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Lymphedema is a chronic inflammatory disorder resulting from 
ineffective fluid uptake by the lymphatic system, and the effects 
are principally felt in the lower limbs. The condition is said to 
be primary when caused by genetic mutations and secondary 
when caused by injuries, infections, or surgery. Lymphedema, a 
worldwide pathology, does not have an effective therapy so far. 
Leukotriene B4 has recently been identified as a key molecule in 
lymphedema pathogenesis. Surgical, nonsurgical, and pharma-
cological treatments have been proposed; however, they do not 
cure the disease and only ameliorate the symptoms. Nutrition and 
nutritional status are extremely important in lymphedema phys-
iopathology. Obesity is a comorbidity that exacerbates the risk 
for secondary lymphedema and constitutes a negative prognostic 

factor. Indeed, anti-inflammatory foods and their effects on the 
inflammatory state and on oxidative stress are now being investi-
gated for their possible therapeutic role in lymphedema. Although 
no special diet has so far been proven to be very effective, spe-
cific dietary tips could help in alleviating the edematous state of 
patients with lymphedema. A few supplements have been tested 
for lymphedema treatment. Among them, GARLIVE® containing 
hydroxytyrosol, hesperidin, spermidine and vitamin A, exhibited 
promising effects in the animal model. Hydroxytyrosol, a poly-
phenol from olives, showed anti-inflammatory effects and reduced 
leukotriene B4 synthesis, thus holding promise as a potential nat-
ural candidate for lymphedema treatment.
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Summary

The lymphatic system

Our body maintains health and prevents diseases thanks 
to the coordinated action of different organs and organ 
systems, among which the lymphatic system is of utmost 
importance. The lymphatic system is composed of three 
main components: lymph, i.e. the interstitial fluid, orig-
inated by extravasation of fluid and proteins from blood 
capillaries; lymphatic vessels, which drain back lymph 
from the entire body into the bloodstream; and lympho-
cytes, cells of the immune system that concentrate in 
lymph nodes and check lymph content, including for the 
presence of microbes and viruses. The lymphatic vessels 
originate in the peripheral tissues and convey the lymph 
to the venous circulation [1, 2]. These vessels also trans-
port antigens and immune cells to the draining lymph 
nodes, which foster immune response or tolerance [3].
Apart from participating in immunity, the lymphatic sys-
tem is involved in many other physiological processes, 
among which circulation and metabolism are the most 
important [2]. The lymphatic system collects the lymph 
that is filtered from the arterial side of the capillary bed 
and also transports dietary fats, hormones, and waste 
substances [4, 5].
Always considered of secondary importance compared 
with the blood vascular system, growing evidence sup-

ports the primary role of the lymphatic vascular system. 
Blood vessels and heart develop earlier than the lym-
phatic vessels in embryos, and this first vascular system 
also has lymphatic functions crucial for defense mech-
anisms. Indeed, macrophages develop before erythro-
cytes, and in vertebrates, the early blood vessels express 
the lymphendothelial receptor VEGFR-3 [6]. 
Lymphatic vessels transport the lymph from the periph-
ery to the venous circulation. Similar to blood vessels, 
they can have different dimensions, from the small 
lymphatic capillaries (or initial lymphatics) to the large 
collecting vessels (lymph ducts or collecting lymphat-
ic vessels) [1]. The lymphatic vessels possess unidirec-
tional valves and are composed mainly of lymphatic 
endothelial cells (LECs) and lymphatic muscular cells 
(LMCs)  [1].  Disfunction in any of these components 
can lead to different pathologies, among which the most 
prevalent is lymphedema [5].

Lymphedema

A chronic inflammatory disorder resulting from fluid 
accumulation, lymphedema affects 3 million people in 
the United States and 140-250 million people globally. 
Lymphedema is considered primary when it is caused 
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by genetic variants and secondary when it develops after 
surgery, infections, or injuries. Primary lymphedema has 
a prevalence of 1/100.000, whereas secondary lymph-
edema has a prevalence of 1/1000. The disorder mainly 
affects the lower limbs, but it can also affect the upper 
limbs, genitalia, and face [7-10]. Lymphedema is more 
frequently diagnosed in women than in men, because 
of: 1) hormonal differences, that lead to more severe 
manifestations in females, and possibly 2) the fact that 
women consult clinicians more readily than men [11]. 
The pathophysiology of lymphedema and the molecu-
lar pathways underling the disease remain unclear al-
though several studies have advanced our knowledge in 
this field. It is known that inflammation is an essential 
component of lymphedema and that it results in lym-
phatic damage, pain, fibrosis, and adipose tissue depo-
sition [12-14]. Several genes, such as FOXC2 [15, 16], 
have been found to be involved in primary lymphedema 
development or in secondary lymphedema predispo-
sition; nevertheless, more research is needed to define 
new diagnostic and therapeutic targets [9]. Moreover, 
lymphedema treatments are currently unsatisfactory. 
Lymphedema, despite the etiology, is still virtually in-
curable, and the current therapeutics merely provide 
symptomatic relief by reducing swelling and preventing 
inflammation without offering a definitive cure for the 
disease [17].

