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EDITORIAL

36" NATIONAL CONGRESS OF
THE CZECH SOCIETY

OF PLASTIC SURGERY CZMA
WITH INTERNATIONAL

PARTICIPATION

The 36™ National Congress of
Czech Society of Plastic Surgery with
international participation took
place on 24-26 September 2015 in the
Congress area of the Corinthia Hotel
Prague. The organizer of the congress
was the team from the Department
of Plastic and Aesthetic Surgery,
University Hospital in Olomouc,
consisting of myself, as the presi-
dent of the congress and also other
important members, Dr. Daniel
Stehlik and Dr. Petros Christodoulou. Technical support and
organisation was provided by the company BOS.org s. . 0.

There were 190 participants in the congress and there
were 54 lectures presented, including 12 foreign lectures as
a part of the ISAPS panel. The main topic of the congress was
“Change of surgical strategies during the last ten years”.
The goal of the organizers was to confront the procedures
verified by time with modern trends, which we hope we
accomplished. I also have to say happily that the level of the
lectures was very high and we tried to moderate the whole
programme with dignity together with Dr. Stehlik, including
provision of sufficient time for discussions after each block of
lectures. We consider discussion and sharing of experience
to be very important and according to us and according to
preliminary evaluation of the congress participants, these
discussions were rich and beneficial to all. High quality of
some lectures was also the reason why we decided together
with the editorial board of the journal Acta chirurgiae plas-
ticae to publish a selection of abstracts of the best lectures in
the congress, so that those, who could not participate on the
congress, could see the quality of the congress.

Part of the programme of the Plastic Surgery Congress
was also the ISAPS panel, the topic of which was “Update
in Breast Surgery” with lectures presented by invited
speakers. These were worldwide known experts in the field
and they participated also on the subsequent event - ISAPS
Symposium and also on the two-day cadaver course in Brno.
There were totally eleven invited speakers from nine countries
participating on the ISAPS panel. These were Eric AUCLAIR
(France), Gianluca CAMPIGLIO (Italy), Nuri CELIK (Turkey),
Nazim CERKES (Turkey), Nimrod FRIEDMAN (Israel), Boris
HENRIQUEZ (Columbia), Vakis KONTOES (Greece), Apostolos
MANDREKAS (Greece), Mario PELLE-CERAVOLO (Italy), Carlos
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Del Pino ROXO (Brazil) and Daniel Del VECCHIO (USA). I thank
all the speakers for participation on the ISAPS panel.

After the congress, there was a one-day ISAPS symposium
on Sunday 27 September 2015, the topic of which was “What
is new in aesthetic surgery”. There were totally 93 partici-
pants from 19 countries and there were 28 lectures presented
by 14 speakers. The aforementioned foreign speakers were
accompanied also by our specialists, apart from me also by
Dr. Tomas Dolezal and Dr. Drahomir Palencar. The scientific
programme, which was assembled by Dr. Gianluca Campiglio,
was finally evaluated by the participants as of very good qual-
ity programme. Organisation of the course was very smooth,
including great congress service and samples of Czech cuisine.

In the next days, 28 and 29 September 2015 after the
termination of the ISAP symposium, took place the 2™
Practical ISAPS workshop that focused on the problems of
aesthetic surgery of the body, limbs and head. The workshop
was organized in Brno in cooperation with ECPA o. p. s.
(Education Centre of Practical Anatomy) in a state-of-the-art
facility of the Anatomical Institute of Masaryk University
and there were 20 participants on this course. All partici-
pants had a chance to participate on practical dissection of
cadaver specimens under internationally renowned experts.
The participants were able to try various types of breast
implants, various procedures such as abdominoplasty and
a thigh lift and the workshop dealt with the problems of the
aging face and various rejuvenative procedures.

Such extensive international event focusing on plas-
tic and aesthetic surgery was not organized in the Czech
Republic yet. I consider the integration of the ISAPS panel
to the congress programme, despite the first distrust, to be
avery good decision and it has enabled presentation of the
mission of ISAPS - “Aesthetic Education Worldwide” - also
to those young colleagues for whom it is not financially pos-
sible to participate on such specialized foreign events yet.

I would like to thank to all my colleagues, who partici-
pated on organizing of the congress, and I am also very happy
that enormous participation and effort of all organizers was
finally successful.

On behalf of the organizing team,

Bohumil ZaleSak, M.D., Ph.D.

Congress President
Chairman of the Czech Society of Plastic Surgery
CzMAPast ISAPS National Delegate for Czech Republic

2015, 57, No. 3-4  ACTA CHIRURGIAE PLASTICAE

43



44

SELECTED ABSTRACTS FROM
THE 36" NATIONAL CONGRESS
OF THE CZECH SOCIETY

OF PLASTIC SURGERY CZMA
WITH INTERNATIONAL

PARTICIPATION

ACTA CHIRURGIAE PLASTICAE, 57, 3-4, 2015, pp. 00-00

A-01 RECONSTRUCTION OF DEFECTS WITH FOREHEAD FLAP
A-01 REKONSTRUKCE DEFEKTU NOSU CELNIM LALOKEM

Dvorak Z."?, Novak P.’, Vyska T.!, Vesely J.»?

'Department of Plastic and Aesthetic Surgery St. Anne University Hospital Brno, Czech Republic

?Medical Faculty, Masaryk University in Brno, Czech Republic

'Klinika plastické a estetické chirurgie FN U sv. Anny v Brné
2| ékafska fakulta Masarykovy univerzity v Brné

INTRODUCTION

Nose amputation was a common form of punishment
in ancient India, where the caste of potters developed and
improved the principle of nose reconstruction with a flap
from the forehead. The actual spread of this method started
only after the article of Carpue in the 19% century, who
tried this method on 2 patients, after reading about it in
a Centlemen magazine from London.Traditionally has been
used two stage nose reconstruction. Millard! in 1974 proposed
three stage concept of reconstruction, where he introduced
another stage between transfer and division of the pedicle
after 3 weeks, during which the thick skin at the tip of the
nose was again reduced. This procedure was further modi-
fied by Burget and Menick? who did not perform any initial
thinning of the distal part of the flap, but all thinning was
only performed after 3 weeks in the 2nd stage. The goal of this
presentation is to evaluate the results of nose reconstruction
with forehead flap at the Department of Plastic and Aesthetic
Surgery in Brno and to demonstrate each technical finesses
during construction of this flap.

METHOD

Retrospective study of 27 patients (14 men and 13 wom-
en), who underwent reconstruction of a nose defect with
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Amputace nosu byla ¢astd forma trestu ve starovéké
Indii, kde kasta hrn¢ift vyvinula a zdokonalila princip
rekonstrukce nosu lalokem z Cela. Skutecné rozsifeni této
metody zacalo az po ¢lanku Carpueho v 19. stoleti, ktery
tuto metodu vyzkousel na dvou pacientech poté, co se o ni
docetl v Londynském Gentlemanském magazinu. Tradi¢né
se uziva dvoufazova rekonstrukce nosu, Millard! v roce 1974
navrhl tfifazovy koncept rekonstrukce, kdy mezi transfer
a odpojeni stopky vsunul po tfech tydnech dalsi etapu, pri
které se znovu redukovala tlustad kiiZe ¢ela na $pic¢ce nosu.
Tento postup byl poté Burgetem a Menickem? modifikovan
v tom smyslu, Ze neprovadéji zadné inicidlni ztencovani
distalni ¢asti laloku, veskeré ztenceni laloku pfichazi az po
tfech tydnech ve II. etapé. Cilem prezentace bylo zhodnotit
vysledky rekonstrukce nosu celnim lalokem na KPECH v Brné
a téZ demonstrovat jednotlivé technické finesy pfi konstrukei
tohoto laloku.

METODA

Retrospektivni studie 27 pacient (14 muzt a 13 Zen), ktefi
v obdobi od 1. 1. 2007 do 30. 6. 2015 podstoupili rekonstrukci



forehead flap within the period from 1.1.2007 to 30.6.2015.
Recommended rules for construction of the flap are as fol-
lows:

1) Forehead flap may have a pedicle on one side on the supra-
trochlear and supraorbital artery; thereby it is possible to
construct two forehead flaps in each patient.

2) Millard recommended gradual addition of another layer of
the flap during elevation in the cranio-caudal direction;
Menick, on the other hand, recommends elevation of the
forehead flap in full thickness and to thin the flap in the
second stage before detaching the pedicle.

3) Thickness of the flap pedicle up to 2.5 cm provides direct
closure of the defect on the forehead.

4)In case of a low forehead, i.e. shorter than 7.5 cm, it is
possible to turn the distal part of the flap along the hairline
according to Burget.

5) Donor site defect on the forehead is best to keep for sec-
ondary healing after approximation of the edges; in case
of a large defect it is possible to use a skin graft from
preauricular or retroauricular area.

6) In patients with high risk of bleeding (disorder of coagula-
tion, alcohol abuse), it is advantageous to split the skin
bridge between donor and recipient area and suture in the
edge of the pedicle of the flap.

7) For planning of the shape of the flap, it is possible to use
a template equivalent to the defect using a piece of fabric.

8) For the area of collumela, it is advantageous to add a bit
of tissue to reduce tension and ischemia in the particular
area.

9) It is not suitable to operate on patients after alcohol abuse.

10) Metal clips on the forehead leave long term visible scars,

therefore it is not suitable to use them.

11) The time period between each step should be 3-4 weeks.

12) The pedicle of the flap may be “trained” by strangulation.

13) Flap on the forehead may be pre-expanded or prefabri-

cated before transposition.

RESULTS

The cause of nasal defect was 17x recurrent basalioma,
3x malignant melanoma, 2x spinalioma and in 5 cases was
nose lost in alcohol abuse during a dog bite. In 27 patients
were constructed 29 flaps, i.e. in 2 patients were constructed
2 flaps, but in both patients there was recurrence of tumor in
time and subsequently it was necessary to perform extensive
facial resection with free flap coverage. In five cases it was
aone-stage flap, in other 24 cases it was two-stage flap with
the need to detach the pedicle. The pedicle was usually kept
for 37 days (13 - 159 days). Totally there were 26 corrections
performed, some of them repeatedly, 2/3 of them due to
correction of flap abundance. Complications occurred in 10
patients, 3x it was bleeding (11.1%), 1x partial necrosis (3.7%),
0x flap loss (0.0%), 1x flap infection (3.7%) and in five cases
it was prolonged healing of the flap (18.5%).

CONCLUSION

At present times, forehead flap is a reliable, aesthetic
and universal method to reconstruct larger nasal defects.
An example of this fact is ideal quality, color and texture of
forehead skin, reliability of the flap and aesthetically accept-
able morbidity of donor area. Innovative may be considered
three stage nasal reconstruction, because in our case also in

defektu nosu Celnim lalokem. Doporucované zasady pri

konstrukei laloku jsou nasledujici:

1) Celni lalok je vhodné stopkovat na jedné strané na supra-
trochlearni a supraorbitalni artérii, takto lze u kazdého
pacienta konstruovat dva ¢elni laloky.

2) Millard doporucoval na Cele postupné piibirat jednotlivé
vrstvy laloku pii jeho elevaci kraniokaudalnim smérem,
Menick oproti tomu doporucuje zvednout lalok na cele
v plné tloustce a v druhé etapé pred odpojenim stopky
lalok ztendit.

3) Sifka stopky laloku do 2,5 cm dovoluje piimy uzavér de-
fektu na Cele.

4) Pri nizkém Cele, tedy krat$im nez7,5 cm, 1ze podle Burgeta
distalni ¢ast laloku zatocit podél vlasové hranice.

5) Odbérovy defekt na Cele je nejlépe ponechat po ptibliZeni
okraji sekundarné zhojit, u velkého defektu lze pouzit
transplantat z preaurikularni ¢i retroaurikularni oblasti.

6) U pacientd s vysokym rizikem krvaceni (porucha koagu-
lace, ebrieta) 1ze s vyhodou rozpoltit kozni most mezi do-
norskou a recipientni oblasti a dovnitf vsit okraje stopky
laloku.

7) K planovani tvaru laloku lze uzit obtisku defektu a nakres
pomoci platna.

8) Pro oblast kolumely 1ze s vyhodou pfidat néco tkané k ome-
zeni napéti a ischémie v dané oblasti.

9) Neni vhodné operovat pacienty v ebrieté.

10) Kovové klipy na Cele zanechavaji dlouho viditelné jizvy,

proto je doporucujeme neaplikovat.

11) Odstup jednotlivych etap rekonstrukce by mél byt 3-4

tydny.

12) Stopku laloku 1ze , trénovat“ zaskrcovanim.

13) Lalok na Cele lze pfed transpozici expandovat ¢i prefab-

rikovat.

VYSLEDKY

Pri¢inou defektu nosu byl 17x recidivujici basaliom, 3x
maligni melanom, 2x spinaliom a v péti ptipadech doslo
ke ztraté nosu v ebrieté ukousnutim psem. U 27 pacientil
bylo konstruovano 29 laloki, tedy u dvou pacientl byly
konstruovany dva laloky, ale u obou pacientfi doslo po case
k recidivé tumoru a nasledné nutné rozsahlé oblicejové re-
sekci s krytim volnym lalokem. V péti pfipadech se jednalo
o0 jednodoby lalok, v ostatnich 24 ptipadech se jednalo o lalok
dvoudoby s nutnosti odpojeni stopky. Stopka byla ponechava-
na nejcastéji 37 dni (13-159 dni). Celkem bylo provedeno 26
korekénich operaci, nékteré opakované, z2/3 z diivodu kore-
kece nadbytku laloku. Komplikace se vyskytly u 10 pacientd,
3x se jednalo o krvaceni (11,1 %), 1x o parcidlni nekrézu (3,7 %),
0x o ztratu laloku (0,0 %), 1x o infekci laloku (3,7 %) a v péti
ptipadech se jednalo o prodlouzené hojeni laloku (18,5 %).

ZAVER

V dnesni dobé predstavuje Celni lalok spolehlivy, es-
teticky a univerzalni zpfisob jak rekonstruovat vétsi defekty
nosu. Pfedpokladem tohoto faktu je idedlni kvalita, kolorit
a textura kliZe Cela, spolehlivost laloku a esteticky pfijatelnd
morbidita donorské oblasti. Jako inovativni 1ze posuzovat
tfifazovou rekonstrukci nosu, protoze i v naSem piipadé
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the two stage reconstruction cases, most patients eventually u dvoufazové rekonstrukce vétsina pacient nakonec dospéla
came for correction of abundance of soft tissues in thenasal ke korekci abundance mékkych tkani na Spiéce nosu. (Obr.
tip. (Fig. 1.1a, b, c.) 1.1a, b, c.)

Fig. 1.1a, b, c. Case report of a tissue loss injury on the nose after a dog bite: a) image from injury, b) postoperative image after
reconstruction of the nasal tip using paramedian forehead flap from the left, ¢) condition 1 month after detachment of the pedicle

Obr. 1.1a, b, ¢. Kazuistika ztrdtového poranéni nosu po ukousnuti psem: a) Urazovy snimek, b) pooperacni snimek po rekonstrukci
$picky nosu paramedianim ¢elnim lalokem zleva, ¢) stav 1 mésic po odpojeni stopky laloku

References / Literatura

1. Millard DR. Reconstructive rhinoplasty for the lower half of a nose. Plast Reconstr Surg. 1974 Feb;53(2):133-9.
2. Menick FJ. A 10-year experience in nasal reconstruction with the three-stage forehead flap. Plast Reconstr Surg. 2002 May;109(6):1839-55; discussion
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A-02 SUBMENTAL AND SUPRACLAVICULAR FLAP
A-02 SUBMENTALNI A SUPRAKLAVIKULARNI LALOK

Dvofak Z."23, Pink R.%4, Michl P."4, Heinz P."4, Tvrdy P."*
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INTRODUCTION uvobp

Reconstruction in the head and neck includes a range Rekonstrukéni chirurgie hlavy a krku zahrnuje §kalu
of reconstruction techniques, from local flaps to free flaps.  rekonstruk¢nich technik, po¢inaje od mistnich lalokovych

One of the stages of the reconstructive ladder are regional technik az po volné lalokové prenosy. Jednou z pricek
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or pedicled flaps. The choice of flap for reconstruction is
based on the size and type of the tumor, expected curability
considering general condition of the patient, concurrent
diseases and overall life style of the patient. Submental
and submandibular flap represent relatively new locore-
gional flaps used for reconstruction of head and neck defects.
Submental flap was first reported by Martin in 1993}, supra-
clavicular fasciocutaneous flap by Lamberty and Cormack in
1979, but ,reinvented” by the work of Pallua in 19972, who
used it to solve post-burn mentosternal contractures. The
goal of this presentation was to present a small group of
patients in whom these flaps were used within reconstruc-
tion of postoncological head and neck defects and to analyze
achieved results.

METHOD

Retrospective study of 6 patients (4 men and 2 women)
operated within the period from 1. 6. 2014 to 30. 7. 2015 at the
Department of Oral and Maxillofacial Surgery in Olomouc.
All patients were primarily treated forsquamous cell carci-
noma in orofacial area. In 3 patients was used immediate
reconstruction with a submental flap; in 3 patients delayed
reconstruction of the head and neck defects with a supra-
clavicular flap. In 2 of them was used a supraclavicular flap
for secondary reconstruction of defects localized on the neck
and in 1 patient was supraclavicular flap used for second-
ary reconstruction of a facial defect in full thickness after
controlled resection.

RESULTS

Submental flap was used 3 times for reconstruction of
a defect after resection of tongue squamous cell carcinoma
and base of oral cavity (2 men, 1 woman). In all cases was
observed complete survival of the flap and primary healing
with minimal morbidity of donor site. Unfortunately, one
patient experienced progression of squamous cell carcinoma
from a metastatic lymph node localized in the subman-
dibular area after 4 months. Supraclavicular flap was used
2 times in 2 male patients after radiotherapy for coverage of
defects on the edge of the mandible and submandibular area,
and 1 time in a female for reconstruction of the right cheek
after full thickness resection. In one case occurred partial
necrosis of the supraclavicular flap after infection caused
by a combination of 4 highly virulent bacterial pathogens.
Loss of a part of the flap was treated by a bilobed flap from
pre- and retroauricular area. Other flaps survived completely
and healed well.

