LYMPHATIC RESEARCH AND BIOLOGY
Volume 00, Number 00, 2022

Mary Ann Liebert, Inc.

DOI: 10.1089/Irb.2021.0104

Open camera or QR reader and
scan code to access this article
and other resources online.

Safety and Efficacy of a Mobiderm Compression
Bandage During Intensive Phase of Decongestive Therapy
in Patients with Breast Cancer-Related Lymphedema:

A Randomized Controlled Trial

Anita Dhar, MBBS, DNB, PhD,' Anurag Srivastava, MS, PhD,' Ravindra M. Pandey, PhD/?
Prasanna Shrestha, MBBS, MS, MBA 2 Stéphanie Villet, PhD? and Arun Rekha Gogia, CLT*

Abstract

Background: Breast cancer-related lymphedema (BCRL) after primary therapy is a common condition, causing
physical and psychological distress. Decongestive lymphedema therapy (DLT) using multi-layered com-
pression bandages is an effective treatment. We conducted a randomized controlled trial evaluating the use
of a specific mobilizing bandage (Mobiderm®) on lymphedema volume reduction during the intensive phase
of DLT.

Methods and Results: Fifty female BCRL patients were randomized to receive either conventional multi-
layered bandages or mobilizing bandaging by using Mobiderm. Affected limb volume and excess volume were
evaluated at baseline (D0O) and after 15 days. The primary outcome was change in affected limb volume after
adjustment for baseline. Symptom scores were evaluated by visual analogue scale (VAS); safety and tolerability
were also assessed. Baseline characteristics were comparable. Affected limb volume reduction was observed in
both study groups after 15 days: by 19.0% in the Mobiderm arm and 8.6% in controls (adjusted values). The
between-group mean difference in adjusted volume reduction at day 15 was 256 mL (95% confidence interval
[CI], 92.5 to 421.3 mL; p=0.003) favoring Mobiderm. Reductions in excess volume of 57.3% (Mobiderm) and
25.1% (controls) were observed (adjusted values); with between-group mean difference in adjusted excess
volume of 220.2 mL (95% CI, 69.3 to 371.3 mL; p=0.006) favoring Mobiderm. Pain/heaviness VAS scores fell
significantly in both groups, with mean reductions of 1.84 (Mobiderm) versus 0.83 (control; p=0.001). Both
regimens were well tolerated.

Conclusion: The use of Mobiderm in multilayer compression bandaging shows benefit in lymphedema reduc-
tion and in alleviating functional symptoms/pain in patients with BRCL.
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Introduction

WITH THERAPEUTIC ADVANCES and use of multimodal
therapy in breast cancer (surgery, radiation therapy,
and chemotherapy, targeted therapy, and hormonal therapies
in various combinations), survival outcomes have greatly
improved; consequently, the longer-term impact of treatment
complications has assumed greater importance in a patient’s
well-being and quality of life (QoL)."

Breast cancer-related lymphedema (BCRL) of the up-
per limb after surgery or radiation therapy to axillary
lymph nodes is a common complication that can cause
substantial ]tz)h}/sical and psychological distress and im-
paired QoL.” " It has been estimated that 20% of patients
will develop chronic BCRL after treatment for breast
cancer.” In India, the location of the present study, Pillai
et al. reported an overall incidence of lymphedema of
41.1%, and an incidence of clinically significant lym-
phedema of almost 17%.°

The incidence of BCRL and individual risk is influenced
by a number of factors associated with individual patient
characteristics and therapy. Treatment-associated factors in-
clude surgical procedures, radiation therapy, and adjunctive
chemotherapy; in general, incidence is lower with more
limited axillary nodal procedures such as sentinel node bio-
psy (5.6%), and it is greater in patients receiving complete
axillary lymph node dissection (ALND, 19.9%), with receipt
of postoperative radiation therapy or adjunctive chemother-
apy further increasing incidence and risk.*?

Preoperative high body mass index (BMI) =30 is a rec-
ognized risk factor, as is the presence of postoperative
infection/cellulitis.>**° The onset of BCRL (i.e., rate of
development) is also variable; initial onset within days after
the completion of primary treatment may be observed, and
the majority of patients with BCRL will develop symptoms
within 2 years, although more delayed onset (over many
years) may also be seen.”'":

Complete decongestive therapy (CDT) is the foundation of
BCRL management. The CDT involves a combination of
manual lymphatic drainage, bandaging, skin care, and exer-
cises to promote lymph reduction, usually delivered in two
phases: an initial intensive phase to achieve optimal lym-
phedema volume reduction over a short period (1-4 weeks)
followed by a prolonged maintenance phase.'?

