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NORMAS PARA LA PUBLICACIÓN
RÈGLES POUR LA PUBLICATION

NORMAS PARA LA PUBLICACIÓN

La Revista de Cirugía Estética y Plástica Europea o Revue 
Européenne de Chirurgie Esthétique Plastique (European 
Aesthetic Plastic Surgery Journal – EAPSJ-) es el órgano oficial 
de la AECEP y la SOFCEP.

NORMAS GENERALES

Los artículos, cartas, textos y todo el material de soporte de los 
mismos, como fotografías, ilustraciones, tablas, esquemas, etc., 
serán enviados a las Secretarias de la AECEP o de la SOFCEP 
en formato digital, ya sea CD, DVD, Pendriver o por e-mail a las 
direcciones correspondientes (aecep@aecep.es o sofcep@vous-
et-nous.com).

Fotografías: Serán de buena calidad en formato digital JPG 
(calidad 11 o 12), con una resolución de 300 ppp (píxel por 
pulgada) y tamaño de aproximadamente 21x14 cm.

Se incluirán los permisos para reproducir material que haya sido 
anteriormente publicado o para  hacer uso de figuras que pudieran 
servir para identificar a personas. En todo caso, es importante que 
cuando sea necesario mostrar el rostro de los pacientes se preserve 
en la medida de lo posible (y siempre con el consentimiento) la 
identidad de los mismos para que no sean reconocidos. En todo 
caso, la responsabilidad será de los autores de los artículos y 
nunca del consejo editorial.

Los Trabajos deben ser originales. Todos los trabajos deberán 
incluir: Nombre del autor o autores, Titulo del trabajo, Institución 
o Sociedad científica, dirección para correspondencia, correo 
electrónico, teléfono de contacto y una fotografía en color reciente 
del primer autor.

Los trabajos serán evaluados por los dos Comités de Redacción, 
el español y el francés, quienes determinaran la idoneidad y 
calidad de los trabajos y, en consecuencia, su aceptación para 
la publicación. Los comités de redacción podrán abreviar los 
artículos, incluidas las figuras, si fuera necesario. En todo caso, 
corresponde al/los autores la responsabilidad de las opiniones, 
conceptos o informaciones expresadas en sus trabajos. 

El Equipo Editorial declina cualquier responsabilidad sobre el material 
publicado. Este pasa a ser propiedad de la revista, no pudiendo ser 
reproducido sin la autorización previa del Consejo Editorial.

RÈGLES POUR LA PUBLICATION

Le Journal de Chirurgie Esthétique et Plastique ou Revue 
Européenne de Chirurgie Plastique Esthétique (European 
Aesthetic Plastic Surgery Journal – EAPSJ-)) est l’organisme 
officiel de AECEP et SOFCEP.

RÈGLES GÉNÉRALES 

Les articles, lettres, textes et autre matériel de soutien de celui-
ci, comme les photographies, illustrations, tableaux, graphiques, 
etc... seront envoyé aux secrétaires de SOFCEP ou AECEP en 
format numérique, soit sur CD, DVD, lecteur flash ou par e-mail 
aux adresses (aecep@aecep.es o sofcep@vous-et-nous.com).

Photographies: Elles seront de bonne qualité, format numérique 
JPG (qualité 11 ou 12), avec une résolution de 300 ppp (pixels par 
pouce) et la dimension environ 21x14 cm. 

Il faudra inclure la permission de reproduction du matériel déjà 
publié et de utilisation de figures qui pourraient être utilisées 
pour identifier des personnes. Il est important, si il faut montrer 
le visage du patient, que son identité soit préservée autant que 
possible (et toujours avec son consentement). Dans tous les cas, 
la responsabilité sera des auteurs des articles et jamais du comité 
de rédaction.

Les inscriptions doivent être originales. Toutes les inscriptions 
doivent inclure: le nom de/s auteur/s, le titre, l’institution ou 
société scientifique, l’adresse postale, le mail, le numéro de 
téléphone et une photo récente du premier auteur, en couleur. Les 
candidatures seront évaluées par les deux comités de rédaction, 
espagnol et français, qui vont déterminer la pertinence et la qualité 
du travail et, par conséquent, leur acceptation pour la publication. 
Les comités de rédaction peuvent abréger les articles, y compris 
les figures, si nécessaire. Dans tous les cas, la responsabilité 
des opinions, des concepts ou des informations versées dans les 
travaux, revient à l’/ aux auteur /s responsable/s.

L’équipe de rédaction décline toute responsabilité du matériel 
publié. La Revue en devient propriétaire, et il ne peut être reproduit 
sans l’autorisation préalable du Conseil de Rédaction.
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SOLICITUD DE INGRESO EN LA AECEP

NORMAS PARA LA PUBLICACIÓN DE ARTÍCULOS 
CIENTIFICOS

Los trabajos se remitirán en inglés. Los miembros de la AECEP 
y de la SOFCEP pueden enviarlos en su idioma más inglés. En 
la medida de lo posible, seguirán los Requisitos de Uniformidad 
para Manuscritos Médicos presentados a Revistas Biomédicas, 
o Normas de Vancouver (se pueden encontrar en “International 
Commitee of Medical Journal Editors. Uniform Requirement 
for Manuscript Submitted to Biomedical Journal. N Engl J 
Med.1997;336:309-315” y la última actualización correspondiente 
a abril de 2010 en “http://www.icmje.org/urm_full.pdf”).

Constarán de un Resumen de entre 150 y 250 palabras donde 
se recogerán los Objetivos, el Material y Método, Resultados 
y Conclusiones. Palabras Clave hasta un máximo de cinco. 
Introducción, Material y Método, Resultados, Discusión, 
Bibliografía, Agradecimientos, Tablas y/o Figuras en hojas 
separadas, y Pies de Tablas y de Figuras. Las páginas irán 
numeradas en ese orden.

Bibliografía. Se presentará al final del trabajo, disponiéndola 
según el orden de aparición en el texto, con la correspondiente 
numeración correlativa. En el texto del artículo constará siempre 
la numeración de la cita. Las citas bibliográficas se harán del modo 
siguiente: número de orden, apellidos e inicial de los nombres de 
todos los autores del artículo si son tres o menos; si son cuatro o 
más se listan los tres primeros y se añade “et al”, título del trabajo 
en el idioma original, titulo abreviado de la revista según el Index 
Medicus, año de publicación; numero de volumen: pagina inicial 
y final del trabajo citado.

RÈGLES POR LA PUBLICATION D’ARTICLES 
SCIENTIFIqUES

Les travaux doivent être remis en anglais. Les membres de la 
AECEP et SOFCEP peuvent les envoyer dans leur propre langue 
en plus de l‘anglais. Autant que possible, il faudra suivre les 
exigences uniformes pour les manuscrits présentés aux revues 
biomédicales ou Normes de Vancouver (qui se trouvent dans le 
“International Commitee of Medical Journal Editors. Uniform 
Requirement for Manuscript Submitted to Biomedical Journal. N 
Engl J Med.1997;336:309-315” et la dernière mise à jour en Avril 
2010 dans http://www.icmje.org/urm_full.pdf”).

Ils doivent inclure un résumé de 150 à 250 mots ou seront recueillis 
les objectifs, le matériel et les méthodes, ainsi que les résultats 
et les conclusions. Maximum de cinq mots clefs. L’introduction, 
le matériel et les méthodes, les résultats, la discussion, les 
remerciements, les références, les tableaux et / ou les figures, ainsi 
que les titres des figures et pieds de pages doivent être remis sur 
des feuilles séparées. Les pages seront numérotées dans l’ordre.

Bibliographie. Celle-ci sera présentée à la fin du travail, 
ordonnée suivant l’apparition dans le texte, avec la numération 
correspondante. Dans le texte de l’article la numération 
sera toujours accompagnée de la référence. Les références 
bibliographiques seront effectuées comme suit: numéro de 
commande, le nom et les initiales des prénoms de tous les auteurs 
de l’article ( s’ ils sont trois ou moins), et dans le cas contraire, les 
trois premiers seront répertoriés suivi de «et al», le titre du travail 
dans la langue originale, le titre de la revue abrégé selon l’Index 
Medicus, l’ année de publication, le numéro du volume,: la page 
d’accueil et la dernière page du document.
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MESSAGE FROM THE PRESIDENT OF AECEP

Dr. Pedro Arquero
President of the Spanish Association of Aesthetic Plastic Surgery (AECEP) 

Dear colleagues,

It’s now time for us to face a problem we have been ignoring for 
a long time: the regulation of aesthetic surgery advertising.  Due 
to the nowadays important presence of the media in our specialty, 
we must take a realistic consensus position towards this complex 
issue. It is not an easy task, and the intention of this editorial is 
to stimulate ideas on ethical and aesthetic aspects, related to the 
advertising of our specialty in today’s society.

First of all, we shall be clear on the fact that the Health 
Authorities and Medical Colleges should be the ones regulating 
the advertising, as they have the responsibility to set limits on any 
business marketing campaign related to medicine. And although 
the ultimate responsibility, as I said, does not concern solely to 
our associations, I still consider appropriate to clearly position 
ourselves regarding this aspect of our business.

We are all aware that the plastic surgeon dedicated to aesthetic 
surgery, competes not only with the peers but also with outsiders 
who venture into a lucrative business and of course with companies 
that invest significant amounts in promoting their products.

And it is also true that any of us can legitimately claim to 
professional and social prestige, to an adequate remuneration, or 
at least, is able to support his family.

However, this cannot lead us into the “anything goes”. The 
advertising by a plastic surgeon must be at least sober, objective 
and truthful. I would say, it should also be elegant and tasteful. 
It is true that, in this sense, everyone knows the kind of patients 
to persuade and what is the best way, the best media and the best 
message to reach them.

Although currently there is no point on banning or not 
recommending the use of the various systems of advertising 
that media puts at our disposal, I do think we should put all our 

efforts to ensure that the advertising of our specialty does not 
use inadequate resources in order to attract customers, promote 
medical services or sell results as if they were a product.

In this sense, I think that advertising is inadequate if it stimulates 
the consumption or minimizes surgery, giving an image of it as 
a consumer product and indicating insufficiently the possible 
risks and the complications that may occur; remaining unethical 
towards colleagues whenever there is an unfair competition: 
suggesting to a potential patient that the surgeon who invests 
more in advertising is necessary better, more generous (altruist 
disseminated campaigns) and uses newer techniques, than those 
colleagues who do not invest such amounts.

Therefore, commodifying our practice, reify our surgical actions, 
turn patients into customers are the first step into the trivialization 
of Aesthetic Plastic Surgery, which will lead us to become sellers 
and lose the true meaning of our specialty.

As we all know, aesthetic surgery is under the spotlight of society 
and the medical profession itself. Its essence obeys the demands of 
society as a human right: freedom of wanting to change. Change 
the surroundings, the life, the physiognomy and, of course, the 
body. That is, the ethical sense supporting the aesthetic surgery is 
the freedom of mankind. The freedom that a person takes when 
visits the surgeon, the right to choose and decide about their own 
life and appearance according to their own conception of beauty. 
And besides, the aesthetic surgery holds all the ethical sense of 
Medicine; it serves to mitigate a need or suffering.

This ethical sense is very fragile and we can only preserve it 
by a rigorous and firm will to serve society. Our mission is the 
patients satisfaction and for that we prepare ourselves, we share 
our knowledge and we care about doing better each day and of 
course, in the safest way.

I wish you a happy and well-deserved vacation.

Aesthetic surgery advertising: 
sober, objective and truthful
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EDITORIAL

Dear colleagues and friends:

This number of the European Aesthetic and Plastic Surgery Journal 
begins its second year at the hand of SOFCEP and AECEP. We 
hope it will be as attractive and interesting as the previous ones.

If you take a look you will see that scientific papers stand out 
for their quality and timeliness, and of course because of the 
authors, that continue sending their work and making this journal 
even better. However, today I want to focus the attention on the 
permanent sections: the Open Case, the Financial and Legal 
Advice, the Research and Teaching, The Net or the Bibliographic 
section which are all fabulous. I want to give special thanks to 
the authors; I believe that without their participation this Journal 
would lose much of its quality.

This issue includes less advertisement. The reason is simple, we 
are witnessing a transition in what concerns the advertising policy 
of our journal; this will suppose a higher cost for both companies, 
thus we are lead to contemplate other possibilities such as the 
digital edition.

You may notice another change, this time in the numbering. 
The numbers in the previous publications, by mistake, were 
correlative, thus this number should be number 3, however it will 
be further on number 1 of volume 3, or 3 (1). We apologize for 
any inconvenience.  

We are witnessing changes in the world economic order with a 
redistribution of economic power and the thrust of emerging 
economies like China, India or Brazil, and at a European level; 
Russia or Turkey. This, as expected, also affects our specialty with 
a significant increase in the number of surgical procedures in those 
nations, and an increased number of peer specialists who bring 
along discoveries, techniques, experiences and a redistribution of 
global scientific production in what concerns the aesthetic surgery.

With this new world order, in our specialty, magazines like ours 
starting to grow, must be positioned, sustained and enhanced 
with the support of our National Societies. We aim to provide a 
scientific approach, novel articles useful to us all and especially 
in this geographical area in which we live, Europe, which has a 
historical scientific past, some characteristics and peculiarities and 
problems that we all have in common. Therefore, from here, we 
kindly invite all members of the National Societies that comprises 
EURAPS to participate with their scientific papers. Also, from 
here, we want to invite all the American colleagues to use our 
magazine as a front door, always open to scientific aesthetic 
surgery publications.

Thank you and best regards.

Dr. Francisco Menéndez-Graiño
Editor of the European Aesthetic Plastic Surgery Journal
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Pitanguy, an artist that has made of 
his life a work of art

Dr. Pedro Arquero
President of the Spanish Association of Aesthetic Plastic Surgery (AECEP) 

His passion for teaching, based on the belief that knowledge 
cannot be kept to oneself, that everything that has been learned 
must be transmitted, as a mission, led into a designation in 1952 
as the head of the plastic surgery at the Santa Casa de Misericordia 
of Rio de Janeiro, where he assisted, and still attends todays, 
destitute people. 

His creativity led him to found, in 1954, the first department of 
Plastic Surgery at the Hospital Souza Aguiar and, in 1961, the 
Burn Unit at the Hospital Antônio Pedro, after the tragic fire that 
ravaged the Great North American Circus

In 1960 the 1st promotion of Ivo Pitanguy School started and 
in 1963 he founded the Ivo Pitanguy Clinic, and was appointed 
tenured Professor in the Department of Plastic Surgery of the 
Pontifical Catholic University, and in 1986, in the Institute of 
Postgraduate Medical Carlos Chagas. 

Training took place in the 38 Nursing of Sta. Casa de Misericordia, 
in the Clinic and in the Ivo Pitanguy Research Centre. At his 53 
years old he has trained more than 600 plastic surgeons in Brazil 
and another forty countries, grouped in a former alumni society 
(AExPi), which tries to maintain its ethical criterion and the 
philosophy of plastic surgery.

This generosity towards the knowledge has contributed to the 
prestige of our specialty making it present throughout the world, 
both with students and with those who have gone through his 
school as visitors.

I do not pretend to bore you with details; I just want to briefly 
introduce a fascinating life dedicated to enriching the human: the 
patients, giving them a fuller life, and the students, by transmitting 
all his knowledge.

One of the greatest satisfactions for a disciple it is, probably, to 
publicly acknowledge the gratitude, the admiration and the respect 
for his teacher. 

From our masters we learn, above all, by sympathy (in the 
physics concept), by osmosis (in the chemistry) and through the 
transmission of essential concepts, as lights illuminating in the 
appropriate moment. 

Professor Ivo Pitanguy, Brazilian plastic surgeon, is renowned as 
the father of modern aesthetic surgery.

An extremely learned man, a great humanist, a painting and 
reading enthusiast and a sports lover, Pitanguy is the son of a poet 
and a surgeon, both intellectuals, and he is above all, Mineiro, 
from Belo Horizonte, Minas Gerais. And as a great mineiro, he is 
patient, methodical and persistent, a true conqueror.

Thanks to this unprecedented combination, he has managed 
to draw the best from a fledgling specialty, the plastic surgery, 
in order to lessen the suffering of many patients grieving from 
disharmony of their own image: In his own words, “if someone is 
unhappy because of their appearance, we must help them to feel 
good.”

This sensibility towards the suffering from physical defects made 
him, after graduating from the Federal University of Rio de Janeiro 
in 1946, travel to the United States, France, England and Germany 
in order to learn from the leading plastic surgeons of his time. 

On his return from Rio de Janeiro in 1949, according to my Prof. 
of General Surgery and a friend of his, Felicio Falci, the young 
Pitangy offered his knowledge and skills to treat scars, burns and 
to resolve pathologies of the hand. 
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But Pitanguy is much more than the father of modern aesthetic 
surgery; he is the perfect example of a current artist who has made 
of his life a work of art!

He is a vital man who loves life and this world. Human, sometimes 
even too human in the Nietzschean sense, he has created an 
expanding universe whose model is based on improvement. It is, 
in other words, a Renaissance man, a super-man.

Member of the Academy of Letters and Chairman of the Museum 
of Modern Art in Rio de Janeiro for ten years, recites by heart 
Goethe and Lorca, tells jokes in several languages or speaks of 
Gaudi, Picasso and Magritte with an amazing spontaneity.

Tenure member of the National Academy of Medicine of Brazil, 
and an endless number of Academies, Committees, Commissions 
and Councils, both national and international, he is the tireless 
author of many books and publications, unending scientific 
papers, and has lectured and performed surgical demonstrations 
on the five continents.

His work has been recognized with numerous awards and 
prestigious international distinctions.

In recognition of his tireless teaching work, from which I have 
had the opportunity and privilege to enjoy, and his massive 
contribution to our Specialty, I have the satisfaction to inform 
you that our Board has decided to mention Professor Ivo Pitanguy 
as Honorary Member of the Spanish Association of Plastic and 
Aesthetic Surgery.

It’s a great honour to have such an important personality among 
the members of our Association and it is even greater the pleasure 
to have the privilege to personally hand over the Diploma.

The words of presentation of Prof. Ivo Pitanguy in the Diploma-
awarding ceremony of the Honorary Member of the Association 
of Aesthetic and Plastic Surgery (AECEP) in the Madrid Official 
Medical College.

Caption: Helsius Pitanguy, Dr. Edgar Cortina, Enrique Monereo, Antonio de la Fuente, Jaime García Pérez, Ainhoa Placer, Begoña Martínez Santos, Ricardo Riad, Ivo Pitanguy, Louis Philippe 
Dombard, Salvador Rodríguez-Camps, Eugenio Lalinde, Teresa Bernabéu, Francisco Menéndez-Graiño, Isabel de Benito

Front row: Cristino Suárez, Olga, his wife, and Miguel Chamosa
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Indications for anatomical implants 
(When anatomical implants help to 
avoid scarring)

Dr. Rami Selinger
Plastic surgeon
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behind the nipple hence, the difficulty in breast augmentation 
when the nipples are too low.  

Our aim is to demonstrate how the use of anatomical implants can 
in some cases of low areola (nipple height [NH] between 0 and 
2.5 cm measured against a horizontal line passing along the breast 
crease) avoid an dysharmonious bulge in the supra-areola segment 
without needing to raise the areola by an augmentation mastopexy 
(plasty-prosthesis) and the additional scarring this causes.  This 
procedure becomes inevitable if round implants are used.   

PRELIMINARY CONSIDERATIONS 

The technical reasons for choosing retropectoral implantation is 
independent of the implant shape [10] and is based on factors 
individual to each surgeon: some do this almost always, others 
use it never and for some surgeons the indications are based on 
morphological factors or tissue thickness.  

Our aim is to show that in these cases of retropectoral implantation 
(almost all through an axillary approach), the use of anatomical 
implants can in some cases of low areola reduce the scarring of 
plasty-prostheses (which becomes inevitable with round implants). 

In order to do this we have set out didactically to:

. undertake a geometrical comparison between different types 
of implants;

. classify breasts into several categories depending on nipple 
height.

The height of the projection line, which is horizontal and passes 

INTRODUCTION

Advances in silicone technology [1, 2, 3] now allow anatomical 
implants to be produced which avoid the excessive consistency 
of hypercohesive gels and their more widespread use in aesthetic 
surgery.

Until now, however, their indications appear to have varied 
between surgeons [4, 5, 6, 7, 8], with no standard approach.  Their 
perceived ability to give a better shape to the breast (without 
distinguishing between indications depending on the case) was 
initially a point used to promote them, which led to patient 
disappointment and complaints whereas even experienced plastic 
surgeons found they were unable in some patients to visually 
determine what type of prosthesis had been implanted [9].

So what are the real indications for anatomical implants in 
aesthetic surgery?

In retropectoral axillary implantation (chosen for reasons 
independent of the shape of the implant), what if any is the 
advantage of anatomical implants compared to the round implants? 

Two features distinguish anatomical from round implants:

Firstly, the superior segment of anatomical implants following a 
rectilinear slope (and not a convex one as in the round implants). 
Depending on the case (patient wishes, skin thickness etc) this 
property may or may not be used.

The major difference, however, between round and anatomical 
implants is the height of the maximum projection point (the apex 
of the implant) which is lower in anatomical implants (Fig. 1): in 
order to obtain a good aesthetic result this point must be located 
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through the “maximum projection point” of the implant, is 
measured from the lower edge of the implant (fig. 1): 

. with round implants this is the radius R, 5 to 6 cm in the 
“high profile” and 6 to 7 cm in the “low profile” for implants 
weighing approximately 300 g; 

. whereas with anatomical implants it is the “inferior radius” 
r, approximately one third (inferior) of the total height of the 
implant, i.e. 2.5 to 3.5 cm, for an equivalent volume.  

This difference in height of the projection line between round and 
anatomical implants is fundamental as it influences the indications 
for axillary retropectoral implantation.

The “nipple height” (N.H.) is measured pre-operatively and is 
defined on a lateral view of the breast as the difference between 
two horizontal lines, one passing through the nipple and the other 
passing along the inframammary crease (fig. 2).

Fig. 1. With a round implant the height of the projection line is equal to the radius of the 
implant whereas it is only (approximately) one third of the height of an anatomical implant

Fig. 2. In order to obtain a satisfactory aesthetic result, the maximum projection point 
must be located behind the nipple (approximately 1 cm): this is easy to obtain when the 
nipple height is equal to the projection line (radius of the “high profile” round implant 
used in this patient).
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When an implant is inserted this distance can be increased by the 
option of lowering the crease (fig. 3 and 4A) and detaching it by 1 
to 2 cm (depending on anatomical conditions: skin thickness and 
laxity or fixed nature of the increase) in order to obtain: 

Post-op NH = pre-op NH + [1 to 2] cm 

Once the implant is in position, the most projecting part should 
be located immediately behind the nipple (although permitting a 
margin of 1 cm).  In other words the “projection line” should not 
pass more than 1 cm above the nipple in order to avoid a bulge in 
the supraareolar segment (fig. 3) which is dysharmonious and due 
to “inferior areolar dystrophy” [11].