Primary lymphedema

Lymphedema is classified as primary when it results 
from genetic mutations. Primary lymphedema is rare, 
and it is usually caused by malformations of lymphatic 
vessels and/or malfunction of lymphatic drainage [18]. 
More than 20 genes have been associated with various 
forms of primary lymphedema, but their mutations can 
explain only a portion of all primary lymphedema cas-
es and a high degree of genetic heterogeneity is found 
among patients with lymphedema [19]. Apart from Mil-
roy disease, many forms of primary lymphedema are 
usually sporadic. The disease can present at birth (con-
genital) or evolve during childhood, puberty, or even 
adult life, and may be diagnosed through genetic screen-
ing methods [18, 20].

Secondary lymphedema

Secondary lymphedema evolves after birth and results 
from lymphatic damage by different agents, such as in-
fections, surgery, or traumas [18]. Particularly, lymphat-
ic filariasis results from infections caused by nematodes 
belonging to the Filariodidea family, and it is the most 
common form of secondary lymphedema worldwide. 
The infection is mainly found in sub-Saharan Africa and 
India and affects more than 120 million people global-
ly [18]. Moreover, herpesvirus infection can rarely cause 
lymphedema [21]. Secondary lymphedema typically re-
sults from malignancy-related therapeutic interventions. 

Surgical procedures usually lead to dissection or exci-
sion of lymph nodes. Furthermore, radiation therapy can 
damage dermal lymphatic vessels and cause nodal fi-
brosis [18, 22]. Finally, obstruction of lymphatic vessels 
by adipose tissue and reduced physical activity, which 
is typical of morbid obesity, can also cause secondary 
lymphedema [18, 23]. 

Pathophysiology of lymphedema

Lymphedema is a chronic inflammatory disorder. Fluid 
accumulation stimulates the activation of inflammato-
ry cells, which in turn modify the extracellular matrix, 
decreasing lymphatic function [24]. Several inflamma-
tory cells participate in its etiopathogenesis, mainly T 
cells and macrophages. CD4+ cells, specifically Th2 
differentiation, are essential in controlling fibrosis and 
inflammation and in the development of lymphatic dis-
function [24, 25]. M1 inflammatory macrophages can be 
activated by Th1 and Th17 cellsand release nitric oxide 
and VEGF-C, which reduce the contraction of lymphat-
ic vessels and increase lymphangiogenesis, respectively. 
On the other hand, M2 anti-inflammatory differentiation 
of macrophages seems to be beneficial in the initial stag-
es of lymphedema and regulates lymphangiogenesis and 
tissue remodeling [24-26].
Following inflammation, lymphedema results in fibro-
sis and adipose tissue deposition. Fibrosis impedes the 
functioning of lymphatic vessels and exacerbates the 
symptoms of lymphedema and reduces lymph drainage. 
Fibrosis is positively regulated by Th1 and Th2 cells, 
which release TGF-β, IL-4 and IL-13, whereas macro-
phages negatively regulate the process. Adipose tissue 
is influenced by IL-6 dysregulation and Th2 cells, a 
negative regulator of adipose tissue deposition, whereas 
lymph stasis and leakage typical of lymphedema sustain 
adipose tissue proliferation [24, 25].

Leukotriene B4
Several studies have reported that leukotriene B4 (LTB4) 
is involved in the pathogenesis of lymphedema [21]. 
Leukotrienes are synthetized in leukocytes from arachi-
donic acid by the action of different enzymes, among 
which 5-lipoxygenase is prominent. Leukotrienes bind 
cognate G protein coupled receptors and elicit an inflam-
matory response. LTB4 signal is transduced by the re-
ceptors LTB4R and LTB4R2 [27]. LTB4 controls CD8+ 
and CD4+ cells as well as the recruitment of neutrophils 
and macrophages in the lymphedematous tissues. These 
inflammatory cells, especially neutrophils, produce 
more LTB4 upon activation, thus recruiting even more 
leukocytes to the inflammatory site [27, 28]. LTB4 stim-
ulates Th17 differentiation and acts as a molecular link 
between adaptive and innate immunity in lymphedema 
[29]. LTB4 modulates VEGFR-3 and Notch signaling, 
both of which are important in lymphangiogenesis, 
and mediate pruritus caused by localized lymphedema. 
LTB4 has been proven to diminish the function of lym-



G. BONETTI ET AL.

E202

phatic endothelial cells, worsening the progression of 
lymphedema [25, 30]. 