CONCLUSION

The method of choice in the reconstruction of head
and neck defects was usage of free flaps; local and regional
flaps were a primary alternative for polymorbid patients
unsuitable for microsurgical reconstruction, often after re-
peated radiotherapy or incapable of long general anesthesia.
Submental and supraclavicular flaps represent thin, pliable,
versatile and easy to dissect flaps with good cosmetic and
functional results, possibility of one stage reconstruction
and with minimal morbidity of donor site. With regards
to the localization of the pedicle and body of the flap in the
area of skin dissection IA, IB and IIA according to the clas-

rekonstrukéniho Zebifiku jsou regionalni neboli stopkované
laloky. Volba laloku k rekonstrukci je ovlivnéna velikosti
a typem nadoru, pfedpokladanou kurabilitou s pfihlédnutim
k celkovému stavu pacienta, k pfidruZzenym onemocnénim
a celkové zZivotospravé pacienta. Submentalni a submandibu-
larni lalok predstavuji relativné nové lokoregionalni laloky
uzivané k rekonstrukci defektii hlavy a krku. Submentalni
lalok byl poprvé popsan Martinem v roce 1993!, supraklavi-
kularni fasciokutanni lalok Lambertym a Cormackem v roce
1979, ale ,,znovuobjeven* byl az praci Pallua v roce 19972,
ktery ho pouzil pti feSeni popaleninovych mentosternalnich
kontraktur. Cilem prezentace bylo pfedstavit maly soubor
pacientil, u kterych byly tyto laloky pouzity v ramci rekon-
strukce postonkologickych defektti hlavy a krku, a analyzo-
vat dosazené vysledky.

METODA

Retrospektivni studie 6 pacientli (4 muZi a 2 Zeny) op-
erovanych v obdobi od 1. 6. 2014 do 30. 7. 2015 na KUCOCH
v Olomouci. V8ichni pacienti byli primarné 1é¢eni se spino-
celuldrnimi karcinomy orofacialni oblasti. U 3 pacientli byla
pouzita okamzita rekonstrukce submentalnim lalokem, u 3
pacienti odloZena rekonstrukce defektti hlavy a krku supra-
klavikularnim lalokem. U 2 z nich byl vyuZit supraklaviku-
larni lalok k sekudarni rekonstrukci defektii lokalizovanych
na krku a u 1 pacienta byl supraklavikularnim lalokem
sekundarné rekonstruovan defekt tvare v plné tloustce po
kontrolované resekci.

VYSLEDKY

Submentalni lalok byl 3x uzit k rekonstrukci defektu po
resekci spinaliomu jazyka a spodiny dutiny ustni (2 muzi,
1 Zena). Ve vSech piipadech doslo ke kompletnimu pfeziti
laloku a primarnimu vhojeni s minimalni morbiditou do-
norského mista. U jedné pacientky bohuZel doslo za 4 mésice
k progresi spinocelularniho karcinomu z metastatické uzliny
lokalizované v submandibuldrni oblasti. Supraklavikularni
lalok byl 2x pouZit u 2 muzskych pacientdi po radioterapii pro
kryti defektd hrany mandibuly a submandibularni oblasti,
1x u Zeny pro rekonstrukci pravé tvatre po resekci v plné
tloustce. Vjednom piipadé doslo k parcidlni nekréze suprak-
lavikularniho laloku pro jeho infekci zptisobenou kombinaci
4 vysoce virulentnich bakteridlnich patogend. Ztrata ¢asti
laloku byla vyfeSena bilobed flapem z pre- a retroaurikularni
oblasti. Ostatni laloky pfezily kompletné a dobie se vhojily.

ZAVER

Metodou volby v rekonstrukci defekt hlavy a krku dosud
byla rekonstrukce volnym lalokem, lokoregionalni laloky
predstavovaly primarni alternativu pro nemikrochirurgické
polymorbidni pacienty ¢asto po opakované radioterapii ¢i
neschopné dlouhodobé anestézie. Submentalni a suprak-
lavikularni lalok predstavuji tenké, plikabilni, versatilni
a snadno preparovatelné laloky s dobrymi kosmetickymi
a funkénimi vysledky, mozZnosti jednodobé rekonstrukce
a s minimalni morbiditou donorského mista. Vzhledem
k lokalizaci stopky a téla laloku v oblastech kréni disekce IA,
IB a IIA dle Klasifikace krénich lymfatickych uzlin Americké
akademie pro chirurgii hlavy a krku je submentalni lalok

2015, 57, No. 3-4  ACTA CHIRURGIAE PLASTICAE

47



ACTA CHIRURGIAE PLASTICAE

sification of cervical lymph nodes of the American Academy
for Surgery of the Head and Neck is the submental flap used
usually only in T1 tumors of the oral cavity without the
positivity of regional lymph nodes as shown by the imaging
methods (ultrasound, contrast CT, PET CT). Supraclavicular
flap is already now considered to be the golden standard for
reconstruction of soft tissue defects in the head and neck®.

Fig. 2.1. Submental flap - scheme before the operation

Obr. 2.1. Submentalini lalok - ndkres pfed operaci

pouzivan obvykle jen u T1 tumord dutiny ustni bez pozitiv-
ity spadovych uzlin dle zobrazovacich metod (USG, kon-
trastni CT, PET CT). Supraklavikuldrni lalok je zato jiz dnes
povazovan za zlaty standard rekonstrukce mékkotkarnovych
defektd hlavy a krku?. (Obr. 2.1, 2.2, 2.3, 2.4.)

Fig. 2.2.Submental flap 1 month after healing in the oral cavity

Obr. 2.2. Submentalni lalok 1 mésic po vhojeni v dutiné ustni

Fig. 2.3. Scheme of supraclavicular flap before the operation

Obr. 2.3. Nakres supraklavikuldrniho laloku pred operaci
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Fig. 2.4. Occlusion of a facial defect with a supraclavicular flap -
condition after the end of operation

Obr. 2.4. Uzaveér defektu tvare supraklavikurnim lalokem - stav na
konci operace



A-03 “FACIAL MAKEOVER” - NEW USAGE OF ORTHOGNATHIC
SURGERY TO IMPROVE AESTHETICS OF THE FACE

A-03 ,FACIAL MAKEOVER“ - NOVE VYUZITi ORTOGNATNI
CHIRURGIE KE ZLEPSENI ESTETIKY OBLICEJE
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Orthognathic surgery, i.e. orthopedic procedures on the
facial skeleton have been used for a long time for therapy of
occlusive disorders. The effect on the improvement of facial
aesthetics is so extensive, that we start to indicate this more
frequently in aesthetic surgery of the face. The actual change
of occlusion does not take place or it is only minimal. Since
we are able to change the type of face with these procedures,
we introduced the name “Facial Makeover”. Especially an-
terior shifts of the facial skeleton are able to change hard as
well as soft tissues of the face with the effect, which can be
called reversed facelift. These operations have a significant
anti-aging effect. Our procedures are often combined with
other cosmetic procedures, such as rhinoplasty and vari-
ous augmentation procedures. This lecture describes basic
surgical techniques and their effect on the aesthetics of the
face. We demonstrate standard 3D planning used in these
procedures on a group of more than 1100 patients treated
over the last 5 years.

Ortognatni chirurgie, ¢ili ortopedické vykony na
oblicejovém skeletu, se jiz dlouho vyuzivaji k terapii
skusovych vad. Jejich efekt na zlepSeni estetiky obliceje je
tak markantni, Ze je za¢iname stale castéji indikovat pouze
v estetické chirurgii obliceje. K vlastni zméné skusu pfi ni
nedochazi, nebo je jen minimalni. Vzhledem k tomu, Ze
témito vykony dokdZeme meénit oblicejovy typ, pouzivime
pro tyto vykony nazev ,,Facial Makeover“. Zvlasté anteriorni
posuny obli¢ejového skeletu dokazi zménit nejen tvrdé,
ale i mékké tkané obliceje s efektem, ktery se da nazvat
reverznim faceliftem. Tyto operace pak maji také vyrazny
anti-aging efekt. NaSe vykony pak také ¢asto kombinujeme
s dalsimi kosmetickymi vykony, jako jsou rhinoplastiky
arfizné augmentacni techniky. V referatu uvadime zaklad-
ni chirurgické techniky, jejich vliv na estetiku obliceje.
Ukazujeme standardni 3D planovani téchto vykonti na soubo-
ru vice jak 1100 pacientl za poslednich 5 let.

A-04 USE OF 3D PLANNING IN PRIMARY MICROSURGICAL
RECONSTRUCTION OF A FACIAL DEFECT

A-04 VYUZITi 3D PLANOVANI V PRIMARNI )
MIKROCHIRURGICKE REKOSTRUKCI OBLICEJOVEHO

DEFEKTU

Foltan R.!, Molitor M. 2, Sebek J. ', Vlachopulos V. '

'Department of Oral and Maxillofacial Surgery, 1st Medical Faculty Charles University and General University Hospital,

Prague, Czech Republic

2Department of Plastic Surgery, Ist Medical Faculty, Charles University and Hospital Na Bulovce, Prague, Czech Republic

Klinika ustni, ¢elistni a obli¢ejové chirurgie 1.LFUK a VFN, Praha

2Klinika plastické chirurgie 1.LFUK a Nemocnice Na Bulovce, Praha

Modern complex oncological therapy of malignant oro-
facial tumors cannot even today be performed without
extensive resection oncosurgical procedures. These have
still the best effect on prognosis of the underlying disease.
Extensive resection procedures are complicated in the area
of the head and neck by complex anatomy and functional

Moderni komplexni onkologicka terapie malignich
orofacidlnich nadort se ani v dnesni dobé neobejde bez
rozsahlych resekénich onkochirurgickych vykont. Ty maji
stale nejlepsi vliv na prognézu zakladniho onemocnéni.
Rozsahlé resekéni vykony jsou vsak v oblasti hlavy a krku
komplikovany sloZitou anatomii a funkénimi a estetickymi

2015, 57, No. 3-4  ACTA CHIRURGIAE PLASTICAE

49



50

and aesthetic aspects. Primary reconstruction after these
procedures is the best option for the patient to restore all
functions of stomatognathic system. In spite of a great
variability of the defects, there are five basic microsurgi-
cally transferred distant flaps used for the reconstructions
in the head and neck area - vascularized bones from the hip,
scapula, fibula and soft tissues from the forearm and anterior
thigh. Limitation of primary microsurgical reconstruction
is mainly the surgical time, since after a very demanding
oncosurgical therapy follows a demanding reconstructive
procedure. Our case report demonstrates the use of a mod-
ern CT navigated 3D planning and mainly transfer of this
plan to the performance of a microsurgical reconstruction of
the lower jaw using osteocutanous flap from fibula, which
provides significantly more accuracy in the modeling of
the flap but also shortened the time between detachment
of the vessels and subsequent revascularization, as well as
the whole duration of the surgery.

aspekty. Primarni rekonstrukce po téchto vykonech pak pro
pacienta predstavuji nejlepsi moznost obnoveni vech funkci
stomatognatniho systému. I pfes velkou rozmanitost defekti
se rekonstrukéni vykony v oblasti hlavy a krku stabilizovaly
na vyuziti péti zakladnich mikrochirurgicky pfenesenych
vzdalenych lalokd - vaskularizované kosti z kyc¢le, lopat-
ky, fibuly a mékkych tkani z pfedlokti a pfedniho steh-
na. Limitaci primarni mikrochirurgické rekonstrukce je
pak hlavné operacni ¢as, kdy po naro¢ném onkologickém
vykonu bezprostfedné nastupuje neméné narocny vykon
rekonstrukéni. Vnasem kasuistickém sdéleni prezentujeme
vyuziti moderniho CT navigovaného 3D planovani a hlavné
pfeneseni takového planu do provedeni mikrochirurgické
rekonstrukce dolni Celisti osteokutannim lalokem z fibuly,
které vyrazné zpfesnilo vlastni modelaci §tépu, ale i zkratilo
jak dobu mezi odpojenim cév a naslednou revaskularizaci,
tak i celou dobu operace.

A-05 LID IMPLANTS IN THE THERAPY OF LAGOPHTHALMUS
A-05 VICKOVE IMPLANTATY V TERAPII LAGOFTALMU

Odehnal M. ', Chovanec M. 2, Malec J.', Mahelkova G.', Ferrova K., Dotfelova D.’

'University Hospital Motol, Ophthalmology Department for Children and Adults 2nd Medical Faculty Charles University

and Motol University Hospital, Prague, Czech Republic

2University Hospital Motol, Department of Otorhinolaryngology and Head and Neck Surgery, 1st Medical Faculty,
Charles University and Motol University Hospital, Prague, Czech Republic

Fakultni nemocnice Motol, O¢ni klinika déti a dospélych 2. LF UK a FN Motol, Praha
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INTRODUCTION

Lagophthalmus is a pathological condition based on
inability to close the eye lids. The most frequent cause of
lagophthalmus is palsy of the facial nerve. This complex
clinical entity is characterized by palsy of the orbicularis
oculi muscle. The result is permanent exposure of the surface
of the cornea with a resulting clinical picture of a dry eye.
Recurrent Kkeratitis and ulcers in the cornea could result in
perforation of the eye with all consequences for ocular func-
tion. The clinical picture includes also reduced production of
tears, retraction of the upper lid and ectropium of the lower
lid. The main goal of an ophthalmologist is to maintain
integrity of the cornea. The first step is permanent applica-
tion of artificial tears in a form of drops and gels or usage
of moist chamber. During progression of keratopathy, it
is necessary to perform tarsorrhaphy. Reanimation of the
facial nerve, its anastomosis, transfers of facial muscles
or use of silicone cannulas to strengthen the lids are other
treatment options. Modern and effective method for the
treatment of lagophthalmus is usage of lid implants, the
function of which is based on weight and gravitation force.
Implant fixed to tarsal plate of the upper lid enables closure
of the eye slit and protection of corneal epithelium. Long
term functional and cosmetic results are very good and there
is a minimum of complications.
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Lagoftalmus je patologicky stav spocivajici v neschop-
nosti uzavtit o¢ni §térbinu. Nejcastéjsi pfi¢inou lagoftalmu
je obrna licniho nervu. U této komplexni klinické jednotky
dochézi k obrné svaloviny svérace vicka. Nasledkem je trvald
expozice povrchu rohovky se vznikajicim obrazem suchého
oka. Opakované keratitidy a viedy rohovky mohou vést
k perforaci oka se vSemi nasledky pro zrakové funkce. Ke
klinickému obrazu patii i sniZend produkce slz, retrakce
horniho vicka a ektropium dolniho vi¢ka. Hlavnim tkolem
oftalmologa je udrZet integritu rohovky. Prvotnim krokem
je trvala aplikace umélych slz ve formé kapek a gelti nebo
pouziti vlhké komurky. Pfi progresi keratopatie je tfeba
provést sesiti vicek, tzv. tarzorafii. Reanimace licniho nervu,
jeho anastomoéza, transfery obli¢ejovych svall ¢i pouZiti
silikonovych kanyl ke zpevnéni vicek jsou dalsi 1é¢ebné vari-
anty. Modernim a i¢innym zptisobem pfi 1é¢bé lagoftalmu
je vyuziti vickovych implantatd, které funguji na principu
hmotnosti a gravita¢ni sily. Implantat fixovany do tarzalni
ploténky horniho vi¢ka umoziuje uzavirani o¢ni $térbiny
a ochranu rohovkového epitelu. Dlouhodobé funkéni a kos-
metické vysledky jsou velmi dobré a to pfi minimu kom-
plikaci.



METHODS

During the period from May 2004 to September 2014, we
used eyelid implants to 72 patients (42 men, 30 women) at
the Ophthalmology Department for Children and Adults,
2nd Medical Faculty, Charles University and Motol University
Hospital. The indication of the operation was lagophthalmus
with signs of exposure keratitis that developed as a result of
facial nerve palsy. The most frequent cause of lagophthalmus
was a tumor, followed by cerebrovascular accidents. The
age of patients ranged from 4 years to 82 years. The average
period of observation in the group was 6.5 years (5 months to
10 years). The time interval of implant application since the
development of facial nerve palsy ranged from 3 months to
10 years (median 1 year). The extent of corneal damage was
evaluated using a scale of degrees from superficial damage
to significant changes in the cornea. For evaluation of the
function of the lid contractor we used the criteria of House-
Brackmann scale. Before the operation we used a set of trial
implants to find the optimal weight of the definite implant,
which was produced from 24 carat gold. Most frequently we
used the implants with a weight of 1.6 g (1.2-1.9 g).

Description of the surgery: Skin incision is performed
under the upper edge of the tarsal plate, approx. in a length
corresponding to the implant. With the dissection of the
muscle of the lid contractor downwards and slightly later-
ally, approx. 3-4 mm to the margin of the lid, is created
a skin-muscle “pocket” for the actual implant. Implant is
fixed with 3 fixation holes on the anterior surface of the
tarsal plate using non-absorbable stitches. The whole sur-
gical area is flushed with antibiotic solution and the lid is
sutured by single layers.

RESULTS

The average level of lagophthalmus before operation
was 5.5 mm in our patients, after the operation was the
reduction of lagophthalmus in average to 1.5 mm. In 85%
of patients we reported improvement of biomicroscopic
condition of the cornea within one year from implantation.
Visual acuity after implantation significantly improved
in 35% of patients. In the satisfaction questionnaire was
reported improvement of quality of life in 89% of patients.
In the postoperative complications in one patient occurred
inflammatory extrusion of the implant within the interval
of two years after the operation, in another patient occurred
allergy to gold and the implant was extruded within 1 year
postoperatively. In both patients we reimplanted the implant
after 6 months (in a patient with allergy to gold we used an
implant made of platinum).

CONCLUSION

At the Ophthalmology Department, we used as the
first in the Czech Republic the method of lagophthalmus
therapy in adults and pediatric patients using lid implants
and demonstrated efficiency. Lid implants provide cosmetic
and functional benefits with permanent protection of the
eye and significantly improve quality of life of the patients.
(Fig. 5.1,5.2,5.3,5.4.)

