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Cultural Linguistic Competency (CLC) & Implicit Bias (IB)

STATE LAW:
The California legislature has passed Assembly Bill (AB) 1195, which states that as of July 1, 2006, all Category 1 CME activities that relate to patient care must
include a cultural diversity/linguistics component. It has also passed AB 241, which states that as of January 1, 2022, all continuing education courses for a
physician and surgeon must contain curriculum that includes specified instruction in the understanding of implicit bias in medical treatment.

The cultural and linguistic competency (CLC) and implicit bias (IB) definitions reiterate how patients’ diverse backgrounds may impact their access to care.

EXEMPTION:
Business and Professions Code 2190.1 exempts activities which are dedicated solely to research or other issues that do not contain a direct patient care 
component. 

The following CLC & IB components will be addressed in this presentation: 

• Social and cultural risk factors for Lymphedema occurrence.

• Racial disparities in Lymphedema incidence.

• Access to lymphedema care especially surgery is limited in rural areas due to lack of knowledge and resources. 

• Not all obese patients with swollen extremities is due to deposition of excess adipose tissue. 

https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=200520060AB1195
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=200520060AB1195
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=200520060AB1195
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=200520060AB1195
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=201920200AB241
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=201920200AB241


What Is Lymphedema?

• Secondary lymphedema: Damage or obstruction to a previously normal lymphatic system

• Primary lymphedema: Genetic or developmental abnormalities

• An estimated 250 million people are living with lymphedema worldwide

Primary Causes

• Cancer treatment (lymph node dissection or radiation) is the leading cause in developed countries

CITY OF HOPE Wu T., et. al., Front Med 2025; Ahmed S., et. al., Lymphatics 2025



Stages of Lymphedema

Stage 0  – Swelling not evident, despite impaired lymph transport 

Stage I  – Early onset; accumulation of fluid that resolves with elevation of the limb

Stage II  – Limb elevation no longer reduces swelling; pitting may be present early but often progresses to 
non-pitting fibrosis

Stage III  – Tissue is fibrotic, pitting absent; skin changes such as thickening, hyperpigmentation, and fat 
deposits

Stage 0 Stage I Stage II Stage III

CITY OF HOPE International Society of Lymphology. 2023 Consensus Document. Lymphology 2023



Lymphedema Incidence

Cohort of 1,815 patients with invasive breast cancer (2005-2018)

Axillary Surgery Type 5-Year Cumulative BCRL Incidence

ALND + Regional Lymph Node Radiation (RLNR) 30.1%

ALND alone 24.9%

SLNB + Regional Lymph Node Radiation (RLNR) 10.7%

SLNB alone 8.0%

9.5%
Immediate lymphovenous anastomosis (LVA) after 
ALND

1.8%
No axillary surgery (INSEMA omission arm)

CITY OF HOPE Naoum G., et. al., J Clin Oncol 2020; Coriddi M., et. al., Ann Surg 2023; Reimer T., et. al., N Engl J Med 2025



Lymphedema Disparities

Incidence

• Black patients have 4x higher odds of BCRL than White patients

• Hispanic patients have 3x higher odds of BCRL than White patients

• BCRL rate is 16% vs 4% in the most vs. least deprived neighborhoods

Outcomes

• Black, Hispanic, and Asian women report more arm swelling than White women after ALND

• Medicare/Medicaid insured women report worse quality of life than privately insured women

Adherence & Access

• Fewer than 12% of insured patients have access to compression and surgical treatment nationally

• A review of 39 studies found education gaps and self-management burden remain key barriers to 
BCRL care

CITY OF HOPE
Montagna G., et. al., JAMA Oncol 2022; Hassan A.M., et. al., Breast Cancer Res Treat 2025; Heller D.R., et. al., JAMA Surg 2024; Lynn J.V., et. al., JAMA Surg 2023; 

Mattia A., et. al., Plast Reconstr Surg Glob Open 2025





Complete Decongestive Therapy

COMPONENTS OF CDT BY PHASE

PHASE 1 – INTENSIVE (DECONGESTIVE)

1 Examination

2 Manual Lymphatic Drainage 

3 Compression Bandaging  

4 Decongestive Exercise  

5 Skin Care  

PHASE 2 – MAINTENANCE

1 Compression Garments  

2 Self-Management  

3 Ongoing Education  

EVIDENCE SUPPORTING CDT AS STANDARD OF CARE

45%
Mean reduction in excess limb volume with 
compression therapy, in the largest pooled 
analysis to date