Given that once in place, the lower edge of the implant is located 
at the height of the inframammary crease, the necessary condition 
for a good anaesthetic result (nipple immediately in front of the 
apex of the implant) is therefore:

Post-op NH = [R or r] + 1 cm    

For aesthetic purposes this dictates the following condition during 
pre-operative measurements, taking account of the possibility of 
lowering the crease: 

Pre-op NH >   [R or r] – (1 to 3 cm)

In other words, the height of the nipple measured preoperatively 
should be at least the height of the projection line of the implant 
intended to be inserted minus 3 cm; (or only 2 cm if the crease is 
very tight and the skin is thin).

INDICATIONS ACCORDING TO NIPPLE HEIGHT

The indications for anatomical implants according to nipple 
height therefore follow entirely logically from these factors 
(particularly the last equation) (fig. 7).  The measurements shown 
below, however, are didactic approximations which may vary in 
individual cases (anatomical conditions, implant volume, etc.).

Category 1: Pre-op NH > 2.5 cm.

In principle, round implants are indicated in this category of patient, 
particularly the “high profile” which has a radius (represented 
by the height of the projection line) of between 5 and 6 cm. In 
this case it is possible to position the maximum projection point 
behind the nipple (+ 1 cm),  if necessary assisted by detachment 
to lower the inframammary crease, or without detaching it if the 
nipple is already sufficiently high (figs. 2 and 3).

This situation, however, does not block the use of an anatomical 
implant which may be chosen if the rectilinear (non convex) shape 
is preferred for the superior segment.In all cases, the aesthetic 
requirement: post-op NH = R + 1 cm is checked at the end of 
surgery.

Category 2: Pre-op NH between 0 and 2.5 cm.

This is a category in which anatomical implants are particularly 
useful (fig. 4B).  They have a maximum projection point (r = 
approximately 3 cm). Using (if necessary) detachment to lower 

Fig. 3. In this example the pre-operative nipple height is less than the implant projection 
line height.  However, detaching and lowering the inframammary crease can increase the 
post-operative nipple height: the implant (round) can then be lowered (no more than 2 
cm) and its projection line positioned behind the nipple.  This helps to avoid an unsightly 
supra-areolar bulge (inferior nipple dystrophy).

Fig. 4. This example of a very low nipple (nipple height = 1 cm) illustrates the limits of 
lowering the crease with the inability of using a round implant because of the risk of 
creating a “staircase” deformity (A) with the implant having too low a lower edge (also 
see fig. 5). In this case as a result of reasonable lowering (2 cm), the use of an anatomical 
implant allows its projection line to be positioned lower, behind the nipple (B). This then 
is an alternative to the plasty prosthesis which would have been inevitable with a round 
implant (C). It is in this situation that the use of anatomical implants can avoid scarring.
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Fig. 5. This example of a very low nipple (nipple height 
= 1 cm) illustrates the limits of lowering the crease with 
the inability of using a round implant because of the risk 
of creating a “staircase” deformity (A) with the implant 
having too low a lower edge (also see fig. 5). In this 
case as a result of reasonable lowering (2 cm), the use 
of an anatomical implant allows its projection line to be 
positioned lower, behind the nipple (B). This then is an 
alternative to the plasty prosthesis which would have 
been inevitable with a round implant (C). It is in this 
situation that the use of anatomical implants can avoid 
scarring. 

Fig. 6. When the nipple is lower than the crease, a 
plasty-prosthesis process procedure is indicated (A).  
High prolife round implants and vertical congruent 
mamoplasty technique “BAMACO”[12,13] are commonly 
used.  One year result in this patient having surgery after 
massive weight loss (post-gastroplasty) (B, C, D, E).
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the inframammary crease, a post-op NH of approximately 2 cm 
can be sought which will meet the requirement: post-op NH = r + 
1 cm at the end of surgery.

Whereas, the limitations of using round implants, even the “high 
profile” implants (with a low radius: R between 5 and 6 cm), relate 
to the issue of lowering the inframammary crease: detachment of 
over 2 cm carries a risk of producing an unsightly “staircase” 
(“double bubble”) appearance formed from the lower edge of an 
excessively low implant (figs. 4A and 5B).

In this category, round implants would need to be combined 
with skin resection plasty to raise the areola (vertical or at least 
periareolar) in order to avoid an unsightly bulge in the supraareolar 
segment (fig. 4C).  

In this category of nipples, only anatomical implants (fig. 4B) 
avoid scarring and the consequences of the plasty-prosthesis scar 
(which become inevitable with round implants).

Category 3: Pre-op NH < 0 cm (nipple below the inframammary 
curve).

A plasty-prosthesis (augmentation mastopexy) procedure is 
always indicated in this category for both round and anatomical 
implants to achieve an acceptable morphological result.  In this 
case we tend to use the “high profile” round implants combined 
with a “BAMACO” congruent vertical mammoplasty technique 
[12, 13] (fig. 6). 

RESULTS AND DISCUSSION 

Anatomical implants have produced good results in moderate 
ptosis, particularly of the areola (nipple height between 0 and 2.5 
cm). This is shown in figs. 8, 9, 10 and 11. 

Importantly, they are indicated not because they correct the ptosis, 
as no implant can claim to significantly lift a breast (this should 
never be assumed even if favourable conditions are sometimes 

present: fig. 13), but because they are relatively harmonious 
breasts from the outset which would not necessarily have required  
mastopexy if they had not been augmented and because only 
anatomical implants can augment these breasts without making 
them dysharmonious (unlike the round implants which can create 
a supraareolar bulge). The areolae remain low although the shape 
is natural with a perfect match between the implant and the breast 
because of the low position of the maximum projection point of 
the anatomical implants. It is therefore in these situations when 
anatomical rather than round implants can avoid the “plasty-
prosthesis” (augmentation mastopexy scars). 

The quality of scarring of the concomitant mastopexy is known 
to depend on different factors: some of these are surgically 
controllable such as skin congruence (even edges) and others 
are beyond the control of the surgeon (for example genetic 
predisposition to cheloid scarring).

Hypershort “round block” healing techniques which are always 
incongruent are only designed for small lifts of the areola as the 
risk of unsightly scarring increases progressively with the level of 
incongruence [12, 13, 14]. A peri-areolar technique is used more 
to correct minor asymmetry of nipple height or in tuberous breasts 
with cylindrical areolae (which reduces the level of incongruence).   

Only a vertical technique can be used without creating any 
incongruence (fig. 6) although the scar is already long and the 
risk of unsightly results due to surgically uncontrollable factors 
are such that the anatomical implants represent a real advance 
in the above indications when they can avoid a plasty-prosthesis 
(regardless of technique used).  

Why however can a round implant not be used, lowering it 
further than an anatomical implant (particularly a “high profile” 
implant) in order to position is maximal projection point behind 
the nipple (located higher than with an anatomical implant)? The 
reason for this is that with inframammary crease detachments of 
over 2 cm there is a risk that a “staircase” bulge will develop in 
the inframammary region (fig. 4) due to overlap of the inferior 
pole of the implant, with a “double bubble” effect.  This double 
bubble deformity is avoided with the anatomical implant, which 

Fig. 7. A Indications depending on nipple height (measured pre-operatively against a 
horizontal line passing along the crease); when this is between 0 and 2.5 cm (these are 
didactic figures which may vary between patients defining a small areolar ptosis not 
going beyond the crease) when anatomical implants can avoid the scars from a “plasty-
prosthesis” procedure (which would have been inevitable if round implants were used). 
The post-operative nipple height needs to be at least equal (with a margin of + 1 cm) 
to the “Height of the maximum projection point” of the implant (“R or r” depending on 
implant type). More specifically, inserting the implant can increase the nipple height 
more than is measured pre-operatively: detached crease (lowering 1 or 2 cm is possible 
depending on the anatomical conditions of tissue thickness and crease laxity), the “sea-
saw effect” (which is not taken greatly into account as it is random). Δ is the sum of all of 
these parts plus the permitted margin of 1 cm. 
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resembles a round implant with a shortened inferior pole (fig. 
12). Once this deformity has developed it is difficult to remove: 
experience of a corrected case (before the era of anatomical 
implants) with an inferior pedicle capsulomuscular flap is shown 
in fig. 5). The figure of 2 cm, however, may vary depending on 
the degree of laxity of the inframammary groove, and theextent 
of the parenchyma in the inferior quadrants. In tuberous breasts, 
glandular hypogenesis in the inferior quadrants only allows very 
limited crease detachment (fig. 5). Another phenomenon which 
may contribute to a post-operative increase in nipple height is the 
sea-saw effect, which we have ignored in our calculations as this 
is a random effect and depends particularly on the skin profile 
above the nipple (figure 13).

The first cases of anatomical implants inserted using this technique 
and their indications date back around ten years. These were therefore 
hypercohesive implants, although despite this they produced 

satisfactory visual results (fig. 11). Few cases required revision to 
correct for secondary rotation, although capsular contraction and/
or a need to change the implant occurred commonly (and the old 
cavity was poorly suited to the new implant).

In one case of round prostheses previously inserted in a very thin 
woman which had (despite a projection line correctly centred on a 
nipple) led to an unsightly supra-areolar convex bulge, changing 
the implants to anatomical ones (wider than higher and therefore 
with a minimal projection line (r) corrected the deformity. In 
this case the flat non-convex profile of the superior portion of 
the anatomical implant had a corrective effect. This is a second 
feature of the anatomical implants (fig. 12). 

Rectomuscular insertion through the axilla is technically possible 
using the landmarks which can be palpated on the posterior 
surface of the implant (fig. 10).

Fig. 8. Pre-operative appearances (A, B, C) and result (D, E, F) 6 months after inserting retromuscular anatomical implants through the axilla (as in all of the cases shown on figs. 9, 10, 11).
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The consistency problem has been solved during the last decade 
because of advances in silicone technology, with the development 
of non-hypercohesive anatomical implants.  Nowadays, dual 
consistency implants are also available (with a hypercohesive 
core next to the maximum projection area).  The indications for 
these implants are less contentious in breast reconstruction (to 
counter the forces which tend to flatten the reconstructed breast) 
than in aesthetic augmentations, particularly in narrow axilla or 
areola approaches which carry a risk of “fracturing” the hard core 
leading to long term deformity. 

We still need to consider the problem of whether or not these same 
indications apply to premuscular implantations

Certainly in premuscular implantations [15, 16, 17, 18], the 
relationships between the base of the implant and the geometrical 
base of the breast are less close and therefore more random, which 
makes the analysis less accurate (in particular the ratio between [R 
or r] and post-op NH is less predictable.) The methodology used 
for retromuscular implantations can nevertheless be used as a basis 
for the indications for premuscular implantation, remembering 
that the implant descends further as the inframammary groove 
becomes a less restrictive factor. If however the implant descends 
lower, why not extend their indications to situations where the 
nipple is below the level of the inframammary crease? The 
answer to this is that when the nipple is extremely low, correction 

Fig. 9. Pre-operative appearances (A, B, C) and results (D, E, F) 3 months after inserting anatomical implants: good match 
between breast shape and the shape of the implant contributes to the “natural” appearance: note the relative invisibility 
of the axillary scar (G).
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of the breast ptosis is usually indicated from the start, even if 
the breast is not being augmented. For this reason we generally 
keep the same overall indications for premuscular implantation 
(anatomical implant versus plasty-prosthesis) as for retromuscular 
implantations.

The role of lipofilling: an alternative or a supplement? Despite 
all of its known difficulties (length of the procedure, resorption 
problems, number of revision procedures) and a few still unknown 
factors about any possible interactions with (pre)cancerous 
cells, lipofilling has the potential of producing “anatomical” 
breast augmentation, as it is harmonious. When this is used in 
combination with an anatomical prosthesis and retromuscular 
implantation, it can help with difficult segments II (19) (when the 
skin is too thin or has become irregular because of old implants as 
in the case of (multiple) revision procedures for recurrent capsular 

retractions etc.). The main problem is ability to predict the result.

CONCLUSION

Because the maximum projection point of anatomical implants is 
lower than that of the round implants they work better for breasts 
which have a low lying nipple. We think it is therefore essential 
to ask the manufacturers of prostheses to include the height of the 
projection line (r) of their anatomical implants as well as other 
measurements (height, width and projection).

Anatomical implants are therefore extremely useful in minor 
ptosis, particularly of the areola (nipple between 0 and 2.5 cm 
from the crease line), not by “lifting” the breast which no implant 
can claim to do, but because the breasts are relatively harmonious 
from the outset and would not necessarily have needed mastopexy 
if they were not being augmented. Only anatomical implants can 
augment these breasts without making them dysharmonious, 
unlike the round implants which create a supra-areolar bulge. In 
these situations only anatomical implants used instead of round 
implants can help to avoid plasty-prosthesis scars.

Fig. 10. Pre-operative appearances (A, B) and early results (C, D) after inserting anatomical implants.  Lack of rotation is checked per-operatively by landmarks palpated behind the implant 
and marked on the skin (E, F).
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Fig. 11. Pre-operative appearances (A, B) and result at 2 years post-operatively (C, D), in an older case of inserting classical “hyper-cohesive” implants which were indicated because of 
extremely low nipple height (at the level of the crease).

Fig. 12. An anatomical implant can be thought of as a round implant in which the superior 
segment has been slightly flattened and in particular in which the inferior pole has been 
shortened (helping to avoid the deformity in the cases shown in figures 4A and 5B).

Fig. 13. Can implantation raise the nipple?  Sea saw effect: nipple pushed along an 
ascending arch of a circle - like a child seated on a sea-saw - when the forward translation 
is accompanied by elevation.  Operating conditions: only if the skin profile above the 
nipple is rectilinear in configuration like a rope from which the nipple is suspended.
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RESUMEN

El objetivo de este artículo es analizar la dificultad de la mastopexia 
con prótesis, dado que suele implicar un alto porcentaje de 
reintervenciones.

El autor analiza algunos de los problemas más frecuentes que se 
presentan en esta cirugía, como: el doble contorno, la presencia 
de un ángulo superior (entre la mama y el tórax) muy marcado 
sin una transición suave, la ptosis persistente, la posición baja de 
los implantes, la presencia de un doble surco inframamario, la 
forma aplanada sin proyección de la mama, el aspecto cuadrado o 
bilobulado de las mamas, y las cicatrices de mala calidad.

Una vez analizadas las causas de cada uno de estos malos 
resultados el autor presenta una sistemática técnica para mejorar 
los resultados.

Esta sistemática consiste en la realización de la cirugía en tres 
momentos definidos:

1. Aumento mamario preferiblemente submuscular y con prótesis 
anatómicas.

2. Mastopexia de prueba o simulación mediante grapas o puntos 
de prueba.

3. Una vez comprobada que nuestra idea de pexia es correcta 
procedemos a su realización no solo resecando piel sino 
también tratando la glándula si es preciso.

El autor concluye que su sistematización en 3 tiempos, con la 
toma de decisiones intraoperatorias ayuda a reducir los malos 
resultados. 

SUMMARY

The aim of this article is to analyse the difficulty of mastopexia 
with prosthesis, which entails a high percentage of reinterventions 
due to deficient results.

Some frequent problems of this surgery are exposed on the 
following lines:  double  contour, marked upper angle, persistent 
ptosis, low implant, double inframammary fold , flat breast , 
squared or bilobular breast and poor quality scars.

Once the causes of each one of these results have been analysed, 
we come with  a different  systematic on techniques to improve 
the results.

This systematic consists on the realization of the surgery in three 
defined times:

1. To put  the implant to the test 

2. Selection and simulation of the necessary pexia.

3. Real pexia and definitive  placement of prosthesis.

We have proposed in these differentiated times those techniques 
which, according to our experiences and book references, best fit 
to the problems, in order to solve and improve them. 

INTRODUCTION

The mastopexy with prosthesis is a difficult surgery that involves a 
high percentage of surgical reoperations caused by low results (1).

The problem is the fact of doing simultaneously two procedures in 
only one surgical time, with techniques that interact between them 
in different ways and sometimes in opposed manners (2).

Spear publishes an index of reoperations of a 8´7% in this type of 
surgery (3-4). In our case, the number is even bigger, achieving 
the 11%.
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The breast ptosis supposes a descent of the breast in excess of 
skin and frequently with cutaneous disorders, like stretch marks 
and elasticity loss.

On the other hand, the coexisted atrophy implies a loss of glandular 
volume with an alteration of the parenquima distribution and its 
density (Fig.1).

As a correcting tool, the implantation will give:

a) An increase of volume with tensed up skin

b) Modification of the position and breast shape, altering the 
glandular distribution by the implantation pressure, taking 
into account an increasing weight.

The pexia as a second correcting way should do the following 
changes4:

a) Reduce the redundant cutaneous covering

b) It should raise the breast, lining the implantation up with the 
gland in a firmly way.

c) It will shape the gland, by correcting the distribution alterations 
and the parenquima shape.

INADEqUATE  RESULTS

We will describe the problems we find in our cases and we should 
mention that sometimes they are connected.

DOUBLE OUTLINING

It is a lining up fault between the volume implantation and the 
gland, with a superficial excess of the upper pole in relation with 
a ptosis in the lower pole (Fig.2).

Fig. 1. Ptosis mammary

Fig. 2. Double contour
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Factors that take part:

1- In the implantation:

a) Bad high position implantation

b) Round prosthesis than increases the projection of upper pole 
or excessive height anatomics

2- In the pexia:

a) Insufficient CAP rise

b) Poor shape of glandular low pole

STRONG UPPER ANGLE

It involves an upper breast line depression, keeping a ptosical 
breast aspect (Fig. 3). It is used to be more visible with round 
implantations and a subpectoral plane.

PERSISTENT PTOSIS

A ptosis breast persists with a deficient volume in the upper pole 
(Fig. 4). It is favored by the following factors:

In the implantation:

Under glandular implantation position with moderate or big breast 
size.

In the pexia:

Wrong technique choice, caused by pretending a scar saving and 
insufficient glandular shaping (glandular resection).

LOW IMPLANTATION

The low implantation with or without a double furrow, is originated 
in the desinsertion and in the descent of the inframammary fold, 

Fig. 3. Strong upper angle

Fig. 4. Persistent ptosis



27Eur Aesth Plast Surg J. (2013) , Vol. 3, No1

with an excess in the distance between areola-under breast and the 
winkle (Fig. 5).

It could be possible if we get it lining the implantation and gland 
up, at the expense of lowering the first one (5).

TRUNCATED CONE BREAST

It consists in the loss of projection on the anterior breast pole 
and CAP (Fig. 6). It could appear by using an excessively large 
circumareolar pexia.

SQUARE BREAST OR BILOBULAR

As a result a deficiency in the lower breast pole roundness, 
connected, in some cases, to a coincidental fissure with the 
vertical pexia.

The lower pole wrong treatment takes part in it and this produces 
a wider gland increase by the pressure of the prosthesis.

BAD QUALITY SCARS

A bad scar is reinforced when you try to support the pexia on an 
excessive cutaneous tension-6- (Fig. 7).

Fig. 5. Low implantation Fig. 6. Truncated cone breast

Fig.7. Bad quality scars
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PREOPERATIVE SOLUTIONS

The improvement of our results requires of an improvement in all 
the surgery stages, starting with the preoperative stage.

A correct diagnostic is essential, with an exploration close to the 
operation (7).

We´ll classify the Ptosis Type as a position of the nipple in relation 
to the inframammary fold:

A) A nipple lined up a wrinkle supposes a minor ptosis that 
could be treated with anatomic implant, descending the 
submammary winkle with or without areolar pexia.

B) A nipple under the winkle that requires a higher rise (more 
than 3 cm).This should make us think   about a vertical pexia.

C) If the ptosis is bigger and the cutaneous redundant is important, 
the best option could be the inverted “T” with the best results.

Therefore, we should explore the skin in quantity and quality, and 
the breast parenquima in distribution, composition and shape.

Even with a good diagnostic, our maneuver effect is not always 
the expected one.

The intraoperative decisions are inevitable, by this reasons we 
should suggest an multiple informed consent to the patients, as 
we should explain the possibility of retouch and his economical 
repercussion.

SURGICAL SOLUTIONS

We will make the operation in three well defined times, this helps 
in adjusting better the action effects: the augmentation and the 
mastopexy.

FIRST STAGE: TEST PROSTHESIS

A) In these cases the anatomical implantation use(8), provides 
several advantages (Fig. 8):

• It helps in the CAP, ptosis correction, favoring the lower pole 
projection.

• It favors us with the implant and gland lining up, reducing the 
double contour.

• Less accentuation of higher angle, it can be changed by 
different prosthesis heights.

B) Subpectoral plane. This is the most common position(in the 
major number of cases):

• This plane avoids the marked higher pole.

• The fastening implantation is bigger, by this reason it prevents 
the ptosis   relapse, avoiding overweight in the soft tissues.

C) Inframammary  fold conservation

We should be conservative in the inframammary fold treatment, 
especially in a proving phase. We will avoid the effect of a lower 
prosthesis and the double contour appearance.

Once we have placed the prosthesis, according to this criterion, 
we proceed to another surgical stage.

SECOND STAGE: MASTOPEXY SIMULATION

We will simulate the pexia with staples, adapting the cutaneous 
covering without excessive tension. It is important to get the 
patient up, in order to value the relation between the implant and 
breast tissue correctly (Fig. 9).

With this maneuver we will avoid:

• Double contour appearance.

• Leaving cutaneous and glandular ptosis.

• Leaving cutaneous tension exceeding, improving scars.

Valuing this simulation we could definitely show the necessary 
pexia.

To rise a circumareolar pexia higher than 3-4 cms that will cause 
a flat breast (9).

Fig. 8. First stage: test prosthesis Fig. 9. Mastopexy simulation
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Therefore, if the tissular predominance is from the lower pole, the 
double contour or ptosis recurrence will be frequent.

In these cases the use of a vertical pexia will be the best way 
because of the following reasons (10):

• Rising and projecting the breast, lining it up with the implant, 
avoids a double contour.

• The lower residual ptosis pole is corrected, if we detect an 
important cutaneous excess, with a higher distance than 8 cm. 
between the areola and the inframammary fold , we should 
consider the inverted “T”(Fig. 10)

THIRD STAGE: RESECTION, IMPLANTATION AND 
CLOSING

Finally, once we have already made our decisions, we proceed 
to make the chosen pexia. Not only of Skin, but it also could be 
necessary to do a resection and shape glandular with lateral basis, 
I in order to:

• Improve a glandular residual ptosis.

• Avoid the square breast.

• When closing, the cutaneous suture tension discharge 
improves the scars quality.

We´ll proceed to the final implantation nearly in the end of the 
surgery, by avoiding:

• Unnecessary manipulation that increases complications.

• The inappropriate implantation selection.

Finally, we proceed to closing by levels, standing out the use of 
areolar block, with GORETEX® o TRI-CON® that reduces 
tension(11) and (Fig. 11):

• It keeps the areola size and shape.