Treatments

No absolute cure is available for lymphedema. The ther-
apeutic approaches are divided mainly into nonsurgical 
(lymphatic drainage, compression therapy, electromedi-
cal devices, and specific exercising) and surgical (lym-
phatico–lymphatic bypass, used only in selective cases) 
methods. Other than specific treatments, skin hygiene 
and mild-to-moderate physical activity are of utmost 
importance [31, 32]. Some pharmacological treatments 
have been proposed for chronic edema pathologies, all 
with unsatisfactory results. Particularly, diuretics, an-
algesics, antibiotics, antifungals, and benzopyrones are 
being or have been used.
• Diuretics, used only in the initial stages of lymphede-

ma, are usually ineffective, and their long-term use 
can result in fluid and electrolyte imbalance.

• Analgesics are used in cases of severe edema when 
the size and weight of the limb causes unbearable 
pain.

• Antibiotics are used in the presence of cellulitis, a 
common complication that results from lymphatic 
disfunction and local immunodeficiency.

• Antifungals are used for treating athlete’s foot and 
fungal nail infections, typical complications of 
lymphedema in the lower limbs.

• Benzopyrones are considered the most effective 
pharmacological treatment because they stimulate 
proteolysis by macrophages, thus reducing excess 
proteins, swelling, fibrosis, and chronic inflamma-
tion and controlling microbial infections [31, 33, 34]. 

The lack of effective lymphedema treatments calls for 
research on new active molecules.

Proposed supplements 
and hydroxytyrosol

Apart from pharmacological therapies, a few studies 
have proposed the use of dietary supplements for the 
treatment of lymphedema. A combination of caloric re-
striction and synbiotic supplementation reduced the ede-
ma in survivors of breast cancer-related lymphedema, 
mainly via the antioxidant properties [35, 36]. More-
over, selenium supplementation proved to be effective 
in the treatment of secondary lymphedema and reduced 
the production of reactive oxygen species [37]. Finally, 
a new promising molecule has been recently proposed 
for the treatment of lymphedema in the form of supple-
ments, namely hydroxytyrosol (HT). HT is a biophenol 
extracted from olive oil and leaves, exhibiting anti-in-
flammatory, antioxidant, and antimicrobial properties. 
HT has no side effects at any concentration; thus, it was 
proposed for prolonged consumption in the form of a 
nutraceutical. HT has been established to be an efficient 
inhibitor of LTB4 synthesis [8, 25, 38]. LTB4 inhibitors 

have already been tested for lymphedema treatment. Ke-
toprofen, a nonsteroidal anti-inflammatory drug, inhibits 
5-lipoxygenase activity and regulates LTB4 synthesis. 
Ketoprofen alleviates inflammation and induces pro-
lymphangiogenic factors, thereby reversing edema and 
re-establishing the lymphatic function [39, 40]. HT con-
sumption has recently been correlated with an improve-
ment in the quality of life in patients with lymphedema, 
supporting its therapeutic value [41].

Supplementation of HT 
in an animal model of lymphedema

A dietary supplement containing HT, GARLIVE®, was 
tested in a mouse tail model of lymphedema [7]. Oth-
er than HT, GARLIVE® contains the anti-inflammatory 
molecules spermidine, hesperidin, and vitamin A. Sper-
midine is derived from rice seeds, and it inhibits the pro-
duction of proinflammatory mediators, such as TNF-α, 
IL-1β, NO, and PGE2 [42]. Hesperidin is extracted from 
citrus fruits and has been tested for lymphedema treat-
ment, with promising results [43]. Vitamin A is usually 
correlated with low levels of inflammation. Moreover, 
retinoic acid, a metabolite of vitamin A, can interact 
with the receptor encoded by the RORC gene. Delete-
rious mutations in this gene have recently been reported 
in patients with lymphedema [44]. GARLIVE® supple-
mentation resulted in reduced tail swelling after surgical 
intervention. The treated group presented a decreased 
tail volume, the peak of the swelling was reached faster, 
and the swelling remained for less time [7]. Consider-
ing the molecular effects of the used molecules, their 
possible synergistic effects, and the promising results 
in the animal model, further clinical studies should be 
conducted to establish the use of GARLIVE® in patients 
with lymphedema.

