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Lymphedema and Thyroid
Dysfunction

Tissue Metabolism, Edema Quality, and Response to MLD

Introduction

Lymphedema is often discussed through a mechanical lens—impaired lymphatic transport,
fibrosis, and protein-rich swelling. Yet for some patients, the clinical picture doesn’t fully align
with classic patterns. When swelling feels unusually dense, diffusely “puffy,” or resistant to
expected progress, it may be time to consider endocrine influence—particularly thyroid

dysfunction.
The thyroid plays a powerful role in tissue metabolism, capillary dynamics, and interstitial fluid

balance. Understanding how thyroid disorders intersect with lymphedema can improve
assessment, treatment planning, and patient outcomes.



The Thyroid-Lymphatic Connection

The thyroid gland regulates metabolic rate at the cellular level. Through hormones such as
thyroxine (T4) and triiodothyronine (T3), it influences:

Cellular oxygen consumption

Protein synthesis and breakdown
Capillary permeability
Glycosaminoglycan (GAG) production
Tissue repair and turnover

When thyroid function is altered, tissue behavior changes—and the lymphatic system must
adapt.

Hypothyroidism: Slowed Metabolism, Altered Fluid Dynamics
In hypothyroidism, metabolic processes slow significantly. This affects the lymphatic system in
several important ways:

1. Increased Glycosaminoglycan Deposition

Low thyroid hormone levels stimulate the accumulation of hydrophilic GAGs (such as
hyaluronic acid) within the interstitium. These molecules attract and bind water, creating a
characteristic non-pitting, doughy edema often referred to as myxedema.

Unlike classic lymphedema, this fluid is not solely protein-rich lymphatic stagnation—it includes
hormonally mediated mucopolysaccharide accumulation.
2. Reduced Lymphatic Contractility

Thyroid hormones influence smooth muscle tone, including lymphangion contraction.
Hypothyroidism may reduce intrinsic lymphatic pumping efficiency, contributing to slower
clearance.

3. Slower Tissue Turnover

Collagen remodeling, inflammatory resolution, and tissue repair are all delayed. This can make
fibrosis feel more persistent and resistant.

Hyperthyroidism: Increased Metabolism, Increased Vascular
Dynamics
In hyperthyroidism, the situation shifts:



e C(Capillary permeability increases
e Blood flow rises
e Heat production elevates

This can contribute to:

e Softer, more vascular swelling
e Increased inflammatory sensitivity
e More fluctuation in limb volume

In autoimmune thyroid disorders (such as Graves’ disease), localized dermal edema may appear,
particularly in the lower legs, complicating the presentation further.

Edema Quality: What Feels Different?

Clinically, thyroid-influenced swelling may present differently from typical lymphedema:

Classic Lymphedema Thyroid-Influenced Edema
Protein-rich Mucopolysaccharide-rich

Often pitting early Often non-pitting

Responds predictably to CDT May respond more slowly

Fibrosis develops over time Tissue may feel diffusely thick or waxy

Patients may report:

Generalized fatigue

Cold intolerance (hypothyroid)
Unexplained weight changes
Hair thinning

Skin texture changes

When swelling seems disproportionate to lymphatic history, systemic screening becomes
clinically relevant.



Response to Manual Lymphatic Drainage (MLD)

MLD remains appropriate and beneficial—but expectations may need to be adjusted.

In Hypothyroidism:
e Fluid shift may be slower.
e Volume reduction may be modest until thyroid levels are stabilized.
e Tissue softening may precede measurable girth changes.
e Frequency of sessions may need temporary adjustment.

Because some of the swelling is related to interstitial biochemical composition—not just
lymphatic load—MLD cannot fully resolve the edema without hormonal regulation.

In Hyperthyroidism:

e Patients may respond quickly but fluctuate more.
e Sensitivity to pressure may be increased.
e Autonomic reactivity (elevated heart rate, anxiety) should be monitored.

Why Thyroid Screening Matters in Lymphedema Care

Thyroid dysfunction is common—particularly in women over 35—and may be underdiagnosed.
For clinicians treating persistent or atypical swelling, collaboration with a primary care provider
or endocrinologist can be critical.

Optimal outcomes often require:

Hormonal stabilization
Consistent compression
Targeted MLD

Metabolic support strategies
Ongoing reassessment

When thyroid function improves, tissue responsiveness to lymphatic therapy often follows suit.

Clinical Takeaway

Lymphedema does not exist in isolation. The lymphatic system is deeply integrated with
endocrine regulation, immune signaling, and connective tissue metabolism.



If swelling feels unusually dense, diffusely thick, resistant to standard protocols, or accompanied
by systemic symptoms, consider thyroid involvement.

Effective lymphedema management requires more than moving fluid. It requires understanding
the terrain in which that fluid exists.

@Lymphaiic

Studies

Interested in taking an ACOLS Course?

The Academy of Lymphatic Studies offers certification courses in lymphedema management
and manual lymphatic drainage. CEU’s are available for nurses in select states!

For more information, course listings, and to register for an upcoming course, Click Here!


https://www.acols.com/courses/schedule-of-courses.php
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