METODIKA

V obdobi od kvétna 2004 do zafi 2014 jsme na O¢ni klin-
ice déti a dospélych 2. LF UK a FN Motol aplikovali vickové
implantaty u72 pacientl (42 muzi, 30 zZen). Indikaci operace
byl lagoftalmus se znamkami expozi¢ni keratitidy vzniklé
vramci obrny licniho nervu. Nejcastéjsi etiologii lagoftalmu
byla nadorova problematika, nasledovana cévnimi moz-
kovymi pfihodami. Vék pacientd se pohyboval od 4 let do
82 let. Primérna sledovaci doba v souboru byla 6,5 roku (5
mésich az 10let). Casovy interval aplikace implantatu od
vzniku obrny licniho nervu se pohyboval od 3 mésicti do 10
let (mediin 11ok). Rozsah po§kozeni rohovky jsme hodnotili
§kalou ve stupnich od povrchniho postiZeni az po vyrazné
zmény na rohovce. K hodnoceni funkce svérace vicka jsme
pouzili kritéria House-Brackmannovy $kaly. Pfed operaci
jsme pomoci sady zkuSebnich implantatd zjistili optimal-
ni hmotnost definitivniho implantatu, ktery byl vyroben
z 24karatového zlata. Nejcastéji jsme aplikovali implantaty
hmotnosti1,6 g (1,2-1,9g).

Popis operace: Kozni fez je veden pod drovni horniho
okraje tarsalni ploténky cca v délce odpovidajici implantatu.
Preparaci svaloviny svérace vicka smérem dold a mirné
laterdlné, cca 3-4 mm k margu vicka, je vytvofena kozné
svalova , kapsa“ pro vlastni implantat. Implantat je fixovan
tfemi fixa¢nimi otvlirky na pfedni plochu tarsdlni ploténky
pomoci nevstfebatelnych stehti. Celd operacni oblast je
vyplachnuta antibiotickym roztokem a vicko seSito po jed-
notlivych vrstvach.

VYSLEDKY

Primeérna hodnota lagoftalmu pred operaci byla u nasich
pacientd 5,5 mm, po operaci doslo k redukci lagoftalmu
v praméru na 1,5 mm. U 85 % pacientdl jsme zazname-
nali do jednoho roku od implantace zlepSeni biomikros-
kopického stavu rohovky. Zrakova ostrost se po implantaci
signifikantné zlepsila u 35 % pacienti. V dotazniku spo-
kojenosti udavalo zlepSeni kvality Zivota 89 % pacientd.
U pooperacnich komplikaci se u jednoho pacienta vyskytlo
zanétlivé vylouceni implantatu v intervalu dvou let po op-
eraci, udalsiho se vyskytla alergie na zlato a implantat se do 1
roku vyloucil. U obou pacientd jsme implantat po 6 mésicich
opét implantovali (u pacienta s alergii na zlato jsme pouzili
implantat vyrobeny z platiny).

ZAVER

Na o¢ni klinice jsme jako prvni v CR zavedli metodu 1é¢by
lagoftalmu vi¢kovymi implantaty u dospélych a i détskych
pacientli a prokazali jeji efektivitu. Vickové implantaty
poskytuji kosmeticky a funkéni benefit s trvalou ochranou
oka a vyrazné zlep$uji kvalitu Zivota pacientd. (Obr. 5.1,
5.2,5.3,5.4.)
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Fig. 5.1. Golden lid implant with lateral openings for placement of Fig. 5.2. Implant fixed to tarsal cartilage of the lid
stitches

Obr. 5.2. Implantat fixovany k tarsalni chrupavce vicka
Obr. 5.1. Zlaty vickovy implantat s bo¢nimi otvlrky pro zalozeni
stehdl

i

Fig. 5.3. Lagophthalmus in the facial nerve palsy before surgery Fig.5.4. First day after implantation

Obr. 5.3. Lagoftalmus u obrny licniho nervu pfed operaci Obr. 5.4. Prvni den po implantaci
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A-06 COMPARISON OF ERYTHROCYTE, LEUKOCYTE AND
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INTRODUCTION

Lipografting has recently become a relatively common
technique. Our team has performed a pilot project in the
year 2012 with aesthetic augmentation of the breasts, during
which was administered fat enriched with autologous cells
with stromal vascular fraction (SVF). Cells in SVF are usually
obtained for aesthetic procedures by filtration of a part of
collected lipoaspirate and then they are used to enrich the
lipoaspirate intended for autologous application. Isolated
concentrated cell mixture of SVF consists of pre-adipocytes,
fibroblasts, endothelial cells, pericytes and precursors of
mesenchymal stromal cells (MSC). According to various
studies, these precursors of MSC cells play an important role
in long term take of fatty tissue and its subsequent growth.
Their number and viability in collected lipoaspirate and in
isolated SVF is therefore one of the important parameters.
The study analyzes the yield and vitality of SVF (or MSC cells)
and also the yield and vitality of adipocytes in lipoaspirates
harvested with various manual and machine harvesting
methods.

METHODS

Lipoaspirate was harvested in totally 8 volunteers. There
were the following techniques used for harvesting of li-
poaspirate: 1) manual technique according to Coleman using
10 ml syringes, 2) suction using piston suction device Medela
Dominant 50° with high vacuum -90kPa (i.e. -675 mmHg),
with moderate vacuum around -60 kPa (i.e. -450 mmHg)
and with low vacuum -30 kPa (i.e. -225 mmHg), 3) Microair
PAL 650 System Liposculptor® - vibration liposuction device
with vibration mode 4000/minute and with reduced vibra-
tion mode 2800/minute, 4) rotation oscillation liposuction
of the Swiss company Bien-Air® with frequency of oscillation
2000/minute and 5) Body-jet® device, the harvesting can-
nula of which features a water microjet. Cannulas used for
harvesting had a diameter of 3 mm and 4 mm and they were
part of the equipment of the individual manufacturer’s de-
vice. Manual suctioning was performed using the cannula

uvob

Lipografting je v poslednich letech pomérné rozsifenou
technikou. N&§ tym jiZ v roce 2012 provedl pilotni projekt
s estetickou augmentaci prst, pii které byl aplikovan tuk
obohaceny autolognimi burikami tzv. stromalni vaskularni
frakce (SVF). Buniky SVF jsou pro aplikace v estetické chirurgii
obvykle ziskavany filtraci ¢asti odebraného lipoaspiratu, poté
je jimi obohacen lipoaspirat urceny pro autologni aplikace.
1zolovana koncentrovana bunécna smeés SVF je tvofena pre-
adipocyty, fibroblasty, endotelidlnimi burikami, pericyty
a prekurzory mesenchymalnich stromdalnich bunék (MSC).
Pravé tyto prekurozory MSC bunék podle fady studii hraji
vyznamnou roli pfi dlouhodobém prihojeni tukové tkané
a jejim nasledném ristu. Jejich pocet a viabilita v odeb-
raném lipoaspiratu a v izolované SVF frakci je tedy jednim
z dlleZitych parametrti. Studie analyzuje vytézek a vital-
itu SVF (resp. MSC bunék) a soucasné vytézek a vitalitu
adipocyti v lipoaspiratech ziskanych riznymi manudlnimi
nebo pristrojovymi odbérovymi metodami.

METODIKA

Lipoaspirat byl odebran od celkové 8 dobrovolnikii. Pro
odbér lipoaspiratu byly pouZity nasledujici techniky: 1)
manualni technika dle Colemana do 10ml stfikacek, 2) odsati
pomoci pistové odsavacky Medela Dominant 50° s vysokym
podtlakem -90Kk Pa (tj. -675 mmHg), se stfednim podtlakem
kolem -60 kPa (tj. -450 mmHg) a s nizkym podtlakem -30 kPa
(tj. -225 mmHg), 3) Microair PAL 650 System Liposculptor®
vibra¢ni liposukce s vibraénim médem 4000 kmit/min a se
sniZzenym vibra¢nim médem 2800 kmitd/min, 4) rota¢né
oscilac¢ni liposukce Svycarské firmy Bien-Air® s frekvenci
oscilace 2000 otacek a 5) pristroj Body-jet®, jehoz odbérova
kanyla je vybavena vodni mikrotryskou. Kanyly pouZité pro
odbér mély primeér 3 mm a 4 mm a byly soucasti vybaveni
pristrojii jednotlivych firem. Manudlni odsati bylo provedeno
s kanylou od firmy Microair po vypnuti vibrace. Ziskané
vzorky lipoaspiratu (odebrané ze stejné oblasti jednoho

2015, 57, No. 3-4  ACTA CHIRURGIAE PLASTICAE

53



54

from the company Microair after switching off vibration.
Harvested samples of lipoaspirate (harvested in the same
area in one patient using different methods) were compared
from the point of cell yield, viability of adipocytes, yield of
SVF, admixture of red cells and long term viability of MSC
cells. For the isolation of SVF from lipoaspirate was used the
method of enzymatic tissue release.After 24 and 7 days was
microscopically quantified the number of adherent MSCs.

RESULTS

The diameter of the cannula, vacuum level and intensity
of vibration mode have an effect on the content of viable SVF
cells and amount of harvested MSCs. The number of SVF cells
for each method was within a wide range of 11 to 22 x 10°
(isolation from 5 ml of lipoaspirate). The greatest yield of SVF
from the aforementioned methods 1) to 4) was achieved with
the use of 3 mm cannula with adjusted maximal vacuum and
reduced vibration (22 + 3x 10 from 5 ml of lipoaspirate). The
yield of viable MSC cells was however higher for 4 mm can-
nula during reduced intensity of vibrations and vacuum (79
+18 from 5 ml of lipoaspirate after 24 hour adherence). High
vacuum level increases admixture of erythrocytes during
isolation of SVF fraction (up to 900 x 10%erythrocytes during
isolation from 5 ml of lipoaspirate), which is probably related
with the damage of capillaries. High vacuum pressure also
reduces the number of intact and viable adipocytes. The
technique v) was compared with other harvesting techniques
on a special group of samples, and showed higher yield of
SVF and viable MSCs (650 + 90 adherent cells in 5 ml of fat),
but not intact adipocytes.

CONCLUSION

The result of our study shows that it is not simple to find
a single method for harvesting good quality lipoaspirate,
which would also contain a maximal amount of intact viable
adipocytes and viable MSCs. It seems that more gentle har-
vesting methods with low vacuum are ideal for harvesting
the best quality adipocyte fraction in lipoaspirate. Cannulas
with greater diameter, using vibrations and high vacuum
showed increased amount of erythrocyte admixture. The
harvesting technique using water jet shows low damage
of microvessels, which is especially suitable for effective
isolation of SVF.
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pacienta riznymi metodami) byly vzijemné porovnany
z hlediska bunécné vytéznosti, viability adipocyti, vytézku
SVF, ptimeési ¢ervenych krvinek a dlouhodobé viability MSC
bunék. Pro izolaci SVF z lipoaspiratu byla pouzita metoda
enzymatického rozvolnéni tkané, po 24 hodinach respektive
7 dnech byl mikroskopicky kvantifikovan pocet adherentnich
MSC.

VYSLEDKY

Prameér kanyly, hodnota podtlaku a intenzita vibra¢niho
moédu ma vliv na obsah viabilnich bunék SVF i pocet zis-
kanych MSC. Pocet SVF bunék se pro jednotlivé metody se
pohyboval v Sirokém rozmezi od 11 do 22 x 10¢ (izolace z 5
ml lipoaspiratu), nejvyssi vytéZzek SVF z uvedenych metod
1) az 4) byl dosazen pfi pouziti 3mm kanyly s nastavenym
maximalnim podtlakem a sniZenou hodnotou vibraci (22 +
3 x10° z 5 ml lipoaspiratu). Vytézek viabilnich MSC bunék
byl v8ak nejvyssi pro 4mm kanylu pfi snizené intenzité
vibraci a podtlaku (79 + 18 z 5 ml lipoaspiratu po 24 hodi-
nové adherenci). Vysoka hodnota podtlaku zvySuje ptimeés
erytrocytl pfi izolaci SVF frakce (az 900 x 10° erytrocytd
Pfi izolaci z 5 ml lipoaspiratu), coZ pravdépodobné souvisi
s naruSenim kapildr. Vysoka hodnota podtlaku také snizuje
pocet intaktnich a viabilnich adipocytti . Technika 5) byla
srovnana s ostatnimi odbérovymi technikami na zvlastni
skupiné vzorki, vykazovala vysoky vytézek SVF i viabilnich
MSC (650 + 90 adherentnich bunék z 5 ml tuku), nikoli v§ak
intaktnich adipocyta.

ZAVER

Vysledek nasi studie ukazuje, Ze neni jednoduché na-
1ézt jedinou metodu pro zisk kvalitniho lipoaspiratu, ktery
by zaroven obsahoval maximalni pocet intaktnich viabil-
nich adipocytl a viabilnich MSC. Ukazuje se, Ze Setrné
metody odbéru s nizkym podtlakem jsou idedlni pro zisk
nejkvalitnéjsi adipocytarni frakce lipoaspiratu. Kanyly
s velkym primeérem, pfi pouziti vibraci a vysokého podtlaku
vykazovaly zvySeny podil erytrocytarni pfimési. Technika
odbéru s vodni tryskou vykazuje nizké naruseni mikrocévek,
odbér je pak zejména vhodny pro efektivni izolaci SVE.
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INTRODUCTION

Acellular dermal matrix (ADM) is a soft tissue graft
that is produced in a process of decellularisation preserving
only intact extracellular matrix of the skin. After implan-
tation is this structure able to create adequate scaffold for
recipient’s cells with subsequent possible incorporation and
revascularization. Its application has been validated in clini-
cal practice by various methods, e.g. in burns, reconstruc-
tion of abdominal wall as well as breast reconstructions.
ADM in breast reconstruction enables mainly coverage and
subsequent shaping of the inferior pole of the breast. This
enables more controlled placement of an implant, mainly
towards the inframammary fold and also generally better
and more ptotic shape of soft tissues in the inferior pole of
the new breast. Such completely covered implant is more
resistant against extrusion and also less visible and palpable.
This presentation shows an effective application of allogenic
ADM in breast reconstruction, which we verified also in our
clinical conditions.

METHODS

Our group of patients included 19 patients, in whom
we performed 24 breast reconstructions using ADM with
application of an expander during the last 18 months in the
first stage. ADM for clinical application was prepared by the
Central Tissue Bank of the University Hospital Bratislava
Ruzinov. In the second stage was performed exchange of the
expander for permanent implants, during which there were
also samples of soft tissues containing used ADM harvested.
Biopsy samples of the tissues were furthermore analyzed
histologically to see revascularization processes.

RESULTS

During the period of 18 months we have seen two com-
plications in 19 patients with 24 reconstructed breasts, who
underwent reconstruction with the use of ADM. One patient
developed infection caused by Streptococcus Agalactiae with
the need of explantation of the tissue expander. In the second
patient developed mild deformation of shape in the inferior
pole of the breast, most probably due to released insertion of

uvob

Acelularna dermalna matrix (ADM) je makkotkanivovy
Step vznikajuci procesom decelularizacie zachovavajuac len
intaktny extraceluldrny matrix koze. Tato Strukttra je po im-
plantacii schopna vytvarat adekvatne leSenie pre prijemcove
bunky s nasledne moznou inkorporiciou a revaskularizaciou.
Jej aplikacia bola rozne overend v klinickej praxi, napr. pri
popaleninach, rekonstrukciach brusnej steny ako aj pri
rekons$trukcidch prsnikov. ADM pri rekonstrukcii prsnika
sltzi najmad na prekrytie a nasledné vytvarovanie spodného
pélu prsnika. To umoziiuje kontrolovanejsie umiestnenie
implantatu hlavne smerom k inframamarnej ryhe a zaroven
celkovo dokonalejsi, ptotickejsi tvar makkych tkaniv v spod-
nej Casti neoprsnika. Takto kompletne prekryty implantat je
odolnejsi voci extriizii a tieZ menej viditelny a hmatatelny.
Tento prispevok prezentuje efektivnu aplikaciu alogénnej
ADM prirekonstrukciach prsnika, ktorti sme overili aj v na-
§ich klinickych podmienkach.

METODIKA

Do nasho stboru bolo zaradenych 19 pacientiek u kto-
rych sme zrealizovali 24 rekonstrukcii prsnika pomocou
ADM s aplikaciou expandera za poslednych 18 mesiacov
v prvej faze. ADM pre klinickd aplikdciu bola pripravovana
v Centralnej tkanivovej banke UNB Ruzinov. V druhej faze
boli realizované vymeny expanderu za permanentné implan-
taty pri com boli tieZ odoberané vzorky makkych tkaniv obsa-
hujtcich pouziti ADM. Bioptované vzorky tkaniva boli dalej
histologizované s analyzou revaskulariza¢nych procesov.

VYSLEDKY

Za obdobie 18 mesiacov sme u 19 pacientiek s 24 rekon-
Strukciami prsnika zaznamenali komplikacie asociované
s pouzitim ADM v dvoch pripadoch. U jednej pacientky
sa v priebehu mesiaca rozvinula infekcia Streptococcus
Agalactiae s nutnostou explanticie expandera. U druhej
pacientky vznikla mierna defiguracia v spodnom péle prsnika
pravdepodobne na ukor uvolnenia inzercie ADM z inframa-
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ADM from the inframammary fold. In other cases, the use of
ADM provided only benefits, mainly in significant shorten-
ing of surgical time and also reduced morbidity. All analyzed
samples of ADM incorporated into soft tissues showed signs
of revascularization without any tendency to rejection.

CONCLUSION

Effective use of ADM during reconstruction of the breast
was verified also in our practice, for now however with the
longest observation only of 18 months. Usage of this method
will be therefore still subject of thorough long term analysis.
Based on the current experience we can claim that the use of
ADM clearly contributed to extension of the reconstructive
options in our department. (Fig.7.1,7.2,7.3,7.4.)

marnej ryhy. V ostatnych pripadoch nam pouzitie ADM
prinieslo len benefity najma vo vyznamnom, skrateni ope-
ra¢ného ¢asu a zaroven v znizeni morbidity. VSetky analyzo-
vané vzorky ADM inkoroprovanej v makkych tkanivach javili
znamKy revaskularizicie bez akejkolvek tendencie k rejekcii.

ZAVER

Efektivne vyuzitie ADM pri rekonstrukciach prsnika sme
overili aj v nasej praxi, zatial vSak s najdlh$im sledovanim
len 18 mesiacov. Pouzitie tejto metddy budeme preto aj na-
dalej podrobovat d6kladnej analyze z dlhodobého hladiska.
Na zaklade doteraj$ich skusenosti si vSak dovolime tvrdit, Ze
pouzitie ADM jednoznacne prispelo k roz§ireniu kvalitného
rekonstrukéného armamentaria nasej Kliniky. (Obr. 7.1,
7.2,7.3,7.4.)

