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_ Backgond @  Resuts W Centralfigue “ Conclusions
Protein-losing enteropathy (PLE) treatment is * Twelve lymphatic interventions were 3‘:‘ The authors demonstrate additional sources of
primarily symptomatic management to reduce performed in 10 patients. 3 PLE and describe a new technique targeting
fluid overload and electrolyte disturbances. Liver + Intrahepatic and intranodal MR both the hepatic Iymphatic source and

lymphatics are a mediator of PLE pathogenesis
and their embolization has shown varying
success with some patients having minimal or
no improvement.

lymphangiography was performed in all periduodenal destination to treat PLE.

procedures and intramesenteric in five. This comprehensive strategy led to an initial

improvement of albumin levels in all patients
and sustained albumin levels in 50% of patients
with a single intervention.

* Duodenal leaks were identified from
intrahepatic and/or intramesenteric access
in all patients.

 Endoscopy with injection of isosulfan blue

in hepatic or periduodenal lymphatics

confirmed lymphatic leak in 11/12
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