
Abstracts

The Arab Journal of Interventional Radiology | Volume 4  | PAIRS  Abstracts  | February 2020 S43

reported to be greater than 20%. Endovascular revascularization 
strategies for limb salvage have advanced over the years and are 
often considered first line over surgical techniques. In spite of 
these advances, many CLI patients ultimately require amputation 
when conventional endovascular techniques fail creating the need 
for new techniques. Deep venous arterialization (DVA) is an 
emerging endovascular alternative to amputation in these patients 
with no option CLI, aka “desert foot.” The goal of DVA is to 
percutaneously create a bypass from high flow arterial veins to 
high capacitance plantar veins to facilitate wound healing. In a 
case series, Kum et al. described the outcomes of seven patients 
with no option CLI undergoing DVA and showed promising 
results with 100% with no deaths, above the ankle amputations, 
or major interventions at 30 days and five of seven patients with 
complete wound healing at 12 months. Most described cases 
involve deep vein arterialization between the posterior tibial artery 
(PTA) and posterior tibial vein (PTV) due to the direct drainage 
of the plantar venous arch into the PTV. We describe a case in 
which we attempted DVA of the anterior tibial artery (ATA) 
to the anterior tibial vein (ATV) due to occluded PTV, with 
successful limb preservation. Methods: Our patient, a 65-year-
old male with diabetes, cadaveric renal transplant for end-stage 
renal disease status post renal transplant, coronary artery disease 
status post-CABG, and peripheral arterial disease who presented 
with a 7-month history of nonhealing ulcer of the left forefoot 
with associated rest pain. The patient’s ulcer was complicated by 
osteomyelitis requiring amputation of the left great toe and third 
toe. Multiple endovascular attempts at revascularization were 
performed including combined antegrade and retrograde subintimal 
recanalization of the PTA. Despite these interventions, the patient 
had persistent rest pain and recurrent nonhealing wounds and has 
undergone additional debridements. On examination, the patient 
had no palpable pulses at the ankle with Dopplerable biphasic 
dorsalis pedis and posterior tibial signals. Ankle-brachial indices 
could not be obtained due to noncompressibility, attributed to 
extensive calcifications of the lower extremity vessels. Informed 
consent was obtained for all procedures. Initial angiograms 
demonstrated extensive atherosclerotic calcifications of the lower 
extremity vessels. The infrainguinal and suprapatellar inflow 
arteries were patent. Below the knee, the peroneal artery was patent 
up to the distal third segment with complete occlusion distally. 
The ATA was occluded beyond its mid aspect. A short segment 
of the proximal PTA was patent with complete occlusion beyond 
its proximal portion. Overall, there was no in-line arterial flow 
into the left foot with limited perfusion to the foot provided by 
numerous small corkscrew collateralized vessels. DVA between the 
PTA and PTV was initially attempted however was unsuccessful 
as venogram demonstrated no patent PTV, rather paired peroneal 
veins which coursed toward the expected PTV near the medial 
malleolus, presumably collateralized. Therefore, we decided 
to attempt an ATA to ATV arterialization to provide increased 
vascularization to the foot. Antegrade access was obtained in the 
left common femoral artery. Due to extensive calcified disease, 
atherectomy of the proximal ATA was performed followed by 
aggressive scoring balloon angioplasty. After obtaining retrograde 
ATV access, a 5-mm balloon was placed in the vein adjacent to 
the proximal ATA. Using a Pioneer re-entry device in the ATA, the 
venous balloon was successfully punctured and 0.014 inch wire 
advanced into the balloon. The wire was externalized through the 
ATV access in the leg. Through the antegrade direction, a 0.014 
inch guidewire was advanced into the pedal venous loop and 
angioplastied. After scoring balloon angioplasty of the arterio-

venous fistula site, a 5 mm × 25 cm covered self-expanding stent 
was advanced and deployed from the proximal ATA and distally 
above the ankle joint. Poststent angiogram showed delayed flow 
through the stents, suggesting persistent valve in the ATV beyond 
the stent. After failed attempts with scoring balloon angioplasty 
and valvulatome passage, a short overlapping-covered stent 
was deployed to cover the distal valve. Completion angiogram 
demonstrated brisk antegrade flow through the ATA and venous 
stent, with rapid venous arch filling and small venous perfusers. 
The peroneal artery and small collateralized arterial vessels were 
still present. Overnight as expected patient had significant pedal 
edema, which resolved over the next 7 days. Results: Within 3 
weeks, the patient had complete wound healing, resolution of rest 
pain, and ambulating without restrictions, which has been stable 
over 3 months. DVA between the ATA and ATV can be a viable 
option for providing inline flow to the foot for limb salvage when 
the PTV is not available. Further studies would be beneficial to 
better understand long-term effects and outcomes.
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Background: A 57-year-old female patient was referred for 
treatment of lymphatic leak after total thyroidectomy. The patient 
had undergone total thyroidectomy and left level IV lymph nodal 
dissection 1 week previously after which she developed swelling 
in the left neck. After failed surgical attempts, the patient was 
referred for lymphangiography. Results: A lymph node in the right 
groin was punctured using a fine needle under ultrasound guidance 
and lymphangiography was performed by injecting lipiodol into 
the lymph node under fluoroscopy. However, lymphangiography 
could not reveal the cysterna chyli and thoracic duct, which has 
the role of bridge to further procedure, such as thoracic duct 
embolization. On the decision to approach retrogradely, we tried 
to cannulate the thoracic duct via right common femoral vein but 
also failed. Hence, we decide to puncture the neck lymph node 
directly, and we could figure the leakage point out. We punctured 
using a 22-gauge needle and then flushed with dextrose-5-water, 
after which N-butyl cyanoacrylate diluted in lipiodol was injected. 
Two days later, a dry tap was confirmed from the surgical drain 
which was successfully removed. Conclusion: While thoracic 
duct embolization has been reported to be successful in treating 
lymphatic leaks occurring in the neck regions, reports on direct 
neck node embolization are scarce. With growing interest in 
embolization techniques for lymphatic leaks occurring after the 
surgery, this case demonstrates the application of embolization for 
the treatment of lymphatic leaks in the neck. Take Home Points: 
The technique of direct neck node puncture and embolization is 
useful to treat lymphatic leaks occurring in locations not only 
abdomen or thorax but also neck region.
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