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CORRESPONDENCE AND COMMUNICATION
In situ vein grafting for
lymphatic
supermicrosurgery
Dear Sir,
Supermicrosurgical lymphaticovenular anastomosis (LVA),
or lymphatic supermicrosurgery, is becoming a useful option for the treatment of lymphedema.1e5 One of major
advantages of lymphatic supermicrosurgery is less invasiveness; LVA can be performed under local anesthesia via
a small skin incision (1e40 mm).2,4 However, we sometimes face a situation where recipient veins are too
distant from or significantly larger than a lymphatic vessel
to anastomose directly. In such a case, a vein and/or a
lymphatic vessel are dissected further to obtain enough
length to anastomose directly, but elongation of skin

incision length is usually required. To address this challenge, we applied a new technique for lymphatic
supermicrosurgery.
There were 2 veins and a lymphatic vessel in a surgical
field (Figure 1). One of the veins was significantly larger
than the lymphatic vessel, so the other smaller vein was
suitable for LVA in terms of caliber size. Since the smaller
vein was too distant from the lymphatic vessel to anastomose directly, it was used as a vein graft bridging the
larger vein and the lymphatic vessel in a side-to-end
fashion. Unlike conventional vein grafting, this method
does not require further elongation of skin incision or
additional skin incision to harvest a vein graft. A major
drawback is that the method requires 2 anastomoses per 1
LVA. Although the method can be applied in limited situations, the method can be a useful option for LVA; the
method allows accomplishment of LVA without further
invasiveness. Further clinical investigations are required
to refine surgical procedures and confirm the efficacy of
the methods.

Figure 1 In situ vein grafting for lymphaticovenular anastomosis. There are 2 veins (larger vein, arrow; smaller vein, arrowhead)
and a lymphatic vessel (asterisk) (left). The smaller vein is used to bridge the larger vein and the lymphatic vessel (center). An
actual photograph of the anastomosis (right).
1748-6815/$ - see front matter ª 2014 British Association of Plastic, Reconstructive and Aesthetic Surgeons. Published by Elsevier Ltd. All rights reserved.
http://dx.doi.org/10.1016/j.bjps.2013.12.045

Correspondence and communication

Disclaimers and disclosure of conflicts of
interest
None.

Prior presentations
None.

Sources of support that require
acknowledgment
This was supported, in part, by Takeda Science Foundation
(to T.Y.)

References
1. Yamamoto T, Yoshimatsu H, Narushima M, et al. A modified
side-to-end lymphaticovenular anastomosis. Microsurgery
2013;33(2):130e3. 2012 Sep 14 [Epub ahead of print].
2. Yamamoto T, Narushima M, Kikuchi K, et al. Lambda-shaped
anastomosis with intravascular stenting method for safe and

e143
effective lymphaticovenular anastomosis. Plast Reconstr Surg
2011;127(5):1987e92.
3. Yamamoto T, Yoshimatsu H, Narushima M, et al. Sequential
anastomosis for lymphatic supermicrosurgery: multiple lymphaticovenular anastomoses on one venule. Ann Plast Surg
2012 Dec 13 [Epub ahead of print].
4. Yamamoto T, Narushima M, Yoshimatsu H, et al. Minimally
invasive lymphatic supermicrosurgery (MILS): indocyanine
green lymphography-guided simultaneous multi-site lymphaticovenular anastomoses via millimeter skin incisions. Ann Plast
Surg 2014 Jan;72(1):67e70.
5. Yamamoto T, Yamamoto N, Azuma S, et al. Near-infrared
illumination system-integrated microscope for supermicrosurgical lymphaticovenular anastomosis. Microsurgery
2014 Jan;34(1):23e7.

Takumi Yamamoto
Isao Koshima
Department of Plastic and Reconstructive Surgery,
The University of Tokyo, Tokyo, Japan
E-mail address: tyamamoto-tky@umin.ac.jp
12 December 2013

