NOIMWCEIC O XEIPOUPYIKEC TTPOBEDEIC

Kwv/vog I'. Toutoulag
KaBnyntig Xeipoupyikng EKTIA




Eloaywyn

= OL AOLUWEELC XELPOUPYLKWV TIPOBECEWV AmOTEAOUV HLal ATIO TLC TILO CUXVEC KoLl
coBapec EMUTAOKEC TNC XPNoNC BLOLATPLKWY UALKWY OTN XELPOUPYLKN,
KOPOLOXELPOUPYLKK), AYYELOXELPOUPYLKN, 0pOoTedIKN

" Nolpwéelc mpoBeoswv (device-associated infections) amoteAouv 1o 25.6% Twv
AoLpwEEWV Tou oxeTilovTal e AOLMWEELC TTOU oxeTI(OVTAL LE TTOPOXN VYELOC
(health care-associated infections)



Ta peyedn...

o >500,000 watplkec cuokevec (medical devices) umapyxouv cnuepa otnv
ayopa

o KaBetnpeg entokAnpidlac avalobnoioag, kabetnpec oupodoyou
kUoTNC, ayyelakol kaBetnpec (100 x 10°)

o Kapdloayyelakec NAEKTPOVIKEC CUOKEVEC (>10°)

o Odovtka epdutevpata (10 x 10°)

o Epdutetpato paotwv (5-10 x 109



Kivouvoc Aolpwéng

" TUTOC TOU €VOEUATOC

= Qgon- invasiveness

= ALGPKELO TIAPOLUOVAG




Tatwvouon ¢evwyv owuatwy/evBeudtwy

"E{0080C amtd GUOLKEC OTTEC Kol ETAd e =XelpoupyLka TomoBeToupevVa eVOEPATA HECT
BAEVVOYOVO 0TO avOpwTLVO cWiA PE dlatopun SEpUATOG N
BAevvoyovwv
"oupokaBetnpac,

TpaxeoowAnvag, dpakol "Bnuatodoteg, stents, BaAPidec

emtadnc, oOOVTIKEC TPOBEDELC . OPGOT(E&KQL evOeparta,
OOTEOCUVOEODELC

"Evboobdaipuiol pakot
"evOELATA HOOTWVY
" OUPOYEVVETLKA TTAEYOTO



AoLLwEN evBEpATOC

AvVOGCOAOYLKO
oUOTNUO TOU
OpYOaVIOUOU

MNoaBoyova
LULKPOBLa




ToTtkn LoTIKA
amavtnon

BlouAiko

MpookOAAnon

Otela & xpovia
dAeypovr

Avtidpaon &€vou
OWUOTOG

Kokkiwpatwdn Loto

Mtwon TG aVOoLOKAG
amavtnong locus
minoris resistentiae

MikpoBLaKog
OTTOLKLOMOG & Aolpwén

HLKpoBilwv &
oXnUaTLopog biofilm

MukpOTtEPOC aPLOOC maBoyovwv(St
aureus) ] akopa Kol carmpopUTIKA
HLKpOBLa (St epidermidis) mpokaAoUv
Aolpwén




Passive adhesion Active adhesion (MSCRAMMs)
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Biomaterial




| Exopolysaccharides

— Glycocalyx
PIA

Homophilic interactions |

Cell wall proteins

Autolysin
eDNA

Biomaterial

Cell aggregation and matrix production Matrix disruption
Adsorption and active anchorage (by PSMs, proteases
Remodelling (by PSMs) and nucleases)

Bacterial adhesion Biofilm formation Biofilm maturation Biofilm dispersal




AOLLLWEELC EVOEUATOC OTO XPOVO

= O¢eia Aoipwén .... LEXPL 3 UNVEC
* EMLUOAUVON OTO XELPOUPYELD

= Yrno€eiot Aoipwén... 3-24 nAVEC

= Antwtepn Aoipwén ... Meta and 24 pPveC
* OLOUUTTTWUOTLKI TIOU EYIVE CUUTITWHUOTLKN 1 OLUOTOYEVAC



AOLLLWEELC EVOEUATOC OTO XPOVO

= O¢eiot Aolpwén .... LEXPL 1 pRva

= O¢eiol ALUOATOYEVAC ... 3 EBOOUAOEC

" Antwtepn Aoipwén ... >3 eBdopadec




Nolpwén oxetlopevn pe kabetnpa kevtpknc ypapunc (CR-BSI)