Fig. 7.1. Allogeneic acellular dermal matrix (ADM) before its ap-
plication

Obr. 7.1. Alogénna aceluldrna dermalna matrix (ADM) pred jej
aplikaciou

Fig. 7.2. Schematic image of ADM application during reconstruc-
tion of the breast using expander/implant

Obr. 7.2. Schématicky obrazok aplikacie ADM pri rekonstrukcii
prsnika pomocou expanderu/implantétu

Fig. 7.3. ADM completely covering the inferior pole of the ex-
pander during breast reconstruction in the extent of the pectoralis
major muscle to the inframammary fold

Obr. 7.3. ADM kompletne prekryvajuca spodny pdl expanderu pri
rekonstrukcii prsnika, v rozsahu od m. pectoralis major po infra-
mammarnu ryhu

2015, 57, No. 3-4

Fig. 7.4. ADM completely incorporated to the capsule after ex-
pansion of tissue during breast reconstruction without signs of
rejection

Obr. 7.4. ADM kompletne inkorporovand do kapsuly po expanzii
tkaniva pri rekonstrukcii prsnika bez zndmok rejekcie
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INTRODUCTION

Negative pressure therapy belongs among the newest
methods to treat complicated wound healing. It supports
granulation, mechanically shrinks the wound edges, re-
moves fluids and reduces quantitative amount of bacteria in
wound and reduces swelling. It consists of a contact layer,
usually gauze soaked in silver or a silicone sheet, from porous
foam or gauze covered with air tight dressing, on which is
applied vacuum generated by a machine. Effective pressure
is 25-500 mmHg. According to the extent of vacuum, it is
possible to divide the technique to high pressure and low
pressure. Currently, in most indications, is established the
optimal level of vacuum to 125 mmHg. It has been used in
plastic surgery, apart from the basic indication, to initiate
wound healing, for fixation of free skin grafts and fixation
of flaps. In these types of applications are used and recom-
mended low vacuum pressures, 70-90 mmHg in continual
mode. For fixation of free skin grafts were established exact
indications because under optimal conditions has NPWT
fixation no benefit compared with the classical fixation us-
ing a gauze bolus. It is important to mention contraindica-
tions of vacuum therapy: acute bleeding, wound necrosis,
presence of tumor cells in the wound bed, fistulas that were
not further investigated and relative contraindication is
also infection.

MATERIAL AND METHODS

This presentation includes 81 patients with defects of
various origin and it presents the benefits of NPWT fixation
of skin grafts, statistical evaluation of take, based on the ori-
gin of the defect, microbial contamination and localization
of the defect. Transplants were 0.25-0.3 mm thin, harvested

uvob

Podtlakova terapia patri medzi najnovsie metdédy rieSenia
komplikovane hojacich sa ran. Podporuje granuliciu, me-
chanicky stahuje okraje rany, odstranuje sekréty a zniZuje
kvantitativne mnozstvo baktérii v rane a redukuje opuch.
Sklada sa z kontaktnej vstvy, najcastejsie gazy napustenej
striebrom alebo silikénovou vrstvou, potom z poréznej peny
alebo gazy prekrytej vzduchotesnym krytim, na ktory sa
aplikuje vikuum generované pristojom. Efektivne rozhranie
podtlaku je 25-500 mmHg. Podla velkosti podtlaku je mozné
terapi rozdelit na vysokotlaki a nizkotlakd. V sucasnosti je
na vacésinu indikacii stanovend optimalna hladina podtla-
ku na 125 mmHg. V plastickej chirurgii sa pouziva, okrem
zakladnej indikacie, nastartovania hojenia ran, na fixaciu
volnych koznych transplantatov a na fixaciu lalokov. Tu
su pouzivané a doporucené nizsie hladiny podtlaku, 70-90
mmHg v kontinudlnom rezime. Na fixaciu volnych koznych
transplantatov boli stanovené presné indikacie, pretoze za
optimalnych podmienok NPWT fixacia nema prinos oproti
Klasickej fixacii bolusom gazy. Ddlezité je spomentit kon-
traindikacie pouzitia podtlakovej liecby: akitne krvacianie,
nekrdza v rane, pritomnost nadorovych buniek v spodine,
nedodiagnostikované fistuly a relativna kontraindikacia
je infekcia.

MATERIAL A METODIKA

V prednéske je na stibore 81 odoperovanych pacientov
s defektami rozli¢nej etiolégie v neidedlnych podmienkach
prezentovany prinos NPWT fixacie koznych transplantatov,
Statistické vyhodnotenie percenta prihojenia, v zavislosti od
etiolégie defektu, mikrobidlnej kontaminacie a lokalizacie
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with an electrodermatomeand meshed manually to approx.
1cm holes. Defects and healed areas were measured in vivo
with a measure gauge at the site of maximal length and
width. There was not even one case of complete loss of the
transplant. Incomplete healing in 21 cases included 13 in the
group with take percentage above 80%. High efficiency of
vacuum fixation is demonstrated also in a case report with
100% take in a semicircular calf ulcer, contaminated with
MRSA, Pseudomonas aeruginosa and E. Coli. In the examples of
case reports is demonstrated the use and benefits of NPWT in
plastic surgery on fixation of flaps and stimulation of heal-
ing. In these cases, it is important to use lower vacuum level
and place the disc outside of the flap pedicle, as a prevention
of ischemia. Negative pressure in that case has a favorable
effect on venous congestion of the flap, it reliably fixes the
flap without ischemia and last but not least contributes on
management of exudate. Barrier function acts as prevention
of infection.

CONCLUSION

Use of NPWT in plastic surgery includes use for fixation
of a skin graft, flaps and stimulation of wound healing. It
protects the wound, keeps moisture and prevents external
effects, prepares the wound for secondary surgical interven-
tion by improving the quality of wound bed, by reducing
its size and enables usage of less demanding reconstructive
method from the reconstructive ladder. Vacuum fixation
of meshed skin grafts seems to be an advantageous fixation
method in patients with defects of various origin under
non-optimal conditions, such as non-homogeneous bed,
poor perfusion, poor granulation tissue, increased discharge
from the defect, increased contamination of the defect,
stable fixation that cannot be achieved otherwise and ex-
tensive areas. It increases the percentage of graft take and
shortens the time needed for fixation of the graft and also
duration of hospitalization of the patients. It also enables
an earlier mobilization and rehabilitation of the patients.
During the use for flap fixation, it provides reliable fixation
without ischemia and it has a beneficial effect on venous
congestion of flaps.
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defektu. Transplantaty boli tenké 0,25-0,3 mm odobraté
elektrodermatémom a meshované ru¢ne s asi 1 cm otvormi.
Defekty a prehojené plochy boli merané in vivo centimetro-
vym meradlom v mieste maximalnej diZky a $irky. Nedo$lo
ani jeden raz k iplnej strate transplantatu. Z nekompletne
prihojenych 21 pripadov je 13 v skupine s percentom pri-
hojenia vys$§im ako 80 %. Vysoka efektivita fixdcie podtla-
kom je demonstrovana aj kazuistikou so 100% prihojenim
semicirkularneho ulcus cruris, kontaminovanym MRSA,
Pseudomonas aeruginosa a E.Coli. Na priklade kazuistik
je demonstrované vyuzitie a benefity NPWT v plastickej
chirurgii na fix4ciu lalokov a stimulaciu hojenia. V tych-
to pripadoch je délezité pouzit niz§iu hladinu podtlaku
a a umiestnenie ter¢ika mimo stopku laloka, ako prevenciu
ischemizicie. Vtedy ma negativny podtlak priaznivy vplyv
na vendznu kongesciu laloka, spolahlivo fixuje lalok bez
ischemizacie a v neposlednom rade prispieva k menezmentu
exsudatu a bariérova funkcia pésobi ako prevencia infekcie.

ZAVER

Vyuzitie NPWT v plastickej chirurgii spoc¢iva vo fixacii
VTKZ, lalokov a stimulacii hojenia v ranach. Chrani ranu,
udrzuje vlhkost a brani vonkaj$im viplyvom, pripravuje ranu
na sekundarnu chirurgickd intervenciu zlepsenim kvality
spodiny rany, zmensenim jej velkosti a umoziuje pouzit
menejnaro¢ni rekonstrukéni metédu v rekonstrukénom
rebricku. Podtlakova fixacia meshovanych volnych koznych
transplantatov sa zda vyhodnou metédou fixacie u pacientov
s defektami roznej etioldgie v neidealnych podmienkach, ako
st nehomogénne 16Zko, slabsia perfuzia, slab$ie granula¢né
tkanivo,zvysena secernacia defektu, zvySend kontaminacia
defektu, stabilna fixacia inak nedosiahnutelnd a rozsiahle
plochy, zvySuje percento prihojenia transplantatu a zjavne
skracuje dobu potrebni k fix4cii transplantatu a aj dizku
hospitalizacie u pacientov. Umoziiuje v neposlednom rade
skor$iu mobilizaciu a rehabilitdciu u pacientov. Pri pouziti
na fixaciu lalokov poskytuje spolahlivi fixdciu bez ischemi-
zacie a ma priaznivy vplyv na venéznu kongesciu lalokov.
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This presentation shows final results of the clinical
utilization of platelet growth factors or PRP (Platelet Rich
Plasma) in local therapy of chronic defects or preparation of
these defects before a subsequent surgical procedure. This
presentation of our unit is supposed to confirm or rule out
therapeutic efficiency of locally administered “enriched”
own blood plasma on the defects to start natural reparative
processes where other conservative methods failed and there
is a plan for definite treatment of the defect with a skin
graft or flap. This is plasma that was prepared from own
blood and it contains concentrated growth platelet factors
without their further selection. It is prepared by centrifuga-
tion and it is administered under aseptic conditions to the
defects, mainly on the lower limbs. Our study includes most
frequently patients with calf ulcers, defects in patients with
diabetic foot syndrome or defects in critical limb ischemia, in
whom previous conservative therapy failed or there was no
indication of invasive surgical therapy (vascular procedures,
etc.). We present a group of 68 patients with the aforemen-
tioned diagnoses, to whom we administered PRP therapy to
start treatment of a chronic defect, where repeated conser-
vative therapy failed and patients were previously treated
without significant effect for at least 12 months and longer.
The goal was mainly initiation of granulation tissue growth
at the bed of the defect, reduction of pain and remodeling
of scar edges and base. The goal was not complete primary
spontaneous healing of the defects, but preparation before
subsequent surgical closure of the defect (most frequently
skin grafts or flaps). For comparison of the effectiveness
of the method, we present the results of a control group of
patients who underwent treatment with moist wound heal-
ing only. This group had similar spectrum of defect etiology.

Prezentace pfibliZuje zavérecné vysledky klinického
vyuziti terapie destickovymi rastovymi faktory neboli PRP
(Platelet Rich Plasma) terapie pfi lokalni 1é¢bé chronickych
defektii respektive pripraveé téchto defektl pfed nislednym
chirurgickym vykonem. Prace z naseho pracovi$té ma za kol
potvrdit ¢i vyvratit terapeutickou efektivitu lokalné podavané
tzv. ,,obohacené* vlastni krevni plasmy do defektdl k nas-
tartovani pfirozenych reparativnich procest tam, kde jiné
konzervativni metody selhavaji a je planovana definitivni
sanace defektu koznim $tépem nebo lalokovou plastikou.
Jedna se o plasmu pfipravenou z vlastni krve s koncentro-
vanymi rastovymi destickovymi faktory bez jejich dalsi
selekce, ktera je pripravovana centrifugaci a za aseptickych
kautel aplikovana do defektli pfedevsim dolnich koncetin.
V nasi studii se jedna nejcastéji o pacienty s bércovymi
viedy, defekty u pacientli se syndromem diabetické nohy
nebo defektl u kritické ischémie dolnich koncetin, u kterych
selhala predchozi konzervativni lokalni terapie respektive
neni indikovana invazivni chirurgicka 1é¢ba (cévni vykony
apod.). Prezentujeme skupinu 68 pacientd s vySe zminénymi
diagnézami, kde jsme aplikovali PRP terapii k iniciaci sanace
chronického defektu, kde selhala opakované konzervativni
terapie a pacienti byli pfedtim léceni bez vyznamnéjsiho
efektu minimalné 12 mésici a déle. Cilem bylo pfedev§im
nastartovani tvorby granulac¢nich tkani na spodiné de-
fektu, snizeni bolestivosti, remodelace jizevnatych okraji
a spodiny. Cilem nebylo plné primarni spontanni vyho-
jeni defektl, ale pfiprava pfed naslednym chirurgickym
uzavérem defektu (nejcastéji kozni $tépy nebo lalokovymi
plastikami). Pro srovnani efektivity metody uvadime vysled-
ky kontrolni skupiny pacientdi s pouZitou terapii systémem
vlhkého hojeni ran. Tato skupina méla obdobné spektrum
etiologie vzniku defektd.

2015, 57, No. 3-4  ACTA CHIRURGIAE PLASTICAE

59



60

A-T0RECONSTRUCTION OF TRAUMATIC DEFECTS OF DISTAL
THIRD OF THE CALF WITH A FASCIOCUTANEOUS SURAL FLAP

- OUR EXPERIENCE

A-T0REKONSTRUKCE TRAUMATICKYCH DEFEKTU DISTALNI
TRETINY BERCE FASCIOKUTANNIM SURALNIM LALOKEM

- NASE ZKUSENOSTI

Slaninka ., Fibir A., Cap R., Klein L., HoSek F., Hasendhrlova L., Bajus A., Sedivy O.

Department of Plastic and Aesthetic Surgery and Burns, Department of Surgery Medical Faculty Charles University and
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Large defects in the area of the ankle, foot and distal third
of the calf are often difficult to treat due to limited recon-
structionpossibilities. In indicated cases is the reconstructive
method of choice usage of a free flap. Despite clear advan-
tages of microsurgical therapy is reconstruction with a lo-
cal or pedicled flap within these indications less frequently
used, yet it is a reliable therapeutic modality. This method is
mainly suitable in patients contraindicated for microsurgical
procedure or in case of multiple injuries or polytrauma, where
the speed of operation and subsequent recovery is important
for the patient. During the last 3 years we performed totally
7 reconstructions using the sural flap. This is a reverse veno-
fasciocutaneous flap, the arterial supply of which is provided
by fasciocutaneous perforators from the peroneal artery and
tibialis posterior artery, venocutaneous perforators from the
lesser saphenous vein and neurocutaneous perforators from
the sural nerve. Venous outflow is provided by collateral veins
of the lesser saphenous vein, since this vein contains valves,
which under normal conditions disable backflow of venous
blood. Therefore the flap is susceptible to venostasis, mainly
in younger patients, who still have these valves sufficient.

Our presentation shows experience with the use of this
flap. We think that the sural flap offers a wide arc of rotation,
constant vascularity, simple and rapid elevation with accept-
able morbidity of the donor site. The disadvantage may be
considered the secondary morbidity of the donor site with skin
graft character at the site of harvested skin island and also sen-
sitive loss in innervation zone of sural nerve. Sensitive deficit
may be reduced or eliminated, if sural nerve is left in situ in
the proximal part up to the area, where it passes through fascia
superficially. This area is usually approx. 10-12 cm proximally
from the apex of the lateral ankle and therefore must reach to
the proximal shift of the pivot point. Disadvantage in this case
is shortening of the arc of possible rotation in this case. In some
cases is sural nerve sometimes duplicated and sensitive deficit
during the use of this flap is not so great. From the practical
point of view, it is necessary to pay greater attention to possible
flap venostasis, which could significantly impair the overall
nutrition of the flap. Therefore, we do not recommend passing
the pedicle through a subcutaneous tunnel to the site of the
defect or suturing of skin cover over the flap pedicle, which is
best to be transplanted completely with split thickness skin
graft. (Fig. 10.1,10.2,10.3.)
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Rozsahlejsi defekty v oblasti hlezna, nohy a distalni
tfetiny bérce jsou vzhledem k omezenym moznostem rekon-
strukce casto obtizné feSitelné. V indikovanych pfipadech
je metodou volby rekonstrukce volnym lalokem. I pfes ne-
sporné vyhody mikrochirurgickych feSeni je rekonstrukce
mistnim nebo stopkovanym lalokem v téchto indikacich
sice méné pouzivanou, ale pfesto spolehlivou terapeutick-
ou modalitou. Zejména je tato metoda vhodna u pacienti
kontraindikovanych k mikrochirurgickému vykonu, nebo
u sdruzenych poranéni ¢i polytraumat, kdy je pro pacienta
podstatna i rychlost operace a nasledné rekonvalescence. Za
posledni 3 roky jsme provedli celkem 7 rekonstrukci pravé
surdlnim lalokem. Jedni se o reverzni venofasciokutanni
lalok, jehozZ arterialni vyZiva je zajisténa fasciokutannimi
perfordtory z peronealni arterie a arterie tibialis posterior,
venokutannimi perforatory z vena saphena parva a neuro-
kutadnnimi perforatory ze suralniho nervu. Venozni odtok je
zajistén kolateralnimi Zilami vena saphena parva, protoze
vena saphena parva sama obsahuje chlopné, které za nor-
malnich podminek znemoznuji zpétny tok venézni krve.
Proto je lalok tak nachylny na venostazu, zvlasté u mladsich
pacientdi, ktefi maji tyto chlopné jesté suficientni.

V nasSem sdéleni prezentujeme své zkusenosti s pouzitim
tohoto laloku. Myslime si, Ze suralni lalok nabizi Siroky ob-
louk rotace, konstantni vaskularitu, jednoduchou a rychlou
elevaci s akceptovatelnou morbiditou donorského mista. Za
nevyhodu lze povazovat pravé sekundarni morbiditu donor-
ského mista charakteru kozniho $tépu v misté odebraného
kozniho ostrova a také senzitivni vypadek v inervacnizéné n.
suralis. Senzitivni deficit je mozno sniZit nebo eliminovat,
pokud je suralni nerv v proximalni ¢asti ponechan in situ
azdo mista, kudy pronika skrze fascii povrchné. Tato oblast
lezi vétSinou cca 10-12 cm proximalné od apexu lateralniho
kotniku, a proto musi dojit k proximalnimu posunu pivot
pointu. Nevyhodou je v tomto piipadé zkraceni oblouku
mozné rotace. V nékterych ptipadech byva n. suralis zdvojen
a senzitivni deficit pfi pouziti tohoto laloku neni tak velky.
Z praktického hlediska je nutno vénovat zvysenou pozornost
pripadné venostaze laloku, kterd mize celkovou vyZzivu
laloku vazné ohrozit. Nedoporucujeme tedy z tohoto divodu
protahovani stopky skrze podkozni tunel do mista defektu
nebo presivani kozniho krytu ptes stopku laloku, kterou je
1épe celou odtransplantovat dermoepidermalnim $tépem.
(Obr. 10.1, 10.2, 10.3.)



