FE43LEFHZEIVRIATRE  +m29«58278 (1)

BEEIINZESEFL UM (C
X3 9 BIVROD#XER

FERTFTHRERE BHFRE. B S8x BEEX SRR

e shig, R &5, 88 B— mll _ME. FH+ LE, w5
B, /\t &BA, P R, FXZ EE, BESE. ILBEBRKER



B E%

JNLw hEBEE (Lt 31-33cm,pT1a-SMM, cNO,
cMO, cStage 0)

- 2017FF10AHE BEIHLEN. WERRKEEEE. =5
TS ST T

- 11/7 L > T2 (CThZKIEN. ZARINERL DS T)LIL— X
N12FrICV AT Z A . FLOMZK1000mIBEH .

« 11/12 ERFETAFEA S LAICANER. FHiksl,

- 11/14 FAKMEREHEBEERST . U RXSFFA

« 11/21 FLUBKICH U TA=A)LIMBERNIRSEmRO.

e 12/1 AZ”HILDBEIREQ



20 EFLERRK (CXT LT
2 ) \NEGFDUKFE



Therapeutic lymphangiography
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Matsumoto T, et al. BJR 2008

Kos S. et 8. CVIR 2007

Alejandre-Lafont E, et al. Acta Radiol 2011
Deso S, etal. CVIR 2011
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B Lymphatic Intervention for Various
Types of Lymphorrhea: Access and
Treatment’

Masanori Inoue, MD, PhD
Seisht Nakatsuka, MD, PhD
Hideki Yashiro, MD, PhD
Masashi Tamura, MD
Yohsuke Suvama, MD
Fitsuro Tsukada, MD
Nobutake Ito, MD, PhD
Sota Oguro, MD, PhD
Masahiro Finzaki, MD, PhD

Abbreviations: NBCA = N-buryl cvano-
acrvlate, TD = thoracie duct, TDE = TD
cmbolization

Traumatic lvmphorrhea 1s a rare but potentally life-threatening
complication. Postoperative lymphorrhea is the leading cause of
traumatic lymphorrhea and can arise anywhere within the lym-
phatic system. Leaks arising from the aortoiliac region to the tho-
racic duct (I'D) and from hepatic lymphatics can be identified with
intranodal lymphangiography and transhepatic lymphangiography,
respectively. Therefore, an appropriate lymphangiography tech-
nique 1s essential for identifying the sources of leaks. Chylothorax
resulting from damage to the TD can be serious because the TD
transports large amounts of lymphatc fluid from the gastrointes-
tinal, hepatic, and aortoiliac regions. Percutaneous TD emboliza-
tion—comprising access to the TD followed by embolization—has







Retrograde transvenous embolization of the TD




Figure 9. Transabdominal puncture of the
TD in a 66-year-old man with chylothorax
after esophagectomy. (a) Fluoroscopic im-
age shows a Chiba needle (arrow) advanced
into the cisterna chyli perpendicular to the flat
panel. The Chiba needle is grasped by Kelly
forceps (arrowheads). (b) Fluoroscopic image
shows a 2.0-F microcatheter (arrows) inserted
through the cisterna chyli to a level proximal
to the leakage point (arrowhead).
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Thoracic Duct Embolization for Chylous Leaks
semin Intervent Radiol. 2011 March: 28(1): 63-74.