• Improves the scars ‘results.

CONCLUSIONS

The proposed systematic in three surgical times, with 
intraoperative decisions and the different tools revised that helps 
reducing deficient results index on such a difficult surgery.

Fig. 10. Inverted “T” with a higher distance than 8 cm

Fig. 11. Finally, we proceed to closing by levels, standing out the use of areolar block, with GORETEX® o TRI-CON® that reduces tension¹² 
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SCIENTIFIC ARTICLES

ABSTRACT

Since the first description of the masklift by P Tessier and D 
Krastinova, there have been many proposals for lifting the middle 
third of the face. Because of this, interest has returned in its 
anatomy.

The functional and surgical anatomy of the middle third of the 
face brings out the specific features of this region, how it ages and 
its medical and surgical techniques.

The anatomical structures which make it up consist of deep 
and superficial fatty tissues and the facial muscles, which are 
sandwiched between the periosteum and skin. Each has a clearly 
defined function. 

This article describes a modelling of ageing which enables a 
detailed clinical approach and describes the treatment indications 
for the region.

The different surgical techniques are described, including low and 
high lifting, their gingival or palpable approaches, implantable 
medical devices including sutures and tensor threads are 
considered. 

INTRODUCTION

The middle third of the face is an intuitively designed anatomical 
space, which is complex in its formation because of its anatomical 
features, some of which can be difficult to identify. Its anatomical 
architecture explains the changes which develop with ageing and 
its anatomical position, with many openings, gives it specific 
motor functions.

Ageing of the middle third of the face has the particular feature 
that it lies next to the openings of the eye and mouth and ageing 
of these openings, involving their own specific tissues therefore 

interact with each other. This highlights the importance of taking 
a global of facial ageing and the approach to treatment. 

This combined approach of descriptive anatomy, functional 
anatomy, tissue ageing and morphology form the bases on which 
we will base a morphological modelling of the ageing of the 
middle third of the face. This modelling is a prerequisite to any 
decision about medical or surgical treatment.

Leaving skin traction aside and excluding liposculpture and 
mini- or non-invasive procedures, techniques for cheek lifting 
have developed: low, high, high tension, combined lifting, lifting 
restricted to an aesthetic unit, by suture, tensor threads or other 
implantable device. 

A detailed study of the principles of each of these will provide 
ideas about how they act and therefore enable the most appropriate 
technique for a given patient to be chosen. 

Using this more detailed approach to ageing of the face, this 
process will allow us to achieve more natural results.

ANATOMY

Definition

The middle third of the face is defined arbitrarily by a superior 
horizontal line passing through the external canthus, separating it 
from the superior third, and by an inferior horizontal line, passing 
through the labial commissure, separating it from the lower third, 
the lower limit being the vertical midline of the face. The external 
limit is vertical, passing through the tragus. Our description of the 
middle third of the face will be restricted to a narrower region. 
The cephalic region is defined by the upper edge of the zygomatic 
arch and by a line passing through the canthi, including the lower 
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eyelid, and the medial border is the lateral edge of the nose and the 
nasolabial fold to the labial commissure. The caudal limit returns 
to the tragus, which is the lateral border (Fig. 1).

Units

The middle third of the face is conventionally divided into 3 sub-
regions:

- the malar region,

- the zygomatic region,

- the orbital region. (Fig. 2a).

The orbital region is located above the malar region, and is 
delineated by the “palpable malar fold” which separates it from 
the lower eyelid against the orbicularis retaining ligament (ORL).

The malar region has three units which can be identified by their 
fixed points and retaining ligaments (Fig. 2b):

- “the nasolabial unit”, located above and parallel to its fold 
(also called the nasolabial protrusion which is delineated 
superiorly by the infraorbital ring 

- “the lateral malar unit” is located against the malar eminence 
and is delineated laterally by the zygomatic region;

- “the median malar unit” lies between these two spaces and is 
the classical “valley of the tears”. This triangular space takes 
on the shape of the underlying maxillomalar depression. 

The nasolabial and median malar units are delineated by the 
facial vein. Its skin landmark is a line connecting the middle of 
the mandibular return and the medial canthus. This landmark is 
used to avoid injuries to the facial vein when needle injections are 
administered in the region. 

The compartmentalisation of the cheek is useful therapeutically as 
bolus injection of filler into each unit produces expansion which 
is restricted to the unit in question.

Anatomical structures

The stratification of tissue structures in the middle third of the 
face is related to the embryonic expansion of the infra-orbital part 
of the second brachial arch. This is no longer followed after the 
concentric convergence of the embryonic buds, which applies to 
the malar region, the area where the embryonic structures around 
the facial openings converge.

Generally, the tissue stratification in the malar region follows the 
same logical bases as everywhere else in the body, with the five 
basic layers:

- the skin;

- the superficial fatty tissue;

- the superficial or musculo-aponeurotic fascia; 

- the deep fatty tissue;

- the periosteum or muscular aponeurosis.

The skeleton and deep muscles

The anterior surface of the skeleton of the cheek contains the 
insertions for many muscle, ligament and fat structures. 

The inferior orbital border does not project uniformly. It contains 
the attachment for the arcus marginalis and preseptal muscle fibres 
of the orbicularis oculi muscle (OOM).

The convex area of the body of the zygoma has attachments for 
the muscles and ligaments of tissues which cover it. Caudally 
and medially, it has attachments for the quadratus labii superioris 
(QLS) and caninus muscles [10] (Fig. 4). The QLS is made up of 
three bundles:

- the angular bundle (levator labii superioris alaeque nasi 
muscle) which has fibres running to the wing of the nose and 
orbicularis oris muscle;

- the infra-orbital bundle (levator labii superioris muscle) which 

Fig. 1 Fig. 2A Fig. 2B
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extends over the upper lips between the angular bundle and 
the caninus muscle;

- the zygomatic bundle (levator anguli oris muscle) which 
inserts laterally onto the upper lip.

The caninus and zygomaticus muscles run to the labial commissure. 
To recall, the zygomaticus minor muscle is considered to be an 
expansion of the OOM.

Whilst most people understand the progressive expansion of the 
facial skeleton with ageing, the expansion of the maxilla raises 
more of a conceptual problem. The maxilla undoubtedly loses 
height and projection [11] beneath the orbital border, although 
there are differences in opinion about the infero-internal part of 
the orbital border: according to Pessa et al. [12], the orbital arcade 
recedes, whereas Bartlett et al. [4] and Mendelson et al. [13] 
believe that the length of the inferior orbital cone does not change 
in, but relative expansion of the middle third occurs, with a slight 
increase in facial width, depth and bony protrusions.

In summary, therefore, it is accepted that the facial skeleton is 
a dynamic structure and that these structural changes lead to 
morphological changes in the face. 

Herein lies the importance of the clinical study of the malar vector.
It is:
- one of the morphological components of the orbital region,

- a predictor of the method of ageing,

- a source of problems or complications in inferior 
blepharoplasty and malar lifting. 

A vector is positive if the projection of the anterior point of the 
cheek, seen laterally, lies in front of the most anterior corneal 
point. Otherwise it is negative (in which case it reflects inferior 
orbital recession).

Loss of projection of the bone and tissues covering it with ageing 
reduces the vector. Similarly, recession of the edge of the inferior 
orbit (the negative pillar) is not really solved by manipulating soft 
tissues, but rather by an effect on the bone.

The superficial planes of the middle third of the face

Facial muscles

These muscles are innervated by the facial nerve and are stratified 
into four layers according to Freilinger [14], and into five 
embryological layers:

- layer 1: risorius, platysma and orbicularis oculi muscles;

- layer 2: depressor angulis oris muscle and the zygomatic 
bundle of the QLS;

- layer 3: depressor labii inf, zygomaticus muscle and the 
angular bundle of the QLS;

- layer 4: orbicularis oris muscle and the infraorbital bundle of 
the QLS;

- layer 5: mentalis muscle, caniculus muscle and buccinator muscle.

The orbicularis oculi muscle (OOM)

The OOM of the inferior eyelid divides into three concentric 
portions: the superficial portion is tarsal, the middle is septal and 
the inferior is orbital. Each portion is notable by the thickness of 
the muscle which constitutes it.

The orbicular portion is a thick sheet which occupies two thirds of 
the malar region (Fig. 5).

The fatty tissues

There are two fatty tissue planes in the cheek, one deep and the 
other superficial.

The deep fatty tissue comprises (Fig. 6,7,8):

- the deep malar fatty tissue [7], or suborbicularis oculi fat pad 
(SOOF) [15], which is a infra-orbicular fatty plane which 
adheres tightly to the periosteum (Fig. 6) and contains fibrous 
bands which make it denser than the superficial layer. It is 
delineated cranially by the ORL and disappears in the cheek 
in contact with the buccal expansion of Bichat’s fat pad;

- the orbital fatty compartment (OFC) is thin and located above 
the ORL in the orbital area. It disappears with age, explaining 
the hollow bags beneath the eyes.

The superficial malar fatty tissue is subcutaneous and is a very 
thick, wide sheet of fat which is compartmentalised as described 
above.

The supporting fascia and ligaments of the middle third

- the orbicularis retaining ligament (ORL) arises slightly 
beneath the arcus marginalis and lower part of the orbital 
periosteum. This also plays a supportive role for the orbital 
portion of the OOM of the lower eyelid (Fig. 8).

- The zygomatico-cutaneous ligament, described initially by 
Pessa is delineated by the so-called “malar bag” described 
above [5].

- The Furnas supporting ligament, described later by Stuzin 
[18], is an area of convergence and fusion of the septa which 
are extremely tight at its bony origin and spreads out like the 
branches of a tree beneath the dermis.

The planes are superimposed on each other, with looser or tighter Fig. 3 Fig. 4
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areas of attachment. There are no shear planes, but instead, places 
where detachment is present.

This stratified organisation of the successive layers is consistent 
throughout the middle third of the face apart from two areas:

- the OOM, which has a bony insertion. This is not generally 
the case with a superficial muscle,

- there is no fascia superficialis delineating the superficial from 
deep fat inside and beneath the zygomaticus muscle (Fig. 9).

The three portions of the OOM have three functions: the tarsal 
portion has a lachrymal function, the septal portion has an 
occlusion function and the orbital portion has a concentric 
function for the surrounding tissues, particularly in the inferior 
part, in order to raise the pommette. The OOM is mobile but also 
has tight attachments through the ORL and various fixed points.

In addition, the fixed palpable and nasal openings contrast with 
the considerable mobility of the mouth. In order to meet to this 
anatomical and functional challenge, the zygomatic region is 
structured like a buffer zone with tissues of varying elasticity 

and mobility, made up of the superficial malar fatty tissue. Motor 
interdependency of the structures around the orifices therefore 
permits the different primary and secondary functions, such as the 
features of the face and changes in facial expression [7].

Fig. 7

Fig. 5

Fig. 8

Fig. 6
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AGEING

The conclusions of the work carried out by Val Lambros are 
explained by the presense of supporting ligaments in the face[1]: 
during ageing, the facial tissues do not migrate but, rather, the 
superficial structures become more mobile against the bone.

Lambros’ clinical findings confirm that the skin in the malar 
region is displaced slightly on standing with ageing. Conversely, 
the morphological changes seen in ageing are due to ageing of 
cells and tissues and the resulting cascade of changes such as 
abnormalities of muscle balance and bone erosions etc. 

Is the term erosion correct? Is this wear or use? It is difficult to 
answer this without taking sides. It is conventionally considered 
that bone is subject to wear whereas tissue structures change 
biologically. It is possible that repeated forces on some structures 
such as bone may lead to structural changes. Morphological 
modelling of ageing, biomechanics and biology are clearly future 
approaches to understand ageing of the face and neck, particularly 
the middle third of the face.

Morphologically, what is seen is a series of waves. From above, 
downwards:

- an extra-orbital wave involving the inferior orbital fatty 
pouches which form the palpable pouches,

- the malar pouch through tissue distension and lymphatic 

dysfunction cranially delineating the suborbital ring and 
orbito-palpebral fold,

- the philtral ridge separated from the above by the valley of 
tears and from upper lip by the nasolabial fold.

These changes are influenced by the overall facial volume which 
follows the contour of the skeleton, becoming thinner and flatter. 
Whilst the third of these waves is due to overweight, it is more 
difficult to work out the origin of the first two. For this reason, we 
propose to model the morphological ageing of the face, based on 
a number of clinical signs. The inferior orbital ring and valley of 
tears form a more or less lateralised trace, depending on the volume 
of the face, creating a Y in ageing as a result of skeletalisation, a λ 
(lambda layer) in thinning and a U in flattening:

- Model 1:skeletalisation. The overall volume of the face 
becomes less than it was in young adults, lines are hollowed 
out and the waves described above are pronounced. Wrinkles 
are often deep. 

 Clinical signs: the Y sign, deep medialised valley of tears and 
hollowed out cheeks.

- Model 2: thinning. Overall facial volume is equivalent to that 
in a young adult, the face becomes heavier with tissue sagging 
and imbalance of width between the upper and middle third. 
The waves are less pronounced. 

Fig. 9
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Fig. 10 E. Orbital rim Fig. 10 F. Bone tunnel

Fig. 10 C. Dissection zone Fig. 10 D. Sub periostal

Fig. 10 A. Marks Fig. 10 B. OMM incision
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Fig. 10 K. OMM suspension Fig. 10 L 

Fig. 10 I Fig. 10 J. Bone suture

Fig. 10 G. Thread Fig. 10 H. Three threads
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 Clinical signs: the λ sign, the valley of tears is lateralised by 
the malar volume and the cheeks are full.

- Model 3: flattening. The face is full and round. Wrinkles are 
rarer. The eyelids appear hollower because of inflation of the 
face. 

 Clinical signs: the U sign due to hollowing out of the 
infraorbital ring and filling of the cheek and cheek.

SURGICAL TECHNIqUES

Regardless of surgical technique, the principle is one of more or 
less vertically raising both the deep and superficial malar fatty 
tissue. 

Lifting is known as low malar lifting when the tissue traction is 
applied to the lower part of the cheek beneath the maximal anterior 
project point of the pommette. 

It is known as upper malar lifting when the tissue traction is 
applied to the upper part of the pommette, above the maximal 
anterior project point of the pommette. 

How do we define the maximum projection of the pommette? 
This is a segment of a line passing through the middle of the line 
connecting the labial commissure to the external canthus, parallel 
to a line connecting the labial commissure to the tragus. The three 
malar bolus points are located along this line.

Low malar lifting raises the deep tissue, which has a limited effect 
on the skin, whereas  high malar lifting has a greater effect on 
skin traction. Whilst the former produces limited recruitment of 
the inferior palpable skin, more recruitment occurs with the latter. 
The amount of inferior palpable skin resection depends on this 
effect and is greater with a high malar lift. 

Surgical approach

There are many surgical approaches, although we will consider the 
two main ones: the gingival approach and the palpable approach.

The gingival approach

This involves a vertical incision, a centimetre in length, along the 
superior gingival sulcus next to the first pre-molar. It penetrates to 
the maxillary periosteum allowing the maxillary and zygomatic 
sub-periosteum to be detached. It is essential to visually check the 
infraorbital pedicle. The detachment limits are the pyrifom sinus 
internally, the insertion of the masseter externally, and the inferior 
orbital border above.

The palpable approach

This allows an inferior blepharoplasty to be performed at the 
same time, although the approach may be limited to a centimetre 
incision next to the external orbital border, masked in a crow’s 
foot line.

The area of sub-periosteal detachment is slightly different: the 
inferior and lateral edge of the orbit and zygomatic apophysis can 
be checked better, although detachment of the maxilla-malar belt 
is more difficult. This requires a curved hooked retractor to avoid 
fracturing the periosteum.

Regardless of the surgical approach used, it is essential to release 
the cheek tissues, in order to allow it to be raised and effectively 
fixed. If it is not easy to displace it by vertical traction on the 
cheek with a hooked retractor this is because the detachment is 
insufficient.

Implantable medical devices

The challenges for this technique are fixation and a long-lasting 
result.

Fig. 10 M. Skin resection Fig. 10 N. Post
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Sutures

These are the perogative of the palpable approach. The purse string 
sutures described by Delmar, Trepsat, via a gingival approach, 
carry a high risk of superinfection and this technique is therefore 
no longer used. 

The sutures pass through a bony tunnel created in the inferior and 
lateral orbital border.

One or two tunnels are created, the number and site of which 
depend on the axis of traction, using a 1.5 drill bit or reamer, after 
detaching the intra-orbital periosteum of the orbital floor and the 
lateral wall of the periosteum.

Three sutures are generally used in order to lift the lower part of 
the nasolabial and medial malar units, the upper part of the lateral 
malar unit, and occasionally the orbital region. 

The axis of traction of the first two of these sutures is vertical 
whereas the third is oblique, internally and upwards. It differs 
from the description by C Lelouarn in that vertical rather than 
concentric traction is desired.

The purse string tightens the full thickness of the deep and 
superficial malar fatty tissues.

Recommendations: do not overcorrect, do not accept the slightest 
hollow or the slightest asymmetry: I therefore suggest that each 
stage of the procedure is performed bilaterally before moving to 
the next stage.

Specific features: the decision is taken to raise the OOM (high 
malar lift) if traction on the pommette skin is desired.

Inferior palpable skin resection: this resection depends on the site 
of the suture and traction forces involved. Greater skin resection 
is required with higher and tighter sutures, although postoperative 
morbidity is greater: slower healing, chemosis, ectropion, 
asymmetry and dysfunction of the periorbital facial features.

Tension threads and other implanted medical devices

Tension or conical threads are useful in malar lifting if the 
procedure is combined with sub-periosteal detachment. The 
primary approach is gingival. After completing the detachment, 
the gingival incision is sutured. The tension threads are inserted 
from externally away from the detachment area into the deeper 
superficial malar fatty tissues. Several sutures are inserted 
depending on the desired traction axes. 

Disadvantages: the tension or cone maintaining forces are 
insufficient if post-operative oedema occurs and may lead to 
“detachments” and poor results. Alternatively, the cones may be 
resorbed and lose their effect. 

The length of the result relies on healing of the bone periosteum: 
when the tissues become loose the malar lift loosens secondarily 
(Fig.1-10 A-N). 

SIDE EFFECTS AND COMPLICATIONS

The postoperative course depend on how aggressive the procedure 
has been, respect of the anatomical planes and the traction force 
applied to the tissues.

Periorbital oedema, chemosis and static palpable problems depend 
on the clinical situation and operation plane.

The clinical situation depends on the malar vector, frontal and 
transverse loosening of the inferior tarsus, past history of eyelid 
surgery and abnormalities of tear secretion.

Postoperative problems can be more frequent and serious if the 
procedure involves dissection of the septal bundle of the OOM, 
mobilises the lateral canthus or creates tension and with lifts of 
the lateral canthal MMO.

Asymmetries are due to pre-existing asymmetries in the patient 
and liftings along their axes, and their positioning and traction.

The following complications were found from a retrospective a 
study of 643 patients between 1993 and 2012:

- Haematomas were extremely rare (1 case out of 643 patients).

- Infections (2 cases out of 643 patients). Superinfection of 
lifting sutures using the gingival approach.

- The main complication was ectropion. This is very often 
transient (18% of cases) and is worsened by the weight 
of malar oedema, which is contained by adhesive bands. 
Persistent ectropion raises the problem of repair. Eleven 
cases of scleral show and ectropion. This complication can be 
avoided by patient selection and non-aggressive surgery.

- Nerve damage:

- Loss of sensation in the upper hemi-lip as a result of 
dividing the infra-orbital pedicle is extremely rare (1 
case from the gingival approach out of 643 patients); this 
developed during my learning experience in 1993.

- Zygomatic dysaesthesia is occasionally reported by 
patients, whereas division of the temporomalar sensory 
nerve is very common.

DISCUSSION

Lifting of the middle third of the face redistributes the tissues of 
the cheek supports the lower eyelid and corrects the round eye by 
strengthening the malar pillar.

It has no effect on the inferior third. Upper malar lifting leads 
to accumulation of tissue in the lateral orbital region which then 
need work to be done on the temporal region.

It has no therapeutic equivalent. “Vertical” zygomatic lifting 
through the face and neck lifting approach, whether performed 
using a purse string or high SMAS flap can only be done obliquely. 
This has no effect on the periorbital area.

Indications should take account of the model of morphological 
ageing and malar vector (Fig.11-15).
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Overview of treatment:

Negative malar 
vector

0 malar 
vector

Positive 
malar vector 
Skeletalisation

Skeletalisation LS +++ LS ++ LS valley of tears

Weakening ML + LS 
(depending 
on orbital 
recession)

ML ML

Flattening / / /

LS: liposculpture
ML: malar lifting.
The infraorbital ring is not included in this treatment overview.

CONCLUSIONS

Lifting of the middle third, malar lifting or vertical lifting 
is a necessary part of the surgical armamentarium for facial 
rejuvenation. It positions the cheek in a higher position and 
distributes the periorbital tissue.

Its anatomy is subtle because of the many tissue layers which 
make it up and the interactive function between the eyelids and 
lips.

Facial ageing is modelled morphologically as skeletalisation, 
weakening and flattening. 

Lifting of the middle third is particularly appropriate in weakening.

It is a method with predictable results and low morbidity when the 
principles of detachment and traction are followed.

CLINICAL CASES

Fig. 11 A. Pre Fig. 11 B. Post
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Fig. 12 A. Pre

Fig. 13 A. Pre

Fig. 12 B. Post

Fig. 13 B. Post
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Fig. 14 A. Pre

Fig. 15 A. Pre

Fig. 14 B. Post

Fig. 15 B. Post
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Male breast: gynecomastia
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SCIENTIFIC ARTICLES

MALE BREAST: GYNECOMASTIA

One of the surgeries that have grown in consultation in recent 
times is the male surgery.

In all man surgeries, the most notable are: blepharoplasty, 
liposuction and gynecomastia.

Gynecomastia is defined as a unilateral or bilateral hyperplasia 
of the mammary gland of the male. Clinically it is defined as a 

firm and elastic retro areolar mass that affects adults, with high 
incidence in adolescents; such change at the period of puberty 
involves a significant psychological impact, causing emotional 
distress and concealment in the social environment (Fig. 1).

In all cases it requires a specialized study aimed to identify the 
cause before surgery, this is often associated to a mastectomy 
through periareolar via and liposuction.

RESUMEN

Tras definir la ginecomastia se analiza la base anatómica y el 
origen etiológico, diferenciando según la edad una forma puberal 
y otra del adulto.

Se estudia el diagnostico y las pruebas clínicas que pudieran ser 
necesarias para posteriormente detallar las diferentes técnicas 
quirúrgicas empleadas dependiendo de la consistencia de los 
tejidos (liposucción, mastectomía subcutánea o ambas).