As reflected in the updated best practice guidelines
from the International Society of Lymphology and also the
International Lymphedema Framework (ILF),'*'? the use
of multicomponent compression bandaging is a key com-
ponent in lymphedema treatment in both phases, and in
particular during intensive phase therapy. Although differ-
ent modalities exist, a combination of layers of inelastic
(or ““low-stretch” compressive bandages) and short-stretch
elastic bandages applied to the whole limb are commonly
used.

Long-stretch elastic bandages can also be used in practice
in a multilayer bandage.'* The Mobiderm® mobilizing pad
or bandage (THUASNE, Saint-Etienne, France) is composed
of foam blocks lying within an adherent soft webbing,
designed to apply different areas of pressure on the skin sur-
face, which in combination with muscle movement promotes
edema mobilization and evacuation. Combining Mobiderm
with other multilayer bandages is associated with a shorter
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period of decongestive lymphedema therapy (DLT) com-
pared with other bandages, suggesting a rapid effect in reduc-
ing edema."

Mobiderm technology has also been included in garments,
tested in clinical studies for the maintenance phase of lym-
phedema treatment."” Data from clinical studies indicate that
the use of Mobiderm garment for night-time use during the
maintenance phase is well tolerated and provides clinical
benefits in reducing BRCL.'®™"?

Although the use of quality compression bandage systems
such as those using Mobiderm are widely available in many
countries across Europe, North America, and Australia, their
availability in other regions (including countries with a
considerable burden of BCRL such as India® ) is more limited,
and data on their use and clinical outcomes are lacking.'® The
purpose of the present study was to evaluate the effects of
the use of the Mobiderm system as a component of com-
pression bandaging in Indian patients with BCRL.

Materials and Methods
Study design and patient population

This was a single-center prospective randomized controlled
trial (RCT) conducted between July 2015 and December 2017 in
the department of surgical disciplines at the All India Institute of
Medical Sciences (AIIMS) in New Delhi, India. Eligible patients
were women aged from 18 to 60 years, with established sec-
ondary upper limb lymphedema after breast cancer surgery,
considered suitable for intensive phase DLT. Exclusion criteria
included primary lymphedema, co-existing cardiac or arterial
disease, involvement in any other clinical study within the pre-
vious 3 months, and the inability to provide informed consent.

At enrollment, a complete medical history and examina-
tion were performed to establish baseline characteristics,
including limb volume (measured via the water displacement
method). The included patients were then randomly assigned
to the Mobiderm or control groups in a 1:1 ratio, by using a
computer-generated randomization sequence.

The study was conducted in accordance with the Interna-
tional Conference on Harmonization Guidelines for Good
Clinical Practices, the principles of the Declaration of Hel-
sinki, and also national ethical guidelines. The study protocol
and other relevant study information was filed with the local
institutional review board, and approval was granted by the
ethics committee of AIIMS (IEC/NP-98/13.03.2015). Writ-
ten informed consent was obtained from each patient before
study enrollment.

Treatments and evaluations

Patients were assigned to receive one of two multicom-
ponent compression bandage regimens. In the Mobiderm
group, patients received a multi-layer bandage com-
posed of: an inner layer of cotton band (Bande Coton;
THUASNE); an intermediate layer (Mobiderm band;
THUASNE); and an external layer of elastic short-stretch
bandage (Biflexideal®; THUASNE). In the control group,
the intermediate layer comprised an ortho cotton wool soft
pad (as used in current treatment in India), whereas the
internal and external layers were the same as used in the
Mobiderm group. In both groups, the compression bandages
were initially applied by Certified Lymphedema Therapist



BANDAGING IN BREAST CANCER-RELATED LYMPHEDEMA 3

(CLT) in the AIIMS hospital team, and then reapplied three
times during the first week and once during the second week
by the same clinical team.

All patients were provided with clear detailed instructions
on relevant exercises, skin care, and hygiene associated
with intensive phase decongestive therapy. To reduce the risk
of dermatolymphangioadenitis (DLA), in accordance with
established protocols for the current standard of care of
patients with BCRL at AIIMS, all patients received a course
of Benzathine penicillin G (1.2 MU) via a deep intramuscu-
lar injection given once every 3 weeks.?”

