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[ Abstract] Objective To discuss the causes, diagnosis, treatment measure and prevention strategy of
injection pedestal (also known as port body) inversion after the placement of totally implantable venous access
port (TIVAP). Methods The clinical data of a total of 428 patients, who underwent TIVAP placement between
December 2015 and October 2018, were retrospectively analyzed. The postoperative occurrence of injection
pedestal inversion and the time of its occurrence were recorded, the causes were analyzed, and the treatment
measures were evaluated. Results None of the injection pedestal was sutured and fixed in all the 428 patients.
Postoperative inversion of the injection pedestal occurred in 6 patients, the diagnosis of inversion was confirmed
by imaging examination. The injection pedestal inversion rate was 1.4%(6/428). Of the 6 patients, 2 were males
and 4 were females, aged 55-71 years with a mean of (65.01-6.3) years. The injection pedestal inversion occurred
within 23-451 days after its placement. In 2 patients the cause of injection pedestal inversion may be related to the
redundancy and/or loose of the subcutaneous tissue, in one patient it may be related to the large size of capsule, and
in the remaining 3 patients the causes of injection pedestal inversion were unknown. The treatment measures used
by the authors included simple manual restoration(n=3), intracapsular injection of 0.9% sodium chloride solution
followed by manual restoration(n=1), direct restoration with surgical incision after intracapsular injection of 0.9%
sodium chloride solution and failure of manual restoration(»=1), and direct restoration with surgical incision (r#=1).
Conclusion Clinically, the incidence of injection pedestal inversion after TIVAP is very low, and this disorder
is easily to be diagnosed and restored. Therefore, it is not necessary to make regular suturing to fix the injection
pedestal. In clinical practice it is recommended to select and use the wide base and flange-designed injection
pedestal. The causes of injection pedestal inversion need to be further studied and discussed. (J Intervent Radiol,
2020, 29: 291-295)

[ Key words ] totally implantable venous access port; injection pedestal inversion; cause of occurrence;
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