Dentro de las complicaciones la autora diferencia las precoces 
como equimosis, hematomas, infecciones o seromas, de las 
tardías como cicatrices hipertróficas, asimetrías del contorno y 
depresiones, y perdidas de pelo.

Finalmente se concluye que los resultados alcanzados han sido 
muy satisfactorios, destacando un incremento del Volumen de 
pacientes, que relaciona con una mayor preocupación por su 
imagen corporal de los hombres.

Palabras clave - ginecomastia

ABSTRACT

After defining the gynecomastia we analyze the anatomical basis 
and the etiological origin, differentiating by age, a pubertal form 
and another in the adulthood.

We study the diagnosis and the clinical trials that may be necessary 
in order to, subsequently, list the different surgical techniques 
used depending on the consistency of the tissue (liposuction, 
subcutaneous mastectomy or both).

Among the complications the author differentiates the early ones 
as ecchymosis, hematomas, infections, or seromas, from the late 
ones as hypertrophic scars, contour asymmetries and depressions, 
and hair loss.

Finally we conclude that the results have been very satisfactory, 
highlighting an increased volume of patients, which relates to a 
greater concern of body image in men.

Key words - gynecomastia



44 Eur Aesth Plast Surg J. (2013) , Vol. 3, No1

ANATOMY

Regarding the anatomy of this region we must first take into account 
the blood supply, which is done by the trunks of the internal and 
external mammary artery, internal mammary perforating arteries 
and intercostal arteries.

Secondly, the innervation through anterolateral intercostal nerves 
and medial intercostal nerves.

The breast is positioned over the deep fascia and the underlying 
muscle of the anterolateral chest wall. The central, superior and 
medial portions of the breast are lying on the pectoralis major 
muscle. The lower portion of the breast covers laterally the 
anterolateral slips of the external oblique muscle, and finally, 
inferomedially, the fascia over the upper origins of the rectus 
abdominus muscle.

The parenchyma is a glandular breast secretory component that is 
located within the stromal connective tissue and the fatty tissue. 

The shape and contour of the breast is influenced by the volume 
of the parenchyma.

The skin is the lining of the breast, which varies by region. The 
areola and the nipple dermis are much thinner than the rest of 
the breast and its irrigation through the subdermal plexus is very 
important.

ETIOLOGY

In many cases the etiology is unknown hence we must carefully 
evaluate all cases and perform an extensive study for each patient 
in order to detect serious diseases that could go unnoticed (1-6).

We divide Gynecomastia as the following:

- Pubertal gynecomastia.

- Adulthood gynecomastia.

Fig. 1. Gynecomastia

Fig. 2. Pubertal gynecomastia. Pre and Post.
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PUBERTAL GYNECOMASTIA (FIG. 2)

It can be:

• Physiological and transient. Small (under 4 inches) that 
spontaneously disappears in   one or two years.

• Prolonged or macromastia (greater than 4 cm.) Or adolescent 
idiopathic gynecomastia, does not disappear spontaneously 
and it represents 12% of the cases (Klinefeller, partial 
androgen insensitivity, liver tumor, etc..)

ADULT GYNECOMASTIA (FIG. 3)

In 50% of cases it is an evolved pubetral gynecomastia. Iatrogenic 
causes are common:

- Treatment with anti-HIV drugs, it has a prevalence of 2.8% 
over two years (between 2 and 17 months after the beginning 
of the antiviral treatment and it persists even if interrupted).

- It is necessary to make a differential diagnosis in HIV

- To discard any adipomastia that may be associated to 
gynecomastia and discard out other causes such as lymphoma, 
liver disease, hypogonadism, testicular tumor, ...

METHOD

DIAGNOSIS 

In order to get a proper diagnosis, we need information about the 
medical record. Gynecomastia is often manifested as a subareolar 
enlargement that can differ in size, case to case.  The vast majority 
is asymptomatic and often report some discomfort in the nipple 
region. 

They may have different patterns; during adolescence ductal 
tissue proliferation and hypervascularity appear, whereas in the 
obese adults there is a rise of fibrous tissue and almost no sign of 
ductal proliferation.

For all cases of gynecomastia we must carry out:

1. Endocrine study.

2. Radiological examinations.

3. Ultrasound examinations.

 - Laboratory studies

 - Complementary investigations.

 - Sometimes it may require a CT scan and even an MRI

 - Sometimes tumor markers

 - Hormones such as estradiol, testosterone, LH, FSH, free T4 
and others if the study indicates so.

SURGICAL INDICATIONS

After a preoperative study and laboratory tests we also value:

- Volume and skin appearance

-  Glandular and adipose components 

-  Size of the areola

-  Unilateral or bilateral effect

-  Evolution

-  Etiology

In what concerns the goals we aim to achieve in a corrective 
surgery we value in the first place the breast volume; the technique 
varies depending on the consistency of the tissue (7,8).

Purely glandular gynecomastias are uncommon and we generally 
make a subcutaneous mastectomy through periareolar via (Fig.4). 
The adipose forms are treated with liposuction, which should be 
conducted in a more intense way in the center region and then 
softening the edges in order to mark the pectoral muscles. In mixed 
forms we associate both treatments: liposuction and subcutaneous 
mastectomy (although we like to use thick Toledo type cannulas 
to remove glands in fragments).

Fig. 3. Gynecomastia acquired in adulthood. Pre and Post.
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The mixed form is the combination of both treatments: liposuction 
and subcutaneous mastectomy.

Once the volume has decrease, the excess skin is more adjustable 
after an extensive liposuction technique promoting the skin 
retraction and if there is a good skin quality the results will be 
fantastic whenever compression garments for 1 to 2 months 
are used and massages for a proper skin retraction are done. 
When there is an excess of skin we carry out a periareolar 
disepithelization that can be superior, circular or lower and also 
the right type of suture (9,10).

Being careful and not exceeding in the removal of the gland 
to avoid depressions in the inverted dome of the areola. If we 
observe a depression in the postoperative period we will correct 
it with the lipofilling technique (fat injection). When performing 
liposuction, the approach is performed via submammary or 
subaxillary (where incisions are less visible, often multiple and 
asymmetric allowing to make fan out tunnels, and so a better 
skin retraction) and introduce small caliber cannulas, sucking all 
the area marked in the preoperative drawing. The vast majority 
of the interventions are performed under local anaesthesia and 
sedation, following Klein’s tumescent technique, under the 
supervision of an anaesthesiologist taking into account that the 

surgery time is lengthened. Drains use depends on each case and 
only in open surgery. During the postoperative period we place an 
elastic shirt for a month and internal suture that don’t need to be 
removed. 

As it is a process that occurs in adolescence, emotional concerns 
of developing breast can trigger a change in behavior, which is 
especially important in this period and should be treated effectively 
and with minimum sequels possible (Fig. 5 -7).

COMPLICATIONS

Immediate:
- Ecchymosis: skin discoloration, painless. Frequent
- Hematoma (accumulation of blood to be removed). Infrequent.
- Infections. Infrequent.
- Seroma and necrosis. Rare.
Secondary:

- Asymmetry.
- Depressions.
- Loss of hair on the chest.
- Hypertrophic scars.

CONCLUSION
The growth in inquiries about gynecomastia, in the plastic surgery 
clinics is due to the increase of men care.

The surgical technique is adapted to the male chest.

Liposuction and Mastectomy are often associated.

The results are satisfactory when men regain their shape and 
therefore eliminate those emotional states that interfere with their 
social and labor activity.

The degree of satisfaction is always high, except in bodybuilder 
or athlete, who seek perfection and usually do not tolerate the 
slightest asymmetry.

Fig. 4. Surgical technique

RESULTS

Fig. 5. Clinical Case. Gynecomastia Acquired in adulthood. Pre and Post.
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Fig. 6. Clinical Case. Gynecomastia acquired in adulthood. Pre and Post.

Fig. 7. Clinical Case. Gynecomastia acquired in adulthood. Pre and Post.
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SCIENTIFIC ARTICLES

All facial rejuvenation procedures, whether medical or surgical, 
aim to give the impression the patient is younger rather than 
actually making it younger... This is the plain truth.

Our treatments aim to modify age perception codes in this respect.

This presupposes a fair and artistic analysis of the patient’s face, 
always divided into two phases:

1. Analysing which facial zones “seem young” and shouldn’t, or 
should hardly, be touched so as not to “damage” them.

2. Analysing which indicators “give an impression of age” and 
consequently determining which therapeutic procedures are 
better suited... whether medical, surgical or mixed.

New therapeutic and non-invasive approaches have proved 
efficient, and consequently surgery is no longer the prevailing 
procedure, having almost been blacklisted.

The Industry seized the opportunity to launch an aggressive (and 
successful) marketing campaign over the past ten years, based on 
various key themes:

1. No more surgery and its brutal, bloody, painful and dangerous 
overtones, with clichéd results

2. Non-surgeons are encouraged to practise on the same level as 
surgeons

3. Lastly, smooth, natural and seamless results and no seclusion 
period 

No patient can resist such (sales) arguments... at least not at first!

Is surgery out of fashion? Absolutely not! But it benefits from a 
better defined indication scope. The overwhelming emergence of 

rejuvenating medical treatments has caused surgery to evolve, 
both in terms of technique and indications... Our therapeutic tools 
allow us to provide better care as well as better and seamless 
treatments, and thanks to the combination of medical and surgical 
treatments, results are optimized, more harmonious and therefore 
more “natural-looking”.

The emergence of such a broad range of therapeutic options 
(fillers, myorelaxation toxins, fat autografts, autologous blood 
derivatives and chemical or energy surface treatments) has caused 
a very important evolution in care regimens:

1. Facial rejuvenation isn’t just the prerogative of surgery 
anymore (a perfect result not being achievable via surgery 
only) 

2. Mutilating procedures such as the forehead lift, aggressive 
eyelid surgeries, etc... have almost entirely vanished from 
surgical programmes, and are now only carried out in very 
specific cases.

3. Surgical procedures are increasingly carried out in instances 
where only surgery may correct the problem. They are better 
codified and above all more conservative.

4. The current trend is to use surgery for the lower part of the 
face (neck, jowls, oval), where it is till indispensable, and to 
treat the central part using medical treatments or autologous 
volumes

5. This evolution testifies to our effort to continuously perfect our 
results, which often depend on small aesthetic details which 
we very gladly take into account, unlike before, guaranteeing 
a seamless result.



49Eur Aesth Plast Surg J. (2013) , Vol. 3, No1

This is all the better for our art as well as for our patients. 
Congresses are swarmed with cases which are deemed to be 
incomplete, whereas they were seen as “excellent” just a few 
years ago.

Our art is experiencing a new breath of passion after becoming 
increasingly dull and glum due to being riddled by numerous 
inadequacies... and we were aware of it... Our mentors all confessed 
(in private) to feeling guilty about performing facelifts...

Better understanding of facial ageing, combined with new 
therapeutic tools, has given us a more enthusiastic and positive 
outlook, and consequently we are able to achieve results of 
unquestionable high quality.

Surgery nonetheless remains mysterious, unpredictable and even 
philosophically challenging at times... this, however, is a different, 
though essential matter, and we would rather overlook it for the 
time being. Perfect surgical results, matching our concepts as well 
as our patients’ wishes, can’t be achieved without a great deal of 
luck...

POSITIVE AND NEGATIVE ASPECTS OF FACE AND 
EYELID COSMETIC SURGERY

Any reconstruction or restoration first requires destruction (ideally 
transitional). This is also the case for any surgical procedure, and 
should of course always be kept in mind.

Negative aspects of any surgery are: 

Superficial scarring as a result of the surgery, deep scarring which 
is essentially due to detachments and generally to all actions 
carried out during a procedure... this is also true to a lesser extent 
for facial lipostrucure, which shall also entail scarring at other 
places of the body as a result of fat removal...

Cutaneous/dermal scarring, 

Unavoidable to this day, this type of scarring is of course a very 
negative aspect of any surgery, all the more so when the surgery 
in question is of a cosmetic nature. It can be of varying visibility, 
hypertrophic, unsightly or even painful.

Any incision entails varying degrees of sensory nerve divisions, 
with extremely varying and often unpredictable consequences, 
sometimes resulting in severe and permanent pains (mainly 
cervical and temporal scars).

Subcutaneous detachments:

They account for all “major and irreversible damage”, and 
constitute the primary negative aspect of facial surgery, for 
various reasons:

Any detachment implies a dissection which, even if it is 
carried out softly, causes subcutaneous fat necroses, as well as 
devascularisation and denervation of the lifted flap, which is 
in theory temporary. Tissue thinning, neovascularisation and 
cutaneous stiffening are well-known occurrences in facelifts and 
blepharoplasties, and are partly to blame for what is commonly 
referred to as the “surgical look”.

Detachments occurring under very thin skin turn into “skin grafts 
of varying thickness” with well-known consequences such as 
stiffening and retraction. A simple lower blepharoplasty with a 
subcutaneous detachment, even minimal, may cause a change 
in one’s look (scleral show or ectropion) due to “unpredictable 
and uncontrollable” scarring reactions, even after the skin has 
been resected. These physiological scarring phenomenons, which 
sometimes entail negative aesthetic consequences, are of course 
proportional to the damage caused by the surgical procedure 
and its aggressive actions, particularly dissection, detachments, 
coagulation, haematomas... and possible infections.

Lastly, the scarring process can be unpredictable, even if genetics, 
prior scarring, skin type and tissue thickness are valid indicators.

Detachments are only relevant when they give access to a 
specific place in order to carry out an efficient action which was 
programmed beforehand... otherwise, they virtually serve no 
purpose... this is the problem, really.

When it comes to facial cosmetic surgery, detachments are 
(unfortunately) often made necessary by the need to hide the 
scar as well as possible, which consequently creates a large gap 
between the entry scar and the area primarily concerned by the 
procedure. 

All surgeons have doubts about the practical use of their actions, 
even if they make sense from an intellectual point of view. 
But are they really useful or efficient over time? Human tissue 
biomechanics don’t appear to be superimposable over “dead” 
matter’s biomechanics. 

Why do we carry out detachments?

We carry out detachments in order to reach and observe a specific 
area and carry out an action there which we deem to be important 
and therefore indispensable and beneficial.

This action is generally a suture, a resection or a natural adhesion 
release (the face’s fixed attachment point).

Generally, the action consists in moving a flap in order to 
restretch it, replace it in another position and therefore fixing 
and/or suspending it. This approach appears to be logical from 
an intellectual point of view, but may only really be a form of 
justification, as the whole process may be little more than an 
illusion.

Indeed, three fundamental questions come to mind:

1. Are detachments useful in anatomical planes (usually chosen)?

2. Are tension sutures efficient?

3. Does the uncertainty and irreversible character of any surgery 
allow us to decide to carry out “heavy” procedures which are 
in fact more often than not responsible for these predicaments?

Regarding the last question, we tend more and more to minimize 
our actions and only carry out actions which appear to be useful. 
Thanks to medical treatments and lipostructure, no unnecessary 
harm is made to the centrofacial area and around the eyes... 

Detachments can and should be questioned. We know that 
detachments in a surgical plane, and therefore in a plane of 
motion, shall only produce a beneficial reattachment during the 
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healing phase, having been carried out as part of planes which 
were meant to move rather than to adhere. They will, however, 
inevitably create necroses and tissue thinning. We aren’t entirely 
sure yet whether suspension and stitching procedures are efficient 
over time when it comes to maintaining advancement flaps in 
place. They are definitely necessary in order to excise excess skin, 
such as in the neck area for instance.

Lastly, we may legitimately question the efficiency of sutures and 
suspensions, even under slight tension: a single suture necroses 
within 48 hours, and so do overcast sutures... only coaptation 
could prove to be efficient, or barbed overcast sutures which 
distribute tension over each suture, are self-binding and don’t 
necessitate any tightening.

There still is a lot of work to be done in order to understand our 
actions and their usefulness. We are also questioning the reality of 
cutaneous ptosis... and it certainly seems as if we still are at the 
onset of facial rejuvenation cosmetic surgery.

POSITIVE ASPECTS?

There are none should the result be disappointing or short-lived...

The only acceptable positive aspect which could justify aggressive 
medical and surgical actions carried out on patients would be 
a successful identity reconstruction (even temporary) and/or a 
“rebirth”, where the patient feels happier after the procedure than 
before it.

While we tend to focus on the quality of our “technical” and static 
results, patients tend to focus on the “psychological” result... 
which can be linked to the technical result, but not necessarily... 
and the real problem lies there.

THERAPEUTIC PLANNING, SOME RULES

Good therapeutic planning is essential for successful surgery.   

All of the patient’s physical, psychological and personal data 
should be analysed.

Before deciding to proceed with surgery, the patient should take 
the time to reflect on 5 questions in a specific order, the answers to 
which shall be based on listening, examinations and preoperative 
consultations which shall occur as often as required by the 
complexity of the case, both from a psychological and physical 
point of view:

Understanding who is sitting in front of me... do I know my patient 
(it is essential to devote sufficient listening time). I personally 
can’t make a surgical decision if I don’t know who my patient is.

Do I understand the request?

Am I objectifying the request?

Am I able, given the amount of knowledge I have, to provide a 
positive solution?

Considering the projected result which only I know, will the 
patient be satisfied?

Lastly, does the patient have the resources to face the difficulties 
inherent to a surgical procedure (pain, discomfort, complications, 
very subjective and random postoperative recovery period... and 
appreciation of the result).

Operative planning (the choice and multiplicity of procedures) 
depends on two essential facts: objective physical facts and 
subjective psychological facts. A few simple rules can be followed:

Finalizing therapeutic planning depends mainly on the patient’s 
psychological state, as does the extent of its satisfaction.

The decision whether to refrain from performing the surgery or 
not, to perform minimal procedures or heavier ones depends on 
the patient’s profile, mental health and motivation. 

For patients with a strong identity and obvious charisma, the 
surgeon should proceed with extreme caution before treating 
certain areas (typically the centrofacial area, where the nose and 
eyes are located...), as the risk of destroying the said identity 
and charisma is high, regardless of the technical quality of the 
procedure...

Fragile and depressed patients should not undergo procedures. The 
point of facial cosmetic surgery is to provide rebirth rather than 
change. However, the patient needs to be ready for this process 
and should be strong enough to accept temporary “destruction”. 
Awareness of this process is necessary, as is its  organisation.

IMPLEMENTING THERAPEUTIC PLANNING DEPENDS 
ON THREE ESSENTIAL FACTORS:

1. The patient’s motivation to rectify a particular cosmetic 
“problem”: 

 The level of satisfaction (for a good technical result) is 
proportional to the level of motivation: very motivated, very 
satisfied, fairly motivated, fairly satisfied, not motivated, not 
satisfied. This is a fundamental aspect: nobody can be satisfied 
with the purchase of something they don’t want. The cosmetic 
enhancement shall not be perceived as something positive 
and therefore shall cause dissatisfaction or disappointment. 
Similarly, specific requests, which can be simple details, 
should always be taken into consideration, as they often 
constitute the patient’s main expectations. The surgeon should 
always discuss the relevant therapeutic options.

2.  Identity and personality strength are important:

 Some procedures involve the risk of modifying patients’ 
identity (aggressive facelifts, temporal facelifts, any surgery 
carried out around the eye area...). Such risks can only be 
taken when dealing with patients whose identity is fairly 
mild, or so unsubstantial that a certain degree of change or 
“transformation” is actually hoped for... this usually concerns 
patients for whom appearance prevails over being, and who 
never completely matured towards the adult stage. As a 
conclusion, with several possible therapeutic planning options 
available, the psychological profile of the patient shall be the 
determining factor regarding the appropriate choice to be 
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made. The stronger the identity and charisma, the smaller and 
above all more risk-free the procedure shall be, apart from in 
the neck area which isn’t part of the identity triangle. 

3. Patients’ psychological strength: before any identity 
reconstruction, there is destruction. This destruction phase 
happens during the surgical procedure we carry out, and 
involving its consequences, the postoperative phase and its 
various post-traumatic stages, which all surgeons are familiar 
with. They are typically proportional to the scope of the 
“work” carried out. In this instance too, the whole process shall 
depend on our patients’ physical and psychological strength, 
with “fragile” patients being spared as much as possible. 

CONCLUSION

Well prepared therapeutic planning allows the surgeon to perform 
the procedure with piece of mind, also preventing last-minute 
changes and consequently the risk of mistakes. Appropriate 
choices should be made following consultations, with a clear head 
rather than in the operating theatre...

Well prepared therapeutic planning, taking into account all 
psychological and physical information pertaining to the patient, 
guarantees, providing good techniques are used, a high percentage 
of patient satisfaction.

FUTURE FICTION, 

Every surgeon’s dream (or secret goal) is to obtain the same results 
as with surgery... without actually performing any surgery or via 
minimally invasive procedures... Why is that?

Because any decent surgeon knows the potential harmful effects 
of surgery, and strives to avoid them or at least to reduce them.

One can anticipate the following evolutions:

1. The increasingly important role of prevention

2. Less open surgeries

3. Progress in the understanding of tissue biomechanics in order 
to improve stitches and suspensions

4. Progress in intravenous treatments

5. The evolution of so-called  “machines” (radiofrequency, 
lasers etc...)

6. The provision of stem cells for facial ageing treatment and 
prevention

7. And I can’t begin to imagine what genetic engineering is still 
to come

It is hard to imagine an appropriate treatment of excess skin which 
wouldn’t involve surgical resection. Consequently, surgery is still 
considered to be an indispensable step when it comes to treating 
excess skin on the upper eyelid or the neck, for instance.

Minimally invasive suture-based repositioning (and suspension) 
procedures are still being tested but don’t seem to be yielding 

the expected results, in terms of efficiency, sustainability and 
complications. 

Sustainable stitching systems which prevent one-off suture 
necrosis, and therefore also prevent those same sutures from 
giving way, should in theory be used more widely in the future 
(spreading out tension over several sutures in order to avoid 
necroses which occur when one suture is under pressure). For 
instance, one could mention tissue coaptation and barbed suture 
systems, which allow pressure absorption over important surfaces 
in cases of overcast seams, and therefore entail less tissue trauma. 
Less detachments occur during facial surgeries and consequently 
there are less adverse effects following facelift procedures. Maybe 
the future lies in elastic suspension systems. Fixed, solid sutures 
may very well not be viable and may have to undergo scientific 
changes.  

Lastly, as we know, nowadays penetrating and transcutaneous 
systems entail long-lasting retentive scarring, unlike as observed 
during reattachment procedures carried out following detachments 
in anatomical planes of motion, and in the future, similar systems 
could emerge which would only entail scarring during the healing 
phase and be nonexistent should a second surgery be necessary.

On another note, recent clinical studies pertaining to facial ageing 
carried out by Val Lambros tend to challenge the unilateral way 
we consider skin ptosis, and consequently its treatment via skin 
traction and resection as we have been learning ever since this 
surgery was first introduced...

This situation is confusing and we currently doubt the legitimacy 
of our actions, their indications, their  unpredictability and the 
fickleness of our results.