Patients were evaluated at baseline (V1, day 0) and after
15 days of compression bandaging (V2). Upper limb vol-
ume (in mL) was measured by using the volume displacement
method, the gold standard, which involves immersing the
entire upper limb in a large container, with the volume of water
displaced assessed by using a large measuring cylinder.
A glass chamber filled with water was used for this purpose
with an outlet at the upper end to allow the water to come out
once displaced by the immersed arm. This displaced water was
collected in a cylinder with a marking on it for volume mea-
surement, kept exactly below the outlet.

The whole arm was kept still inside the chamber while the
patient kept holding the hand firmly at the bottom of the
chamber. This prevented movement and also allowed uni-
formity in measurement on every occasion (Fig. 1). The
volume of the unaffected contralateral upper limb was also
measured at day 0, to allow an estimation of the excess limb
volume due to lymphedema in the affected limb. At both
visits, patients were also asked to objectively grade combined
symptoms of pain and heaviness by using the visual analogue
scale (VAS) in which 0 indicates ‘“‘no pain or heaviness’
and 10 indicates the “‘worst possible pain or heaviness.”'®

FIG. 1.
cylinder with marking for measurement of displaced
volume.

Glass chamber along with the collecting glass

Information on adverse events associated with either com-
pression bandaging regimen (in particular the presence/
development of cellulitis) was also collected.

Outcomes

The primary outcome measures were the volume reduc-
tions in the affected limb at day 15 compared with baseline
(day 0); volume changes were compared within and between
groups. Secondary outcomes included changes in limb “‘pain/
heaviness’” scores.

Data analysis

At the time of the study, as no comparable study using the
Mobiderm band was available to quantify an appropriate
sample size, no formal sample size calculation was performed.
As such, a fixed number was selected for this study. A total of
50 patients were screened for eligibility and randomly assigned
to the 2 study groups: Mobiderm (rn=25) or control (n=25).
One patient assigned to the control group withdrew from the
study before the second study visit, and so, a total of 49 patients
completed the study and were available for analysis.

Continuous variables were expressed as mean * standard
deviation (SD) or standard error; categorical variables were
expressed as counts and percentage as appropriate (with
percentage calculated on the basis of the per-protocol popu-
lation). Changes in volume were expressed as means and
associated 95% confidence intervals (CIs). Percent reduc-
tions in limb volume (LV) were calculated by using the fol-
lowing formula: limb volume day O-limb volume day 15/
limb volume day 0x 100.

For categorical data, differences were evaluated by using
the Fisher exact test or the Chi-square test. Continuous var-
iables were compared by using the independent #-test (for
data following normal distribution) and the Wilcoxon rank-
sum test (for non-normally distributed data). Within- and
between-group changes between days 0 and 15 were com-
pared by using paired or independent #-tests or Wilcoxon
rank-sum test as appropriate; repeated-measures analysis of
covariance (ANCOVA) was used to adjust for differences
in baseline values. For all comparisons, a p-value of <0.05
was considered statistically significant. All data analyses
were performed by using STATA version 14 (STATA Corp.).

Results
Study population

Baseline characteristics of patients in the two study groups
were comparable (Table 1). The majority of patients were
aged >50 years and menopausal. The mean age in the Mo-
biderm group was 50.8+10.2 years with a mean BMI of
30.0£2.20kg/m?; in the control group, the mean age was
549+11.1 years with a mean BMI of 31.5+1.5kg/m>
More patients in the control group had co-existing diabetes
(p=0.023). From a primary treatment perspective, all pa-
tients underwent radical mastectomy and ALND; more than
60% had preoperative chemotherapy, and the great majority
had postoperative radiation therapy.

