
This is the first Canadian study to demonstrate a decrease in reported incidence 
of upper extremity lymphedema following IRL
in breast cancer patients undergoing ALND.

These findings have the potential to reduce the 
significant long-term adverse outcomes of 
lymphedema and improve QOL for patients 
undergoing ALND. Future RCTs will establish a 
clearer role for ILR with LVB in these patients.

CONCLUSIONS

Prospective cohort study involving consenting patients 18 
years or older who required ALND from January 2018 to 
present.

ILR with LVB was performed unilaterally, and patients 
served as their own controls.

Patients were assessed at baseline, 3, 6, 9, 12 and 18 
months post-operatively.

Primary outcome measures were limb volume and patient 
reported upper limb quality of life.  

Limb volume was measured
using the Brørson’s truncated cone
formula and a perometer
(Pero-System 3D Körper Scanner).

Quality of life (QOL) was measured 
Using the LYMQOL ARM-Scoring 
System. Number of LVBs were 
recorded as well as operative time 
and complications. 

Assess the impact of ILR with LVB at the time of ALND on 
the incidence BCRL and post-operative quality of life at 
our institution.
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41% of patients undergoing axillary lymph node dissection (ALND) 
for breast cancer treatment will develop lymphedema by 10 years.  

Breast Cancer Related Lymphedema (BCRL) represents the 
common type of lymphedema in the developed world. ALND and 
radiation are major risk factors for developing BCRL.
It is a chronically disabling disease with no definitive
treatment.
20.6% of Canadians with BCRL have reported 
needing to change occupation or a reduced 
income.  
Immediate lymphatic reconstruction (ILR) with 
lymphovenous bypass (LVB) has shown decreased 
rates of BCR. While these early results are promising, 
LVB remains a relatively new procedure requiring further studies to 
elucidate its feasibility and efficacy in Canadian centres.
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OBJECTIVES

MATERIALS & METHODS

Forty patients underwent ILR with LVB following ALND.

Average age was 52.2 (±10.9).  Average BMI was 27.4 (±5.1.)

83% of patients received adjuvant radiation (n = 33)

63% of patients received adjuvant hormone therapy (n=27)

ILR with LVB was completed successfully in 95% of patients (n = 38 patients)

Each patient received on average 1.9 (±0.9) anastomoses

Mean surgical time for ALND and ILR with LVB was 174.2 (±58.8) mins.

Mean surgical time for ILR with LVB was 75.0 (±29.9)

7.7% of patients who received ILR with LVB developed
lymphedema (n=4)

Mean follow-up was 7.81 months (3-18 months)

Mean LYMQOL was 8.2/10 ± 1.5 at 18 months.

Post-operative complications were reported in 7.9%
of patients (n=3) including infection and pain.

Two patients were excluded from the final analysis
(deceased and LVB not possible).

RESULTS

DATA ANALYSIS

BACKGROUND

SURGICAL INTERVENTION

Student t-test used to compare changes in limb volume.

Paired t-test used to compare changes in LYMQOL.
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