This compels us, on the one hand, to be extremely humble, and on 
the other hand to carry out scientific research based on two major 
themes: understanding ageing and tissue biomechanics...

Lastly, we shall soon be able to consider “fully closed surgery”, 
with skin excess “medically” redraped or removed, and 
suspensions and stitches made transcutaneously or via minimally 
invasive surgery.

CONCLUSION

Surgery plays and will always play a key role in facial rejuvenation.

This can paradoxically be attributed to the rise of “competing” 
treatments which, far from having replaced surgery as the 
prevailing procedure, allowed it to move in the right direction and 
therefore achieve better results, for several reasons: 

Better indications are given thanks to better understanding of 
ageing. Unnecessary procedures aren’t performed anymore and 
overall, procedures have become more conservative.

Treatment plans are more complex and detailed, and don’t entail 
as heavy tissue (surgical) trauma.

Surgery, medical procedures (all cosmetic dermatology 
processes) and lipostructure are combined, yielding seamless and 
comprehensive results and ensuring every aspect is covered. 
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Fat autografts of all kinds even support the concept of beneficial 
and even preventive treatments given during the ageing process. 
The fact that a surgical procedure can do more good than harm to 
tissue is revolutionary!

Facial rejuvenation surgery, thanks to the variety of surgical and 
non-surgical tools we have at our disposal, has become exciting 

because, unlike our predecessors, we are able to believe in what 
we do and to obtain very gratifying results which provide us, as 
well as our patients, with utmost satisfaction.

Dr. Thierry Besins. Clinique Saint George
2 avenue de rimiez -06100 Nice, FRANCE · Téléphone : 04 93 81 76 32
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SCIENTIFIC ARTICLES

RESUMEN

Objetivos: Este estúdio tiene como objetivo mostrar la 
importancia y la seguridad del protocolo de prevención de la 
enfermedad tromboembólica venosa (ETV) seguido en el Instituto 
Ivo Pitanguy de Rio Janeiro (Brasil).

Material y Método: Se realizó un estudio retrospectivo en el 
período comprendido entre mayo de 2009 y mayo de 2011 en el 
Instituto Ivo Pitanguy, de los pacientes que se sometieron a cirugía 
plástica (estética y reconstructiva). Todos los pacientes entraron 
en el protocolo de prevención de TEV después de ser evaluados  
los factores de riesgo y la predisposición. La suma de estos 
factores generó una puntuación que determinaba el procedimiento 
profiláctico a adoptar.

Resultados: 2759 pacientes fueron sometidos a cirugía plástica 
durante el período de dos años estudiado. Hubo 3 casos de 
tromboembolismo venoso (0,1%): un caso de embolia pulmonar 
(EP) y 2 casos de trombosis venosa profunda (TVP). La 
quimioprofilaxis con heparina se administro en los 3 pacientes de 
acuerdo con el protocolo de prevención de TEV. Hubo 34 casos 
de hematoma (1,2%): 55,9% en pacientes sometidos a profilaxis 
farmacológica con heparina y 44,1% en los pacientes en que se 
usaron dispositivos de compresión secuencial solamente.

Conclusiones: El protocolo de prevención de TEV del Instituto 
Ivo Pitanguy ha demostrado ser importante y seguro, evitando la 
aparición de casos de TEV y mostrando bajas tasas de hematoma.

Palabras clave: trombosis venosa profunda, heparina, cirugía 
plástica, profilaxis tromboembólica

SUMMARY

Objectives: This study aims to show the importance and safety 
of the protocol of prevention of venous thromboembolism (VTE) 
performed at The Ivo Pitanguy Institute. 

Material and Methods: We conducted a retrospective study in 
the period between May 2009 and May 2011 at The Ivo Pitanguy 
Institute, where patients underwent plastic surgery (aesthetic and 
reconstructive). All patients were submitted to the prevention 
protocol for VTE after being evaluated for predisposing and 
exposing risk factors. The sum of those factors generated a score 
determining the prophylactic procedure to be adopted.

Results: 2759 patients were submitted to plastic surgery during the 
two-year period. There were 3 cases of venous thromboembolism 
(0,1%): 1 case of pulmonary embolism (PE) and 2 cases of deep 
venous thrombosis (DVT). Chemoprophylaxis with heparin was 
administered in the 3 patients according to the VTE prevention 
protocol. There were 34 cases of hematoma (1,2%): 55,9% in 
patients submitted to pharmacological prophylaxis with heparin 
and 44,1% in patients who used sequential compression devices 
only. 

Conclusions: The VTE prevention protocol of the Ivo Pitanguy 
Institute proved to be important and safe, preventing the occurrence 
of VTE cases and showing low rates of total hematoma cases.

Key words: deep vein thrombosis, heparin, plastic surgery, 
prophylaxis, venous thromboembolism.
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INTRODUCTION

 Pulmonary embolism is the most predictable cause of death in 
hospitalized patients. 200.000 new cases occur annually, with 
sudden onset and usually leading to death within the first 2 hours 
(1). Prevention is therefore more effective than treating established 
disease. 

The surgery is an important factor in the genesis of VTE as it links 
several predisposing factors, such as tissue trauma, position of 
the patient, hypovolemia, movement restriction and blood stasis. 
The absolute risk of DVT in hospital is estimated at 10-20% in 
outpatients and 15-40% in surgical patients (2). A study published 
in 2009 showed that 80% of plastic surgeons have experienced 
DVT and 53% PE (3). In 2001, Reinisch and colls (4) reported 
DVT rates of 0.35% and PE rates of 0,14% in patients undergoing 
facelift surgery. Hughes (5) identified that the risk of VTE is 
seven times greater when liposuction was associated with other 
surgeries. Aly and colls in 2003 (6) found an incidence of 9.3% 
of PE in patients undergoing circumferential dermolipectomy and 
6.6% in abdominoplasty combined with other surgery.

Weinman, in 1994, created a score for the risk factors in VTE 
and based on this classification he defined a preventive approach 
(7). In 1999, the American Society of Plastic Surgery organized 
a “task force”, suggesting some prophylactic measures for 
venous thromboembolism, but did not define a guideline (8). In 
2003, a Brazilian study was published describing the protocol 
for prevention of VTE developed in the Plastic Surgery Service 
at Albert Einstein Israelite Hospital, São Paulo, based on that 
multidisciplinary study set up in 1999 (9).  Rohrich (10) and 
Davison (11) also developed a protocol including the routine use 
of low-molecular- weight heparin (LMWH).

In 2007 it was established a protocol for venous throemboembolism 
prevention at Ivo Pitanguy Institute (12), based on studies of 

Caprini (13) and Davison (11). In 2009, however, with the update 
of the ACCP guidelines (2008) and the publication of new specific 
studies in plastic surgery, this protocol was modified to add 
security, recommending an earlier initiation of chemoprophylaxis 
with heparin in some cases. There is a considerable amount of 
resistance by the surgeons to the adoption of chemoprophylaxis 
because of the fear of increased bleeding events and the 
complications arising from them.

This paper aims to demonstrate the importance of the prevention 
protocol for VTE established at The Ivo Pitanguy Institute and to 
show the safety in the use of LMWH as prophylactic measure in 
plastic surgery. 

MATERIAL AND METHODS

A retrospective study was developed between May 2009 and May 
2011. During this period, 2759 patients underwent aesthetic and 
reconstructive plastic surgery at the Ivo Pitanguy Institute, which 
is composed by the Ivo Pitanguy Clinic and the 38th Infirmary 
of the General Hospital of Santa Casa de Misericordia do Rio de 
Janeiro. All patients signed an informed consent that explained 
about the current protocol of prevention of VTE before surgery. 

The prevention protocol for thromboembolic disease at the Ivo 
Pitanguy Institute was based on current guidelines of the American 
College of Chest Phisicians (ACCP) (15) combining models of 
Patronella (16), Young (18) and   Anger (9) and is demonstrated 
in figure 1.

As demonstrated in figure 1, patients are evaluated in two steps 
generating a score that will determine the prophylactic procedure 
to be adopted. The first step analyzes the exposing risk factors in 
association with clinical settings. A score is generated in this first 
step. The second step involves the assessment of the predisposing 
risk factors associated with the patient. A score is produced again 
in this second step and the sum of those two steps generates 
an overall score that classifies the patient in a risk group that 
determines the specific prophylactic recommendations. Patients 
are stratified in four risk groups: low risk (total sum of factors 
up to 2), moderate risk (3-4 factors), high risk (5-6 factors) and 

EXPOSING RISK FACTORS

1 Factor 2 Factors 3 Factors 5 factors

Minor surgery (<1h) *Major surgery Previous acute Myocardial 
infarction

History of legs or hip fracture

Work standing > 6h Travel> 4 h <3 
days

Burns Congestive heart failure Paresis / paraplegy of the legs

Hormone replacement therapy/oral 
contraceptive

Plaster / splinting – Immobility > 
72h

Sepsis Recent physical trauma

Smoking Neoplasias Stroke Nursing home living

*Major surgery is defined as any procedure lasting longer than 1 hour or by the use of general anesthesia.

Step I

Figure 1. Plastic surgery risk assessment model for VTE prevention and prophylaxis order form
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highest risk (> 6 factors). The chemoprophylaxys with heparin 
is started in patients in moderate risk group 12 hours after the 
procedure. Heparin is indicated closer to the surgical event as the 
degree of risk increases (6 hours after surgery in the high risk 
group and 1 hour before the surgery in the highest risk group). 
Patients who are classified in high risk and highest risk group are 
indicated to perform a preoperative venous ultrasound exam of 
the lower limbs and to maintain the LMWH during 2 to 5 days 
at least. In large undermining surgeries the administration of half 
the dose of LMWH is considered and in cases of spinal block the 
administration of LMWH is started 12 hours after the procedure. 
The chemical prophylaxis adopted is a low-molecular-weight 
heparin such as enoxaparin 40 mg/day, continuing for 2 or more 
days, depending of the risk group.   Early ambulation is encouraged 
and all patients walk in the evening of the surgery. Elastic stockings 
are worn before the beginning of the procedure and maintained for 
1 week in all patients. The intermittent pneumatic compression 
device is also used in all patients when anesthetic induction starts 
and maintained until the next day. The patients are positioned on 
the operating table with the knee slightly flexed at 5 degrees in 
order to maximize blood flow. 

The established criterion for definition of hematoma was that 
described by the Subcommittee on Control of Anticoagulation of 
the International Society on Thrombosis and Homeostasis - which 
considers hematoma as a bleeding at the surgical site that needs a 
second intervention (14).

The statistical analysis was performed with Fisher’s exact test.
We use the significance limit of 0,05 and declared a correlation 
significant if p-value < 0,05.

RESULTS 

2759 patients were evaluated during the study period. The 
average age was 38,7 years, ranging from 2 years old to 86 years 
old. 2517 (91,2%) surgeries were composed of single plastic 
surgery procedures and 242 (8,8%) of combined procedures 
(more than 1 plastic surgery procedure at the same time). The 
mammaplasty was the most prevalent surgery accounting for 
36,7% of the procedures. The second most prevalent surgery was 
the abdominoplasty (14,6%), followed by the facelift (13,0%), 
rhinoplasty (7,1%) liposuction (6,0%), blepharoplasty (4,5%) and 
other procedures (18,1%), including otoplasty, hair transplant, 
calf implants, palate reconstruction and others.

According to our protocol, 34,7% of patients were classified as 
low risk group, 56,6% as moderate risk group, 8,3% as high-
risk group and 0,4% as highest risk group. There was a higher 
prevalence of patients in the moderate risk group for VTE, where 
the chemoprophylaxis is already performed. 

During the analyzed period there were 3 cases of venous 
thromboembolism (0,1%) and there were 34 cases of hematoma 
(1,2%). The 3 patients who presented VTE had at least 4 
predisposing or exposing risk factors for VTE and were 
classified as highest, high and moderate risk group. LMWH was 
administered, according to the established prevention protocol: 
1 hour before surgery, 6 hours after surgery and 12 hours after 
surgery. 

The table 1 shows the rates of VTE in specific plastic surgeries 
found in our study and in the literature.

Our VTE rates remained below those found in the literature, with 
a statistically significant difference in total cases (p< 0,0001). 

Step II

Step III. Total Step I and Step II.

Step IV

1-2 Factors LOW RISK  Early ambulation + elastic compression stockings + intermittent pneumatic compression

3- 4 Factors MODERATE RISK Early ambulation + elastic compression stockings + intermittent pneumatic compression + LMWH 
12 h after surgery

5 -6 Factors HIGH RISK Early ambulation + elastic compression stockings + intermittent

 pneumatic compression + LMWH 6 h after surgery

>6 Factors HIGHEST RISK Early ambulation + elastic compression stockings + intermittent pneumatic compression + LMWH 
1 h before surgery

PREDISPOSING RISK FACTORS

Age 40 to 60 (1 Factor) Age >60 (2 Factors) antiphospholipid antibody syndrome / systemic 
lupus erythematosus (3 Factors)

Venous insufficiency of lower limbs (1 Factor) History of deep venous Thrombosis / Pulmonary 
Embolism (3 Factors)

Paroxysmal noturnal hemoglobinuria (3 Factors)

Puerperium <1 month (1 Factor) Inflammatory bowel disease (3 Factors) Myeloproliferative diseases (3 Factors)

Obesity – Insulin resistance (1 Factor) Nephrotic syndrome  (3 Factors) Hereditary thrombophilias (3 Factors)

Figure 1. Plastic surgery risk assessment model for VTE prevention and prophylaxis order form
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Analyzing the 34 cases of hematoma, 19 (55,9%) occurred after 
pharmacological prophylaxis with heparin and 15 (44,1%) without 
the use of chemoprophylaxis. 

According to the type of surgery, 18 cases were observed after 
facelifts, 11 after mammaplasties, 2 after liposuctions, 2 after 
abdominoplasties and 1 after blepharoplasty. According to the 
performed prophylaxis, 44,1% of the hematomas occurred in 
patients who did not use heparin, 44,1% in patients with heparin 
administration 12 hours after surgery and 11,8% with heparin 
administration 6 hours after surgery. There were no hematoma 
cases in the patients that heparin was administered 1 hour before 
surgery. 

As observed in table 2, the total rates of hematoma in our study 
remained bellow those found in the literature with a statistically 
significant difference (p<0,001). In abdominoplasties that 
difference was also statistically significant (p<0,007). The rate 
of hematoma in blefaroplasty in our study was greater than the 
literature rate, but the difference was not statistically significant 
(p<0,65). 

DISCUSSION

At the Ivo Pitanguy Institute, all patients who are submitted to 
surgical procedures undergo rigorous clinical evaluation by the 
Intensive Care Service. During this appreciation the surgical 

risk is determined and the risk of VTE identified with its ideal 
prophylactic conducts. That Service also provides intraoperative 
monitoring and a rigid postoperative vigilance. 

This protocol can be modified under exceptional conditions 
if the surgeon experiences any bleeding complications in the 
course of the surgery, taking into account the preoperative risk 
and the benefit of the pre-established conduct. In the first clinical 
evaluation before the surgery, the patient is also instructed to 
discontinue medications with thrombogenic potential, such as oral 
contraceptives and hormone replacement therapy. All patients are 
also encouraged to quit smoking. Since we have a large number 
of patients who came from other states or countries for surgery, 
some recommendations are directed to them long before surgery 
in order to minimize venous stasis during the trip. Upon discharge, 
patients are instructed to drink plenty of fluids, walk several times 
a day and use elastic stockings for seven days.   According to 
the recommendations in the 2008 ACCP guidelines (15), drug 
prophylaxis should be initiated before or shortly after surgery and 
should be continued until the patient is fully ambulatory. 

In 2008 Patronella (16) conducted a retrospective study of 3871 
patients and recommended LMWH 40 mg 1 hour after surgery, 
continuing for 3 days. Before that, Newall and colls in 2006, 
had demonstrated that LMWH used 1 hour after surgery for 
3 consecutive days in high-risk patients resulted in no cases of 
VTE without increasing rates of hematoma as compared with the 
rates published in the literature (17). Young published in 2006 

TABLE 1. Incidence of VTE in specific surgeries.

SURGERIES OUR STUDY LITERATURE STUDIES p value

N n % N n %

ABDOMINOPLASTY 457 1 0,2 86 1 1,2 0,29

MAMMAPLASTY 1148 1 0,1 444 1 0,2 0,48

RHINOPLASTY 221 1 0,5 - - - -

TOTAL 2759 3 0,1 33000 660 2,0 < 0,0001

N - patients submmited to surgery; n - patients with VTE; % - VTE rates; p value - χ2 or Fisher’s exact test.

TABLE 2. Incidence of hematoma in specific surgeries.

SURGERIES OUR STUDY LITERATURE STUDIES p value

N n % N n %

MAMMAPLASTY 1148 11 1,0 250 3 1,2 0,47

ABDOMINOPLASTY 457 2 0,4 278 8 2,9 0,007

RITIDOPLASTY 407 18 4,4 678 30 4,4 0,55

LIPOSUCTION 188 2 1,1 64 1 1,6 0,58

BLEPHAROPLASTY 142 1 0,7 200 1 0,5 0,65

TOTAL 2759 34 1,2 120 11 9,2 <0,0001

N - patients submmited to surgery; n - patients with hematoma; % - hematoma rates; p value - χ2 or Fisher’s exact test.
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recommendations for TEV prophylaxis in plastic surgery (18). 
He divided patients in 4 risk groups and chemoprophylaxis with 
heparin was already administered in the moderate risk group. In 
high and very high risk groups it was administered in larger doses 
and maintained for 5 to 12 days. 

In 2002 Anger and colls (9) developed a protocol of prevention 
of VTE directed to plastic surgery. In their protocol, heparin 
was recommended 2 or 12 hours before the surgical procedure 
according to the risk group.

There were many questions involving the elaboration of these 
VTE guidelines due to limited data in plastic surgery literature. 
What is the real incidence of VTE in plastic surgery? When is it 
the ideal time to start prophylaxis? What is the optimal dose? 

The ACCP guidelines do not include plastic surgery and there is 
a lack of category A or B evidence in established guidelines for 
thromboprophylaxis in plastic surgery. 

VTE is the most important preventable cause of death after surgery. 
The preventive approach can only be conceived and established 
with the knowledge of the conditions of risk of the patient, wich 
is the basic role of preoperative evaluation. The current idea of 
low VTE risk in plastic surgery patients is misleading. There is 
great difficulty in recognizing the disease, which can assume 
catastrophic proportions as fatal pulmonary thromboembolism. 
Unfortunately this may be the first and only manifestation of 
the disease (15,19). Heparin used close to surgery increased the 
effectiveness of prevention and when heparin was used at half the 
usual dose in patients at high risk, 2 hours before or up to 4 to 6 
hours after surgery there was a reduction in DVT rates detected in 
venograph studies (20). The delay in starting the pharmacological 
prophylaxis leads to suboptimal antithrombotic effect without 
benefits in safety (21). There is no evidence of increased 
risk of hematoma with the use of heparin in plastic surgery as 
demonstrated in the study published by Rohrich and colleagues in 
2003 (10). Meta-analysis and randomized double-blind controlled 
trials showed little or no increase in the rate of bleeding with 
LMWH in general surgery (2,22). In 2008, a study performed by 
Liao and colleagues concluded that there was no increased risk of 
hematoma after breast reconstruction with abdominal tissue with 
the use of chemoprophylaxis with heparin (23). 

Some authors discuss the use of heparin in facelifts, where the 
prevalence of embolic events is presumably low, not worthing the 
risk of bleeding events. We believe it is a great 

mistake to evaluate the degree of VTE risk of the patient taking 
into account only the type of plastic surgery performed. Each 
patient is unique, with a sum of characteristics that add to a higher 
or lesser risk. We also question the results of previous studies in 
plastic surgery of the incidence of VTE, given the low quality of 
evidence. A review of 126 cases of rhytidectomies performed by 
the same surgeon showed an incidence rate of 5.6% of hematoma 
requiring surgical revision and 16.2% of postoperative bleeding 
with the use of prophylactic LMWH performed 2 hours before 
surgery (24). The author reported the average length of surgery of 
95 min (ranging from 45 to 145 minutes).  Matarasso and colls in 
their study published in 2000 described an incidence of 4.4% of 
hematomas after facelifts, without the use of LMWH (25). 

In our study there were 3 cases of VTE and 34 cases of hematoma. 
The 3 VTE patients are described hereafter. The first case was 
a 50-year-old male submitted to nasal reconstruction due to 
neoplasia that had a previous history of VTE. The second case was 
a 43-year-old female submitted to a reconstructive mammaplasty 
due to breast cancer.  The last case was an abdominoplasty in 
a 35-year-old woman who was tabagist and did not walk after 
hospital discharge, remaining most of the time in bed. If we 
analyze the 3 cases, we realize that the patients who developed 
VTE had many factors predisposing them to that event. Two of 
them had malignant neoplasia notoriously known as an important 
risk factor for VTE and one of the patients had a previous history 
of VTE. The third patient did not walk after hospital discharge and 
did not quit smoking before surgery as indicated. The immobility 
and tabagism are also factors that increase the risk for VTE. All 
of those three patients received heparin according to the protocol, 
used elastic stockings and intermittent pneumatic compression 
device. The first patient presented pulmonary embolism and the 
others presented deep venous thrombosis. The 3 patients recovered 
and are healthy now.

Previous studies reported a rate of 2,0 % of VTE in patients 
undergoing plastic surgeries (26). In the literature the rate of VTE in 
mammaplasties is referred as 0,23% (27) and in abdominoplasties 
as 1,16% (28). There was found no data about the VTE rates in 
reconstructive rhinoplasty in the literature. 

Our VTE rates remained below those found in the literature, with 
a statistically significant difference in total cases (p< 0,0001). 
Among the 34 patients who presented hematomas, 19 cases 
(55,9%) were observed after chemoprophylaxis and 15 cases 
(44,1%) without the administration of chemoprophylaxis. Patients 
with the administration of heparin 12 hours after surgery were the 
largest group. The group with the administration of heparin 1 hour 
before surgery presented no hematoma case. Epidemiological 
data from the19 patients who presented hematoma after the 
administration of heparin showed that 13 of them had systemic 
arterial hypertension, 5 of them were dyslipidemic with regular use 
of statins and 3 were in use of vitamin E. It is well known that high 
blood pressure can damage vessels and promote bleeding. Statins 
are drugs that interfere with coagulation leading to significant 
downregulation of the coagulation cascade, most probably as 
a result of decreased tissue factor expression, which leads to 
reduced thrombin generation (29). Vitamin E is associated with 
hemorrhagic phenomena. This vitamin acts as an anticoagulant by 
inhibiting platelet aggregation (30). 

The 34 cases of hematoma occurred in the specific plastic surgeries: 
facelifts (18 cases), mammaplasties (11 cases), liposuctions (2 
cases), abdominoplasties (2 cases) and blepharoplasty (1 case). 

