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Lymphedema praecox

Moderate to severe
lymphedema

Elephantiasis( advanced lymphedema)

~ Post-thrombotic syndrome resulting lymphedema
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Chronic Venous Insufficiency and Complex CVI
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Severe morphological change of left iliac vein

S ——

Idiopathic stenosis of right external iliac vein resulting Rt lymphedema
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Stenosis of Iliac Vein

Dynamic Iliac Venogram

e
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Iliac Venogram with CTA,CTV
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Iliac Venogram with CTA,CTV
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The latest operative modality

* Pelvic vascular de-cicatrisation + iliac vein

balloon dilatation and stenting + omental

transposition for advanced lymphedema

X %5 % % ¥ 5 WANFANG MEDICAL CENTER #

Surgery

* Right-sided antero-lateral oblique incision.

Surgery

iliac vein

T S waNFANG
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Before and After Angiolysis and Decicatrisation in The Pelvis

After decicatrisation
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Surgery
« Iliac vein balloon angioplasty through femoral access

with Seldinger's technique.

6 ~ 16 mm balloon dilator

Surgery

« Percutaneous transluminal placement of metallic stent

Postoperative KUB

Clinical outcomes after surgery (n=100)

Proced Adjunctiv
procedure

/ $ivitias

N

Results

complications

Potential Complications of Venous Stenting Procedure

*Acute iliac vein re! ) 24 hrs)
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CONCLUSION

Endovascular surgery has revolutionized the traditional vascular

operation.

Percutaneous intraluminal stenting alone is only suitable for fresh

cases with short-term history of clinical symptoms.

For chronic lymphedema of lower limbs the pelvic vascular

adhesiolysis is necessary to assure full expansion of iliac vein.

Releasing the pelvic vascular adhesions and intravascular placement

of stent at one setting is safe and effective.

* Long-term follow up is necessary to verify the value of this
operation.

|+ The future perspective is to discover the molecular mechanisms in

7 @p%mtic function and disease.
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Thank you
for
your attention
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Iliac Venogram with CTA,CTV

Right and left common iliac arterics

Left commc
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Comparison of iliac venogram and CT angiogram
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L5 anterior protrusion and spur compression
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Pelvic irradiation effect
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Pelvic Irradiation Effect

Various types of left iliac vein compression

Various types of Rt iliac vein compression

Devised surgical procedures for lymphedema in
the past
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Disfiguring of leg after Charles procedure
( from other hospital )
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Innovation of surgical treatment in

on + iliac

Omental transposition

* In 1968 Dr. Goldsmith proposed omental transposition

for lymphedema of lower extremity. ( Sloan-Kettering

Memorial Hospital in New York ).

Animal model first to establish theory.

+ Applied to two patients with success.

* 1n 1968 Dr. Goldsmith did more cases in Philadelphia
with success.

By

Indication of Surgery

~ Not for cosmetic purpose
Chronic lymphedema with recurrent lymphangitis and
llulitis

red leg and ankle, but not thigh alone

nal impairment( flexibility , elasticity)

ailure of the debulking operation such as Charles
rocedure or Thompson operation

41

Surgical Technique I

» Laparotomy

» Omental mobilization

* Develop vascular-pedicled omentum flap with right or left
- gastroepiploic artery

 Pelvic adhesiolysis

* Tunnel creation above the external iliac artery.

* Exposure of femoral artery and vein in the groin with
excision of scar tissue and tunneling into peritoneal cavity.
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Surgical Technique |l

« Wide excision of adipose tissue and lymph-
accumulating tissue in the thigh.

« Exteriorization of omental pedicle and anchor the
omentum to the femoral muscle.

« Excision of lymph-accumulating tissue in the lower leg
and ankle.

« Placement of fenestrated Gortex graft from ankle to mid-
%izgh.( abandoned due to high incidence of infection )
e é
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Innovation of the surgical technique

+ Omental transposition without preoperative iliac
venography— ended up with recurrence of leg edema in
30% of cases.

« Placement of Gortex graft in the leg and lower thigh +
omental transposition

- Retroperitoneal exploration with angiolysis and
vascular reconstruction + omental transposition

Retgopcritoneal angiolysis + iliac vein balloon dilatation
J stenting + omental transposition

2 % % % ¥ S WANFANG MEDICAL CENTER #
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Creating groin to peritoneal cavity
tunnel
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Complication of omental transposition
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« Omental transposition + release of iliac

vein compression
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Graft interposition for relief of
compression
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R T TOPSTNTY

Sling suspension of the internal iliac
artery
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capillary
Tissue fluid

Tissue fluid

Capillaiv hed

Capillary Microcirculation

Blood flow

Inta rstitial fluid

Capillary

|~ Vanous end

L5485 ¢s
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Classification of lymphedema
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Secondary
Malignant disease-pelvic tumor, prostatic cancer, rectal cancer
Surgery

Pelvic surgery with or without LN dissection
in dissection — for melanoma, cancer of external genitalia

DCoccus aureus)

Clinical investigation

* Non-invasive vascular test : Phleborheography(PRG )

» Contrast-enhanced abdominal CT scan

* MRI of the lower extremity

* Catheter-directed iliac venography

« Tliac venography + MDCT ( multi-detector computed

tomography)

% % § ¥ /S WANFANG MEDICAL CENTER &

Phleborheography ( PRG)
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Abdominal CT scan

* To delineate the anatomic relationship of iliac artery and vein
To identify the venous collaterals in the pelvis

'0 demonstrate any space-occupying lesion that compresses
e iliac vein or IVC.

£ % % % ¢ .5 vaneanc meoics
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53%

e

43%

Rt. Common iliac
artery

Lt. common iliac
vein’

4

+« <= Lt external
iliac artery

—

Lt. external
iliac vein

ENTER #
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MRI

Red arrow indicates the compressed left iliac vein

* To observe the severity of lymphatic dilatation

* To differentiate lymphaticofibrosis, lipoedema or

pure overgrowth of adipose tissue
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Iliac venography

* Catheter-directed , through contralateral femoral
access
* To verify the iliac vein compression , venous

morphology and venous collaterals

¢ To measure the iliac vein pressure in the pre-stenotic

and post-stenotic area
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Compression of ilio-caval junction
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Lt external iliac vein encasement
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Rt & Lt external iliac vein encasement
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