* H entintwon tng Aolpwéng oxXeTW(OUEVN HE KEVTIPLKO KaBeTrpa
(Catheter Related Bloodstream Infection - CR-BSI) motkiAet kot

kupaivetat ano 1.8 éwg 9.4 ava 1000 nPEPEG APAUOVAG (<
ICJOI(-IGEESTR)pa (National Hospital Infections Surveillance Network- \

#250 XIALAOEC VEEC TTEPLITTWOELG P AVLIONC TO XpOvo otic HIMA

=31 TILO OUXV VOOOKOUELAKN AOiwEN LETA TN TIVEUHOVIOL OXETI{OMEVN UE
QVOTIVEUOTNPA KOL TNV OUPOAOLUWEN OXETI(OMEVN LE OUpOKABETN P

*H napoucia tng auédvel tn voonpdtnta, tn Bvntdtnta, g |
NUEPES TIAPOAUOVAC OTO VOGOKOUELD KAL TO KOOGTOG Erd




Oplopoc CR-BSI

Nolpwén oxeT(OMEVN LE KABETAPA KEVIPLKAC YPOUMUNGC oplleTal wS N LkpoBLatpio tou
OXETL(eTAL pE

(1) KAwikn elkova Aolpwénc (mupetdg, piyog, AeukokuTTdpwon, Toxukapdia,
uTtotaon)

(2) AmokAelopdc dAAwv attiwv Baktnplatpiog (mvevpovia, oupohoipwen, SSI kAm)

(3 Anopovwon tou (8lou pikpofiou oe KaAALEPYELD ALLATOC Kot AKPOU KABeTHpaL
YPOUUNG



Turot Aolpwénc oxeTWOMEVOL LE KEVTPLKO KaBeTtnpa

ATOLKLOMOC KAOETAPA: 2 NUAVTLKI OVATITUEN EVOC LKPOOPYAVIOUOU OE TTOCOTLKH 1 NULTOCOTLKN
KOAALEPYELQ TOU AKPOU KaBeTrpa

Noipwén oxetwllopevn pe kabetnpa: Napouaoia > 15 CFUs (Colony Forming Units) o€ nUUTocoTikA
KaAALEpyeLa 1 >103 CFUs o€ TOCOTLKI KOAALEPYELA AKPOU KAOETHPO LE CNUELO KOl OUUITTW LOTOL

TOTUKNAG 1 CUCTNUATIKAG AoipwéNng

Noipwén onueiov eloddou: Epubpotnta, svalocOnoia, okAnpia, EKPon MUOU O £KTAON £WC 2 €K
Qo TO ONUELO ELCOSOU TNC YPAUUAC N BETLKN KAAALEPYELO LLLKPOOPYAVLOMOU OTO ONUELD ELCOOOU

TNG YPAUUAG

Awpatoyevig Aoipwén oxetllopevn pe kabetnpa (CR-BSI) : Atopovwon tou idlou
LLKpoopyaviopoU amo KaAALEpyeLa Tou akpou kaBetnpa KAl tou mepiudpepikol ailpatoc




Awaxelpnon aocBevwyv pe CR-BSI

Entt umoyiag Aoipwéng: AP n KAAALEPYELWV ALUATOC OTTO KEVTIPLKI VPO KAl TIEPLPEPLKO AKPO

XaunAn untoyia CR-BSI (amovoia Tomikwy onpeilwv Aotpwénc, mapopovn kabetnpa <3 nUEPEC,
riiBavn AAAN eotiat AolpwéNnc) : mapapovn KUBeTRPa KoL VOOV OTTOTEAECLATWY ATTO
KOAALEPYELEC

YUnAn uniogia: Adaipeon kaBetripa Kol armooToAr) AKPoU yLa KOAALEPYELD, EVAPEN EUTIELPLKAC
QVTLULKPOBLAKAC oy WYNC

TomoB£tnon veéou kaBetrnpa o€ vEo onueio: NMpotilpuotepo amo aAlayn Ttng YPAUUAC Tt
oUPLATOC




Kowvol Gram(+) , Gram(-) AvTloTaPpUAOKOKKLIKEC TEVIKIAALVEG,
HLKpOOpYyaviopol 11S yeviag kepaloomopiveg