Hereafter we describe the rates of hematoma in plastic surgery 
published in the literature. The studies showed a rate of 9,2% 
in the total number of plastic surgeries (31) and in specific 
plastic surgeries the following rates: 4,4% in facelift (32), 
2,9% in abdominoplasty (33), 1,6% in lipoplasty (34), 1,2% in 
mammaplasty (35) and 0,5% in blepharoplasty (36). In this 
study we concluded that the protocol for prevention of venous 
thromboembolism at the Ivo Pitanguy Institute was safe and 
effective, preventing the incidence of venous thromboembolism 
without increasing the advent of hematomas. 
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Breast lipoestructure and  fill the lower pole:
“Difficult breast”
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RESUME

The breast augmentation using autologous fat it´s not new, the first 
was in 1985 by Czerny. So , many things have change until now.

The first thing have changed it´s the technic of lipostructure that 
have improved the results and durability of fat graft.

The second thing, the technic´s indication.  Now we know  that 
we can get, very good results in fill up the inframmary pole and 
intermammary sulcus.

But it´s not a good way to fill the mammary upper pole.

For this reason we speak in this work, about difficult breast in 
three terms.

Separate breast, pseudotuberous tuberous  and asymmetric breast 
because this three terms have something in common ,a deficit of 
fill in lower and internal zone of the breast.

Key words: Mammary fat graft , Tuberous and difficult breast.

INTRODUCTION

Probably the first  application  of fat graft  (Lipostructure) it´s in 
difficult breast.

Like difficult  breast kind : pseudo tuberous and tuberous breast, 
asymmetric breast and very separated breast.

This is , in this way because the mammary implant don´t resolve 
the most of this problems.

The mammary implants has a determinate volume and size that 
don´t  give  the expected results  by the patients

Introduced the article now, a little of mammary fat graft history:

The first fat graft in breast was in (1895 ) by Dr Czerny (1). He 

used a large lipoma to fill a defect in the breast following resection 
of a benignly  mass. The transplanted breast, however , appeared 
darker in colour and smaller in volume than the opposite breast. 
After him many others have made this technic like Dr. May  
(1941)  (2), using free fat autograft . Peer   (1956) (3) used a 
dermis fat graft . Shorcher (1957) (4) reported autogenous free 
fat tansplantation to treat hypomastia .He noted that if the graft 
was in several pieces, it would receive better nourishment for the 
recipient site. Bircoll (5) (1984) was the first to inject autologous 
fat from liposuction around the breast. He used small droplets of 
fat (1 ml for each deposit), with a maximum of approximately 
130 ml. After him others surgeons made this technic until 1992 
the year in that (APSPRS)  American Society of Plastic and 
Reconstructive Surgeons produced a position Statement, which 
stated that the society “ strongly condemns the use of fat injections 
for breast enlargement”, warning that the procedure may hamper 
the detection of early breast cancer or result in a false –positive 
cancer screening. 

For this reason also should be prohibited technics like breast 
reduction where late microcalcifications appear in more than 30% 
of the operated patients  or mammary implants that in this years 
have up more to 40% of capsule contracture whit calcifications . 
But only was prohibited the fat graft in breast.

It´s for these reasons that these technic never it had the agreement 
of majority of plastic surgeons 

 After of that, arrived Sydney Coleman  in 1996 (6) and the 
fat graft gradually began to have some prestige, but must have 
passed some years until fat graft mammary implant “ mammary 
lipostructure” began to be accepted.  Finally the American Plastic 
Surgery Association in 2003 made an release supporting this 
technic.

Actually i think that it´s an important therapeutic option and 
probably it will be more important in the future
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METHODS AND MATERIAL

The fat graft isn´t a good way to full fill the breast upper pole 
(7) . Whenever it´s a perfect technic to fill the lower pole , infra-
mammary fold or inter-mammary space.

For that reason i think that it´s the best options in cases where we 
have to fill these areas.

In relatión with this topic i would like to do some considerations:

The first reason by  we  get a good fill in lower pole, it´s the same 
reason by we don´t get a good fill in upper pole and i think that it´s 
in relation with cooper ligament´s of breast.

it´s a fact ,that when we put the fat graft in breast  in very small 
pieces “lipostructre technic” we make   a serious damage in cooper 
ligament´s by the “criss-crossing movement” of  infiltration´s 
canulae in breast tissue.

This irruption of cooper ligaments that it´s the first structural 
breast support , it´s  the  cause of the breast fall. (photo)

This effect next to a fill lower pole,  it´s very interesting in tuberous 
breast treatment, or in some cases of asymmetric breast.

However it´s also the effect by ,when you put fat graft in upper 
part of breast for several times ,you don´t get a full fill upper pole. 
Otherwise some times you get a  larger breast fall, like final result.

We divide in three different application , the fat graft in the lower 
pole of difficult breast:
- Very separated breast.
- Tuberous o pseudo-tuberous breast.
- Seriously asymmetric breast

The account of total patients was 12. Six ,for distant breast. Four 
for tuberous or pseudo-tuberous  breast and two for seriously 
asymmetric breast.

All these patients was young people with aged 18 to 35 years old. 
The age average was 28.3 years old.

All this operations were by aesthetic results.

The harvesting zones have been wherever in the same places like 
a regular liposuction.

The infiltration technic is the Coleman method with some little 
differences that discuss below

We use for the fat graft harvest , a 3 mm cannula Acelerator model. 
(Byron Brand) and for the infiltration , a Coleman blunt cannula 
of 1.8 mm (Byron Brand) and sometimes  only when necessary 
an   aggressive Sharp Coleman 2mm model (Byron Brand)  or a 
curve flat tip Khoury cannula (Marina Brand) for grafting fat in 
subcutaneous tissue 

The local anesthesia is tumescent technic (Lidocaine 5 ml to 5% 
and 0.5 mlg of adrenaline in 500 ml of physiological serum ) in 
harvesting areas, (1\1 relation. 500ml of tumescent anesthetic  for 
500 ml of suction) while in grafting zones we used only a Little 
amount of local anesthetic solution for to get vasoconstriction  
(1\10 relation).

The local anesthesia technic is ever accompanied of deep sedation 
by an anesthetist.

The amount of harvesting fat graft to infiltrate to 250 ml by each 
breast  (500 ml total). it´s about 1000 ml  , since they are lost in 
500 ml centrifugation and decanting.

We divide the process in two chirurgical times. We make in 
first time an liposuction of two zones (abdominal and thighs for 
example)  to get  500 ml of fat graft and infiltrate a total of 250 ml 
per breast and time.

In our experience you don´t get better results if you infiltrate more 
volume and it will increase the complications instead.

We make liposuction by empty pump in a 0.6 bar. Because if you 
use a high suction pressure will be damaged tissue.

The fat obtained is collected in a sterile container and then 
is subjected to a process of decantation and centrifugation in 
centrifuge ( Orto Alresa brand, Digitor 20 model) that allows 
centrifuge 4 , 60 ml syringes of fat at once.

We use between 1800-2200 p.m.r for three minutes (the 
centrifuge´s radius is 10 cm)

This is a Relative Centrifugal Force (R.C.F) of between 400-525 
(G) .

The varying use (R.C.F) depends on the cell fragility. 

If after the first centrifugation get much oil in the supernatant 
decrease the (R.C.F) to a suitable graft.

SURGICAL TECHNIC

I harvest zones we practice conventional liposuction anywhere. 

When we infiltrated fat graft in breast we used the “lipostructure 
“Coleman technic.

This technic is the better way of lipo- filling and give us good and 
permanent results over the time.

We make the infiltration in two times because we get the better 
results and minimally complications, permanent volume and not 
distortion of mammography pattern .

We use four spots of infiltration or over. Two points in upper part 
of breast and one or two others in lower part.

We infiltrated in crisscrossing mode in three or four points.
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We do subcutaneous tissue infiltration in first step: Also in deep 
glandular breast tissue included and finally in pectoralis fascia.

The amount is 250 ml about , for every session and the time 
between sessions is over three months.

In  tuberous or pseudo tuberous breast we made Rigottomy 
(8) frecuently in lower pole of breast , and some times also we 
practised periareolar mastopexy.

We use intra and postoperative antibiotic (cephalosporin)  , anti-
inflammatory and analgesic like (ibuprofen), because is not a pain 
full postoperative.

The patients are dressing , with acupressure clothes during three 
weeks.

We recommended lymphatic drainage massage for four weeks , at 
the rate of two for every week.

We practice mammography six months and recently ultrasound 
eighteen months after the operations in every patients.

RESULTS

The obtained results in the 12 patients operated have been 
satisfactory. If you compared with an implant that it´s the other 
way to get volume in breast with this technic, I think that the 
results are better in all cases.

The fat graft let us  to work volume and shape in better way that 
an implant, because we can putt he fat graft exactly in that correct  
side and we don´t need adjust to the implant form.

We used this technic in three different ways:

First, in very separated breast (six patients).

In this cases the utilization of implants has a lot problems in 
relation to get a good inter-mammary distance, like to get a nice 
nipple-areolar position, more if besides the mammary  implant is 
under the pectoralis muscle. In this patients independent of kind 

or size implant used we will get separated breast for ever and it´s 
frequent that patient are dissatisfied despite have  explained about 
it previously.

Second in tuberous or psudotuberous breast (four patients)

This kind of breast combines  the anterior problem “separated 
breast” with an important defect in lower pole. In several cases is 
difficult to get a nice shape in lower pole whit implants , despite to 
use different technics to try resolve this problem.

The fat graft that it´s not a good idea for to fill the upper pole , but 
work perfectly to fill the lower pole.

Besides if you make a periareolar mastopexy that reduces the size 
and areolar projection  (frequent in this breast) you will can a very 
good result.  Much better than implants.

Finally we use also this technic in very asymmetric breast (two 
patients)

In this kind of patients we found sometimes very separated breast, 
different submammary sulcus in height,  , asymmetric nipple –
areola complex and in some cases lack of filler in lower pole, in 
the more little breast.

In this patients we practice asymmetrical lipostructure of lower 
pole and in the rest of breast, decline of submammary sulcus, 
rigottomy and in some cases periareolar mastopexy  uni or 
bilateral.

With all this , we trying to achieve the maximum symmetry so , in 
volume like in shape in both breast.

Next to the aesthetic results in breast it´s important to stand out the 
body improvement due of liposuction . Thanks to this we get more 
harmonic results and happy patients.

The complications in immediate postoperative are less important.  
Only haematomas and inflammation during a week. 

We haven´t had infections  ,lymphangitis or mastitis. And neither 
we have had important alterations in mammography pattern in 
long term.

Fig. 1, 2, 3. Surgical technique: 3 crisscrossing points at least in fat graft, and rigottomy zone´s in lower pole. Sometimes we  have added periareolar mastopexy. Pre and post.

Fig. 4, 5, 6. Tuberous breast. Silicone, round breast implants and  periareolar mastopexy. It´s  a very distant from one on another breast , and artificial result.
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Fig. 7, 8, 9. Tuberous breast. Lipoestructure fat graft. We can put the graft  more in just side (on  sternum side). In this way we can get a close breast, and more natural result.

Fig. 10, 11, 12. Asymmetric breast. Lipoestructure fat graft. Pre and post-operatory, after two surgical times. During the process the patient lost 12 klg. However the end volume and the 
result it was satisfactory.

Fig. 13, 14, 15, 16. Pseudo-tuberous and separate, breast. Lipostructure fat graft. Pre and post-operatory  after two surgical  times.
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Fig. 17, 18, 19, 20. Pseudo-tuberous breast. Lipostructure fat graft. Pre and post-operatory after two surgical times.

Fig. 21, 22, 23, 24. Very asymmetric and separated breast. Lipostructure fat graft. Pre and Post-operatory after two surgical times
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DISCUSSION
I have been operating difficult breast for over seventeen years and 
never I felt so good like now when a patient arrive to mi office 
with this kind of pathology.

The difference it´s that now with mammary lipostructure I can offer 
to my patient a satisfactory solution that meets your expectations.

Whit implant of course I could offer my patients a solution,  but 
knowing that this solution would be unsatisfactory for them and 
for me

The implants are a way for resolve the problem ,but the 
lipostructure  it´s a full solution because in lipostructure you can 
put the volume (fat graft) anywhere you want , while in implants 
you are limited by the shape of implant.

This it´s more evident in difficult breast for example :   very 
separated breast or asymmetric.

In this cases with fat graft you can get more exactly results, in 
symmetry and volume.

In the same way you can get a nice shape in lower pole of tuberous 
breast avoiding risk of double bubble.

The  results in long term are predictable always that you make 
an careful technique ,avoiding a great amount of fat graft and 
consequently the necrosis and reabsorption of fat graft.

For that, we use an average amount of 250 ml maximum for every 
breast and time.

For to get the desired volume we do the procedure in two times.

By this way we avoid  the necrosis of fat graft and his impact:

- Alteration in mammography pattern.

- Reabsorption to long term.

If you make two surgical times, you will get the expectations of 
the most of patients in breast volume.

Besides with this technic you will not have problems of intolerance 
or rejection of the implant, revisions to check integrity thereof,   
need replacement after a while.

Usually i  make this technic in young people ( less of forty years 
old ) for two reasons:

First ,because usually this people have a good skin quality for 
liposuction.

Second ,because the incidence of breast cancer increase markedly, 
of hereinafter the forty, and i don´t want alter the mammography 
pattern in this population group or even minimally.

I currently on going monitoring of these patients for a year 
and a half after the intervention ended the proceedings with an 
ultrasound.

Until now the alteration of mammography pattern have been 
minimun

CONCLUSION
The fat mammary graft has been an old procedure that reborn of 
new, thank to the lipostructure.

The fat graft does not  fill well the upper breast pole, but work 
nice in lower pole and intermammary sulcus, for this reason it´s  
indicated in defects like tuberous breast, separated breast, and 
asymmetric breast, more frequently in young people with this 
kind of pathology.

For these patients the first expectation, it´s a nice   shape  and not 
the fill upper pole like in mature breast.

Besides the young people have a good quality skin for liposuction 
, have a low incidence in breast cancer and is not so important a 
little alteration in mammography pattern.

For these reason i think that fat graft is the election technic for 
young people while implants are  better in mature woman

Definitively it´s more easy get a good result with fat graft than 
implants,  when  indicated in difficult breast.

In this way, we can get better results with “lipostructure” than 
with mammary implants.

In this work we show the technic. Advantages of fat graft against 
the implants and some examples for every term.

In this way we can conclude that the fat graft it´s the best option in 
difficult breast and perhaps  it will be the first indication for these 
cases in the future.
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SUMMARY

In the last decade we have witnessed a dramatic increase in 
mammary prosthesis.

This increase in new cases linked to the number of patients 
carrying breast prosthesis in the past fifteen years leads to an 
increase in demand for imaging scans, in order to know the status 
of the implant and often with the need of replacement or simply 
due to breakage.

It is important for the plastic surgeon, to be familiar with 
radiological signs of fracture and the normality of silicone 
implants.

In this article, we will review in a simple and clear way, the 
different imaging tests available for the study of breast implants 
such as mammography, ultrasound and MRI, exposing the 
usefulness and indication of each, as well as their advantages and 
drawbacks.

We analyze the behavior and normal radiographic findings in the 
different imaging of intact prostheses, in order to, later on, be able 
to establish the diagnosis of possible changes and complications 
that may result from the rupture of breast implants.

The purpose of this article is to provide a simple guide, clear and 
useful to the Plastic Surgeon so to improve the understanding 
and possible detection of radiographic abnormalities of the breast 
implants.

Key Words: Breast prostheses, diagnostic imaging, ultrasound, 
MRI.

RESUMEN

En la última década hemos asistido a un espectacular incremento 
en la implantación de prótesis mamaria. 

Este  aumento de nuevos casos, unido al número de pacientes 
portadoras de prótesis  mamarias de los últimos quince años, 
nos conduce  a un incremento en la demanda de exploraciones 
por imagen para conocer el estado del implante y, en muchas 
ocasiones, indicar la necesidad de su recambio o no por rotura.

Para el cirujano plástico es importante estar familiarizado con los 
signos radiológicos de rotura y de normalidad de los implantes de 
silicona.

En este artículo se revisan de forma sencilla y clara las diferentes 
pruebas de imagen disponibles para el estudio de las prótesis 
mamarias, como son mamografía, ecografía y Resonancia 
Magnética, exponiendo la utilidad e indicación de cada una de 
ellas, así como sus ventajas e inconvenientes.

Se analiza el comportamiento y hallazgos radiológicos normales 
en las distintas pruebas de imagen con las prótesis intactas,  para 
posteriormente ser capaces de establecer el diagnostico de las 
posibles alteraciones y complicaciones que puedan derivarse de la 
rotura de los implantes mamarios.

La intención de este artículo es ofrecer una guía sencilla, clara 
y de utilidad para el cirujano plástico que le ayude a mejorar la 
comprensión y detección de las posibles alteraciones radiográficas 
de los implantes mamarios.
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INTRODUCTION

The number of patients carrying breast implant grows considerably 
among women due to increased globalization and reconstructive 
surgery in oncological patients and of course the increase of 
patients who undergo breast augmentation for aesthetic purposes. 
Obviously this has pointed a parallel and progressive increase in 
the number of imaging studies performed for these patients.

We must differentiate between the radiological control that all 
patients should follow for the assessment of breast tissue based 
on their age and personal and family history and the imaging 
studies that patients should undergo to assess the breast prosthesis 
in itself and the possible complications derived from it. The 
first one is organized and formalized in screening programs and 
in the processes of breast cancer and in the Breast Pathology 
Units. However, in what concerns the radiological monitoring 
and assessment of breast prostheses there is no clear consensus 
as to the timing and indication of different imaging tests. In 
cases of symptomatic and / or clinical suspicion of prosthetic 
complication, its assessment shall be individualized from usual 
radiological controls to which the patient is subjected to in the 
study of mammary gland tissue.

Regardless of the advantages and disadvantages of each imaging 
test, there are many factors that contribute to the decision of what 
type of research should be used to assess the integrity of the implant. 
These factors include the economic cost of the test, the availability 
of the same, the experience of the radiologist in performing and 
interpreting the study, and possible contraindications or limitations 
of the patient.

For an adequate radiological evaluation it is necessary to be 
familiar with the type of implant that is being studied (of one or 
two chambers, silicone gel or saline ...) because the nature of each 
kind will condition the radiological manifestations that will be 
find after performing the imaging study.

Depending on the location, the prostheses are classified in 
subglandular or retropectoral placement.

- In subglandular prosthesis placement the breast tissue covers 
the implant, thus favouring the retaining of the original form. 
Subglandular placement implants present a higher risk of 
capsular contracture.

- The retropectoral location carries a lower incidence of capsular 
contracture, since the pectoral muscle massages the implant 
through the motions, even if it favors small movements of the 
prosthesis. This location allows a better radiological study of 
breast tissue.

SUBJECT REVIEWING

We have essentially three imaging techniques that allow the 
assessment of breast prostheses. In order to evaluate and interpret 
possible alterations or radiographic findings that may suggest 
complications of breast implants, it is essential to know first, the 
characteristics and behavior of intact prostheses in the different 
imaging as well as those common findings without pathological 
significance.

MAMMOGRAPHY

Mammography is a test indicated and necessary for the general 
radiological control of breast tissue in patients carrying breast 
prosthesis, although is not considered the technique of choice for 
assessing the state of the prosthesis as it has low sensitivity and 
specificity to detect possible complications.

Mammography in patients carrying prosthesis has more difficulty. 
This impediment is greater in those patients with significant 
capsular contracture and retroglandulares  prostheses location.

In 1988 Eklund described a technique to X-ray the breast of 
patients with breast prosthesis consisting of pulling the breast 
out and move the prosthesis towards the back against the chest 
wall, allowing an improved compression of the breast tissue. Even 
with these special screenings is not fully possible to assess the 
breast parenchyma, being difficult to include deep tissue. We may 
also make additional projection on the areas of interest, making 
tangential incidents and localized compression with magnification, 
displacing the prosthesis.

Two projections of each breast are performed, craniocaudal 
and medio-lateral oblique (OML). The OML projection allows 
to determine the location of the implant relative to the pectoral 
muscle, retropectoral  or retroglandular (Fig. 1-2).

A mammography of the prosthesis in normal breast shows smooth 
contours and high-density homogeneous content as X-rays does 

Fig. 1. Mammography with medio-lateral oblique (OML) and craniocaudal (CC) of left 
breast. Prosthesis is appreciated with normal characteristics (smooth contour and high 
density). The OML projection allows determining its retropectoral location.
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Fig. 2 OML screening mammogram with OML and CC projection of left breast. 
Retroglandular location prosthesis with normal characteristics.

Fig. 5 Enlarged detail of mammography, which showed linear morphology gross 
calcifications secondary to calcification of the fibrous capsule of the prosthesis.

Fig. 3 OML bilateral mammography screening. Left retroglandular prosthesis is observed, 
is practically collapsed with a marked loss of volume and irregularity of their outlines, 
being indirect signs compatible with prosthetic intracapsular rupture. 

Fig. 4 OML bilateral mammography screening. Left mastopexy postsurgical changes. 
Longstanding right retropectoral implant showing decreased its normal density and 
multiple folds, suggestive of prosthetic complication. 
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not penetrate sufficiently the silicone gel (Fig. 1-2). In some cases 
indirect signs may be observed suggesting implant complication 
as a decreased size and density, irregularity of the contours, 
internal folds, and the presence of periprosthetic silicone or in 
the axillary region ... (Fig.3-4). It is possible as well to see non 
pathological significance findings as calcifications of the fibrous 
capsule (Fig. 5) .

ULTRASOUND

Ultrasound is often considered the test of choice in the initial 
evaluation of breast implants either for routine monitoring or 
study of possible complications .

As advantages of ultrasound we find its accessibility and relatively 
low cost, lack of ionizing radiation, a moderate sensitivity and 
diagnostic profitability in trained operator and a high sensitivity 
for extracapsular silicone diagnosis and assessment of collections 
/ periprosthetic hematomas. In what concerns the disadvantages 
we have to consider the fact that it is an operator-dependent 
technique, a limited assessment in long-standing implants and the 
possibility of false positives of intracapsular prosthetic rupture 
especially in degenerated implants .

To obtain a high-quality breast ultrasound is necessary to have 
high-frequency linear transducers (7-12 MHz). Exploration is 
performed from a supine stand and with raised arms to explore the 
axillary region and promote the valuation of the breast (Fig. 6). In 
ultrasound examination of all prostheses it is a must to assess and 
take into account :

- The location of the retropectoral or retroglandular prosthesis 
and for that placing the transducer along the longitudinal axis 
of the pectoralis major (Fig. 7). 

Fig. 7 Placing the transducer in the longitudinal plane parallel to the fibres of the pectoral, we can determine the location of the prosthesis relative thereto, being retroglandular on the left 
and on the right retropectoral. Notice how in the right image the muscle fibres incurved over the prosthesis reminding covered by them. 