The mean time from the last surgery to study inclusion
was 12-18 months. Approximately 80% of patients in either
group had evidence of partial lymphatic obstruction on
lymphoscintigraphy (Table 1).
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TABLE 1. BASELINE CHARACTERISTICS OF THE STUDY COHORT

Mobiderm® group, n=25

Control group, n=24 p

Age (years)i mean+ SD
BMI (kg/m~), mean+SD
Diabetes, n (%)
Menstrual cycle, n (%)

Regular

Irregular

Menopause

Radical mastectomy with ALND, n (%)
Preoperative chemotherapy, n (%)
Postoperative radiotherapy, n (%)
Lymphoscintigraphy, n (%)

No obstruction

Partial obstruction

Complete obstruction
Surgical complications, n (%)

Hematoma

Seroma

Wound infection

Affected upper limb volume (mL), mean+SD
Contralateral upper limb volume (mL), mean+SD
Excess volume in affected upper limb (mL), mean+ SD

50.8+10.2 549+11.1 0.092
30.042.20 31.5+1.5 0.581
1 (4.0) 7 (29.2) 0.023
9 (36.0) 7 (29.2) 0.541
0 (0.0) 1(4.2)
16 (64.0) 16 (66.7)
25 (100) 24 (100) NS
15 (60.00) 15 (62.5) 0.850
20 (80.0) 21 (87.5) 0.702
2 (8.0) 0 (0.0) 0.286
20 (80.0) 19 (79.2)
3 (12.0) 5(20.8)
0 (0.0) 1 (4.2) 0.302
11 (44.0) 11 (45.8) 0.890
0 (0.0) 1 (4.2) 0.300
3096+900.2 3025+710.3 0.677
2036+ 561 2125+515 0.566
1060 900 0.359

“Continuous variables compared by using the independent #-test or the Wilcoxon rank-sum test; categorical variables compared by using

the Fisher exact test or Chi-square test.

ALND, axillary lymph node dissection; BMI, body mass index; SD, standard deviation.

Efficacy results

At baseline, there was no significant difference in the affected
limb volumes between the two groups (p=0.677). Day 0
mean excess limb volume in the Mobiderm and control groups
was 1060 mL £619.1 and 900 mL *£582.7, respectively.

Changes in limb volume and excess volume are shown in
Table 2 and Figures 2 and 3. Atday 15, areduction in affected
absolute limb volume at day 15 (unadjusted values) was
observed in both the Mobiderm and control groups (by 18.1%
and 9.5%, respectively). When adjusting for baseline vol-
ume using ANCOVA, adjusted absolute limb volume at

day 15 in the Mobiderm group was 2508 mL +57.1 at day 15
corresponding to a 19.0% reduction in absolute limb volume
from baseline (p=0.001) (Figs. 2A and 3A). In the control
group, adjusted absolute limb volume at day 15 was 2765 mL
+58.3, an 8.6% reduction (p=0.001). The between-group
mean difference in volume was 256 mL (95% CI, 92.5 to
421.3mL) in favor of the Mobiderm group (p=0.003).
Changes in excess volume (i.e., lymphedema) were also
observed (Table 2 and Figs. 2B and 3A). Between days 0 and
15, the unadjusted excess volume reduced significantly in
the Mobiderm group control (=560 mL) and also in the control
group (—275mL), both p<0.001. Unadjusted excess volume

TABLE 2. CHANGE IN AFFECTED LIMB VOLUME AND MEAN AFFECTED LIMB VOLUME REDUCTION OVER 15 DAYS

Day 0 Day 15
Unadjusted, Within group, Adjusted,”
Mean+SD mean=*SD p-value® mean £ SE
Absolute limb volume (mL)
Control group 3025+710.3 2737+672.3 0.001 2765+58.3
Mobiderm group 3096+900.2 2536+715.2 0.001 2508 +57.1
Difference (95% CI) —71.0 (=538.3 t0 396.3)  201.0 (—197.8 to 600.8) 256.0 (92.5 to 421.3)
Between-group p-value® 0.677 0.315 0.003
Excess volume (mL)
Control group 900+582.7 625+498.6 0.001 673.61£53.4
Mobiderm group 1060+619.1 500+433.9 0.001 453.4+52.2
Difference (95% CI) —147.5 (-493.3 to 198.3) 125.0 (—143.1 to 393.1) 220.2 (69.3 to 371.3)
Between-group p-value® 0.390 0.350 0.006

*Within-group p-value calculated by using paired ¢-test or Wilcoxon sign-rank test.

®Adjusted for baseline values by using ANCOVA.

“Between-group p-values calculated by using independent z-test or Wilcoxon sign-rank test.
ANCOVA, analysis of covariance; CI, confidence interval; SE, standard error.