MRSA Bavkopukivn iv

Gram (— ) Bakw\Aot B-Aaktapn/avactoAéag B-

AaKtapaonc, 41S yeviag
kedaAoomopivn, KapBarmeveun

Pseudomonas Aeruginosa Avtupeuvdopovadika avtiBLlotika
(kedtalldiun)
Candida spp OAoukovaloAn

Aamtopukivn (aoBeveic pe ONA,
XopunAn evatoBnoia oe Bavkopukivn)

MovoBeparmneia 4 cuvdlAoUOC UE
apLLVvoyAukooidn

AVOOOKATECTAAMEVOL, pNpLaiog
kaBetrpag, AqPn mapeviepLKAG ,
TIOPATETOUEVN XPON EVPEWC
dAopaToC avtLBLoTIKWY



XQPOKTNPLOTLKO LEAETNG

ZKomOG: H avayvwplon Kot kotaypadn TnG KKPoPLoknc xYAwpldag akpwv KABETAPA KEVTPLKWY YPOUUWVY 0 acBevelc pe
LETEYXELPNTLKO TTUPETO

YAKA kot pEBodou: Mpoomtik PeAETN KaTtaypadng

Y& 6Aou¢ Toug acBeveic mou epdAvVIoAV LETEYXELPNTIKA TTUPETO:

1. Adaipeon keviplkoU KaBeThpa KoL AITOCTOAN YL KOAALEPYELQL

2. AQPn kaAAlepyewwy aipatog amo nepldeptkn) GAELA Kol amd TN KEVIPLK YPOUUN

3. ANYn kaAALepyeLwv olpwv

4. Aktwoypoadia Bwpakog




ATTOTEAEOHOTO LEAETNG

128 aoBeveic
79 Avtpec (61.7%) kai 49 TNuvaikec (38,3%)
M.o. HAIkiag 63,6 £1n (36-91)

@eTIKA KAAAIEPYEIQ YPAUPNAG : 68 aoBeveic (67.1%)



KatwTepo TTETTTIKO 57 44 4
‘Hmrap- MNaykpeag XoAn@opa 31 24 .4
Avwtepo MeTTIkO 21 16,2
> UVTNPENTIKA QVTIMETWTTION 7 5,9
Evdokpiveic Adéveg 3 2,2
uvaikoAoyIKa 3 2,2
Mapoxéteuon aTTOOTAHUATWY 2 1,4
Alpoppayia 2 1,4
MaAakd Mopia 1 0,7
OupohoyIka 1 0,7
20voAo 128 100



Eidog pikpoBiov ApLOUOG KEVIPLKWV YPOUUWV Nocooto (%)

Staphylococcus epidermidis 58 45.3
Acinetobacter baumanni 10 7.8
Klebsiella pneumoniae S 7
Pseudomonas Aeruginosa 5 3.9
Candida sps 4 3.1
Enterobacter Clocae 4 3.1
Staphylococcus Aureus 4 3.1
Enterococcus Faecalis 2 1.5
Enterococcus Faecium 2 1.5
Stenotrophomas Maltophila 2 1.5
Staphylococcus Hominis 1 0.78
Citrobacter sps 1 0.78
Escherichia Coli 1 0.78

ApvnTIKA 42 32.8 _

- 2.UVOAO 145 100 -



Treatment of central line-associated
bloodstream infections

Jérémy Guenezan', Bertrand Drugeon'~, Nicolas Marjanovic' and Olivier Mimoz' '@

CLABSI

Catheter removal ] Parenteral amtibiotics ]

“ Suppurative thrombosis

Uncomplicated CLABSI Complicated CLABSI ’:’ Endocard |t|S

«» Metastatic infection

7~
Stophylococcus Cosgulase neg Enterococo* Candida
aweus* Stapiococa Gram neg. bacil species**” 4 10 6 weeks
14 days 7 days 10 10 14 days 14 days
N

* Transesophageal echography recommended
** Ophtalmologic examination recommended

neg., negative

Fig. 1 Appcoach 10 the reatment of a patient with central Ine-associated bloodstream infection (CLABS)




[Mepattepw eAeyyoc yla ermAakeioa CR-BSI

Awolwocodayelo untepnyxoypadnua ( S. Aureus, enterococci, Candida)