Lymphedema and nutrition

Diet plays an essential role in lymphedema progression. 
Particularly, the classical Western eating habits, based 
on carbohydrates and refined foods, favor systemic 
low-grade chronic cellular inflammation, which in turn 
stimulates edema. Proinflammatory and anti-inflamma-
tory foods are now being actively investigated for their 
possible roles in lymphedema. Oxidative stress, anoth-
er important aspect of lymphedema pathophysiology, 
could be reduced via nutrition and using supplements 
containing several natural antioxidant substances. Poly-
phenols seem to target the molecular pathways that form 
the basis of lymphedema. Polyphenols exert anti-inflam-
matory and antiedematous actions, and they elicit an ef-
fect directly on the lymphangion [32]. High body mass 
index has been correlated with lymphedema onset, and 
weight loss achieved via caloric restricted and healthy 
dietary patterns has been proven to reduce breast-cancer 
related secondary lymphedema [45]. Moreover, weight 
loss has been shown to improve lymphedema-related 
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symptoms and also offers other benefits such as im-
proved body image and insulin control [32]. In the scope 
of dietary control, the intake of medium-chain fatty ac-
ids has been established to be correlated with a reduction 
in the volume of the limbs. Medium-chain fatty acids 
are hydrolyzed by pancreatic lipase and then absorbed 
in the duodenum. These fatty acids are not esterified or 
absorbed by the lymphatics but directly enter the portal 
system, thereby reducing accumulation and pressure in 
the lymphatic ducts [46]. However, extremely low-fat di-
ets could require specific vitamin supplements; thus, the 
specific diet should be controlled by the clinician. Re-
stricted fluid intake has also been proposed as a possible 
lymphedema intervention, but it has not been demon-
strated to be beneficial in peripheral lymphedema. Thus, 
no special diet has so far been proven to be of high ther-
apeutic value for patients with lymphedema [31]. Nev-
ertheless, specific dietary tips could help in reducing the 
edematous state. Fibers present in fruits and vegetables 
lead to the formation of short-chain fatty acids in the 
bowel, which exhibit an anti-inflammatory activity [32, 
47]. Other anti-inflammatory dietary molecules, such as 
omega-3, and several spices (turmeric, garlic, and curry 
leaves) may reduce inflammation and edema [32, 48]. 
On the contrary, foods such as salt, caffeine, omega 6 or 
9, alcohol, and sweets exert the opposite effect [32, 49]. 
Thus, they should be avoided by patients with lymph-
edema. Finally, foods can control the physiologic hor-
monal response, which in turn influences inflammation 
and edema [32]. Apart from nutrition, specific physical 
exercises have been shown to be extremely important 
for improving the quality of life and ameliorating the 
symptoms of patients with lymphedema. In patients with 
secondary lymphedema, yoga practice, for instance, has 
been shown to be highly effective [50].

Lymphedema and obesity

Lymphedema may be a comorbidity of obesity. Several 
studies have correlated obesity with lymphedema onset, 
course, and prognosis [32, 51]. Patients with obesity also 
exhibit other conditions leading to limb edema, such as 
reduced mobility, concomitant metabolic syndrome, ex-
cess of fluid-retentive adipose tissue, hypertension, and 
hormonal alterations [32]. Obesity exacerbates the risk 
for secondary lymphedema by up to three times. More-
over, even without other conditions, people with a body 
max index of > 60 have an insufficient lymphatic flow. 
Adipose tissue physically compresses lymphatic vessels 
and triggers local inflammation. Obesity has been prov-
en to strongly influence the treatments for both primary 
and secondary lymphedema, thus representing a nega-
tive prognostic factor [32, 52]. Several studies also sug-
gested that a high-fat diet can deregulate gene expres-
sion in lymphatic endothelial cells, which implies a ge-
netic link between obesity and lymphedema. In a recent 
study on 71 patients with lymphedema, 20% were obese, 
and several mutations in genes related to lymphedema 
pathogenesis were also detected in patients with obesity. 

These findings suggest the presence of a genetic asso-
ciation between lymphedema and obesity [41, 53, 54]. 