BANDAGING IN BREAST CANCER-RELATED LYMPHEDEMA 5

A Absolute volume
OControl OMobiderm®
4,000
Between-group
mean differance
201 ml (95%C1: =197.8, 600.8)
3,500 p=0.315
Y| Adjusted between-group
p— mean difference
3,000 256 mi (95%C): 92.5, 421.3)
p=0.003"
& 2,500 ——
E
=
[-]
> 2,000
2
E
B 1500
g
£
<
1,000
500
Day 0 Day 0 Day 15 Day 15 Day 15 Day 15
Adjusted Adjusted

B Excess volume
oControl OMobiderm®
1,800
1,600
1,400
Batween-group
mean difference
1200 125 mi (95%CI: =143.1, 393.1)
™ p=0.350
g —
5 1,000
2 1 Adjusted between-group
-1 mean difference
E 800 220 ml (95%C: 69.3, 371.3)
= =0.006"
i P
2
é 600
<
400
200
o
Day 0 Day 0 Day 15 Day 15 Day 15 Day 15
Adjusted Adjusted

FIG. 2. Baseline (day 0) and changes in absolute limb volumes (A) and excess limb volumes (B) after 15 days of CDT
with conventional bandaging or compression bandaging with Mobiderm®; adjusted values represent values at day 15
adjusted for baseline volume by using repeated-measures ANCOVA. *Independent z-test. ANCOVA, analysis of covari-

ance; CDT, complete decongestive therapy.

reductions from baseline in the Mobiderm and control groups
were 52.8% and 30.6%, respectively. After adjustment for
baseline excess volume, adjusted excess limb volume at day 15
in the Mobiderm group was 453.4 mL +52.2; a 57.3% reduc-
tion in excess limb volume from baseline (p=0.001). In the
control group, adjusted excess limb volume at day 15 was
673.6 mL 1£53.4; a 25.1% reduction (p=0.001). The between-
group mean difference in volume was 220.2 mL (95% CI, 69.3
to 421.3mL) in favor of the Mobiderm group (p=0.006).

A % reduction in volume from baseline
100
OControl B Mobiderm®
80
g @ 57.3
]
(5]
3
-
@
o
o
S 40
251
8.6

Absolute volume Excess volume

FIG. 3.

Mean VAS scores for pain/heaviness were compa-
rable in both groups at day O, with mean+ SD scores of
2.32+2.59 (Mobiderm) and 2.45%2.48 (control). After
15 days of DLT, VAS scores were significantly lower
in both groups: 0.48%1.15 (Mobiderm; p=0.001) and
1.62£1.83 (control; p=0.004), with significantly greater
mean reductions observed in the Mobiderm group com-
pared with the control group (1.84 vs. 0.83; p=0.001)
(Fig. 3B).

B Changes in mean VAS scores
10
OControl OMobiderm®
8
2 6
™
1]
I
77]
g Mean reduction
Mobiderm® group vs
4 control
(1.84 vs 0.83; p=0.001)"
2

Day 0 Day 0 Day 15 Day 15

(A) Percent reductions from baseline in adjusted absolute and excess limb volume at day 15. (B) Mean VAS

scores for pain/heaviness across the study period. *Wilcoxon rank-sum test. VAS, visual analogue scale.
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Safety and tolerability

Cellulitis was the most frequently observed event during
the pre-bandaging period that was observed in 11 patients
(45.8%) of the control group and 15 (60%) of those receiv-
ing Mobiderm. There was no new episode of cellulitis during
the study treatment period, and no patient discontinued
treatment due to cellulitis. Both compression regimens were
well tolerated.

Discussion

The role of compression therapy in the treatment of lym-
phedema has been extensively discussed.'***?* The CDT
performed under the supervision of a trained lymphedema
nurse or physiotherapist is currently the gold standard of
care for the management of upper lymphedema, including
BCRL.'*"? In the intensive phase, CDT treatment goals are
to stop lymphedema progression, reduce lymphedema vol-
ume, and train patients for their subsequent life-long home
self-care and educate them in risk reduction considerations.

Studies evaluating the benefit of CDT on reducing lym-
phedema in BRCL typically evaluate volume reductions
from two perspectives: a reduction in affected limb abso-
lute volumes or a reduction in excess volume (a proxy
measurement for the lymphedema volume).** In the present
RCT, for our primary outcome we evaluated changes in
absolute limb volumes after 15 days of intensive phase
CDT; and after adjustment for baseline differences, we
found a mean reduction of 19.0% in absolute volume in
subjects treated with the Mobiderm compression stocking
and of 8.6% in those receiving a standard domestic multi-
layered compression bandaging system.