66%
Average reduction in excess limb volume after the 
intensive phase of CDT

29% vs 23%
Mean reduction in excess arm volume with CDT vs. 
compression alone in a landmark RCT

Full CDT Superior
Complete CDT protocols achieved greater volume 
reduction than those omitting components

CITY OF HOPE DiCecco S., et. al., Med Oncol 2024; Yu E., et. al., EClinicalMedicine 2026; Michopoulos E., et. al., Cureus 2020; Dayes I.S., et. al., J Clin Oncol 2013



Phase 1: Manual Lymph Drainage and Bandaging

Manual Lymph Drainage

• Very light pressure and long, gentle, 
rhythmic strokes

• Promotes lymph to drain out of an 
affected limb into an area of the body 
that drains normally

Compression Bandaging

• Multi-layered, low-stretch bandages 
applied over the affected limb

• Helps lymph fluid continue to drain 
and prevents it from building back up 
between sessions

CITY OF HOPE



Phase 2: Compression Garments

Phase 2: Maintenance

Garments are used when the limb is 
decongested and volume changes are 
minimal.

They replace multilayer bandaging as 
the long-term, patient-applied 
compression method, worn during 
the day to maintain limb volume.

CITY OF HOPE



Lymphedema Treatment Act
Effective January 2024

WHAT'S COVERED

3 Daytime, 2 Nighttime
Garments covered per affected body 
part: 3 daytime garments every 6 
months, 2 nighttime garments every 2 
years

No Set Limit
Bandaging supplies and accessories 
(donning aids, padding, fillers, zippers) 
are covered with no fixed quantity cap, 
based on medical necessity

REIMBURSEMENT REQUIREMENTS

Diagnosis + Rx Required
Requires a confirmed lymphedema 
diagnosis and physician prescription 
specifying garment type, quantity, and 
measurements

20% Coinsurance
Beneficiaries pay the Part B deductible 
plus 20% coinsurance, Medicare covers 
the remaining 80%

CURRENT CHALLENGES

Pumps Still Excluded
The LTA covers garments and supplies 
only; pneumatic compression devices 
remain under a separate, unchanged 
DME benefit

Persistent Equity Gaps
Supply chain delays, inconsistent non-
Medicare payer adoption, and 
socioeconomic disparities continue to 
limit access despite the new benefit

CITY OF HOPE Hassan A.M., et. al., J Clin Oncol 2025; Lymphedema Advocacy Group,  2025; CMS DMEPOS Final Rule (CMS-1780-F),  2024



Intermittent Pneumatic Compression Pumps

HOW THEY'RE USED

Adjunct to CDT
Delivers sequential, graduated 
pneumatic pressure to help move lymph 
fluid; typically used alongside 
compression bandaging or garments, 
not as a stand-alone therapy

30–60 Min, 1–2x/Day
Typical prescribed home use session 
duration and frequency, tailored by a 
lymphedema therapist to the patient's 
stage and tolerance

EFFICACY

64% Lower Incidence
Reduced risk of developing BCRL after 
breast cancer surgery with IPC use, 
across 14 RCTs and 1,397 patients

Benefit Fades Without Use
Adding IPC to CDT reduced limb volume 
within 4 weeks, but the added benefit 
weakened by about 9 weeks after 
stopping

INSURANCE REIMBURSEMENT

Covered as DME
Medicare covers pumps as durable 
medical equipment when medically 
necessary

61% Improper Payment Rate
Share of 2024 Medicare claims for 
pneumatic compression devices flagged 
as improperly paid, reflecting strict 
medical necessity documentation 
requirements

CITY OF HOPE Pandy S.K., et. al., Lymphology 2024; Blue Cross Blue Shield Medical Policy,  2024; Su L., et. al., Support Care Cancer 2025; Hou S., et. al., Gland Surg 2024; 
Lymphedema Advocacy Group,  2025; CMS Medicare Learning Network,  2024



Lymphedema Precautions

THE EVIDENCE

Blood draws & procedures
Using the unaffected arm is advised when possible — but isolated use 
of the at-risk arm has frequently not been shown to increase 
lymphedema risk, even in patients with ALND.