OdBaApoAoyikoc eleyyoc (Candida)




AolWEN TMAEYUOTOC LETOL ATTO QTTOKATAOTAON KNANC

Ot KAAEC TOU KOLALOLKOU TOLXWOTOC ELVOL CUXVEC
ErtutoAaopog:1,7% ylo OAeC TG NALKies- 4% nAwkiog >45 €1n
27% 6La Blou kivbuvog avantuénc BouBwvokAAng otoug avOpeg

H amokatdotaon tng KNANG He TormoBEtnon MAEypatoc anoteAet to standard of care otnv
QVTLULETWTILON TOUC

Epigastric
- upper abdomen

at midline \

incision

Direct inguinal
- near the opening of
the inguinal canal

B~

/
Indir inguinal
- at the opening of
the inguinal canal




Surgeons nightmare




AoLUWEN TIAEYUOTOC

5-10% emninmtwon
3" autia emaveneuBAacewg

AU&non voonpotntagc, XpOVOoU Kol KOOTOUC VoonAeiag

Prevention and Treatment Strategies for Mesh
Infecuon in Abdominal Wall Reconstruction

Angela M, Kao, MDY
Michael B, Avrnold, MDY
Vedra AL Auvgensiein, MDD
B. Todd Heniford, MDY,
FACS

ofeariadte, NTL



[Tapayovtec KlvOUVOU

@ H\wia @ Noyvoapkia
@ Noavoapkia € XAN
@ ASA Score>3 @ Saxxopwdnc SoPATNC
¥ Kanviwopa @ Eruto)ric toroBb£tnon MAEYHATOC
@ lotopkd unotpordlovoac KAANG @ Xspoupykn poortéhaon (Avowytr vs
, , AQTIOPOCKOTILKN)
@ EnépBaocn oto yaoTpeVTEPLKO (TT.X
EVIEPEKTOUN) @ Adpkela xelpoupyeiou

@ Tafwounon TpalvpaToC



Epwtnuata

Mote npenel va adoalpeitol to mAEypa’?

Amokataotaon tng KNANG otov idlo 1} oe devteEPO XPOVO?
T MAEY O IpETIEL VAL TOTIOOETNOEL?

Mou mpéemnel va tomoBetnOel To MAEyua?

ETUTAOKEC HETA TNV amoKataotaon?




s Fishla Presen

YES - NO
- 1
Excision ,
Required Smoker?
L I NO

Excision _
Management of Reqared Type of Mesh

Mesh Infections - 2 S [
Lightweight Heavyweight
MRSA Present? | Excision
e ! YEs Required

Prevention and Treatment Strategies for Mesh
_ Infection in Abdominal Wall Reconstruction -




Amokataotaon TN KNANC otov oo N o€ OEVTEPO XPOVO?

Management of Infected Mesh After Abdominal Hernia Repair

Systematic Review and Single-Institution Experience
Faleriv Shubinets, MD.* Martin J Carnev, BS,* David L. Colen, MD,* Michael N. Mirzabeigi, MD, *

Jason M. Weissler, MDD ¥ Michael A. Lanni, BS, ™ Benjamin M. Braslow, MD, 7
Johin P Fischern, MD, MPH,* and Stephen J Kovach, MID*



i m w“hh Several case series have reported
A success in salvaging infected
l mesh with local debridement and

negative-pressure therapy

treatment Success

I Single-stage repair with biologic mesh is
Limited evidence in literature for Failure our preferred approach. Ideally, the
true staged approaches (6-9 mesh is placed in a retrorectus or
months between stages). Some l underiay position. If bridging is
success has been found with unavoidable, recurrence rate is high, but
“immediate” staged approach Excision of patients can undergo repeat repair under
(see text for detail). infected mesh better, more elective circumstances.

[ Staged approach ]‘ ’br Slngle-smge <

l l 50% of wound complications
were minor (treated in the

SSI/Wound office). SSI/wound complications

Hernia recurrence ] complications were also higher with Permacol,

a biologic mesh that is no longer
l used in our practice.
Out of 16 patients who recurred
in our series, 8 underwent repeat Repeat hernia 1. (xzﬁw mlre ent

hernia repair. 6/8 (75%) are repair
currently hemia-free.

