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Different possibilities for reconstruction of the anal-vaginal region after large tumor excision
Thomas Biesgen
Alpha Clinic, Zuerich, Switzerland

The presentation shows different operative possibilities for the reconstruction of the anal- vaginal region after large tumor excision. 
Some reconstructions are done by VY-gluteus-flap and Gracilis-flaps to reconstruct the inguinal region and the anal area. The 

different techniques for the reconstruction are presented by pre-, intra- and post-operative pictures including the postoperative 
outcome. The advantages/disadvantages for each operative procedure will be discussed.
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The novel method for facial lymph drainage dynamic status visualization
Paruyr Antonyan and Volokh Maria 
North-Western State Medical University named after I.I. Mechnikov, Russia

Introduction: The lymphatic system (LS) plays an important role in microcirculation and pathogenesis of inflammation. Preserving 
lymphatics from iatrogenic damage is important to minimize the post-operative complications rate such as edema, swelling, bad 
scaring etc. Coetaneous lymphatics are located superficially and vessels have a diameter of 0.2-1.0 mm, lymphatic fluid is colorless 
and the identification of lymphatic vessels during surgery is a difficult task. 

Materials & Methods: To visualize the LS, we used the method of near infrared fluorescence imaging (NIR) with indocyanine green 
(ICG). In the proposed sites of major lymphatic ducts ICG was injected intra-dermally prior to 72 hours before surgery (dosage: 0.05 
mg/0.2 ml per injection site). After the injection ICG binds to albumin and is absorbed by the lymphatic system and can be displayed 
from the tissue depth of 10-12 mm. Lymphatic duct visualization was possible after 20 min from injection. We performed the same 
injection technique intra-operative after the 3 following facelift surgeries: 1) SMAS-ectomy, with subcutaneous undermining; 2 SMAS 
plication, with subcutaneous undermining and 3) SMAS-ectomy with the very limited subcutaneous dissection.

Results: The first 2 types of facelift techniques showed no absorption of ICG by the lymphatic vessels, while during the third one we 
were able to visualize the existence of lymphatic flow in the medial part of midface (from infraorbital rim to submandibular lymph 
nodes). In this particular case we can assume that subcutaneous undermining can be the major cause of lymph drainage cessation. 

Conclusion: This small pilot study cannot sufficiently indicate how different types of facelifts affect lymphatic drainage and for those 
reason further researches is needed. In addition, our research challenges the theory that the superficial mobilization of the skin flap 
during facelift is less harmful for the lymphatic system compared with the deeper (sub-SMAS) dissections.
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