Conclusion

Lymphedema is a worldwide-diffused disease, still 
without an effective therapy. Surgical, non-surgical, 
and pharmacological treatments have been proposed, 
but they only ameliorate the symptoms. Several supple-
ments have been proposed for lymphedema treatment, 
with GARLIVE® having promising effects in the animal 
model. New research and clinical studies will be needed 
to find the best treatment for lymphedema patients.

Acknowledgements

This research was funded by the Provincia Autono-
ma di Bolzano in the framework of LP 15/2020 (dgp 
3174/2021).

Conflicts of interest statement

Authors declare no conflict of interest.

Author's contributions

MB: study conception, editing and critical revision of 
the manuscript; GB, KD, Serena M, Silvia M, Sandro M, 
MR, MC: literature search, editing and critical revision 
of the manuscript. All authors have read and approved 
the final manuscript.

References

[1] Adamczyk LA, Gordon K, Kholová I, Meijer-Jorna LB, 
Telinius N, Gallagher PJ, van der Wal AC, Baandrup U. Lymph 
vessels: the forgotten second circulation in health and disease. 
Virchows Arch 2016;469:3-17. https://doi.org/10.1007/s00428-
016-1945-6

[2] Ozdowski L, Gupta V. Physiology, Lymphatic System. In: 
StatPearls. Treasure Island (FL): StatPearls Publishing 2022

[3] Petrova TV, Koh GY. Biological Functions of lymphatic vessels. 
Science 2020;369. https://doi.org/10.1126/science.aax4063

[4] Alitalo K. The lymphatic vasculature in disease. Nat Med 
2011;17:1371-80. https://doi.org/10.1038/nm.2545

[5] Maltese PE, Michelini S, Ricci M, Maitz S, Fiorentino A, 
Serrani R, Lazzerotti A, Bruson A, Paolacci S, Benedetti S, 
Bertelli M. Increasing evidence of hereditary lymphedema 
caused by CELSR1 loss-of-function variants. Am J Med Genet 
A 2019;179:171824. https://doi.org/10.1002/ajmg.a.61269

[6] Wilting J, Papoutsi M, Becker J. The lymphatic vascular system: 
secondary or primary? Lymphology 2004;37:98-106. 

[7] Bhusan Tripathi Y, Pandey N, Mishra P, Tripathi P, Coatto M, 
Anpilogov K, Dhuli K, Donato K, Michelini S, Cecchin S,  
Beccari T, Ceccarini MR, Paolacci S, Bertelli M. Effect of a 
dietary supplement on the reduction of lymphedema-progression 
in mouse tail-cut model. Eur Rev Med Pharmacol Sci 
2021;25:56-66. https://doi.org/10.26355/eurrev_202112_27334



G. BONETTI ET AL.

E204

[8] Bertelli M, Kiani AK, Paolacci S, Manara E, Kurti D, Dhuli 
K, Bushati V, Miertus J, Pangallo D, Baglivo M, Beccari 
T, Michelini S. Hydroxytyrosol: a natural compound 
with promising pharmacological activities. J Biotechnol 
2020;309:29-33. https://doi.org/10.1016/j.jbiotec.2019.12.016

[9] Michelini S, Paolacci S, Manara E, Eretta C, Mattassi R, 
Lee B-B, Bertelli M. Genetic tests in lymphatic vascular 
malformations and lymphedema. J Med Genet 2018;55:222-32. 
https://doi.org/10.1136/jmedgenet-2017-105064

[10] McNeely ML, Peddle CJ, Yurick JL, Dayes IS, Mackey 
JR. Conservative and dietary interventions for cancer-
related lymphedema. Cancer 2011;117:1136-48. https://doi.
org/10.1002/cncr.25513

[11] Brouillard P, Witte MH, Erickson RP, Damstra RJ, Becker 
C, Quéré I, Vikkula M. Primary lymphoedema. Nat Rev Dis 
Primers 2021;7:77. https://doi.org/10.1038/s41572-021-00309-
7

[12] Fossum TW, Miller MW. Lymphedema: etiopathogenesis. 
J Vet Intern Med 1992;6:283-93. https://doi.
org/10.1111/j.1939-1676.1992.tb00353.x

[13] Johnson SM. Lymphedema-distichiasis syndrome: report of a 
case and review. Arch Dermatol 1999;135:347-8. https://doi.
org/10.1001/archderm.135.3.347

[14] Okeke A. Lymphoedema in urological cancer. Eur Urol 
2004;45:18-25. https://doi.org/10.1016/j.eururo.2003.08.010

