high acceptability among patients include its
minimally invasive nature, as well as the fact that it can be per-
formed under local anesthesia and patients can be treated on an
outpatient basis. The short-term results of LVA are promising,
although evidence for its long-term efficacy has not been firmly
established [1].

At many lymphedema centers, the operated limb is com-
pressed with a pressure garment immediately after surgery, and
the patient is discharged home on the same day [2]. Recent
publications based on intraoperative observations have suggest-

ed that immediate limb compression distal to the anastomosis
site promotes lymphatic flow across the anastomosis, which is
thought to maintain its patency [3,4]. However, no medium- or
long-term studies are available to support this practice. In our
unit, we follow a more cautious approach to the postoperative

care of patients after LVA procedures.

CASE

Herein, we describe the case of a 76-year-old woman with bilat-
eral lower limb lymphedema (Fig. 1). Her previous medical his-
tory included atrial fibrillation, hypertension, stroke, hypothy-
roidism, and renal insufficiency. She presented with recurrent
paronychia and cellulitis on her left lower limb over the past 4 to
S years. Limb swelling progressed over this time period and
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Fig. 1. Preoperative photograph.

lymphedema was confirmed on lymphoscintigraphy. Due to her
significant medical history, lymph node transfer was considered
but not offered, and the patient also expressed no desire to ex-
plore this possibility. We proceeded with LVA at the dorsum of
the foot, distal medial leg, and mid-medial leg. Two LVAs at the
foot, one LVA at the distal leg, and two LVAs at the mid-leg were
performed. Lymphatic flow across the microanastomoses was
demonstrated at each site. The incision sites were closed with
5/0 Vicryl and 5/0 nylon sutures over a short Penrose drain
away from the anastomoses at the edge of the wound (Fig. 2).
No bandage or compression garment was applied. Postopera-
tively, there was improved tonicity and no further episodes of

cellulitis during an 18-month follow-up period (Fig. 3).

DISCUSSION

Although immediate compression garments are becoming in-
creasingly common after LVA at many centers, we are con-
cerned that the delicate, thin-walled vessels of microanastomo-
ses would collapse due to mechanical compression. This would
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Fig. 2. Postoperative wounds. Simple interrupted sutures for wound
closure over a short Penrose drain following lymphaticovenous
anastomosis at multiple sites in the lower limb. The wound was cov-
ered with gauzes and Micropore tape (without a compression ban-
dage or stocking). Skin wrinkling, indicating improved lymphedema
on the morning after surgery.

B

Fig. 3. Postoperative photographs. (A) Front view and (B) rear view.

stimulate coagulation within microanastomoses and cause fail-
ure of the lymphatic fluid bypass.

Previous experimental studies have shown that LVA patency
decreases over time, with a study even showing no patency at 3
weeks [S]. The coagulation factors in lymph fluid have been
shown to be present at levels of 50% to 60% relative to the blood
plasma [6]. Furthermore, the lymph-to-plasma ratios of various
coagulation factors have been reported to be between 0.05 and
0.28 [7]. Therefore, we believe that these scientific findings re-
garding lymph fluid justify our concerns. Since there is no pub-
lished direct comparison study between immediate compres-
sion versus compression after surgery (e.g., at 1 week postopera-
tively), we follow a more conservative postoperative protocol.
Instead of using a compression garment, we elevate the limb to
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promote lymphatic flow and to prevent stasis, thereby protect-
ing the anastomosis site from thrombosis.

‘We would like to highlight first that no bandages should be
placed on the wounds immediately after surgery. External com-
pression leads to stasis of flow through the newly created LVAs,
and stimulates thrombosis at the anastomotic sites in the pres-
ence of coagulation activity within the lymph fluid, as described
above. We recommend wound closure with simple interrupted
sutures to allow excess fluid to escape, insertion of a short Pen-
rose drain, and gentle coverage of the incision using gauze with-
out compression (Fig. 1). Second, ambulation should be al-
lowed after surgery (extrinsic pump), but the operated limb
should be elevated for most of the time in the initial S days. This
will encourage lymph flow across the anastomosis without com-
pression. We set the time of 5 days because the intima of the
vessels at the anastomotic site takes S days to heal. Third, pro-
phylactic antibiotics should be given because the lymphatic ves-
sels are very fragile and are vulnerable to infection, which may
again trigger thrombosis, even in cases of subclinical or mild in-
fection.

Although a transient increase in lymphatic flow could be ob-
served intraoperatively, it has yet to be proven that this increase
in lymphatic flow continues once the incision is closed and
compression is applied over the actual anastomosis and proxi-
mal to the anastomosis [3,4]. Another study found no differ-
ence in results whether compression was applied immediately
or at 2 weeks postoperatively [8]. The practice of immediate
limb compression after LVA is controversial and surgeons
should exercise caution and judgment. To optimize the function
of LVAs, they should be treated as ordinary microvascular anas-

tomoses.
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