Fig. 10.1. Traumatic defect of distal calf Fig. 10.2. Sural flap before rotation to the defect

Obr. 10.1. Traumaticky defekt distdlniho bérce Obr. 10.2. Surdini lalok pred rotaci do defektu

Fig. 10.1. Traumatic defect of distal calf

Obr. 10.1. Traumaticky defekt distalniho bérce
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A-11 ANESTHESIA AND RECURRENCE OF MALIGNANT
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Cutaneous malignant melanoma is a malignant tumor, the
incidence of which still increases. There is no doubt that the
most effective treatment option is its early wide excision with
sufficient resection edges. Surgical procedures are performed
under local, regional or general anesthesia with regards to
the extent of the procedure and localization of the primary
lesion. We came up with a question whether the chosen type
of anesthesia could have some effect on the result of therapy
and recurrence of the disease. We performed a detailed review
of published papers from 1980, which deal with this topic.

It has been shown that most papers disprove the previous
myth about contraindication of local anesthesia in malignant
melanoma surgery and suggest rather the opposite. According
to the review papers concerning the effect of general anes-
thesia on immune system, it is obvious that standardly used
anesthetics and opiates have a negative effect on the most
important component of cellular immunity, which contrib-
utes on elimination of tumor cells and NK cells and cytotoxic
T lymphocytes. These pharmaceuticals negatively influence
the overall number and activity of these components of cell
immunity and reduce the possibility to eliminate circulat-
ing tumor cells, which a healthy immune system is able to
eliminate. The presentation dealing with the effect of local
anesthesia provides further interesting results in lidocaine,
in which is demonstrated in vitro suppression of prolifera-
tion of tumor cells and in ropivacaine, where in vitro occurs
suppression of cell growth of large bowel carcinoma. The most
interesting papers about the effect of anesthesia on the course
of malignant melanoma include the study of German authors,
who statistically demonstrated a significantly higher 10 year
survival in 4329 patients with malignant melanoma operated
under local anesthesia (85%) compared with patients operated
under general anesthesia (79%).

Our findings have shown that chosen type of anesthe-
sia during the surgical procedure in malignant melanoma
could have an effect on recurrence of malignant melanoma,
however different to what was previously assumed. It has
been shown that usage of local or regional anesthesia could
reduce recurrence of malignant melanoma. These results
should be however supported with other, preferably pro-
spective studies.
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Kozni maligni melanom je zhoubny nador, jehoz inci-
dence se stale zvySuje. Neni sporu o tom, Ze nejefektivnéjsim
1é¢ebnym postupem je jeho véasna Siroka excize pii dosaZeni
dostatecnych resekénich okrajii. Opera¢ni vykony jsou s ohl-
edem na rozsah vykonu a lokalizaci primarniho loziska
provadény v lokalni, svodné a celkové anestezii. Polozili
jsme si otazku, zda zvoleny druh anestezie miZe mit vliv
na vysledky 1é¢by, respektive na rekurenci nemoci. Provedli
jsme podrobnou reSersi publikovanych praci od roku 1980,
které se zabyvaji touto problematikou.
traindikaci lokalni anestezie u operace maligniho melanomu
a priklani se spiSe k opa¢nému nazoru. Dle piehledovych
praci zabyvajicich se vlivem celkové anestezie na imunitni
systém je zfejmé, Ze standardné uzivana anestetika a opiaty
imunity, ktera se podili na eliminaci nddorovych bunék,
a to na NK buriky a cytotoxické T lymfocyty. Tato farmaka
negativné ovliviiuji bud celkovy pocet, nebo aktivitu téchto
slozek bunécné imunity a snizuji tak moznost eliminace
cirkulujicich nadorovych bunék, které zdravy imunitni
systém eliminovat dokaze. Prace zabyvajici se vlivem lokalni
anestezie pfindseji dalsi zajimavé vysledky u lidokainu,
u kterého prokazuji in vitro atlum proliferace nadorovych
bunék, a uropivakainu, kde in vitro dochazi k potlaceni ristu
prace o vlivu anestezie na pribéh onemocnéni malignim
melanomem patii studie némeckych autorii, ktefi na 4329
pacientech zjistili statisticky vyznamné vyssi 10leté preziti
u pacientl s malignim melanomem operovanych s uzitim
lokaln{i anestezie (85 %) oproti uZiti celkové anestezie (79 %).

Z nasich zjisténi vyplyva, Ze zvoleny druh anestezie
u opera¢niho vykonu u maligniho melanomu muZe mit vliv
na rekurenci maligniho melanomu, i kdyzjinak, nez se dfive
predpokladalo. Ukazuje se, Ze naopak uziti lokalni ¢i region-
alni anestezie mlzZe sniZit rekurenci maligniho melanomu.
Tyto vysledky je v§ak nutno podpofit jesté dalsimi, nejlépe
prospektivnimi studiemi.
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A-12LOW OSTEOPLASTIC AMPUTATION OF THE CALF USING

VASCULARIZED BONE GRAFT

A-12NiZKA OSTEOPLASTICKA AMPUTACE BERCE POMOCI
VASKULARIZOVANEHO KOSTNIHO STEPU
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Below knee amputation is an irreversible, mutilating
procedure with significant psychical and somatic conse-
quences for the patient. Standard procedure of below knee
amputation preserves proximal, relatively short and biome-
chanically unsuitable stump, which is poorly accepted by the
patients psychically. Since the contact area of the prosthesis
is small, due to a relatively great nominal pressure load, it
results in excessive overload of soft tissues and therefore the
patient has a lower lever for the prosthesis control. Last but
not least, during classical amputation is missing the distal
fixation of fibula, which results in shearing movements of
the calf bones during gait (i.e. chop-sticking). This results
in greater irritation of soft tissues, pain and rotation insta-
bility in the prosthesis. An alternative is preservation of
a long calf stump, which is better tolerated by the patient
and it preserves lever for transfer force to the prosthesis. This
solution is beneficial for the patient, it is more technically
demanding for the surgeon and it is more complicated for
the prosthetistto create a well fitting prosthesis.

Due to the long amputation stump, it is surgically nec-
essary to achieve firm connection of both calf bones to
prevent shearing forces between the long tibia and fibula.
For this goal is standardly used non-vascularized bone graft
(potentially problematic healing) or there is so called Ertl
amputation performed, when bone marrow cavity of both
amputated bones is bridged by a periosteal or osteo-periosteal
flap, which ossificates in time. Even here it is advantageous
to perform greater shortening of calf bones in order to create
connection of the aforementioned flap.

The most advantageous method to achieve distal fusion
of both calf bones with preservation of the longest stump
possible, is the use of vascularized bone graft from fibula,
which is shifted onto fibula after close-wedge osteotomy and
fixed. This method, although technically more demanding,
ensures rapid and safe synostosis and enables the surgeon to
preserve the longest stump, which is associated with several
advantages. Firstly, low below knee amputation is better
accepted by the patient. Vascularized graft provides rapid
and solid fusion of both bones without the risks resulting
from shearing movements (chop-sticking) at the border of
fibula/tibia and the patient still has longer lever to control
the prosthesis, which is a clear and long term biomechani-
cal advantage. Contact area is greater, which results in
reduced nominal pressure load on skin and reduced risk of
pressure sores. Rapid healing enables early rehabilitation.
(Fig. 12.1,12.2,12.3.)

Amputace dolni koncetiny v bérci je nezvratny, mu-
tilujici vykon se zavaznymi psychickymi a somatickymi
nasledky pro pacienta. Standardné pouzivany postup bércové
amputace zachovava proximalni, relativné kratky a bio-
mechanicky nevyhodny pahyl, ktery je pacienty psychicky
§patné akceptovan. Tim, Ze je kontaktni plocha pahylu
v protéze mala, vlivem velkého mérného tlakového zatizeni
dochazi k nadmérnému zatézovani mékkych tkani a dale
ma pacient k dispozici menSi paku pro ovladani protézy.
V neposledni fadé, pti klasické amputaci chybi distalni fixace
fibuly, ¢imz dochazi k stfiznym pohyb{im bércovych kosti pii
chtizi (tzv. chop-sticking). To ma za nasledek vétsi drazdéni
meékkych tkani, bolestivost a rota¢ni nestabilitu v protéze.
Alternativou je ponechani dlouhého bércového pahylu, ktery
je pacienty psychicky lépe akceptovan a zachovava delsi
paku pro pfenos sily na protézu. Pro pacienta je toto feSeni
biomechanicky vyhodnéjsi, pro chirurga je tato metoda
dobfe ,,padnouci“ protézu.

Pro dlouhy amputacni pahyl je chirurgicky nutné
dosdhnout pevného spojeni obou kosti bérce k zabrané
stfiznych sil mezi dlouhou tibii a fibulou. Pro tento tcel
je standardné pouzivan nevaskularizovany kostni §tép
(potencialné problematické hojeni), nebo se provadi
takzvana Ertlova amputace, kdy se dferiové dutiny obou
amputovanych kosti pfemosti periostalnim nebo osteo-
periostalnim lalokem, ktery casem osifikuje. I zde je ale
nevyhodou nutnost vétsiho zkraceni bércovych kosti, za
acelem vytvofeni vySe zminéného laloku.

Nejvhodnéjsi metodou k dosaZeni distalni flize obou
bércovych kosti se zachovanim co nejdel§iho pahylu je
pouziti vaskularizovaného kostniho $tépu z fibuly, ktery
se po close-wedge osteotomii pfiklopi k tibi a zafixuje. Tato
bezpecné synostdzy a umozni chirurgovi zachovat co nejdelsi
pahyl, coz je skutecnost, ktera s sebou pfinasi fadu vyhod. Za
prvé je nizka amputace v bérci 1épe akceptovana pacientem.
Vaskularizovany §tép vede k rychlé a pevné flzi obou kosti
Dbez rizik plynoucich ze stfiznych pohybt (chop-sticking) na
rozhrani fibula/tibie a pacient ma dale k dispozici delsi paku
k ovladani protézy, coZ pro néj predstavuje jednoznacnou
a dlouhodobou biomechanickou vyhodu. Kontaktni plocha
je vétsi, coz vede ke sniZzeni mérného tlakového zatiZeni kiize
a sniZeni rizika dekubitd. Rychlé hojeni umoziuje casnou
rehabilitaci. (Obr. 12.1, 12.2, 12.3.)
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Ertlova amputace Fixace vaskularizovanym stépem z
Fixace kostnim stépem fibuly

Fig. 12.1. The method of fixation of calf bones as mentioned in the text

Obr. 12.1. V textu zminéné metody fixace bércovych kosti

Fig. 12.2. Close-wedge osteotomy and fixation to tibia Fig. 12.3. Result of operation - X ray immediately after operation
and 8 months later

Obr. 12.2. Close-wedge osteotomie a fixace k tibii
Obr. 12.3. Vysledek operace - RTG tésné po operaci a 8 mésicl

po operaci
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A-13BARRIER EFFICIENCY OF POLYURETHANE FOIL IN
PREVENTION OF POSTOPERATIVE INFECTION IN FREE MUSCLE
FLAPS

A-13BARIEROVA UCINNOST POLYURETANOVE FOLIE
V PREVENCI POOPERACNI INFEKCE U VOLNYCH SVALOVYCH

LALOKU

Podskalskd Sommerova K., Zalesak B., Stehlik D., Lysdk R.
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INTRODUCTION

The authors present long term experience with the use
of polyurethane foils (PUF) for coverage of free muscle flaps
in early postoperative period. They analyze the occurrence of
infectious complications in each group of patients according
to the method of flap coverage.

METHOD

Foils have been used at the Department of Plastic and
Aesthetic Surgery University Hospital in Olomouc for cover-
age of free flaps since 2004. We were interested whether the
occurrence of infection or bacterial contamination of flaps
is really lower in the group of patients, in whom was used
sterile foil, and we decided to objectivize this hypothesis.
Data was obtained retrospectively from available medical
documentation. Since the year 2000 till 2015 were performed
transfers of totally 105 free muscle flaps. The group does not
include musculocutaneous flaps. 26 patients underwent
primary transplantation of split thickness skin grafts (SSG)
and for coverage of flaps was used conventional dressing.
Often there was Persteril soaked dressing in one-thousandth-
dilution used for prevention of infection locally. Since the
year 2004 we performed primary transplantation of the flap
with SSC in 24 patients and instead of conventional dressing
we used a sterile foil. With regards to greater percentage of
secondary transplantations due to the lack of grafttake, we
gradually stopped using this method. In 55 patients was
the muscle flap covered with sterile polyurethane foil im-
mediately after the procedure and SSC was applied later,
usually on the 9th postoperative day (6-20™ postoperative
day). Application of a foil is performed as follows: initially
we treat the surrounding skin with ether to improve adher-
ence of foil to the skin by removal of grease. Skin must be
completely dry when the foil is applied. Prophylaxis of infec-
tion is enhanced with application of a thin layer of sterile eye
ointment with antibiotic on top of the muscle flap. During
application of the foil we make sure that there was sufficient
overlap of the foil over the surrounding skin and thatit was
completely freely applied without any tension. Excessive
tension on the foil with regards to its elasticity could result
in constriction of the flap during swelling. Foil is left on the
flap for 5-8 days without a change of dressing, often until
the secondary transplantation with a SSG.

uvobp

Autori prezentuji dlouholeté zkuSenosti s pouzivanim
polyuretanovych f6lii (PUF) pii kryti volnych svalovych lalok{
v ¢asném poopera¢nim obdobi. Analyzuji vyskyt infekénich
komplikaci v jednotlivych skupindch pacientt dle zptisobu
kryti laloku.

METODA

Na pracovisti plastické a estetické chirurgie FN
v Olomouci se félie pouzivaji ke kryti volnych lalok{ od
roku 2004. Zajimalo nas, zda vyskyt infekce ¢i bakterialni
kontaminace laloki je skutecné nizsi ve skupiné pacientd,
u kterych byla pouzita sterilni félie, a rozhodli jsme se tuto
hypotézu objektivizovat. Data byla ziskana retrospektivné
z dostupné zdravotnické dokumentace. Od roku 2000 do
roku 2015 byl proveden pienos celkem 105 volnych svalovych
lalokil. V souboru nejsou zahrnuty muskulokutanni laloky.
U 26 pacientti byla provedena primdrni transplantace dermo-
epidermalnim $tépem (DES) a ke kryti laloku bylo pouZito
konvenéni kryti. Casto se k prevenci infekce lokalné ap-
likovaly persterilové oblozky v jednopromilovém fedéni. Od
roku 2004 jsme u 24 pacientti provedli primarni transplantaci
laloku DE $tépem a misto konvencniho kryti jsme pouzili
sterilni f6lii. Vzhledem k vy$simu procentu sekundarnich
transplantaci z divodu neptihojeni §tépu jsme postupné
tento zptisob opustili. U 55 pacientil byl svalovy lalok kryt
sterilni polyuretanovou f6lii ihned po vykonu a DE §tép
aplikovan s ¢asovym odstupem, nejcastéji 9. pooperaéni
den (6.-20. pooperacni den). PriloZeni félie provadime tak,
Ze nejprve potfeme okolni kiizi éterem ke zlepSeni adher-
ence fdlie k pokoZce, ktera se tim odmasti. KiiZe musi byt
pfi pfikladani félie dokonale sucha. Profylaxi infekce pot-
encujeme nanesenim tenké vrstvy sterilni o¢ni masti s an-
tibiotikem na svalovy lalok. Pfi pokladani félie dbame na
dostatecny presah félie na okolni kiiZi a na jeji zcela volné
priloZeni bez jakéhokoliv tahu. Pii pfilisném tahu za f6lii
vzhledem Kk jeji elasticité by mohlo dojit ke konstrikci laloku
Pfi jeho otoku. F6lii na laloku ponechidvame 5-8 dnti bez
prevazu, ¢asto az do sekundarni transplantace DE §tépem.
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RESULTS

The greatest percentage of retransplantations (30.7%)
was noted in the group with primary transplantations of
the flap with SSC and during the use of conventional dress-
ing. The lowest percentage of SSG necroses (1.8%) was in the
group when PUF was used and secondary transplantation
performed. Percentage of infections of the flap was relatively
high in all groups, from 11.5-18.5%. With regards to high
percentage of infectious complications in group Bl and B2,
i.e. during the use of PUF, we performed detailed analysis of
each case of these two groups of patients. There were totally
14 patients with flap infection (17.7%). We found that in 11
patients from the group, there was microbial contamination
of the defect caused by the same bacterial strain than before
the operation. These were mainly patients with defects after
open fractures of the lower limbs, with chronic osteomy-
elitis, resistant postirradiation defects and patients with
diabetes. One case was a patient with immunosupression
who was colonized with Pseudomonas, which was cultured
from the airways, urine and swab from the muscle flap.
The most frequent bacterial agent was Staphylococcus aureus,
Pseudomonas aeruginosa and Enterococcus. From the total number
of 79 patients in the group Bl and B2, infection occurred after
operation only in two patients (2.53%).

DISCUSSION

Polyurethane foil is thin transparent membrane that
is coated with a layer of acryl to ensure its adherence. It is
sterile, elastic and resistant against pulling, moreover it
is hypoallergic and it does not contain any latex. Another
important feature is its semipermeability. It creates a se-
miocclusive membrane, which is not permeable for fluids,
bacteria and viruses, but it is readily permeable for gasses.
Its transparency enables comfortable clinical and Doppler
monitoring of free muscle flaps in critical early postoperative
period. It also creates an effective barrier against infection,
external contamination, when the most frequent route of
transfer of hospital acquired infection is the hand of a health
care personnel. It also maintains moist environment in
the wound and prevents drying of tissues. The foil may be
left on the flap without any change of dressing for several
days and without further dressing, and thereby it reduces
the financial burden for dressing therapy and saves time of
health care personnel.