Fig. 6 Placement of the transducer (black bar) for determining the location of the implant 
over the pectoralis muscle
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- The prosthetic surface, identifying two peripheral hyperechoic 
fine lines in contact with each other and corresponding to the 
prosthetic cover and the fibrous capsule that causes the body 
reaction to the implant (foreign body reaction) (Fig. 8) . 

- The inside of an implant must be anechoic, because the 
silicone behaves like a fluid and allows a good transmission 
of the ultrasound beam there through. The anechoicity of the 
light of the prosthesis is an indicator of normality with high 
sensitivity and negative predictive value (NPV).

- It is important to note the reverberation artefact seen in 
the anterior aspect of the implant due to the difference in 
impedance between the breast tissue / muscle and the silicon 
content. It is a usual finding that should not be confused with 
folds or internal echoes. It can be reduced by varying the 
frequency of ultrasound equipment (Fig. 9).

- Typically the prosthesis may show wrinkles and creases on the 
surface that are presented as hyperechogenic lines extending 
from the periphery towards the inside of the prosthesis, 
corresponding to the small protrusions in the implant cover, 
with no pathologic significance (radial fold) (Fig. 9).

- Mobile echoes are frequently seen inside prostheses, usually 
after years of evolution, likely reflecting a change in the 
consistency and density of the silicone. It is necessary to be 
cautious and take into account the bilateral nature of these 
changes and other associated findings so as not to confuse 
them with signs of prosthetic intracapsular rupture (Fig. 10).

- We may notice small amounts of fluid between the fibrous 
capsule and the prosthetic membrane. It is a common finding 
that shows an exudative reaction to a foreign body confronted 
to the prosthesis and not indicative of pathology (Fig. 11).

The knowledge and familiarity with sonographic features of 
normal prosthesis will allow us to detect findings or signs 
suggesting prosthetic complications, sonographically assessable, 
as periprosthetic seroma and hematoma, intra and extracapsular 
prosthetic breakage, siliconomas and migration of extraprosthetic 
silicone...

Fig. 8 Ultrasound image where we observe the breast implant surface. We can identify 
a double hyperechogenic line corresponding to the capsule prosthesis and the fibrous 
capsule which the body generates in response to a foreign body (breast prosthesis). The 
content of full prosthesis is anechoic.

Fig. 9 Ultrasound image of breast implant where there is a linear hyperechoic image 
extending from the periphery of the prosthesis, inward (radial fold) and increasing 
echogenicity in the anterior slope of the prosthesis (reverberation artefact) without 
pathological significance.

Fig. 10 Ultrasound image of breast with implant. Inside thereof there are displayed 
multiple punctate Hyperechoic and mobile images, compatible with long evolution 
prosthesis.
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MRI

Several articles discuss which image method is the ideal to assess 
alterations of implants, especially in asymptomatic patients 
without abnormalities on physical examination.

When comparing the ultrasound and the magnetic resonance 
imaging (MRI), the latter has shown greater effectiveness in 
evaluating implant integrity with a sensitivity of 94% and 
specificity of 97%. It could be considered the method of choice in 
the study of breast implants as it is the most sensitive technique to 
detect complications thereof.

The advantages of MRI that we must take into account are, in 
the first place its high sensitivity and specificity for detection of 
prosthetic alterations, which allows simultaneous assessment of 
the breast, armpit and chest wall, and secondly it stays a technique 
that uses no ionizing radiation. As a disadvantage, primarily 
emphasize its high cost and limited availability according to health 
and social environment in which we find ourselves, which means 
that, often is not the first imaging technique used, being relegated 
to those cases where sonographic evaluation is not conclusive 
raising diagnostic doubts.

The sensitivity of MRI for prosthetic breakage detection depends 
on the spatial resolution of the study, the amount of silicone gel 
outside of the implant, the existence of radial folds (increase 
sensitivity) and the double lumen (decreased sensitivity)  .

MRI studies of breast prosthesis are performed without intravenous 
contrast, unlike MR studies used for evaluation of the glandular 
breast tissue, usually for patients diagnosed of breast cancer, 
based on the acquisition of dynamic studies with intravenous 
contrast. It is performed in high-field MR equipment, preferably 
1.5 T or higher, which allows better differentiation of fat, silicone 
and fluid increasing the sensitivity and specificity of the method. 
Specific breast antennas are used to allow placing the patient in 
prone position with attachments for both breasts to minimize the 
secondary device from potential moves during the scan. Although 
there may be variability in protocols and sequences used, a basic 
study of MRI prosthesis includes the following sequences:

- Axial TSE T2 sequence with fat pulse suppression of both 
breasts (Fig. 12).

- Sagittal STIR sequence with water pulse suppression 
individually studying each breast (Fig. 13).

- Sagittal STIR sequence with silicone pulse suppression of 
individual breast (Fig. 13).

The resonance frequency of silicone is 100 Hertz lower than 
the silicone and 320 Hertz lower than water one, which allows 
obtaining, sequences that selectively suppress the signal of water 
and silicone .

In MRI studies of prosthesis must be evaluated :

- The prosthetic cover or elastomer case of silicone has a 
markedly hypointense signal in all pulse sequences. It can 
have a normal folding which determines an undulating 

Fig. 13 MRI Images of breast retropectoral implant with normal characteristics. The 
image on the left is a sagittal STIR sequence with water suppression pulse, appreciating 
prosthetic lumen hyperintensity and small amount of periprosthetic fluid whose signal is 
suppressed in this sequence. The image on the right would be a sagittal STIR sequence 
with silicone suppression pulse, where intraluminal signal is avoid and periprosthetic 
fluid is shown markedly hyperintense.

Fig. 11 Ultrasound image of breast prosthesis where we can see a small amount of 
periprosthetic liquid in relation to the body’s physiological response to the breast implant

Fig. 12 MR image of both breasts, with axial TSE T2 sequence. Bilateral prosthesis with 
normal characteristics can be displayed with prosthetic cover as a markedly hypointense 
line and with prosthetic silicone content with hyperintense signal  and homogeneous in 
this pulse sequence. Hypointense linear image in the right marging of radial fold.



72 Eur Aesth Plast Surg J. (2013) , Vol. 3, No1

contour implant secondary to shape and compression that 
determines the fibrous capsule on it. The fibrous capsule is 
surrounding the wrapping, even though in MRI prosthesis 
studies usually do not permit to identify the two structures and 
which are in intimate contact. The type of case used cannot be 
differentiated by MRI (Fig. 12).

- Prosthetic or lumen Content: There are several types of 
implants with variations in the number of lumens. The implant 
filling light only, the most frequent, may be of silicone or 
saline, and shows homogeneous signal intensity in prostheses 
with intact shape. The behaviour of the silicone, water and fat 
in the different pulse sequences is reflected in the following 
table (Table. 1). Long evolution silicone in entire implants can 
alter their behaviour of signal with a loss of its hypersignal in 
sequence TSE T2, without signs of prosthetic breakage (Fig. 
14).

- The normal radial folds are folds which are frequently 
observed in the implant as normal findings. Creases are 
composed of two layers of elastomer and are due to the 
shrinkage of the silicone elastomer. They must go from inside 

the lumen until the elastomer envelope. They can be simple, 
wavy, branched or complex. In some cases it may be confused 
with subcapsular lines observed in the intracapsular rupture, 
but thicker than these ones. Also may be differentiated 
because they present artefact “chemical shift” that is observed 
as a line strongly hyperintense in intimate contact with the 
radial fold and due to the existence of two different structures 
adjacent to each other (silicone and fluid) around the radial 
ply and following the same direction of acquisition phase  of 
the image (fig. 15). In intracapsular rupture lines this device is 
not appreciable because of the existing silicon on both sides 
secondary to focal rupture.

CONCLUSION

The radiologist as well as the various clinicians involved in the 
management and monitoring of patients carrying breast prosthesis, 
must be familiar with the different imaging techniques available 
for assessment and radiographic findings observed in normal 
prosthesis.

MRI pulse sequences Silicone Fat Water

T2 FSE Medium Medium High

T2 FSE water suppression High Medium Very High

T2 FSE silicone suppression Very Low Medium High

STIR High Low High

STIR water suppression High Low Very Low

STIR silicone suppression Very High Low High

Table 1. Sequences used in breast implants MRI and behaviour of the fat, silicone and water signal thereof. Notice normal features silicone has high signal on T2-weighted sequences 
(T2 FSE and STIR) and only by applying silicone pulse suppression we are able to annul its signal (signal too low).

Fig. 14 MR image of both breasts with axial TSE T2 sequence. We can see on the right 
implant some radial folds (peripheral hypointense lines) with artefact “chemical shift”, 
and subcapsular serpiginous lines inside the left implant or linguini sign, suggestive of 
intracapsular rupture.

Fig. 15 MRI prosthesis image with axial T2 TSE sequence with fat suppression pulse. 
Stresses the hypointensity of content which by its silicine nature prosthetic is in this 
sequence should be shown hyperintense. This variation in signal behavior is due to 
alterations intrinsic in the silicone, because of, in this case, a long standing prosthesis. 
No signs of prosthetic cracking were observed neither intra nor extracapsular in the rest 
of the study.
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ONGOING TRAINING

HISTORICAL INTRODUCTION

When speaking of facial rejuvenation in aesthetic surgery, the 
Rhytidectomy is always in the foreground, and undoubtedly 
remains the most representative of all available procedures, 
surgical and nonsurgical, designed to transform the appearance 
of the patient and thus be able to reverse or attenuate the visible 
signs of aging. 

The etymological origin of the word comes from the Greek 
“rhytis”: wrinkle and “ek tomé -ia: amputation or cutting, therefore 
the Rhytidectomy is a surgical procedure by which we seek to 
eliminate facial wrinkles caused by aging. It can be described in 
various terms such as: “face lift” or “ritidoplasty” among others.

The exact date of the first rhytidectomy is still unknown, but 
stresses that the first surgical attempt to rejuvenate the face dates 
from the early twentieth century (1-3), performed especially in 
Europe and America. Holländer is renowned as the precursor of 
the concept of surgical facelift since 1901, but is not until 1912 
that he published the removal of pieces of skin in the hairline 
margins and areas of natural skin folds, although there is no record 
date or surgical details (4).

Cantrell in 1902 and Cabanès in 1903 were accredited with the first 
scientific publications for wrinkle removal techniques (5,6). Later 
in 1907, Miller was the first to publish an article with strenuous 
surgical efforts to remove wrinkles: he drew special attention in to 
the nasolabial folds and subcutaneous or intra-oral section of the 
facial muscles (7,8).

Erich Lexer from Munich, was recognised as the first surgeon 
to perform a facelift in an actress in 1906, without knowing or 

hearing if any another surgeon had done it before, according to his 
publication in 1931 (9).

In 1919 Passot published in France, the book “Surgical correction 
of facial creases” for the first time with diagrams, describing 
limited subcutaneous dissection, including minilift and graphics 
(10). Only a month after Bettman, in America, published the first 
“before and after surgery” photography of a case(11).

Max Joseph was the third surgeon who performed the operation 
since 1912, publishing photographs of different cases (1,2).

Secretly practiced, it was believed that surgery was only meant for 
illness or emergency and if performed under other circumstances 
it was unnecessary, and so the lift was considered a practice of 
vanity in the post-Victorian, hence patients did not want to make 
public the fact they underwent this procedure. Besides this, 
surgeons did not intend to spread their knowledge on the subject 
to other surgeons. It was performed under local anesthesia and in 
small and private clinics. And therefore the dissection performed 
in the procedure was also minimal. 

Madame Suzanne Nöel, the first plastic surgeon woman in the 
world, was renowned in Paris for her clinic, that performed surgery 
since the end of World War II until 1954, having also published on 
the subject in 1926 (12).

Probably more extensive dissections were performed from 1920 
in order to get lasting results, but it was Burain’s scheme in 1936, 
that emphasized the importance of extensive dissection (13).

Even though towards the 30s it had reached a significant level of 
evolution, the first article on the subject published in the American 
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Journal of Plastic Surgery (Journal of Plastic Reconstructive 
Surgery) did not appear until 1950, and the term Rhytidectomy 
was attributed to the authors Mayer and Swanker (14).

The security improvements in anesthesia allowed lifting 
techniques to be more radicals. 

It was in the 60s when a renewed interest appeared in both, 
lift procedures and complementary treatments, resection of 
the submandibular-submental fat, etc. This growing interest 
contributed to the resounding of these techniques in conjunction 
with an expansion, especially in the public acceptance and in the 
reorientation of society for an ideal that tended towards youth.

In the early 70s, surgeons came to a better understanding of the 
anatomy of the face. Since then, more reliable methods were 
developed. SMAS dissection and Platysmas fascia shortening and 
flaps were performed by surgeons such as Mitz, Peyronie, Skoog, 
Rees, Guerrero-Santos, Connell (15-24), among many others.

In 1980 and 1990 there was a great progress in lifting techniques, 
a period marked by even more aggressive and invasive facelift 
approaches. These procedures usually took long hours under 
general anesthesia, with the presence of large scars, large areas 
of bruising and inflammation and a postoperative recovery of 1-2 
months or even more.

Nowadays the inclination has again become minimal, ie get better 
results through less surgery. Modified and combined techniques 
such as “Lite Lift”, “MACS”, “Short Scar Facelifts” among others, 
allow to satisfy better the expectations and demands of patients.

The operation has lost its social stigma, and people of all economic 
strata are candidates and furthermore, in some societies it has even 
became a status symbol.

Today it has gained widespread acceptance and more than 20% of 
facial aesthetic surgery patients are men.

With this paper we aim to provide a quite fair perspective about 
cervical and facial rejuvenation, following a philosophy and 
strategy emerged from clinical experience over many years and 
which is attuned with the current global tendencies, a restorer and 
preserver cervico facial lift.

GENERAL CONSIDERATIONS

Facial aging is an individualized process, each person ages 
differently. It depends on the genetic and it gets accentuated by 
environmental factors such as: ultraviolet rays, air pollution and 
personal habits or behaviors (such as smoking, stress or the use 
of other substances). The skin that is constantly exposed to solar 
action (face, neck, chest, back of hands) presents gradual changes: 
loss of tone, desiccation, dyschromia, and even the appearance of 
benign injuries and some premalignant or malignant lesions. 

There is a progressive decrease of collagen and an alteration in the 
characteristics of the elastic fibers, and therefore intensifies the 
creases and facial lines (25), the skin becomes loose and wrinkled, 
and skin atrophy is observed. 

With the passage of time and gravity soft tissues of the face tend 

to fall, but remain held to specific areas (temporary ligaments, 
orbital ligaments, zygomatic ligaments, masseteric ligaments, 
mandibular ligaments) that point the direction of vertical and 
oblique vectors. The hypotonicity of soft tissues is accompanied 
by bone atrophy, which together changes the physiognomy of the 
face, gradually altering its signs of youth and beauty.

PATIENTS SELECTION, ASSESSMENTS AND PLANNING

Nowadays, the number of patients seeking facial aesthetic surgery 
is increasing, and more than 20% of these patients are men, 
presenting a variable degree of dissatisfaction with their image. 

When selecting patients, physical and psychological criteria 
must be taken into account. The ideal candidate for a lifting is an 
emotionally stable individual, realistic and with clear motivations 
(preferably female) between 40 and 50 years, rather thin, with 
a strong malar prominence and a well define mandibular angle. 
Without being prominent, the chin should be defined with a natural 
cervicomental angle of about 90 degrees in erect posture. The skin 
should not be markedly damaged or thinned by sun exposure, 
smoke or other contaminants, or by multiple rhytidosis.

But this ideal type of patient with a balance in the physical and 
psychological aspects, in which the results would be the best, isn’t 
the one that always comes to the office. Hence it is very important 
that the plastic surgeon is capable to recognize if the surgical 
correction can be achieved to meet the patient’s expectations in 
order to provide better wellness and quality of life through a good 
surgical outcome.

Mentally unstable individuals, patients with excessive skin 
damage, or even obese patients are not good candidates. The 
existence of previous medical history or medical conditions, 
without meaning exclusion, can limit as well the selection criteria 
and could compromise the results.

Thus, we observe the conditions of the skin, aging and changes 
in each third of the face considering the facial rejuvenating 
procedures appropriate to each area, surgical and nonsurgical.

SKIN

In a facial surgery such as the lifting, there is a direct relationship 
between the type of skin and the aging of it. By using the 
classification of Fitzpatrick (26) and Glogau (27), we will make 
the assessment of each patient’s skin.

Fitzpatrick Classification: (skin color and phototyping):

I Pale white or freckly. Always burns, never tans. 

II White fair. Usually burns, tans with difficulty.

III Medium white to light brown. Mild burn.

IV Moderate brown. Rarely burns.

V Brown, dark brown. Very rarely burns.

VI Black, very dark brown. Never burns.
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Glogau Classification: (skin aging and photo damage): 

I Mild (20-30 years) mild wrinkles, dynamic, no cutaneous 
lesions. No makeup.

II Moderate (30-40 years) wrinkles in motion, minor actinic 
injuries. Little makeup.

III Advanced (50-60 years) stable Wrinkles, wrinkles at rest. 
Dyschromia and skin lesions. Always makeup.

IV Severe (60-70 years) only wrinkles, severe photo aging, deep 
wrinkles and persistent facial changes by gravity and numerous 
skin lesions. Makeup all the time, unhelpful though.

CERVICAL REGION

The neck is one of the areas of greatest change in the process of 
aging and certainly one of the most frequent causes of consultation. 
Patients attending the consultation demanding rejuvenation usually 
make the manoeuvre with open hands on each side of the face, 
pulling the skin of it and the neck backward to express what they 
wish to achieve by surgery. Although this manoeuvre provides an 
overview of the expectations of what might result from surgery, 
is not always representative as sometimes the correction achieved 
is higher especially at the perioral and nasolabial folds. This fact 
must be emphasized to the patient. Also fine wrinkles will improve 
with surgery but perhaps not at the level the patient expects.

A strong bony framework of the face is relevant to obtain a good 
result of a facelift. It provides good support for dissection and skin 
redistribution.

A well-formed mandibular body is important when eliminating 
the folds or eradicating the depression, despite the extension of the 
dissection, of the undermining. In patients with regression chin is 
desirable to place prosthesis or filling fat in a single procedure.

It is necessary to discuss these issues with the patient in order to 
achieve a higher result.

If between the neckline and the chin (considered from the tip of 
the chin and right under the hyoid bone) the angle is more or less 
straight, the complete distribution of the skin may not be sufficient 
to restore the cervico mental angle of harmonic definition (28,29).

There are many factors that make the loose of definition of this 
angle:

1) Accumulation of subcutaneous or submuscular fat distributed 
or amassed.

Fig. 1. Fitzpatrick classification

Fig. 2. Glogau Classification
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2) Excessive or superfluous skin. 
3) Bulky anterior borders of the platysma.
4) Anatomic low position of the hyoid compared to the chin and 

the 1st cervical vertebra.
It is then necessary to combine it with simultaneous procedures to 
achieve even better results.

ANATOMY

Knowing the facial structures that have change as a result of the 
passage of time and gravity, gives a better perspective on what 
are the most effective treatments to perform. The key to achieve a 
natural result resides in preserving the normal anatomy. With the 
facelift we are able to correct the following facial areas: 

-Jaw-line, “saddlebags” or bulkiness due to the sagging of the 
cheek fat pad. Square face appearance when viewed from the 
front. By repositioning these structures we get a more rounded 
and enjoyable aspect.

-Facial skin laxity, correction through resection of excess skin and 
repositioning of deep facial structures.

-Neck bands (platysma), vertical folds positioned on the anterior 
sides of the neck, due to platysma muscle, by releasing and 
stretching this muscle we will achieve a uniform appearance of 
the area.

-Submental Lipolysis (chin), accumulation of fat that can be 
inherited. Removal of excess tense fat of the neck skin, laterally, 
returning the chin projection and getting harmonics angles.

-Nasolabial folds, due to descent midface tissue, the repositioning 
of the deep structures of the area will smooth the defect. It may be 
necessary the use of fillers in order to moderate the folds.   

To get a clearer outline of the facial structures that have been 
altered by gravity and time, the face is divided horizontally 
into thirds; the upper third line extends from the hairline to 
the eyebrows, the middle third goes from the eyebrows to the 
nose, and the lower third from the subnasal region to the chin. 
Mendelson (30,31) recommends a second subdivision of the face, 
this time vertical, consisting of a central zone, mimicry (divided 
into two functional regions, an upper periorbital and an inferior 
perioral, these two separated by an oblique line that matches the 
“ lachrymal lake “, and another side of mastication. These two 
regions have their limit at the anterior border of the masseter 
muscle in line with the retaining ligaments of the face (temporal, 
lateral orbital, zygomatic, mandibular and masseteric) (32). This 
same author also speaks of the layers of the face, five in total from 
the outside inwards: 1) skin, 2) subcutaneous tissue, 3) SMAS, 
4) retaining ligaments and underlying spaces (the layer the most 
altered by aging), 5) periosteum and deep fascia (30,31).

Nerves, Muscles

The facial nerve, in its initial course, passes deeply in the 
superficial lobe of the parotid gland, being therefore protected 
from any possible injury during dissection in this area. At the 

superior border, anterior and inferior of the gland, the facial nerve 
emerges providing several branches (temporal, zygomatic, buccal, 
marginal mandibular nerve, cervical) (33).

The superior temporal branches have a superficial route in the 
fascia of the sub-muscular aponeurotic system (SMAS), while the 
bottom branches are deep to the parotideomasseteric fascia. 

The zygomatic nerve rests cephalic, relative to the position of 
the sentinel vein (zygomaticotemporal) traversing laterally the 
frontozigomatic suture. Caution should be exercised in this area 
in order to avoid injuring the nerve and stripping the front muscle. 
If zygomatic muscles are deeply dissected, we can injure facial 
zygomatic branches.

The buccal branches (usually 2) are easily identifiable; their path 
goes over the masseter muscle below the parotideomasseteric 
fascia (34). The marginal mandibular branch usually emerges 
through the parotid gland, 1 cm below the angle of the jaw, and 
rests in the depth of the SMAS and the parotideomasseteric fascia, 
posterior to the facial veins. Generally it rises again towards the 
anterior position relative to the veins and there must be caution 
when making hemostasis in this area to avoid injure this branch of 
the facial nerve (34).

The cervical branch of the facial has its path below the platysma 
muscle and crosses it 2cm below the jaw.

Besides the facial nerve branches, we have to consider other 
nerves such as the great auricular nerve (superficial cervical 
plexus), passing deeply through the surface layer of the cervical 
fascia while ascending vertically on the sternocleidomastoid. 
Situated in the proximity of the external jugular vein where it gets 
divided into two branches innervating the anterior and posterior 
preauricular region. This nerve is susceptible to trauma in 
subcutaneous dissection lifting at the infra auricular region level, it 
can also be injured during dissection over the sternocleidomastoid 
muscle, as it is located 6 cm below the tragus at the level of the 
sternocleidomastoid anterior margin, and 9.5 cm below the tragus 
at the posterior margin of the same muscle (35).