3. Return to the operating room
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ErtiioAuvvon 6€ppuatoc - evBEpATOC

AuvnTika peifova emutAokn
Juyvotnta: 5-15%

Yuxvotepo naboyovo: Staphylococcus Aureus



ErtiioAuvvon 6€ppuatoc - evBEpATOC

MoAuTtopalyoVTLK VOCGOC
" [IpOEYXELPNTLKN TIPOETOLHA LA
" NepBaAlov Xelpoupyeiov — EEwtepikol mapayovteg

" ALEyXELPNTIKA aitla




ErtioAuvon 0€puaToc — eVOEUOTOC

[IooEYXELONTLKN TIDOETOLLAOLOL

MNpodulaktiki avtiBiwon
» Eite pla 600n mpoeyxelpntikd — Eite mpoduAaén yia 24 wpec
MpoeyxelpnTtiko shower pe avtiBaktneLdLako dStaAvpa

> No recommendation

Avtionyia pe scrub oto eyxelpntiko nedio

» Strong recommendation

Infection prevention in breast implant surgery - A review of the surgical evidence, guidelines and a checklist.

Barr SP, Topps AR, Barnes NL, Henderson J, Hignett S, Teasdale RL, McKenna A, Harvey JR, Kirwan CC; Northwest Breast Surgical Research Collaborative.
Eur J Surg Oncol. 2016 May;42(5):591-603



ErtiioAuvon deppatoc — evBepOTOC

ALEYXELPNTIKA alTLa

Epunelpia Xewpoupyot

Awapkelo Xelpoupyeiov
MapoxeTEVOELC
Eppantion evOepdtwy o€ aviBLotiko

@<on Toung

*EdOooV UTIAPXEL ETUITAPNON ATTO EUTIELPO XELPOUPYO, N TiBavotnTa

empoAuvong dev oxetiletal pe To emninedo tou Xepoupyou

*H pikpotepn dtdpkela oxetiletal He HKpOTEPN MIBavVOTNTA

ETULOAUVONG
*MopoxeteVOELC KAELOTOU KUKAwMaTOG — Tunnelling
*Strong Recommendation

*Kapia dtadopa

Infection prevention in breast implant surgery - A review of the surgical evidence, guidelines and a checklist.

Barr SP, Topps AR, Barnes NL, Henderson J, Hignett S, Teasdale RL, McKenna A, Harvey JR, Kirwan CC; Northwest Breast Surgical Research Collaborative.
Eur J Surg Oncol. 2016 May;42(5):591-603




ErtiioAuvon deppatoc - evBepatoc
[Mpodlabeoikol Mapayovteg

Table 5

Logistic regression of risk factors for key outcomes

Implant loss (n=1722) Infection (n=1722) Re-admission (n=1722) Reoperation (n=1722)

Age, years— 1-00 (0-98 1-02); p—0-87 101 (1:001-02); p=0-27 1-00 (0-99-1-01); p=0-77  0-99 (0-98-1-01); p=0-35

Body-mass index (kg/m2)L | 1-:07 (1-:03—1-11); p=0-0002 1-07 (1-04—1-10); p<0-0001 1-05 (1-03—1-08); p=0-0001 1-04 (1-01—1-07); p—=0-0032

Operative time, min 1-00 (1-00—1-01); p=0-049  1-00 (1-00—1-00); p=0-073  1-00 (1-00—1-00); p=0-049  1-00 (1-00—1-01); p=0-013
No 1 (ref) 1 (ref) 1 (ref) 1 (ref)
Yes 1-92 (1:19-3:09); p=0-0074 1:53 (1:09-2-17); p=0-015 1:92 (1-33-2-77); p=0-0005 1-87 (1-30-2:70); p=0-0008

Previous radiotherapy to ipsilateral breast

No 1 (ref) 1 (ref) 1 (ref) 1 (ref)

Yes 1-35 (0-70-2-60); p=0-37 1-72 (1-12-2-62); p=0-013 1-15(0-69-1-91); p=0-59 1-:24 (0-75-2-03); p=0-41
Neoadjuvant chemotherapy

No 1 (ref) 1 (ref) 1 (ref) 1 (ref)

Yes 0-64 (0-33—-1-21); p=0-17 0:72 (0-48-1-08): p=0-11 0-82 (0-53—-1-28); p=0-38 0-73 (0-47—-1-15); p=0-18