CONCLUSION

According to our experience, sterile polyurethane foil
is an ideal coverage of free muscle flaps. This is a safe and
elegant method with low percentage of infectious complica-
tions. (Table 13.1, 13.2, Fig. 13.1, 13.2.)
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VYSLEDKY

Nejvétsi procento retransplantaci (30,7 %) jsme pozoro-
vali ve skupiné s primarni transplantaci laloku DE $tépem
a pfi pouziti konvencniho kryti. Nejmensi procento nekréz
DES (1,8 %) bylo ve skupiné, kde byla pouZita PUF a prove-
dena sekundarni transplantace. Procento infekci laloku
bylo ve vSech skupinidch pomérné vysoké od 11,5-18,5%.
Vzhledem k vysokému procentu infekénich komplikaci ve
skupiné Bl a B2, tedy pfi pouziti PUF, jsme provedli podrob-
nou analyzu jednotlivych pfipadd v téchto dvou skupinich
pacientli. Celkem doslo k infekci laloku u 14 pacientd (17,7
%). Zjistili jsme, Ze z toho u 11 pacientl byla mikrobidlni
kontaminace defektu stejnym bakteridlnim kmenem jiz
pred operaci. Jednalo se pfedev§im o pacienty s defekty po
otevienych zlomeninach dolnich koncetin, s chronickou os-
teomyelitidou, o torpidni postiradiacni defekty a o diabetiky.
V jednom piipadé byl imunosuprimovany pacient osidlen
pseudomonadou, ktera byla vykultivovana z dychacich cest,
mocdi i stéru ze svalového laloku. Nejcastéjsimi bakterial-
nimi agens byli Staphylococcus aureus, Pseudomonas aeruginosa
a Enterococcus. Z celkového poctu 79 pacientli ve skupiné Bl a B2
vznikla infekce po operaci pouze u dvou pacientd (2,53 %).

DISKUZE

Polyuretanova félie je tenka transparentni membrana
potaZzena vrstvou akrylu k zajisténi jeji adherence. Je sterilni,
elasticka a odolna proti tahu, navic je hypoalergenni a neob-
sahuje latex. Dalsi vyznamnou vlastnosti je jeji semiperme-
abilita. Tvofi tak semiokluzivni membranu, ktera je nepro-
pustna pro tekutiny, bakterie a viry, ale dobfe propustna pro
plyny. Svoji transparentnosti umoznuje pohodlny klinicky
a Dopplerovsky monitoring volnych svalovych laloku v kri-
tickém casném pooperacnim obdobi. Dale tvori efektivni
bariéru proti infekci externi kontaminaci, kdy nejcastéjsi
cestou prenosu nozokomialni infekce jsou ruce zdravot-
nického personalu. Navic udrzuje vlhké prostfedi v rané
a zabranuje tak desikaci tkani. Félie m@Ze byt ponechana na
laloku bez pfevazu po dobu nékolika dni a bez dal§iho kryti,
tim se snizuji finan¢ni naklady na pfevazovou terapii a Setfi
Cas zdravotnického personalu.

ZAVER

Dle na$ich zkuSenosti je sterilni polyuretanova fdlie ideal-
nim krytim volnych svalovych lalokd. Jedna se o bezpecnou
a elegantni metodu s nizkym procentem infekénich kom-
plikaci. (Tabulka 13.1, 13.2, obr. 13.1, 13.2.)



Total % Celkem %
Free muscle flaps | 105 Volné svalové laloky 105
A) SSG 26 25% A) DES 26 25%
B1) SSG + PUF 24 23 % B1) DES +PUF 24 23%
B1) PUF -> SSG 55 52 % B1) PUF -> DES 55 52 %

Table 13.1. Free muscle flaps in University Hospital Olomouc between 2000-2015

Tabulka 13.1. Volné svalové laloky ve FN Olomouc v letech 2000-2015

Skupina Nekréza DES Infekce laloku Retransplantace
A) DES 3(M.5%) 3(11.5%) 8 (30.7%)
BT) DES + folie 3(12.5%) 4 (16.5%) 3(12.5%)
B2) Folie -> DES 1(1.8%) 10 (18.5%) 8 (14.5%)

Table 13.2. Local complications

Tabulka 13.2. Mistni komplikace

Fig. 13.1. Free muscle flap covered with sterile polyurethane foil

Obr. 13.1. Volny svalovy lalok kryty sterilni polyuretanovou folii

Fig. 13.2. Muscle flap after removal of polyurethane foil with fibrin
coating

Obr. 13.2. Svalovy lalok po sejmuti polyuretanové folie s fibrino-
vym povlakem

A-14SSM WITH IMPLANT RECONSTRUCTION
A-14SSM S REKONTRUKCI IMPLANTATEM

Mafik V., Kurial P., Kasper J., Janouskova H.

Department of Plastic Surgery Ceské Budéjovice, Czech Republic

Oddéleni plastické chirurgie Ceské Budgjovice

Skin sparing mastectomy is performed with two tech-
niques. If the breasts are larger with 3rd degree ptosis or
in case of 3rd degree ptosis alone, we use the technique of
inverted T with a dermal flap with or without preservation of
NAC. In this technique, the dermal flap covers part of the im-
plant, which is not covered with pectoral muscle. In case of 1st
and 2nd degree ptosis with smaller or middle volume breasts,

Kizi Setfici mastektomii provadime dvémi technikami.
Pokud jsou prsy vét§iho objemu a ptézy 3 stupné nebo ptézy
3 stupné pouzivame techniku inventerovaného T s der-
malnim lalokem s nebo bez zachovani AMK, kdy dermalni
lalok kryje ¢ast implantatu, ktery neni kryt pektoralnim
svalem. U ptézy 1. a 2. stupné s mensim nebo stiednim ob-
jemem prst pouzivime poslednich 15 mésicii techniku prof.
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we have been using the technique of professor Salgerellofor
the last 15 months -an oblique approach in the upper lateral
quadrant of the breast. From this approach is performed
skin sparing mastectomy with dissection of the pocket for
implants under the muscle so that the submuscular pocket
for the implant did not communicate with the pocket after
mastectomy. We performed SSM with implant reconstruction
in 85 patients since the year 2009 until 30.6.2015. The method
of inverted T with a dermal flap was used in 65 patients with
25% wound complications. Salgarello method was used in 20
patients with 5% wound complications. If the shape and size
of breasts enables, we definitely prefer the technique accord-
ing to Salgarello. (Fig. 14.1, 14.2,14.3,14.4.)

Fig. 14.1. Pocket after mastectomy never communicates with
dissected pocket for the implant

Obr. 14.1. Kapsa po mastektomii nikde nekomunikuje
S vypreparovanou kapsou pro implantat

Fig. 14.3. Condition after bilateral SSM and reconstruction
with an implant in one stage

Obr. 14.3. Stav po oboustranné SSM a rekonstrukci implantatem
v jedné dobé
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Salgarello - §ikmy pfistup v zevnim hornim kvadrantu prsu,
z tohoto pristupu je provedena kiZe Setfici mastektomie
s preparaci kapsy pro implantaty submuskularné tak, aby
submuskularni kapsa pro implantat viibec nekomunikovala
s kapsou po mastektomii. Provedli jsme SSM s rekonstrukci
implantatem u 85 pacientek v obdobi od roku 2009 do 30. 6.
2015. Metodu invertovanym T s dermdalnim lalokem jsme
pouzili u 65 pacientek s 25 % rannych komplikaci. Metodu
Salgarello jsme pouZzili u 20 pacientek s 5 % rannych kom-
plikaci. Pokud to tvar a velikost prsti dovoluje, jednoznacné
upfednostiiujeme techniku podle Salgarello. (Obr. 14.1,
14.2,14.3,14.4).

Fig. 14.2. Implant is placed to the dissected submuscular pocket
without any part of the implant not being covered

Obr. 14.2. Implantat je ulozen do vypreparované submuskuldrni
kapsy bez jeho jakéhokoliv obnazeni

Fig. 14.4. Implant again does not communicate with the pocket
after SSM

Obr. 14.4. Opét nekomunikujici implantat s kapsou po SSM



A-15 PATIENT SATISFACTION AFTER TWO STAGE IMMEDIATE
BREAST RECONSTRUCTION - RETROSPECTIVE STUDY

A-15 SPOKOJENOST PACIENTEK PO DVOUDOBE OKAMZITE
REKONSTRUKCI PRSU - RETROSPEKTIVNI STUDIE

Justan |, Coufal O., Gabrielova L., Zapletal O., Hyza P., Krsic¢ka P.

Masaryk Oncology Institute, Department of Surgical Oncology, Brno, Czech Republic

Masaryk(v onkologicky Ustav, Oddéleni chirurgické onkologie, Brno

INTRODUCTION

Since 2007, the two-stage breast reconstruction became
the method of choice for suitable candidates with breast
carcinoma at the Masaryk Oncology Institute. We use two-
stagealloplasty method with a tissue expander, which is
later exchanged for a definite silicone implant. Our study
is reviewing success of this method since its introduction
within a 5-year period from the patient viewpoint. The goal
of the work was to evaluate subjective satisfaction with the
results of this type of reconstruction.

METHODS

Since January 2007 till October 2013 we performed this
immediate reconstruction method in 77 patients. The age
range was 24 - 70 years, average age 43, median of age 45
years. In 31 cases it was unilateral procedure; in 46 cases
bilateral procedure. From these we contacted 62 women with
a simple questionnaire with the goal to evaluate satisfaction
after the reconstruction. We received 57 questionnaires back.
The results were processed using descriptive characteristics
and statistical tests.

RESULTS

Return rate of questionnaires was 92%. Most patients
(56/57) would choose this procedure again. Most patients
(48/57) are relatively satisfied with the reconstruction.
Women evaluate their appearance in front of a mirror much
better in clothes than without clothes. Most (8/14) women
under 50 years of age with unilateral operation would choose
the current bilateral prophylactic mastectomy with bilateral
reconstruction, if they were to choose again. With regards to
the feeling of femininity, the patients consider themselves
great or very good; in common life situations among people
predominates great feeling, mainly after bilateral operation.
Abit worse feeling experience women during erotic contact
with another person and almost half of them reports occa-
sional pain in the area of the reconstructed breast. Women
emphasize importance of sufficient information before this
procedure.

CONCLUSION

For some patients with breast carcinoma is immediate
alloplastic two stage breast reconstruction an appropriate
choice. With regards to less natural cosmetic result of this

uvob

Od roku 2007 se stala na Masarykové onkologickém
astavu dvoudoba rekonstrukce prsu metodou volby rekon-
strukce prsu pro vhodné kandidatky 1é¢ené pro mammarni
karcinom. Provadime dvoudobou aloplastickou metodu
s pouzitim tkariového expandéru, ktery je pozdéji vyménén
za definitivni silikonovy implantat. V nasi studii jsme se
po péti letech od zavedeni metody ohlédli za jeji ispéSnosti
zpohledu pacientek. Cilem prace bylo vyhodnotit subjektivni
spokojenost s vysledky tohoto typu rekonstrukce.

METODIKA

Od ledna 2007 do fijna 2013 jsme popsanou metodou
realizovali okamzitou rekonstrukci u 77 pacientek. Vékové
rozmezi zen bylo 24-70 let, primér 43, median 45 let. V 31
pfipadech $lo o jednostranny vykon, ve 46 pifipadech pak
o vykon oboustranny. Z toho jsme po pfedchozim kontaktu
obeslali 62 Zen jednoduchym dotaznikem cilem na spoko-
jenost po rekonstrukci. Zpét jsme obdrzeli 57 dotaznikd.
Vysledky byly zpracovany pomoci popisnych charakteristik
a statistickych testd.

VYSLEDKY

Navratnost dotaznikil 92 %. Naprosta vétsina (56/57) paci-
entek by znovu volila tento postup. Velka vétsina (48/57) paci-
entek je s rekonstrukci celkové spokojena. Zeny hodnoti sviij
zevnéjsek pred zrcadlem vyrazné lépe v obleceni, nez pokud
jsou vysvlecené. VétSina (8/14) Zen pod 50 let véku s jednostr-
annou operaci by pifi novém rozhodovani volila soucasnou
druhostrannou profylaktickou mastektomii s oboustrannou
rekonstrukci. Ohledné pocitu Zenstvi si pacientky samy
pred sebou pfipadaji vyborné nebo velmi dobfe, v béznych
Zivotnich situacich mezi lidmi je pfevladajici pocit vyborny,
zejména po oboustranné operaci. O néco horsi pocity maji
Zeny pii erotickém kontaktu s druhou osobou a témérf po-
lovina udava obcasnou bolest v oblasti rekonstruovanych
prsou. Zeny zdiirazriuji diileZitost dostateéné informovanosti
pfed timto vykonem.

ZAVER

Pro nékteré pacientky s karcinomem prsu je okamzita
aloplastickd dvoudoba mammarni rekonstrukce vhodnou
volbou. Vzhledem k ponékud méné prirozenému kosmetick-
ému vysledku této metody je tfeba kandidatky peclivé vybirat
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method, it is necessary to choose the candidates carefully
and provide them sufficient amount of relevant information
beforehand. With regards to the results of our study seems
the bilateral operation to be subjectively better evaluated.

Support: The work was supported by the project MSMT - NPU I -
LOM13 and MZ CR - RVO (MOU, 00209805).

a predem jim poskytnout dostatek relevantnich informaci.
S ohledem na vysledky nasi studie se jevi bilateralni operace
jako subjektivné 1épe hodnocena.

Podpora: Prdce byla podpofena projektem MSMT-NPU I-LO1413
aMZ CR-RVO (MOU, 00209805).

A-16 COMPLICATION OF IMMEDIATE TWO STAGE BREAST
RECONSTRUCTION AFTER MASTECTOMY

A-16 KOMPLIKACE OKAMZITE DVOUDOBE REKONSTRUKCE

PRSU PO MASTEKTOMII

Justan I., Coufal O., Gabrielova L.

Masaryk Oncology Institute, Department of Surgical Oncology, Brno, Czech Republic

Masaryklv onkologicky ustav, Oddéleni chirurgické onkologie, Brno

INTRODUCTION

Between 2012 and 2015, we performed over 100 mas-
tectomies followed by immediate breast reconstruction
in 64 patients, from which in 62 we used two stage recon-
struction with implantation of breast tissue expanders
covered with tissue pocket. Since the beginning we follow
the principles described by J. J. Disa from Memorial Sloan
Kettering Cancer Center, New York and published e.g. in
Grabb&Smith “s Plastic Surgery. The principle is a complete
tissue pocket covering the whole expander. The goal of this
presentation is an analysis of a group of patients with regards
to complications of this method.

METHODS

Within the period from September 2012 to May 2015,
we performed totally 99 mastectomies in 62 patients. Most
patients (41) underwent the procedure on both sides simul-
taneously, only 21 patients underwent unilateral procedure
(11on theright side, 10 on the left side). The tissue expander
was immediately inserted after mastectomy to a standardtis-
sue pocket. This pocket consisted of major pectoral muscle
with anterior sheet of rectus abdominis muscle fascia in
100% supplemented either with anterior serratus muscle
including fascia (35 patients), with partially elevated ante-
rior serratus muscle or combination (2 patients) or we used
only fascia of serratus anterior muscle (26 patients). In all
62 patients, we used Mentor” tissue expanders, from which
56 were Tall Height expanders and 6 were Medium Height
expanders. Median of expander size was 450 ml (range 350 to
750 ml). The classical approach for elevation of muscles was
used in 37 patients, transmuscular approach in 24 patients.
In 1 patient we used our modified technique.

RESULTS

The most frequent complication in our group of patients
is epidermolysis of skin cover, mostly near the mastectomy

ACTA CHIRURGIAE PLASTICAE 2015, 57, No. 3-4

uvob

Mezi lety 2012-2015 jsme provedli pfes 100 mastektomii
nasledovanych okamzitou rekonstrukci prsu u 64 pacien-
tek, z toho u 62 jsme pouzili dvoudobou metodu pomoci
implantace tkafnovych prsnich expandéra krytych tkaniovou
kapsou. Od pocatku nasledujeme principy popsané]j. J. Disou
z Memorial Sloan Kettering Cancer Center, New York a pub-
likované napf. v Grabb&Smith “s Plastic Surgery. Principem
je kompletni tkatnova kapsa kryjici cely expandér. Cilem
sdéleni je analyza souboru pacientek s ohledem na kom-
plikace této metody.

METODIKA

V obdobi od zafi 2012 do kvétna 2015 jsme provedli u 62
pacientek celkem 99 mastektomii. VétSina pacientek (41)
podstoupila vykon na obou stranach soucasné, jen 21 pa-
cientek pak prodélalo vykon unilateralni (vpravo 11, vlevo
10 pacientek). Po mastektomii byl ihned vloZen tkariovy
expandér do standardné pfipravené tkarnové kapsy, kterou
ve 100 % tvofil m.pectoralis major s pfednim listem fascie
m. rectus abdominis doplnény bud o cely m. serratus an-
terior véetné fascie (35 pacientek), o parcialné elevovany
m. serratus anterior ¢i kombinaci u 2 pacientek, nebo jsme
pouzilijen fascii m. serratus anterior (26 pacientek). U v§ech
62 pacientek jsme pouzili tkaniovy expander firmy Mentor®,
z toho 56 Tall Height a 6 Medium Height. Mediin velikosti
expandér byl 450 ml (rozpéti od 350 ml do 750 ml). Klasicky
pristup k elevaci svall byl pouzit u 37 pacientek, transmusku-
larni pfistup u 24 pacientek. U 1 pacientky jsme pouZzili nasi
modifikovanou techniku.

VYSLEDKY

Nejcastéjsi komplikaci v naSem souboru pacientek je
epidermolyza kozniho krytu, vétSinou v blizkosti mastek-



scar, which occurred in 20 patients (20.2%). All cases were
treated conservatively without an effect on subsequent fill-
ing. The second most frequent complication was rotation of
expanders (6 patients - 6.1%) or rotation of implant (6 patients
- 6.1%). Furthermore there was seroma (5 patients - 5.1%).
The more serious edge necroses were treated in 4 (4%) cases
by aspiration from the expander or excision of necrosis.
Due to infection (3 patients - 3%) was needed removal of the
expander in 2 cases (2%). So far we did not have to remove
an implant due to a complication.