These results are comparable with those reported by oth-
ers. For example, Sezgin Ozcan et al. reported an 8.9%
reduction in absolute upper limb volume in patients with
BRCL after 3 weeks of intensive phase CDT (comprising
manual lymphatic drainage, exercise, and compression ban-
dages)25 ; however, Zasadzka et al. reported an absolute
volume reduction of 13.9% after 3 weeks of intensive phase
CDT using compression bandages in patients with lower limb
lymphedema.?®

We also evaluated changes in excess volume reduction
to examine effects on lymphedema per se, where we found
substantial reductions with both compression regimens after
15 days bandaging, although again significantly greater in
patients using Mobiderm bandage (57.3%) than control
(25.1%). Again, these reductions are comparable to or even
greater than those found in previous studies reporting the
impact of compression bandaging on excess volume in in-
tensive phase CDT. In their recent study, Sezgin Ozcan et al.
reported a 38.1% reduction in excess volume due to BRCL.*

However, a 33.0% reduction in excess volume in BRCL was
reported in the observational POLIT study,14 and a 37.9%
mean reduction after the intensive phase was reported by
Vignes et al. in a large cohort of 537 breast cancer patients.*”**
Other studies have also reported higher excess volume reduc-
tions, although these often involve additional elements of CDT
or are conducted over longer treatment periods.**-*°

In addition to volume reduction, we also assessed the
impact of compression bandages on symptoms of pain/
heaviness, and significant improvement in VAS scores after
15 days with both bandaging regimens. There was a greater
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reduction in VAS score in subjects treated with the Mobiderm
bandage. Similar improvements in upper limb symptoms
have also been reported by others after compression ban-
daging for BRCL in intensive phase CDT.'*!72

Our results suggest that compression bandaging is a prac-
tical and effective approach to CDT for patients with BRCL.
Although we found substantial reductions in volume and
pain VAS scores using conventional compression bandages,
significantly greater reductions were observed with the reg-
imen incorporating the Mobiderm bandage as the interme-
diate ‘““padding” in a multi-layered compression bandage.
When used as a second layer overlying a cotton bandage,
covered with a short-stretch bandage, this combination would
seem an effective practical approach to achieve compres-
sion and lymphatic decongestion.

This is particularly relevant for CDT in countries such as
India, where access to the broader range of quality com-
pression products and bandages may be more limited than
in other regions such as North America and Europe. The use
of a simpler system such as Mobiderm offers a prag-
matic approach to realize improved lymphedema than
conventional compression bandages. This bandage is re-
usable and washable, thus offering important utility in de-
veloping countries.

Our study has several limitations. Our study cohort
was relatively small, and the treatment period was relatively
brief, without longer term follow-up. Consequently, we
cannot comment on whether the benefits obtained with either
bandaging regimen were maintained. It is recognized that
volume reductions gained during intensive phase CDT
may diminish despite subsequent maintenance phase treat-
ment,'*?® and a longer study with more extensive follow-up
and/or a formal maintenance phase study would be helpful
to inform us of any sustained benefits of Mobiderm.

In addition, our study size and design did not allow us to
evaluate any predictive factors that may have influenced our
results. Obese patients are believed to be at a higher risk for
lymphedema because they have baseline impaired lymphatic
function,zz’31 and some data indicate that higher BMI is
associated with greater volume reductions in intensive phase
CDT.? In the gresent study, the mean BMI was between 30.0
and 31.5 kg/m~, indicating a high level of obesity in the study
population (although comparable in both groups) that may
have influenced the magnitude of the volume reductions
we observed.

However, our study also has some strengths: chiefly its
randomized design, with comparable patient demographics
in both study arms, where we evaluated clinically meaningful
outcomes (volume reduction, excess volume reduction, and
functional impairment). In addition, from a narrower local
perspective, although previous studies have evaluated the
benefit of intensive phase CDT in Indian patients with
BRCL,3 2734 these involved an extensive multicomponent
program, performed at home, and chiefly reported on QoL
outcomes. To date, none have specifically evaluated the im-
pact of different compression bandage regimens as reported
in the present study.

Conclusion

In this RCT, we found that the use of Mobiderm as a
mobilizing compression bandage in intensive phase CDT
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resulted in significantly greater volume reductions and
improvements in pain/heaviness VAS scores than a conven-
tional compression bandage regimen in patients with BRCL.
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