Air travel
There is no established link between air travel and lymphedema, nor 
evidence that compression garments confer benefit to at-risk women 
during flights.

Extreme temperatures
There is a paucity of data supporting the avoidance of sudden or 
prolonged limb exposure to extreme temperatures (e.g., saunas).

CITY OF HOPE Asdourian M., et. al., The Lancet Oncology 2016; National Lymphedema Network Position Statement,  2026



Lifestyle Factors

EXERCISE & STRENGTH TRAINING

87% Lower Risk
Supervised weightlifting reduced risk of 
long term lymphedema volume 
increase, across 9 systematic reviews

No Increase
Intense resistance training was not 
associated with worsened lymphedema 
symptoms in 115 breast cancer survivors

BODY WEIGHT (BMI)

105%
Higher odds of postoperative BCRL in 
patients with BMI ≥25 

38% vs 23%
Lymphedema incidence within 18 
months of surgery in patients with 
preoperative BMI ≥25 

ADHERENCE TO SELF-MANAGEMENT

39%
Of lymphedema patients wore 
compression garments continuously as 
recommended (>12 hrs/day)

28%–69%
Reported range of adherence rates to 
lymphedema self-management among 
breast cancer survivors, consistently 
below optimal levels across studies

CITY OF HOPE Aguilera-Eguía R.A., et. al., J Clin Med 2026; Shamsesfandabadi P., et. al., JAMA Netw Open 2025; Zhang W., et. al., Discov Oncol 2025; 
Wang L., et. al., Support Care Cancer 2023; Curbelo V., et. al., Medicina 2025; Zhao H., et. al., Support Care Cancer 2021



Lymphedema Prevention: Early Detection

THE PREVENT TRIAL

7.9%
Bioimpedance (L-Dex)

vs 19.2%
Tape measurement

Progression to needing complete decongestive therapy, assessed 
over 3 years of follow-up.

Intervention: When either method flagged early fluid 
accumulation, patients received a 4-week, 12 hour/day 
compression sleeve and gauntlet before being reassessed 
regardless of which detection method triggered it. 

PROSPECTIVE SURVEILLANCE SCHEDULE

Baseline

Pre-operative

Years 1–3

Every 3 months

Years 4–5

Every 6 months

Year 6+

Annually

SOZO

CITY OF HOPE Ridner S.H., et. al., Lymphatic Research and Biology 2022



Surgical  Management



Surgery For Lymphedema

Adapted from Kayrian et. al. 2017.



• Thickened and infected skin
• Swelling is mostly due to fat instead of fluid
• Usually seen in late stages of Lymphedema

• Softer non-infected skin
• Swelling is mostly due to fluid instead of fat
• Usually seen in earlier stages of 

Lymphedema

Which Surgery Should I Get?



Direct Excision

Excess tissue removed but morbid aesthetics; residual distal foot/hand lymphedema 
Sapontiz et. al. Microsurgery, 2015



Liposuction

Borson et. al. PRS Global, 2015



Lymphatico-Venous Bypass (LVB)

Adapted from JHU PRS 

• Super-microsurgical 
procedure

• < 1mm anastomoses
• 2-4 hour OR time
• Several small incisions
• 23 hr O/N in hospital



Lymphatico-Venous Bypass (LVB)

Yamamoto et al. PRS



Immediate Lymphatico-Venous Bypass



Immediate Lymphatico-Venous Bypass



Lymph Node Transfer

Principles and Practice of Lymphedema Surgery 2nd Edition

• Involves transplanting nodes 
to affected extremity

• Better outcomes than LVB 
for later lymphedema stages

• Higher complications

• Longer OR time

• Longer recovery



Lymph Node Transfer

Pre-op Post-op



Summary

• Lymphedema is a significant disease with no cure

• Treatment of lymphedema involves CDT +/- surgery

• Surgical modalities:

• Reductive – Direct excision and Liposuction
• Physiologic – Bypasses and Lymphatic Transfers
• Preventative – Immediate Lymphatic Repair at time of Axillary Dissection

• Immediate lymphatic repair seems promising and has the potential for reducing  incidence 
of lymphedema (or possibly preventing lymphedema) in the correct patient population



ThankYou

cityofhope.org
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