CONCLUSION

Two stage reconstruction of the breast after therapeutic
mastectomy is worldwide well established reconstructive
breast technique, which is indicated mainly in patients
in whom it is not possible to perform another type of re-
construction, e.g. using own tissue. Percentage of main
complications in our file (rotation of expander, rotation of
implant, seroma, necrosis, removal) is similar to the per-
centage at other centers. Failure of the method was reported
in 2% of reconstructions.

Support: The work was supported by the project MSMT - NPU I -
LOM13 and MZ CR - RVO (MOU, 00209805).

tomické jizvy, kterd se vyskytla u 20 pacientek (20,2 %).
VSechny pripady byly lé¢eny konzervativné bez ovlivnéni
nasledného plnéni. Druhou nejéastéjsi komplikaci byla ro-
tace expandérii (6 pacientek - 6,1 %) nebo rotace implantatu
(6 pacientek - 6,1 %). Dale se vyskytl serom (5 pacientek - 5,1
%). Zavaznéjsi okrajové nekrdzy jsme ve 4 (4 %) ptipadech
fesili upusténim expandéri a jejich excizi. Z divodu infekce
(3 pacientky - 3 %) bylo nutné ve 2 ptipadech (2 %) expandér
explantovat. Doposud jsme nezaznamenali explantaci im-
plantatu.

ZAVER

Dvoudoba rekonstrukce prsu po terapeutické mastek-
tomii je celosvétové dobfe zavedena rekonstrukéni technika
prsu, kterd je indikovana zejména u pacientek, u kterych
nelze provést jiny typ rekonstrukce napi. pomoci vlast-
ni tkdné. Procentudlni zastoupeni hlavnich komplikaci
v nasem souboru (rotace expandéru, rotace implantatu,
serom, nekrdza, explantace) vykazuje obdobné hodnoty
jako v souborech z jinych pracovist. Selhani metody jsme
zaznamenali jen ve 2 % rekonstrukci.

Podpora: Prdce byla podpofena projektem MSMT-NPU I-LO1413
aMZz CR-RVO (MOU, 00209805).

A-17 PRIMARY BREAST RECONSTRUCTION WITH AN IMPLANT
A-17 PRIMARNI REKONSTRUKCE PRSU IMPLANTATEM

Zarubova L.»%, Sukop A.', Girlich R. 2, Coufal O. 3, Betlachovd L. #

'University Hospital Kralovské Vinohrady, Department of Plastic Surgery, Prague, Czech Republic
2University Hospital Kralovské Vinohrady, Department of General Surgery, Prague, Czech Republic
3Masaryk Oncology Institute, Department of Oncologic Surgery, Brno, Czech Republic

“Hospital Bulovka, Institute of Radiation Oncology, Prague, Czech Republic

'Fakultni nemocnice Kralovské Vinohrady, Klinika plastické chirurgie, Praha
2Fakultni nemocnice Kralovské Vinohrady, Chirurgicka klinika, Praha
3Masarykudv onkologicky ustav, Oddéleni onkologické chirurgie, Brno

4Nemocnice Na Bulovce, Ustav radiaéni onkologie, Praha

In this presentation we would like to discuss a common
form of breast reconstruction after a loss of breast during
surgical therapy of breast cancer. This technique is a pri-
mary immediate reconstruction, which has been a routine
procedure worldwide, however in the Czech Republic it has
still been a method associated with myths and prejudice.

In cooperation with Dr. Amy Degnim from Mayo Clinic,
Rochester, Minnesotta, USA is pointed out the standard for
therapy of breast cancer. This procedure, i.e. immediate
breast reconstruction in breast cancer is based on multiple
review articles published in literature, last of which is a meta
analysis published by Gienim in the journal Breast in 2000.

Our work suggests that while observing oncological radi-
cality, itis possible to very effectively reconstruct the breast
with synthetic material even in our conditions. This method
is beneficial for “health” but also psychical well-being of the
oncology patient, but finally it provides benefits to the whole
system, by avoiding further hospitalizations and surgical
procedures during secondary reconstructions.

V tomto sdéleni chceme prezentovat ve svété béznou
formu rekonstrukci prsu po ztraté tohoto organu pfi chirur-
gické 1é¢bé karcinomu prsu. Jde o primarni, okamzitou
rekonstrukci, kterd al ve svété rutinni zaleZitosti, je v CR
stale tabuizovanou metodou opfedenou myty a pfedsudky.

Ve spolupraci s Dr. Amy Degnim z Mayo Clinic,
Rochester, Minnesotta, USA poukazujeme na standard
v 1é¢bé karcinomu prsu. Tento postup, t.j. immediate breast
reconstruction u karcinomu prsu, je podloZen nescetnymi
prehledovymi clanky publikovanymi v literatufe, naposledy
meta-analyzou publikovanou Gienim v ¢asopise Breast v r.
2000.

Nase prace poukazuje na fakt, Ze pii dodrzeni onkol-
ogické radikality lze velmi efektivné okamzité rekonstruovat
prs syntetickym materidlem i v nasich podminkach. Tato
metoda nejen Ze prispiva ke ,zdravi“ a psychické pohodé
onkologické pacientky, ale ve finale pfinasi benefity i celému
systému, pii Setfeni naslednych hospitalizaci a opera¢nich
vykond pfi sekundarnich rekonstrukeich.

2015, 57, No. 3-4  ACTA CHIRURGIAE PLASTICAE

71



72

Similarly to all surgical procedures, the most important
is the preoperative planning. In case of breast cancer is this
planning performed within a multidisciplinary team - an
oncoboard. Cooperation with mammary radiology diag-
nostics specialist, oncologist and surgeon, plastic surgeon
(worldwide known as oncoplastic surgeon) is requited to-
gether with the psychical tolerance and cooperation of the
patient at the top.

As indication criteria were selected mainly extensive
DCIS, NST carcinomas and ILC carcinomas not suitable for
breast conserving surgery (BCS) due to unsuitable ratio of the
size of the tumor and size of the breast. At the beginning of
our efforts to accept this method we have chosen still rather
strict criteria, which do not consider adjuvant radiotherapy
and we do not indicate it in case of chemoneoadjuvant ther-
apy or if we admit a possibility of adjuvant chemotherapy.
This method is certainly limited for such carcinomas that are
not locally advanced, i.e. only for carcinomas which do not
grow to skin, chest wall or erysipeloid carcinomas (it means
for early stage carcinomas).

The incision for mastectomy is chosen mostly as a lazy
S around areola (modified ellipse), possibly a tennis racquet
shape. In case of larger breasts, we have used an inverted
T incision that was very beneficial. At our workplace we
perform single stage immediate reconstruction, i.e. directly
with an implant. For reconstruction is used almost solely an
anatomical implant, always under the muscle. The method
of two stage reconstruction that is used worldwide including
the Mayo Clinic, was simplified and we had to adjust it to
the system of health insurance in the Czech republic initially
and for now we keep it due to low number of complications
and good cosmetic results (oncological radicality is always
the same).

The advantages of primary reconstruction include psy-
chical well-being of the patient and reduced number of
operations. The disadvantage is non-realistic expectation
by the patient, possible delay of adjuvant therapy in case of
a “surprise” in final pathology. Delay could also be due to
complicated healing after modified radical mastectomy or
skin sparing mastectomy without implant reconstruction.

The main pitfall of introduction of this method to prac-
tice in the Czech Republic is the specificity of therapy of
breast cancer, i.e. multidisciplinary approach. This requires
cooperation with a plastic surgeon, or better with a plastic
surgeon trained in oncosurgical problems of breast cancer,
or with an oncosurgeon with plastic-surgical training, work-
place of nuclear medicine and Complex oncological center.
This approach centralizes the care to three centers in the
Czech Republic.

The goal of this presentation is a review of indications,
techniques and results of this method from the point of
multispecialty cooperation and insight to the breast cancer
as a systemic disease, when surgical therapy is “only a small
tiny” piece in a puzzle in the treatment of breast cancer
without the need to cause mutilation of the patient with
this therapy. In conclusion we always emphasize oncologi-
cal radicality, which must of course be on the first place.
(Fig. 17.1,17.2.)
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predoperacni rozvaha, v pfipadé karcinomu prsu jde o tuto
rozvahu v ramci multidisciplindrni komise - onkoboardu.
Spoluprace s mammarnim radiodiagnostikem, onkologem
a chirurgem, plastickym chirurgem (ve svété bézné oznaceni
,oncoplastic surgeon“) a na samém vrcholu psychicka toler-
ance a spoluprace pacientky je nezbytnosti.

Jako indikacni kritéria jsme zvolili hlavné rozsahlé DCIS,
NST karcinomy a ILC karcinomy nevhodné k zachovnému
vykonu (BCS) pro nepomér velikosti tumoru k velikosti
prsu. V zacatcich naseho snazeni o prijmuti této metody
vantni aktinoterapii, ¢i neindikujeme po chemoneoadju-
vanci, ¢i pfipustime-li moznost adjuvantni chemoterapie.
Samozfejmosti jsou vymezeni této metody pro karcinomy,
které nejsou lokalné pokrocilé, tzn. pouze pro karcinomy,
které neproriistaji do klize, hrudni stény ¢i erysipeloidni
karcinomy (tedy pro ,early stage carinoma“).

Rez k provedeni mastektomie volime nejéast&ji lazy
S periareolarné (modified ellipse), popiipadé tennis rac-
quet. U objemnéjsich prsti jsme s vyhodou pouZzili inver-
tovany T fez. Na nasem pracovisti provadime jednodobou
okamzitou rekonstrukci, t.j. ptfimo implantidtem. K rekon-
strukci pouzivame témét vyhradné anatomicky implan-
tat, vzdy uloZeny pod svalem. Metodu dvoudobé okamzité
rekonstrukce, pouzivanou ve svété v¢. Mayo Clinic, jsme
»zjednodusili“ a aplikovali na systém zdravotniho pojisténi
v CR v zacatcich a zatim u ni ziistdvame, pro nizky pocet
komplikaci a dobré kosmetické vysledky (onkologicka radi-
kalita je vzdy identicka).

Vyhodami primarni rekonstrukce jsou psychicka pohoda
pacientky a sniZeni poctu operaci. Nevyhodami pak nere-
alisticka ocekavani ze stran pacientek, poptipadé oddaleni
adjuvantni 1é¢by v pripadé , prekvapeni“ pti definitivni
histologii. K oddaleni vSak mtiZe dojit i pfi komplikovaném
hojeni po modifikované radikalni mastektomii ¢i skin spar-
ing mastektomii bez rekonstrukce implantatem.

Hlavnim tiskalim prosazeni této metody do praxe v Ceské
republice je specifikum 1é¢by karcinomu prsu, tj. multidis-
ciplinarni pojeti, které vyzaduje i spolupraci s plastickym
chirurgem, jesté lépe s plastickym chirurgem erudovanym
v onkochirurgické problematice karcinomu prsu, ¢i onko-
chirurgem s plastickochirurgickym vzdélanim, pracovi§tém
nuklearni mediciny a Komplexnim onkologickym centrem,
coz centralizuje tuto péci do tii center v Ceské republice.

Cilem sdéleni je souhrnna prezentace indikaci, technik
i vysledkd této metody z pohledu multioborové spoluprace
andhledu na karcinom prsu jako na systémové onemocnéni,
kdy chirurgickd 1écba je ,pouhym* dilkem skladacky puzzle
v 1é¢bé karcinomu prsu, bez nutnosti touto terapii mutilovat
pacientky. Zavérem vzdy apelujeme na onkologickou radi-
kalitu, ktera musi samozrejmeé figurovat na prvnim misteé.
(Obr. 17.1,17.2.)



Fig. 17.1. Condition after primary reconstruction with an implant

Obr. 17.1. Stav po primdarni rekonstrukci implantdtem

Fig. 17.2. Condition after primary reconstruction with an implant

Obr. 17.2. Stav po primdrni rekonstrukci implantdtem

A-18 TWO METHODS TO IMPROVE VASCULAR SUPPLY OF

A DIEP FLAP

A-18 DVA SPOSOBY ZLEPSENIA CIEVNEHO ZASOBENIA DIEP

LALOKA
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Bratislava, Bratislava, Slovakia
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Although the current use of DIEP flap in reconstructive
surgery is well worked out and many authors publish its use
with a high level of success and achieved vitality of the flap,
still there are situations when we encounter an insufficient
vascularization of the flap or imperfect venous drainage of
the edges, possibly with late development of fat necrosis in
a part of the flap.

DIEP flap has its vascular supply through musculocu-
tanous perforators from the deep inferior epigastric artery.
Venous drainage of the flap is mostly deep (via commitant
veins) and sometimes the superficial venous system plays
also an important role. In the preoperative planning today
is most frequently used Doppler probe for detection of suit-
able musculocutaneous perforators. The usual hand Doppler
probe however cannot determine the intramuscular course
of the perforator and intramuscular or possibly submuscular
course of the main vascular pedicle of the flap. The second
problem may be determination of contribution of superficial
venous system on drainage of DIEP flap.

The most frequent cause of DIEP flap necrosis includes
vascular complications during operation. If there is a prob-
lem with early thrombosis of microanastomoses, possibly
if the flap looks venostatic in the deep venous drainage, we

Hoci je v sticasnosti pouzitie DIEP laloka v rekonstruk¢-
nej chirurgii dobre prepracované a mnoho autorov publikuje
jeho pouzitie s vysokou mierou tspeSnosti a dostatocnou
vitalitou laloka, stdle existuju situacie, ked sa stretivame
s insuficientnou vaskularizaciou laloka, alebo s nedoko-
nalou venéznou drendzou okrajovych casti, pripadne sa
v neskor$om obdobi vytvoria tukové nekrézy casti laloka.

DIEP lalok ma zabezpecent cievnu vyzivu cez muskulo-

utanne perforatory z arteria epigastrica inferior profunda.
endzna drendz laloka byva vo vacsine pripadov hlboka (ceZ
systém komitantnych vén), niekedy vSak hra povrchovy
endzny systém rovnako doéleziti tlohu. V predoperac-
om planovani sa dnes najcastej$ie pouziva doppler sonda
a detekciu vhodnych muskulokutannych perforatorov.
eznym ru¢nym dopplerom v$ak nie sme schopni urcit in-
ramuskularny priebeh perforatora a ani intramuskularnyj
ripade submuskuldrny priebeh hlavnej cievnej stopkyj
aloka. Druhym problémom moZe byt urcenie podielu po-
rchového venézneho systému na drenovani DIEP laloka.
NajcastejSou pri¢inou nekrézy DIEP laloka byvaju vasku-
arne komplikacie pocas operacie. Ak sa vyskytne problém]
so skorou trombézou mikroanastoméz, pripadne sa lalok
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expect insufficient vascular supply of the flap. Insufficient
vascular supply of the flap may be due to a selection of inap-
propriate perforator, intraoperative trauma of the vascular
pedicle of the flap, insufficient venous drainage through the
deep system, technical error on the microanastomosis, kink-
ing of the vascular pedicle, rotation of the vascular pedicle,
pressure of a hematoma on the vascular pedicle. In case of
uncomplicated surgical operation is occurrence of partial
loss of the flap 5.1% and complete loss of the flap in 5.9% (1).
If there are peroperative complications, however, the risk
of partial necrosis increases to 21.4% and total necrosis of
the flap up to 50% (1). Complications on the side of the veins
result in flap loss in higher percentage in comparison with
arterial complications.

Avoiding vascular complications in DIEP flaps is pos-
sible apart from others by generally accepted technique of
creating microanastomoses and handling of tissue as well
as by two main procedures. These include augmentation of
venous drainage of the flap with superficial venous system
and detailed preoperative detection of perforators using CT
angiography examination.

Improvement of venous drainage of the DIEP flap can
be provided by anastomosis of commitant veins as well as
superficial system. It is important to detect superficial veins
of the flap in preoperative planning on the caudal side of the
flap and these veins should be freed, detected and dissected
aslong as possible and clamped. After complete dissection of
the whole flap, it is suitable to keep it only on the undetached
vascular pedicle (deep inferior epigastric artery and comm-
itant veins) and wait for 20-30 minutes and observe vitality
of the flap. Each zone of the flap becomes apparent and
possibly is visible also venostasis in the whole flap. Together
with significant filling of the stumps of the superficial veins
this could indicate importance of superficial drainage system
and then it is necessary to plan also microanastomosis with
recipient veins. Sometimes the venous problems occur only
after creating an anastomosis of commitant venous system
on the recipient veins. Suitable recipient vein for the super-
ficial system is sometimes sufficiently large perforator from
the commitant vein of the internal thoracic artery, butit can
also be the cephalic vein.

In order to improve planning and selection of the actual
perforator, it is suitable to perform CT angiography exami-
nation. This contrast imaging method has a sufficient sen-
sitivity for detection of perforators, it shows subcutaneous
course of the perforator and visualizes intramuscular course
of the perforator (and thereby provides information about the
difficulty of dissection). CT angiography is also able to show
the distance of perforator from the deep inferior epigastric
artery and we are also able to determine the course of the
main vascular pedicle of the flap.

During the preoperative planning of the DIEP flap it is
important to consider all possibilities, which could occur
during the operation. It is suitable to detect the superficial
venous system of the flap right before the surgery with
a Doppler probe. Addition of superficial venous system to the
planning of DIEP flap could improve the venous drainage of
the flap. CT angiography examination could also improve the
preoperative planning and could accelerate the surgical time
by providing a clear image of the vascular anatomy of the
deep inferior epigastric artery and its intramuscular course
and about the most suitable musculocutaneous perforator.
(Fig. 18.1,18.2.)
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javi venostaticky na hlbokej vendznej drenazi, predpokla-
dame nedostatocné cievne zasobenie laloka. Nedostatocné
cievne zasobenie mozZe byt spdsobené vyberom nespravneho
perforatora, intraoperacnou traumou cievnej stopky laloka,
nedostatocnou vendznou drendzou cez hlboky systém, tech-
nickou chybou pri mikroanastomdze, zalomenim cievnej
stopky, rotovanim cievnej stopky, tlakom hematému na
cievnu stopku. V pripade nekomplikovaného operacného
priebehu je vyskyt parcialnej straty laloka 5,1% a tuplnej
straty laloka 5,9%!. Ak vSak peroperac¢ne dbjde k vaskularnym
komplikaciam, stipa vyskyt parcidlnej nekrézy na 21,4 %
a totalnej nekrézy laloka az na 50 %!. Komplikacie na strane
vén vedu ku strate laloka vo vysSom percente v porovnani
s arteridlnym komplikaciami.