[15] Missaglia S, Tavian D, Michelini S, Maltese PE, Bonanomi A, Bertelli 
M. Imbalance between expression of FOXC2 and its LncRNA in 
lymphedema-distichiasis caused by frameshift mutations. Genes 
2021;12:650. https://doi.org/10.3390/genes12050650

[16] Tavian D, Missaglia S, Michelini S, Maltese PE, Manara E, 
Mordente A, Bertelli M. FOXC2 disease mutations identified in 
lymphedema distichiasis patients impair transcriptional activity 
and cell proliferation. International. Int J Mol Sci 2020;21:5112. 
https://doi.org/10.3390/ijms21145112

[17] Bruns F, Micke O, Bremer M. Current Status of Selenium and 
Other Treatments for Secondary Lymphedema. J Support Oncol 
2003;1:121.30. 

[18] Grada AA, Phillips TJ. Lymphedema. J Am Acad Dermatol 
2017;77:1009-20. https://doi.org/10.1016/j.jaad.2017.03.022

[19] Brouillard P, Boon L, Vikkula M. Genetics of lymphatic 
anomalies. J Clin Invest 2014;124:898-904. https://doi.
org/10.1172/JCI71614

[20] Kiani AK, Paolacci S, Scanzano P, Michelini S, Capodicasa N, 
D'Agruma L, Notarangelo A, Tonini G, Piccinelli D, Farshid 
KR, Petralia P, Fulcheri E, Buffelli F, Chiurazzi P, Terranova 
C, Plotti F, Angioli R, Castori M, Pös O, Szemes T, Bertelli M. 
Prenatal genetic diagnosis: fetal therapy as a possible solution 
to a positive test. Acta Biomed 2020;91:e2020021. https://doi.
org/10.23750/abm.v91i13-S.10534

[21] Butler DF. Acquired lymphedema of the hand due to Herpes 
Simplex virus type 2. Arch Dermatol 1999;135:1125-6. https://
doi.org/10.1001/archderm.135.9.1125

[22] Avraham T, Yan A, Zampell JC, Daluvoy SV, Haimovitz-
Friedman A, Cordeiro AP, Mehrara BJ. Radiation therapy causes 
loss of dermal lymphatic vessels and interferes with lymphatic 
function by TGF-Β1-Mediated tissue fibrosis.. Am J Physiol 
Cell Physiol 2010;299:C589–C605. https://doi.org/10.1152/
ajpcell.00535.2009

[23] Asch S, James WD, Castelo-Soccio L. Massive localized 
lymphedema: an emerging dermatologic complication of 
obesity. J Am Acad Dermatol 2008;59:S109–S110. https://doi.
org/10.1016/j.jaad.2008.04.009

[24] Hespe GE, Nores GG, Huang J-J, Mehrara BJ. Pathophysiology 
of lymphedema-is there a chance for medication treatment? J 
Surg Oncol 2017;115:96-8. https://doi.org/10.1002/jso.24414

[25] Bertelli M, Kiani AK, Paolacci S, Manara E, Dautaj A, Beccari 
T, Michelini S. Molecular pathways involved in lymphedema: 
hydroxytyrosol as a candidate natural compound for treating 

the effects of lymph accumulation. J Biotechnol 2020;308:82-6. 
https://doi.org/10.1016/j.jbiotec.2019.11.017

[26] Ghanta S, Cuzzone DA, Torrisi JS, Albano NJ, Joseph WJ, 
Savetsky IL, Gardenier JC, Chang D, Zampell JC, Mehrara BJ. 
Regulation of inflammation and fibrosis by macrophages in 
lymphedema. Am J Physiol Heart Circ Physiol 2015;308:H1065–
H1077. https://doi.org/10.1152/ajpheart.00598.2014

[27] Jiang X, Nicolls MR, Tian W, Rockson SG. Lymphatic 
dysfunction, leukotrienes, and lymphedema. Annu Rev 
Physiol 2018;80:49-70. https://doi.org/10.1146/annurev-
physiol-022516-034008

[28] Goodarzi K, Goodarzi M, Tager AM, Luster AD, von Andrian 
UH. Leukotriene B4 and BLT1 control cytotoxic effector T Cell 
recruitment to inflamed tissues. Nat Immunol 2003;4:965-73. 
https://doi.org/10.1038/ni972

[29] Lee W, Su Kim H, Lee GR. Leukotrienes induce the migration 
of Th17 Cells. Immunol Cell Biol 2015;93:472-9. https://doi.
org/10.1038/icb.2014.104

[30] Michelini S, Cestari M, Michelini S, Camilleri G, de Antoni L, 
Sonna WN, Bertelli M. Study of a supplement and a genetic test 
for lymphedema management. Acta Biomed 2020;91:e2020013. 
https://doi.org/10.23750/abm.v91i13-S.10658

[31] Executive Committee of the International Society of 
Lymphology The Diagnosis and Treatment of Peripheral 
Lymphedema: 2020 Consensus Document of the International 
Society of Lymphology. Lymphology 2020;53:3-19.