Bilateral surgery

No 1 (ref) 1 (ref) 1 (reb) 1 (reb)

Yes 1-72 (0-85-3-47); p=0-13 1-27 (0-81-1-97); p=0-30 1-24 (0-76-2-03); p=0-39 1-15 (0-70-1-90); p=0-58
Nipple-sparing mastectomy

No 1 (ref) 1 (ref) 1 (ref) 1 (ref)

Yes 1-24 (0-80—1-92); p=0-33 1-09 (0-82—1-46); p=0-55 1-04 (0-75—1-44); p=0-81 1-20 (0-88—1-64); p=0-25

Risk-reducing surgery
No 1 (ref) 1 (reb) 1 (reb) 1 (refb)




MEAETN LUKPOBLOKWY TIOPAYOVIWV O ACOEVELC LE KOPKIVO TOU pooTtou
TTIoV UTIORANBNKAV OE LOLOTEKTOWUN KOl ATTOKOTAOTOON LE EVOEpaTA

AnoteAEopata

o oe 13 aoPeveic NG HEAETING TIOU TIOPOUOCLAOTNKE
dbAeypovn ota evOEpaTa Ttou TomoBeTnOnKay,

O 0€ 9 amopovwoOnKayv oL aPAKATW KLIKPOOPYOVIoUOL

O O€ 4 6ev aveup£EDN KATIOLOG IKPOPBLAKOG AP Ay OVTag. Staphylococcus Aureus (x4)

coe 51 mou &ev epdbdvicav onueia  dAeypovic
LETEYXELPNTIKA O&V amopovwOnke KAMOLO MLKPOPLAKO

doprtio. Staphylococcus Warneri

Pseudomonas Aeruginosa (x2)

Escherichia Coli

Klebsiella Pneumoniae
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A BSTRACT

Objectives: Considerable efforts have been devoted so far to improve salvage procedures of infectec
breast implants in absence of defined guidelines or validated clinical protocols. Within a cohort o:
prospectively recruited patients who underwent breast reconstruction, we performed a retrospec-
tive review of proven implant infections in order to describe factors contributing to management
success.

Methods: We collected data in 1293 consecutive patients who underwent two stage (expander+
prosthesis) breast reconstruction with at least 12 months of follow-up. Demographic data, timing o:
infection, type of microorganism, intent of salvage, fate of the 1mplant type of antibiotic treatment anc
follow-up were recorded in a prospective data collection oy nical records.

Results: Implant infections occurred in 103 of 1293 patients mong these, 73 (71%) were prover
infections with confirmed microbiology. Implant pocket salvc s attempted in 43/73 (59%). patients
A higher proportion of expander implant pockets were successfully saved compared to prosthetic pocke!
(p=0,04). Gram-positive microrganisms represented the majority of etiologic agents, with coagulase
negative staphylococci prevailing over Staphylococcus aureus. No association was observed betweer
success rate and type of infecting microorganism. A higher proportion of patients with previous o1
intraoperative radiotherapy or with perioperative chemotherapy underwent an attempt of implani
salvage (p =0,081 and 0,0571 trend, respectively). No single antibiotic regimen was superior to the others:
in terms of success rate. Implant pocket salvage was higher in expanders compared to prostheses (74% vs
33% p=0,04). Higher success rates in implant pocket salvage were evident when implant replacement
was preceded and followed by antibiotic treatment compared to inpatient antibiotic treatment alone
(100% versus 57%, p=0,035).

Conclusion: Patient selection in clinical practice leads to differences in patients with breast implant
infection who are considered for attempts at implant salvage vs. those who are treated with implant
removal. Salvage of breast implant pockets can be obtained in the majority of patients with combinec
one- step 1mplar1t replacement surgery and antlblotlc treatment. Increased efforts and protocols tc




Early/late implant infections

103

é/,\

Probable infections without
microorganism isolation

Therapeutic management in
proven infections related to
clinical conditions

30

73 T
No intent of salvage Unknown intent Intent of salvage
12 a3
l // implant exposure following
Implant removal with cutaneous subcutaneous necrosis,

subsequent antibiotic therapy

cutaneous fistula, extensive

20 g inflammation with intense redness,
pain and edema involving !3 breast

Antibiotic therapy Antibiotic therapy +
alone implant quadrants.

replacement

Healing without implant Healing and implant
pocket salvage
45
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