Predchadzat cievnym komplikdcidm pri DIEP lalokoch
je mozné okrem vsSeobecne uznavanych postupov mikro-
anastomoéz a manipulacie s tkanivami aj dvoma zasadnymi
postupmi. SU to: augmentdcia vendznej drenaze laloka
povrchovym vendznym systémom a podrobna predoperacna
detekcia perforatorov za pomoci CT-angiovySetrenia.

ZlepSenie vendznej drendze DIEP laloka moézeme zabez-
pecit anastomozovanim nielen komitantnych vén, ale aj
povrchového systému. Je délezité v predoperacnom planovani
doppler sondou detekovat povrchové vény laloka na jeho kau-
dalnej strane a pri preparacii tieto vény uvolnit, detekovat
a vypreparovat v ¢o najdlhSom priebehu a zaklemovat. Po
Gplnom vypreparovani celého laloka je vhodné ho ponechat
len na neodpojenej cievnej stopke (arteria epigastrica pro-
funda inferior plus komitantné vény) po dobu 20-30 mintt
a sledovat vitalitu laloka. Tu sa ukazu jednotlivé zény laloka
a pripadne sa ukaZe venostaza v celom laloku. Spolu s vyraz-
nou napliiou pahylov povrchovych vén to mdze dokazovat
dolezitost povrchového drendzneho systému a potom je
nutné planovat jeho mikroanastomoézu s recipientnymi
vénami. Niekedy sa vendzne problémy objavia aZ po anasto-
mozovani komitantného venézneho systému na recipientné
vény. Vhodnou recipientnou vénou pre povrchovy systém
byva dostatocne velky perforator z komitantnej vény arteria
thoracica interna, alebo to méZe byt vena cephalica.

Za Gcelom lepSieho naplanovania a vyberu samotného
perforatora je vhodné predoperacné CT-angiovysetrenie.
Toto kontrastné zobrazovacie vySetrenie ma dostatocnu
senzitivitu na detekciu perforatorov, zobrazuje subkutanny
priebeh perforatora, odsleduje intramuskuldrny priebeh
perforatora ( a tym nieco napovie o naro¢nosti preparacie).
Z CT-angio sa vieme dozvediet aj vzdialenost perforatora od
arteria epigastrica profunda inferior a vieme urcit priebeh
hlavnej cievnej stopky laloka.

Pri predopera¢nom planovani DIEP laloka je ddlezité
mysliet na vietky eventuality, ktoré by mohli pocas operacie
nastat. Je vhodné si eSte predoperacne doppler sondou dete-
kovat povrchovy venézny systém laloka. Zapojenie povrcho-
vého venézneho systému do planovania DIEP laloka mozZe
zlep§it vendznu drendz laloka. Tak isto CT-angio vySetrenie
mozZe zlepsit predopera¢né planovanie a urychlit opera¢ny
Cas tym, Ze nam da jasny obraz o cievnej anatémii arteria
epigastrica profunda inferior, o jej intramuskuldrnom prie-
behu a o najvhodnejSom muskulokutannom perforatore.
(Obr. 18.1,18.2.)
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Fig. 18.1. MS-TRAM flap. 1 - deep inferior epigastric vessels, 2 - su-
perficial vessels, 3 - superficial epigastric vessels

Obr. 18.1. MS-TRAM lalok. 1 - vasa epigastrica profunda inferiora,
2 - vena superfiacialis, 3 - vasa epigastrica superficialia

Fig. 18.2. CT angiography, the arrow points at the most suitable
musculocutaneous perforator

Obr. 18.2. CT-angio, Sipka ukazuje na najvhodnejsi muskulokutan-
ny perforator
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SUMMARY

Osseous reconstruction of the thumb fo-
llowing traumatic bone loss can be app-
roached through a variety of techniques.
The use of a silicone spacer with secondary
bone grafting is a valid therapeutic option.
In case of combined injuries, simultaneous
immediate reconstruction of missing soft
tissues over the spacer by well-vascularised

skin cover is essential. Dorsoradial forearm
flap has recently been described as distally
based cutaneous pedicled flap on the dor-
soradial artery, a constant branch of the
radial artery.

A case of a 52-year-old male patient with
a combined injury of the thumb with bone
loss of the proximal phalanx and with the
loss of dorsal skin reconstructed primari-
ly with bone silicon spacer and together

with emergency dorsoradial forearm flap
is reported together with a brief literature
review.

KEYWORDS
Thumb, reconstruction, dorsoradial, flap,

pedicled, forearm, silicone, spacer, bone,
graft

INTRODUCTION

Osseous reconstruction of the thumb following traumat-
ic bone loss can be performed using a range of techniques.
Immediate reconstruction using composite grafts with bone
as a free or pedicled flap* have been described as well as de-
layed primary bone grafting. The use of early bone grafting
may be associated with a relatively higher risk of infection®.
Silicone block interposition** or antibiotic-impregnated ce-
ment spacer® and secondary bone grafting are advantageous
therapeutic options. In case of combined injuries, simul-
taneous immediate reconstruction of missing soft tissues
over the spacer by well-vascularised skin cover is essential.

Various techniques in the reconstruction of soft tissue
defects of the thumb have been reported. Immediate recon-
struction using one of the available local flaps is the gold
standard. Distally or proximally based pedicled island flaps
(e.g. posterior interosseous flap”® or Foucher’s kite flap?)
are among the most effective. The use of emergency free
flap is another valid and advanced surgical approach!®--12,
Finally, an immediate distant inguinal flap is still included
among the standard techniques of soft tissue reconstruc-
tion®. However, some of these flaps appear to be too thick,
especially for limited defects of the thumb.

The dorsoradial forearm flap, as described by Bakhach
etal. 5 isa distally based cutaneous flap, harvested over
the distal dorsal border of the forearm. Its blood supply is
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provided in antegrade fashion by the dorsoradial artery,
a constant branch of the radial artery, which arises at the
apex of the first webspace. After a 3 to 5 cm proximal course
parallel to the tendon of the extensor pollicis longus, the ar-
tery enters the subcutaneous tissues and supplies the skin of
the distal dorsal radial quarter of the forearm. The pivot point
of the pedicle allows a wide arc of rotation that covers the
dorsal aspect of the hand and metacarpophalangeal joints
of the fingers, the dorsal aspect of the thumb and the first
web space; it can also reach to the palmar aspect of the wrist.

A case of a 52-year-old patient with a combined injury of
the thumb reconstructed 1) primarily with emergency dor-
soradial forearm flap together with the implementation of
a silicone spacer to a bone defect and 2) secondarily by bone
grafting is reported together with a brief literature review.

CASE REPORT

52-year-old male patient was transferred to our depart-
ment after he sustained a severe combined thumb injury on
the left non-dominant hand at home by a milling cutter (Fig.
1). There was a skin defect on the dorsal side of the thumb at
the level of the proximal phalanx (3 x 4.5 cm) together with
distal two thirds of the proximal phalanx. The extensor pol-
licis longus tendon was pulled out from its insertion to the
distal phalanx. All volar structures remained intact as well
as the distal phalanx.



Fig. 1. 52-year-old male patient with severe combined thumb injury with bone loss of the proximal phalanx and with missing dorsal skin

cover: a) trauma x-ray image, b) wound after careful debridement

Surgical technique

The procedure was performed under general anaesthesia
and intravenous antibiotics were administrated.

After a careful debridement of the wound, the bone
defect was filled with silicone spacer. The spacer was made
from two pieces of silicone tendon spacer (8 mm in diameter,
2 cm long) fixed together in a double barrel fashion by 3-0 ny-
lon monofilament suture. Appropriate position of the spacer
was fixed to the preserved skeleton with axial K-wire of 1.2
diameter. The extensor pollicis longus tendon was fixed to
the distal phalanx base by adaptive suture using single 4-0
monofilament nylon suture.

For the simultaneous reconstruction of the missing
soft tissues, the flap paddle was designed over the distal
dorsal radial quarter of the forearm (Fig. 2). Longitudinal
axis of the skin paddle was oriented parallel to the extensor
pollicis longus tendon. The flap pedicle was exposed using
S-shaped skin incision with preservation of the superficial

venous network. The flap was then raised from proximal
to distal preserving extensor retinaculum. The pedicle was
dissected with the surrounding subcutaneous tissue in order
to avoid injury to the vessels. From the intersection of the
EPL tendon over the ECRL tendon, the dissection continued
parallel to the EPL tendon to the origin of the dorsoradial
vessels from the radial artery, obtaining a pedicle length of
4.5 cm. Tourniquet was released just after completing flap
dissection to check reperfusion of the skin paddle before
transferring to the recipient area. The flap was then rotated
180° and transposed through subcutaneous tunnel to the re-
cipient site to cover the tissue loss. The donor site was closed
primarily without the need of a skin graft.

Postoperatively, the patient was taking antibiotics every
8 hours (amoxicillin clavulanate 1.2g intravenously for the
first 48 hours and then 625 mg orally until the 10 postopera-
tive day (Augmentin, Biopharma, Roma, Italy)), low-mo-
lecular-weight heparin - 3800 IU antiXa every 12 hours for 7

Fig. 2. Emergency dorsoradial forearm flap together with the im-
plementation of a silicone spacer for a bone defect: a) design of
dorsoradial flap, b) dissected dorsoradial flap, c) flap transposition
through subcutaneous tunnel to reconstruct missing soft tissues
over the silicone spacer
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Fig. 3. Secondary osseous reconstruction of the proximal phalanx by bone grafting: a) preoperative x-ray with the visible silicone spac-
er, b) removal of the silicone spacer, ¢) fixation of iliac bone graft to the preserved base of the proximal phalanx and d) postoperative
x-ray image after bone grafting.

days (Fraxiparine, Aspen, Notre Dame de Bondeville, France)
and pentoxifylline every 12 hours for 2 weeks (Agapurin SR
400, Zentiva a.s., Bratislava, Slovak Republic). The perfu-
sion of the flap was closely monitored by observation of skin
turgor and its colour. A palmar resting splint was applied
to the operated thumb and wrist for four weeks to enhance
wound healing.

Osseous reconstruction was performed in second stage
5months after primary surgery removing the silicone spacer
through the initial radial scar and transferring iliac bone
graft to proximal phalanx of the thumb (Fig. 3). The bone
graft was fixed to the residual bone of the proximal pha-
lanx with K-wires (1 mm in diameter) and with a wire loop
(0.3 mm in diameter). Distally, the bone graft was attached
to the distal phalanx without any internal fixation. The
thumb was immobilized using a palmar resting splint for 5
weeks. Physiotherapy of the thumb started on the 3rd week
after surgery. Osteosynthetic material was removed com-
pletely 10 months after secondary bone grafting.

Clinical follow-up

Clinical follow-up was one year (Fig. 4). There was no
infectious complication. Opposition of the thumb remained
intact as well as its length and sensitivity. Active range of
motion in MPJ was 35° compared with 50° on the contra-
lateral side. IPJ was stabilized in 5° semiflexion compared
with active range of motion of 70° on the contralateral side.
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The patient is very satisfied with the reconstruction and he
uses his thumb normally during common daily activities
and also at work.

DISCUSSION

An extensive traumatic soft tissue defect combined with
significant bone loss of proximal phalanx of the thumb re-
quires adequate surgical treatment with bridging the bone
defect when the immediate reconstruction of missing soft
tissues seems to be an optimal solution.

Except of primarily contaminated wounds, osseous re-
construction may be performed also primarily after adequate
debridement. However, in cases with inadequate skin cover-
age, primary bone grafting is not recommended*. Composite
tissue transfers including well-vascularized bone segment
as pedicled or free flap have been described?. However, the
use of early bone transfer may be associated with a relatively
higher risk of infection®. We believe that the risk of infec-
tious complications in recipient site with a potential need
of bone fragment removal should be considered in relation
with the donor site morbidity. From this point of view,
removal of the prefabricated spacers has therefore smaller
consequences for the patient, because its use is not associ-
ated with any donor site morbidity. Silicone spacer creates
a space surrounded by a capsule for the introduction of the
bone graft. Appropriate position of the spacer within the



Fig. 4. Clinical follow-up 12 months postoperatively

remaining skeleton was secured by intramedullar K-wire
fixation.

The dorsoradial forearm flap is an axial island flap based
on the dorsoradial artery, a constant branch of the radial
artery. The main advantage of a dorsoradial flap is that it is
thin and the dissection is relatively simple. Moreover, the
donor site is closed primarily if the width does not exceed
3 cmb.

In this case report, Foucher’s kite flap® was also consid-
ered as the surgical alternative to the dorsoradial flap as the
kite flap is performed more commonly in similar defects at
our department. We chose dorsoradial flap as it is not associ-
ated with the donor site morbidity in the index finger and
thus with the need of skin grafting.

The other possible reconstructive alternatives were
considered less appropriate compared with the use of the
dorsoradial flap. The use of distant inguinal flap does not
allow appropriate immobilization of the thumb after the
bridging of the bone defect. Moreover, its use would be as-
sociated with unpleasant immobilisation of the entire upper
extremity and a higher risk of infection and with the need
of secondary surgery - disconnection of the pedicle. The use
of distally pedicled posterior interosseous flap would be as-
sociated with higher donor site morbidity as the pivot point
is situated proximally and medially to the pivot point of the
dorsoradial flap. The number of thin free flaps that would
be appropriate for the reconstruction of a relatively small

dorsal skin defect of the proximal phalanx of the thumb
is limited. Possible use of a venous free flap that could be
relatively suitable is technically more demanding but it is
associated with possible microsurgical complications, while
the morbidity is about the same.

CONCLUSION

This early experience with dorsoradial flap in recon-
struction of traumatic dorsal defect of the thumb is very
promising. The use of the silicone spacer with secondary
bone grafting allowed us to preserve the length of the thumb
with satisfied functional result.
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CESKE ABSTRAKTY

DORZORADIALNI LALOK Z PREDLOKTI V KOMBINACI

SE SILIKONOVYM SPACEREM PRI

REKONSTRUKCI

KOMBINOVANEHO DEVASTACNIHO PORANENI PALCE -

KAZUISTIKA

Streit L., Mrazek T., Vesely J.

Rekonstrukci chybéjici kosti palce ruky po urazu lze
provést nékolika technikami. Chybéjici kost miiZze byt
primarné nahrazena pomoci silikonového spaceru, kdy je
implementace kostniho §tépu provedena odloZené. U kom-
binovanych poranéni s defektem meékkych pfilehlych tkani
je tfeba silikonovy spacer obalit dobfe vaskularizovanou
tkani - lalokem. Dorzoradialni lalok z pfedlokti je nedavno
popsany distalné stopkovany fasciokutanni lalok se stopkou
a. dorsoradialis, konstantni vétvi a. radialis.

ACTA CHIRURGIAE PLASTICAE 2015, 57, No. 3-4

Autofti popisuji kazuistiku rekonstrukce kombinovaného
ztratového poranéni palce ruky u 52letého pacienta, u kterého
byl defekt zakladniho ¢lanku nahrazen docasnou silikono-
vou vyplni a u kterého byly chybéjici mékké tkané soucasné
rekonstruovany pomoci dorsoradialniho laloku z predlokti.
Zaroven je uveden prehled dané problematiky na zakladé
dostupné literatury.



OBITUARY

7ZORA JANZEKOVIC

(September 30, 1918 — March 17, 2015)

Zora Janzekovic’s dedication was a global success.

The lifework of Dr. Zora Janzekovic saved lives of thou-
sands of burns victims. Early excision and immediate graft-
ing of burns was Zora Janzekovic’s biggest contribution to
the surgical therapy. Towards the end of the 20th century,
her resolve and innovation became the worldwide standard
in the treatment of deep dermal burn wounds. This very
successful woman and medical doctor passed away in the
stillness of the night, on the 17" of March, 2015.

Apart from her professional achievements as a doctor,
Zora Janzekovi¢ will be remembered for her hearty and affec-
tionate laughter. She lived her entire life in the surroundings
of the Slovenian city of Maribor in Central Europe, where the
hospital was the heart of her work. She lived through a lot
of history, from the end of the First World War to the end of
the Second World War, from Communist rule in Yugoslavia
to the conception of the independent Slovenia and its entry
to the European Union. She was not political, but she had
a keen interest in and was a precise observer of society. Her
observations were not always received with acclaim.

Amongst all the commotion, hardships and happiness
of living in such momentous times, Dr. Janzekovic¢ devoted
herself to her work, and steadily maintained that to be a doc-
tor, one’s purpose is to be there for the care and recovery of
one’s patients.

Zora was devoted to that purposeful path, and a world-
wide success followed. Between 1968 and 1984, numerous
internationally renowned burns surgeons found their way to
the otherwise unknown Maribor to learn about her methods
and apply them. Step by step she worked her way through
adversity and experiences in the hospital in Maribor.

Of the many honours and tributes, which eventually
were bestowed upon her, she observed laconically and sin-
cerely: “I am pleased of course”. The fact that the first ever
Zora Janzekovi¢ Award, “The Golden Razor” of the European
Club for Paediatric Burns, was awarded to her (Seggau/
Leibnitz, Austria, 2007) and that through this Award her
name and achievements will live on through many future
recipients, was a source of great pride and delight to her.

Anyone seeing Zora Janzekovic sitting in a chair on the
patio of her retirement-home on the south face of the Pohorje
Mountains, anyone talking to her there, would sense that
Zora had achieved something else which was more subtle
after such a stormy life. Zora Janzekovi¢ had managed to
make peace with herself, as she explained several times in
her autobiography (ZORA JANZEKOVIC Getting to the Top
of the Burn Surgery with a Razor by Marija Trop / Clemens
Schiestl).

During the celebration of her 90 birthday she spoke her
parting words to her friends and colleagues: “At 90 years old
I can say: My life was worth having been lived.”

Itended on the 17" March, 2015. The value of her life and
work will resonate and enlighten for many years to come.

Univ. Professor Marija Trop, M.D.

Founder and former Head, Paediatric Burns Unit
University of Graz

Graz, Austria
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