[32] Cavezzi A, Urso SU, Ambrosini L, Croci S, Campana F, Mosti 
G. Lymphedema and nutrition: a review. Veins and Lymphatics 
2019;8. https://doi.org/10.4081/vl.2019.8220

[33] Keeley V. Pharmacological treatment for chronic oedema. Br 
J Community Nurs 2008;13:S4–S10. https://doi.org/10.12968/
bjcn.2008.13.Sup2.29394

[34] Ramelet AA. Pharmacologic aspects of a phlebotropic drug in 
CVI-Associated edema. Angiology 2000;51:19-23. https://doi.
org/10.1177/000331970005100105

[35]  Navaei M, Haghighat S, Janani L, Vafa S, Saneei Totmaj A, Raji 
Lahiji M, Emamat H, Salehi Z, Amirinejad A, Izad M, Zarrati 
M. The effects of synbiotic supplementation on antioxidant 
capacity and arm volumes in survivors of breast cancer-related 
lymphedema. Nutr Cancer 2020;72:62-73. https://doi.org/10.108
0/01635581.2019.1616781

[36] Vafa S, Zarrati M, Malakootinejad M, Totmaj AS, Zayeri 
F, Salehi M, Sanati V, Haghighat S. Calorie restriction and 
synbiotics effect on quality of life and edema reduction in breast 
cancer-related lymphedema, a clinical trial. Breast 2020;54:37-
45. https://doi.org/10.1016/j.breast.2020.08.008

[37] Pfister C, Dawzcynski H, Schingale F-J. Sodium selenite and 
cancer related lymphedema: biological and pharmacological 
effects. J Trace Elem Med Biol 2016;37:111-6. https://doi.
org/10.1016/j.jtemb.2016.05.005

[38] Burattini S, Salucci S, Baldassarri V, Accorsi A, Piatti E, 
Madrona A, Espartero JL, Candiracci M, Zappia G, Falcieri E. 
Anti-apoptotic activity of hydroxytyrosol and hydroxytyrosyl 
laurate. Food Chem Toxicol 2013;55:248-56. https://doi.
org/10.1016/j.fct.2012.12.049

[39] Nakamura K, Radhakrishnan K, Wong YM, Rockson SG. Anti-
inflammatory pharmacotherapy with ketoprofen ameliorates 
experimental lymphatic vascular insufficiency in mice. 
PLoS ONE 2009;4:e8380. https://doi.org/10.1371/journal.
pone.0008380

[40] Tian W, Rockson SG, Jiang X, Kim J, Begaye A, Shuffle EM, 
Tu AB, Cribb M, Nepiyushchikh Z, Feroze AH, Zamanian 
RT, Dhillon GS, Voelkel NF, Peters-Golden M, Kitajewski J, 
Dixon JB, Nicolls MR. Leukotriene B 4 antagonism ameliorates 
experimental lymphedema. Sci Transl Med 2017;9. https://doi.
org/10.1126/scitranslmed.aal3920

[41] Dhuli K, Ceccarini MR, Precone V, Maltese PE, Bonetti G, 
Paolacci S, Dautaj A, Guerri G, Marceddu G, Beccari T, 



DIETARY SUPPLEMENTS IN LYMPHEDEMA

E205

Michelini S, Bertelli M. Improvement of quality of life by intake 
of hydroxytyrosol in patients with lymphedema and association 
of lymphedema genes with obesity. Eur Rev Med Pharmacol Sci 
2021;25:33-42. https://doi.org/10.26355/eurrev_202112_27331

[42] Jeong JW, Cha HJ, Han MH, Hwang SJ, Lee DS, Yoo JS, 
Choi IW, Kim S, Kim HS, Kim GY, Hong SH, Park C, Lee 
HJ, Choi YH. Spermidine protects against oxidative stress 
in inflammation models using macrophages and zebrafish. 
Biomol Ther (Seoul) 2018;26:146-56. https://doi.org/10.4062/
biomolther.2016.272

[43] Pecking AP, Fevrier B, Wargon C, Pillion G. Efficacy of 
Daflon 500 Mg in the treatment of lymphedema (secondary to 
conventional therapy of breast cancer). Angiology 1997;48:93-
8. https://doi.org/10.1177/000331979704800115

[44] Michelini S, Ricci M, Serrani R, Stuppia L, Beccari T, 
Veselenyiova D, Kenanoglu S, Barati S, Kurti D, Baglivo M, 
Basha SH, Krajcovic J, Dundar M, Bertelli M. Possible role of 
the rorc gene in primary and secondary lymphedema: review of 
the literature and genetic study of two rare causative variants. 
Lymphat Res Biol 2021;19:129-33. 

[45] Shaw C, Mortimer P, Judd PA. A randomized controlled 
trial of weight reduction as a treatment for breast cancer-
related lymphedema. Cancer 2007;110:1868-74. https://doi.
org/10.1002/cncr.22994

[46] Oliveira J, César T. Influência da fisioterapia complexa 
descongestiva associada à ingestão de triglicerídeos de cadeia 
média no tratamento do linfedema de membro superior. 
Braz. J Phys Ther 2008;12. https://doi.org/10.1590/S1413-
35552008000100007

[47] Meijer K, de Vos P, Priebe MG. Butyrate and other short-
chain fatty acids as modulators of immunity: what relevance 

for health? Curr Opin Clin Nutr Metab Care 2010;13:715-21. 
https://doi.org/10.1097/MCO.0b013e32833eebe5

[48] Poudyal H, Panchal SK, Diwan V, Brown L. Omega-3 
fatty acids and metabolic syndrome: effects and emerging 
mechanisms of action. Prog Lipid Res 2011;50:372-87. https://
doi.org/10.1016/j.plipres.2011.06.003

[49] Mizuno R, Isshiki M, Ono N, Nishimoto M, Fujita T. A high-
salt diet differentially modulates mechanical activity of afferent 
and efferent collecting lymphatics in murine iliac lymph nodes. 
Lymphat Res Biol 2015;13:85-92. https://doi.org/10.1089/
lrb.2014.0043

[50] Lemanne D, Maizes V. Advising women undergoing treatment 
for breast cancer: a narrative review. J Altern Complement Med 
2018;24:902-9. https://doi.org/10.1089/acm.2018.0150

[51] Greene AK, Grant FD, Slavin SA. Lower-extremity lymphedema 
and elevated body-mass index. N Engl J Med 2012;366:2136-7. 
https://doi.org/10.1056/NEJMc1201684

[52] Bertelli G, Venturini M, Forno G, Macchiavello F, Dini D. 
An analysis of prognostic factors in response to conservative 
treatment of postmastectomy lymphedema. Surg Gynecol 
Obstet 1992;175:455-60. 

[53] Vettori A, Paolacci S, Maltese PE, Herbst KL, Cestari M, 
Michelini S, Michelini S, Samaja M, Bertelli M. Genetic 
determinants of the effects of training on muscle and adipose 
tissue homeostasis in obesity associated with lymphedema.. 
Lymphat Res Biol 2021;19:322-33. https://doi.org/10.1089/
lrb.2020.0057

[54] Camilleri G, Kiani AK, Herbst KL, Kaftalli J, Bernini A, Dhuli 
K, Manara E, Bonetti G, Stuppia L, Paolacci S, Dautaj A, Bertelli 
M.. Genetics of fat deposition. Eur Rev Med Pharmacol Sci 
2021;25:14-22. https://doi.org/10.26355/eurrev_202112_27329

Correspondence: Gabriele Bonetti, MAGI’S LAB, Rovereto (TN), 38068, Italy. E-mail: gabriele.bonetti@assomagi.org

How to cite this article: Bonetti G, Dhuli K, Michelini S, Michelini S, Michelini S, Ricci M, Cestari M, Bertelli M. Dietary supplements in 
lymphedema. J Prev Med Hyg 2022;63(suppl.3):E200-E205. https://doi.org/10.15167/2421-4248/jpmh2022.63.2S3.22

© Copyright by Pacini Editore Srl, Pisa, Italy

This is an open access article distributed in accordance with the CC-BY-NC-ND (Creative Commons Attribution-NonCommercial-NoDerivatives 4.0 International) license. 
The article can be used by giving appropriate credit and mentioning the license, but only for non-commercial purposes and only in the original version. For further infor-
mation: https://creativecommons.org/licenses/by-nc-nd/4.0/deed.en