The Sub-Muscular Aponeurotic System (SMAS), first described 
in 1974 by Mitz and Peyronie (19), is a tissue made up of muscle 
and fibrous tissues, which is in direct continuity with the platysma 
downwards and upwards with superficial temporal fascia, and 
below is in contact with the parotideomasseteric fascia (36). The 
muscles and the SMAS of the upper face portion derive from the 
deep sphincter colli, while in the lower segments derive from 
the primitive platysma (37). The SMAS connects with the facial 
muscle at nasolabial, perioral and periorbital levels. The SMAS is 
thicker and is attached to the fascia below the proximal masticatory 
zone, and thinner and less attached to the fascia below, in the distal 
masticatory zone (38).

At the cellular level, is composed of collagen fibres, elastic fibres, 
adipose tissue and muscle fibres.

Vessels

The irrigation of the face is made medially by facial vessels and 
laterally by superficial temporal vessels, all of them emerging 
from the external carotid artery (39, 40, 41, 42).
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Venous drainage is made by facial veins into the internal jugular 
vein and superficial temporal veins towards the two jugular veins, 
internal and external (42).

SURGERY

ANAESTHESIA 

It is possible to perform this procedure, preferably with constant 
monitoring and sedation and local tumescent anaesthesia 
infiltration in subcutaneous plane. The formula that we use 
is: 160 ml saline containing 40ml of 1% lidocaine and 1cc of 
epinephrine (optional). General anaesthesia is another alternative, 
the collaboration of the anaesthetist must allow an adequate 
postoperative management to avoid incidents such as nausea, 
vomiting, pain, distress or hypertension, that may produce 
complications.

PREOPERATIVE PREPARATION

Sitting or in a stable standing position with the trunk erect, we 
perform the marking. We must define the mean body centerline 
and mark it. Then mark the facial structures and platysmal bands 
if there are.

Mark the accumulation of fat in the lowered skin, and see if there 
are asymmetries and cross mark the side that has more fat.

With arrows we will define the two vectors of suspension and 
stretching. The upper preauricular in upward direction and the 
lower retroauricular steering upward and back. (Fig. 3).

The dynamic observation is made with forced laughter, then with 
contracture of the neck muscles (platysma), and then the patient 
is asked to vocalize the “U” stressing the lips, hence forcing the 
orbicularis ori.

SURGICAL TECHNIqUES

Once the patient is positioned on the operating table and under 
sedation, skin asepsis is performed and the skin marking reviewed. 
We proceed to the infiltration of anaesthesia through spots, first 
at the superior auricular level, retroauricular, submandibular and 
submentonian, in the incision sites, using 10cc of 1% lidocaine, 
we continue with a fan out subdermal tumescent infiltration 
with a solution of 40cc  1% lidocaine diluted in  120cc of saline 
and 1cc of adrenalin (this is optional), 80cc per side of the face, 
approximately. The infiltration area reaches up to 2 cm opposite to 
the external ocular canthus.

INCISIONS AND DISSECTIONS

The incisions follow the edge of the pinna, frontwards and 
backwards, and in some cases, an incision to correct submental 
platysmal bands may be required. The anterior auricular incision 
it’s initiated at the temporal transversely level and describes a 
jagged or broken line, hidden between pin, descends vertically in 
a retro tragal outline and follows the contour of the pavilion until 
the lobe (43-47). The posterior auricular incision is the extension 
of the preauricular at the lobe level, continuing through the 
auricular groove ascending vertically, and if necessary it might be 
extended up to the cervical scalp. (Fig. 4).

Fig. 3. Marking boundaries of dissection, stretching vectors and incisions Fig. 4. Preauricular incisions starting in temporal region with broken line. Retro auricular 
incission.
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We start the dissection at the level of the temporal, the first 
centimeter with Adson scalpel and forceps, and then we continue 
with curved Metzenbaum gear scissors to further the dissection. 
(Fig. 5). Maneuver is performed with scissors guiding the tip up 
and stressing subtly the dermis. The undermining is located in the 
subcutaneous dissection plane progressing 4 cm. 

We continue with V-shaped dissector (Byron Medical, Inc.) 
moving toward the cervical collar midline. (Fig. 6).

The control of hemostasis should be strict especially when 
adrenalin is not used in the infiltrated solution, always taking care 
to avoid injure important structures. 

DISSECTION BOUNDARIES

Towards a forward position, up to 2 cm from the external 
palpebral commissure and till the nasolabial furrow. Dangerous 
face area near the corner of the mouth and jaw area Nerve (Jaffé). 
Posterior Cervical downwards and towards the back of the 
sternocleidomastoid muscle (33.48 to 49).

SMAS-ectomy

We proceed to mark a transversal line going from the ear lobe, 
toward the nasal spine (19,37,46,50). A surface spindle of 2 cm 
of SMAS should be resected below that line. Once the SMAS 
segment is resected, it is secured with continuous stitches, back 
and forth, with   4-0 white monofilament. Furthermore the area is 
reinforced with “U” shaped 4-0 vicryl stiches or 4-0 PDS. (Fig. 7).

  

Fig. 5. Dissection with scalpel in temporal area of 1 cm, continue dissecting  with 
Metzenbaun curved toothed scissors 4cm, progressing subcutaneous plane.

Fig. 6. Continuation of dissection toward cervical midline with V shaped dissector (Byron 
Medical, Inc.)

Fig. 7. Marking SMAS resection area and resection thereof. SMAS fixation with 4-0 
monofilament stitches.
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Vectors:

Two forceps are used to separate and elevate the cervico facial 
skin flap and reposition it, always following the suspension and 
elevation vectors that lead us to the desired correction (Fig. 8).

We observe and palpate the surface once the flap is supported to 
ensure it is regular.

We perform basic fixing / suspension stitches with 3-0 vicryl 
thread or by using staples: the preauricular and retroauricular, thus 
covering the earlobe and bottom of the ear with the flap (Fig. 9).

We perform the flap skin section following jaw line, approximately 
2.5 cm along the vectors line marked at the beginning and thus 
the earlobe is exposed and defines the infraauricular fixing suture. 
Then, with a deep vicryl stitch, we fix the corresponding angle 
with the earlobe.

And so se initiate the resection of excess skin following the 
insertion anatomy of the ear into the head. We remove the fat from 
the skin area corresponding to the front part of the tragus, about 
1 cm (Fig. 10).

Resection of the upper edge of the flap is performed adapting it to 
the corresponding zone of the pin.

Transient positioning of the dressings in half of the resected face 
and initiate the technique in the contralateral side of the face.

Once the second side is done, hemostasis is reviewed again and 
then we proceed to closure at levels, if necessary redon drains are 
placed. We use 4-0 vicryl sutures at subcutaneous level without 
tensioning. Then we close the front auricular incisions with 6-0 
nylon suture (Fig. 11).

ADDITIONAL TECHNIqUES:

Autologous fat or facial lipofilling, is one of the techniques that 
can accompany the facelift, widely used, especially to enhance the 
cheekbones, and to fill the nasolabial furrows

To treat wrinkles of the upper lip there are different abrasive 
procedures such as mechanical, chemical peels or laser ablation. 
It is also possible to improve the “barcode” with fillers and even 
an undermining to release the wrinkles.

Regarding the mandibular and submental excess of fat, a resection 
of the fat can be performed with scissors (open liposuction) holding 
the skin flap with a separating triangular retractor. Flattening of 
the protrude fat is performed in order to regularize the dissected 

Fig. 8-9. Raised Cervicofacial skin flap following the high suspension vectors. Positioning of the basic suspension stitches.

Fig. 10. Resection of excess skin and defatting of periauricular tragus level
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subcutaneous plane surface. Liposuction with thin cannula, 
ultrasonic liposuction and in some cases also the LipoLaser, are 
alternatives to treat the fat excess in the mandibular and submental 
region.

IMMEDIATE POSOPERATIVE PERIOD

After the procedure is done, we perform a gentle skin cleaning 
to eliminate traces of blood and initial marking, passing through 
the skin of the face a wet dressing, always toward the suspension 
vectors. 

The dressing of the face and neck is performed with compressive 
dressings made with cotton or foam / sponge (3MTM RestonTM), 
on which a bandage is applied with elastic and adhesive bandages 
to secure, it resembles to a helmet. (Fig. 12).

Patients go home the same day, they must remain in complete bed 
rest for two days, after which they return to the consultation for 
the first postoperative monitoring. Once the bandage is off we 
value the overall of the operated area, the presence of hematoma, 
the wound status (suffering / skin necrosis) and the degree of 
inflammation. The cure is performed with iodine solution and a 
bandaged with elastic band, less oppressive, is placed.

The patient start from the beginning with clear instructions on the 
medication to take, NSAIDs and analgesics to control pain and 
swelling, along with oral antibiotics for 7 days, and if required 
anxiolytic at night. At the same time we indicate hygiene and 
dietetic measures to be followed till the next control that takes 
place seven days after surgery. Within the first 15 days, the patient 
will be controlled at least 3 times. Generally, stitches are removed 
between 7 and 10 days after surgery. We point out to the patient the 
advantage of conducting sessions of manual lymphatic drainage 
massage, following the Vodder method.

COMPLICATIONS

Complications are infrequent and when they occur in most cases, 
they are temporary. There might be bruising, seromas, wound 

healing defects, infection, abnormal hairline (hair loss), impaired 
mobility in the eyebrows and lips (very rare), and necrosis. 

The most common is the hematoma, with an incidence of 2-4%, 
which in most cases is an early onset (first 24 hours). Over 90% 
of the cases are associated with a hypertensive crisis produced 
upon waking from general anesthesia or a stressful situation due 
to the pain, under local anesthesia or sedation. The hematoma 
must be drained immediately, and if there are still bleeding points 
an hemostasis is necessary in order to prevent skin damage and a 
prolonged and uncomfortable postoperative period (51,52). 

The dysesthesias (patients define it as “lack of flexibility”) in the 
preauricular area are frequent and return to normal over a period 
of three to six weeks. Nerve damage more severe, are produced 
by auricular nerve injury, temporal branch of the facial (eyebrow 
fall) or the mandibular branch of the facial (droopy corner). These 
lesions are wholly or partially recovered in 83% of cases (49). 
Alopecia in scalp incisions, wound necrosis in the edge, are also 
possible.

Non aesthetic scars are often due to the stress closing of wounds 
or inadequate suture thereof. Infections are rare and respond to 
local therapy.

CONCLUSION

The facelift is a surgery that has evolved over the years, in the 
twentieth century it began with small uprisings and ended with 
deeply invasive and radical cutaneous uprisings / stretching. This 
much more aggressive surgical technique increased the morbidity; 
although the results were satisfactory the postoperative period was 
dramatic and prolonged. Currently, the global inclination, based in 
the practice, is to return to those simpler facelifts, less radical, with 
a reduction in morbidity, a shorter recovery period, less extensive 
scarring, and achieving satisfactory and durable results.

From our point of view and based in our practice we think that the 
facelift, as in other surgical procedures, the goal is a natural and 
lasting result through conservative procedures, well tolerated by 
patients and without any stigma from surgery.

Fig. 11-12. Final closure of surgical wounds, external continuous 6/0 nylon suture. Compression bandage in neck and face with reston and elastic bands.
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CLINICAL CASES

BEFORE AFTER

Case 1. 51 years old patient, basic cervico-facial Lifting with SMASectomy, and botulinum toxin is applied on the forehead, under sedation with local anaesthetic infiltration. Outcome 1 
year after surgery.

Case 2. 48 years old patient, smoker, subject to basic cervico-fascial Lifting with submental spindle and lipolifting in malar region, with local anaesthesia and sedation. Outcome 1 year 
after surgery. Patient required aesthetic correction of scars a year after the intervention.

Case 3. 54 years old patient, smoker, basic cervico facial Lifting and submental liposuction with SMASectomy and fat infiltration in nasolabial folds, with local anaesthesia and sedation. 
It was combined with complete Blepharoplasty and peel of  trichloro acetic acid AL 50% (TCA). Outcome 1 year after the procedure.
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BEFORE AFTER

Case 4. 59 years old patient who underwent cervico-facial basic Lifting with SMAS plication with endoscopic forehead lift and complete blepharoplasty under general anaesthesia. 
Results a year after surgery.

Case 5. 61 years old patient, subject to basic cervico-facial lifting with submental spindle, complete blepharoplasty and nasolabial folds filling with hyaluronic acid, under sedation and 
local anaesthesia. Patient had hematoma on the left side of the face at 24 hours after intervention, complication was solved. Outcome 1 year after intervention.

Case 6. 55 years old patient, underwent surgery for basic cervico-facial lifting with forehead lift, upper blepharoplasty, peeling with trichloroacetic acid and nasolabial folds filling, under 
general anaesthesia. Outcome 1 year post intervention.
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OPEN CASE

due to a long-term seroma that finally ended with an inner quadrant 
fistula and positive culture of E. Coli.

Her medical history shows an important tobacco addiction. While 
exploration, we notice a thinner area which coincides with the 
extrusion of the implant.

The patient wanted to keep the same volume as her left side.

The initial approach involves placing a 700 cc breast expander, 

A 48-year-old woman came to the clinic for a reconstruction of 
her right breast (Fig 1). Three years before she underwent breast 
augmentation surgery, but showed in the imaging a falling double 
crease. She underwent once again surgery, where a replacement 
for larger implants was performed, later presenting several 
complications, including capsular contracture and hematomas, 
which led to a total of 8 interventions prior to referral to our clinic. 
The final complication led to an implant removal (October 2007)

Fig. 1. Appearance of the breast prior to the placement of the 700 cc expander

NOTE

Clinical case brought by Dr. Jesús Benito Ruiz.
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model Allergan 133, held in April 2008. During the expansion 
phase an erythema is observed in the inner quadrants but no signs 
of cutaneous suffering are shown. In early July 2008 we perform 
the extraction of the expander and ST implant replacement of 710 
g (Fig. 2). The immediate postoperative period is correct, but a 
month after there is a dehiscence at the level of the area where 
the fistula was. We perform an adipofascial thoracoepigastric flap 
reconstruction to bring tissue between the skin and the implant 
(Fig. 3). 15 days after, a fat necrosis appears and forces to a flap 
debridement and implant removal (mid-August 2008).

The breast heals properly; although there is a severe tissue 
retraction that leads me to bring up a latissimus dorsi (Fig. 4). 
Having no assurance that the skin reaches the innermost part of 
the breast, I performed a breast lower pole lipofilling and place 
an Integra sheet in the extrusion area, subdermal (Fig. 5). Two 
months after there is a clear improvement of the skin, hence I 

Fig. 2. Expander completely filled. We can perceive the region a little more erythematous, coinciding with the former inframammary fold. This is the area that ends up by opening and forces 
to an attempt rescue with adipofascial thoracodorsal flap.

Fig. 3. Preoperative image of flap transposition moving up through a small incision under 
the breasts and the extrusion zone

Fig. 5. We consider adipose tissue grafting across the lower pole of the breast and in 
the aftermath of the thoracodorsal flap donor site. In the weakest area of the upper inner 
quadrant an Integra sheet folded over itself is buried.

Fig. 4. Appearance after two months of implant removal. The thoracodorsal flap donor 
site also has irregularities
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Fig. 6. Appearance of the breast. Given the remarkable improvement of the skin we choose to place an expander of 500 cc and a tissue sheet of Alloderm to fill the scar of the extrusion 
of the implant and where we acceded for the placement of the sheet of Integra.

Fig. 7. Appearance of the breast at the end of the expansion and before a new session of adipose tissue grafts in the lower and inner quadrant of the breast

Fig. 8. At 6 months of the lipotransfer we practiced the replacement of the expander and micropolyurethane implant on each prostheses
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conducted a MV133 expander placement of 500cc (Allergan) and 
a laminate of Alloderm in the lower pole (October 2008) (Fig. 6). 
I hold the expansion reaching the total volume of the expander in 
two months (January 2009). To improve the lower pole, I conduct 
another lipotransfer session in October 2009 (Fig. 7) and in March 
2010 we carry out the extraction of the right expander by implant 

micropolyurethane of 625 cc (Polytech, Dieburg, Germany) 
and on the left a replacement of the micropolyurethane of 710g 
implant by one round of 565 cc (Fig. 8).

The subsequent evolution until today shows no complications 
(Fig. 9).

Fig. 9. Final result 18 months after the implant replacement

Dr. Jaime García Pérez
Hospital Virgen del Mar, Carretera del Mami, Km 1. 04120 Almería
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Obligation and Liability

Francisco Javier Clastre Bozzo
Lawyer

FINANCIAL AND LEGAL ADVISE

It is already traditional the feeling of unease that concerns all 
plastic surgeon when a media echoes news regarding outstanding 
legal claims or particularly scandalous sentences aimed at the 
practice of plastic surgery, especially in its aspect of aesthetic 
indication. 

And no less traditional is the feeling of legal uncertainty, when 
not a real fear of helplessness. Eventually the concern is in not 
knowing what to expect.

The lawyers specialized in medical have, at least the author of this, 
an unblemished experience of almost thirty years of practice in this 
specific task and, honestly, I must say that, although it may seem 
otherwise, the helplessness or legal uncertainty to which I referred 
earlier remains unjustified. This is worth an initial assessment; 
how many surgical procedures are carried out every day in this 
area? Obviously the level of claims is statistically irrelevant and 
the statements of condemnation are even more irrelevant.

In any case, the best way to avoid any sense of helplessness or 
insecurity in the legal system is the knowledge thereof and, if 
possible, the knowledge coming from the specialists that have 
been dedicated to this task for many years.

In the end the issue is to determine how a court will consider 
any act of aesthetic medical-surgical  indication, from the 
dual consideration of the concepts that give title to this article, 
OBLIGATION and LIABILITY, because when one has a clear 
idea of what concerns the obligations, one may also have a clear 
idea of what the responsibilities are.

At this point I must admit that the doctrine of the courts in Spain 
and even the laws themselves, in the last thirty years, have been 
wandering around from one criteria to another, leading surgeons 
to uncertain expectations . Fortunately this intellectual wandering 
seems to have moored in a “safe heaven”, hence today we can 
draw some statements that I will highlight through these pages.

As for the OBLIGATIONS, we all know that both, the doctrine 
and some legal texts have discussed in a skilful way the distinction 
between obligation of means and obligation of result, so it has 
come to argue, and not only in few sentences, that when the 
orientation and / or purpose of the surgery may be,  again skilfully, 
within what the courts call therapeutic medicine (the “cure” or 
treatment of a sick body) the doctor’s obligation is to facilitate 
to the patient personal means, materials and knowledge to try to 
solve the problem, but it is not his obligation to obtain the curative 
or palliative result, whereas if the issue is to get an aesthetic 
enhancement, for example, the obligation of the physician is to 
obtain such a result in any case, as in the assumption of the risks 
inherent in any surgical procedure is not necessary to preserve the 
health of the patient.

Given this orientation based on artful intellectual constructions, 
ground on forecasts of guarantees from the legislation governing 
the rights of consumers and users, we, those who have been 
entirely dedicated to the defence of medical approaches, have held 
absolutely contrary approaches to this skilful said, for example, 
from the point of view of the tissues, such as the abdomen tissue, 
who does not “know” why is being attacked in the surgical 
manoeuvre and, therefore, that the orientation of the patient / 
surgeon is of an aesthetic nature in an abdominoplasty or to try 
to save the patient’s life in an open laparotomy or a fetus in a 
caesarean, does not condition different tissular/ scarring reactions, 
and therefore, we have been defending and arguing in the courts, 
that where science does not distinguish or where is not aware (e.g. 
why a keloid or an abnormal scarring appears), the imposition of 
duties for the surgeon answers only to these intellectual tricks, 
external to what the surgeon can control, or even sometimes know.

Ultimately this persistence in the approach of this thesis has turn 
out into a consistent and increasingly consolidated doctrine.  The 
courts forceful claim about this, as follows:
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“The medical professional responsibility is of means, and as such. 
It cannot guarantee a specific outcome “

According to the same reason it has been established the following 
criterion:

“According to the most recent case-law, given its specific 
nature, the responsibility based on the Law for the Protection 
of Consumers and  Users does not affect medical acts 
themselves ...“

However, this change of position of the courts is not at all arbitrary 
or as a result of a whim, as one would think from a simplistic 
point of view. The issue is that our courts and especially the 
Supreme Court, have embraced as a concept of health, which in 
the “first world” is the concept from the WHO with the traditional 
formula of health = absence disease, as the criterion of physical, 
psychological and social wellness, understanding that certain 
legitimate needs for self-esteem or beauty are part of the health 
concept in our geopolitical environment making this skilful 
distinction between curative and voluntary medicine a non-sense.

The result of this is the modern doctrine of the Supreme Court of 
Spain on this matter, commonly applied by other courts:

“The distinction between the obligation of means and obligation 
of result cannot be in the exercise of medical activity, unless the 
result is guaranteed including those cases closer to the voluntary 
medicine than to necessary medicine or assistance. The difference 
does not appear very clear on the facts, especially from the 
acceptance of the right of health and wellness, not only in the 

physical but also in the psychological and social aspects”

In order to know what the responsibilities that must be incurred 
are, it is necessary to know the extent of the obligations of which 
performance or defective performance can determine those. Not 
even in the practice of plastic surgery of aesthetic orientation is 
required for the surgeon to assume an obligation to obtain in any 
case the expected result.

And yet another corollary follows from what I have just outlined. 
As a result of the accommodation of the doctrine of the Courts (at 
end of the day is just a setting criteria of interpretation of laws) in 
the reality of medical practice, is no longer the “ inverted burden 
of proof “ i.e. is not for the doctor to prove that his action was 
correct because, in the case of a bad outcome, it will be assumed 
that this is necessarily the result of the surgeon’s malpractice, but 
is the patient who has the burden of proving the surgeon acted 
improperly.

In any case, it is advisable that the surgeon has the clinical 
documentation required supported by the Spanish Law 41/2002 
that describes it in a very exhaustive way, as well as a liability 
insurance policy with the adequate capital for the risks of 
interventions addressing and, above all, to ensure that by this 
insurance policy, will be able to rely on experts and lawyers 
specialized in this area, because it is not the same to review a 
contract or plan than to study and understand properly a clinical 
history. Specializing in the defence of the doctor is a value that 
must be taken into consideration for the improvement when 
concluding a liability insurance policy

 (The author of this article offers to the readers the e-mail address javier.clastre@ius.es in case there are any queries on the subject of the previous 
article)

Editor’s Note:  It would be interesting to know the current legal situation in France. We hope to be able to include it in the next issue.
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European Doctorate

Prof. Dr. José María Serra Renom
Full Professor of Plastic, Reconstructive and Aesthetic Surgery. International University of Catalonia

RESEACH AND TEACHING

Following my good friend Dr. Pedro Arquero’s suggestion that 
we should periodically discuss new developments relating to the 
Bologna project and to training in plastic surgery, in this short 
piece I would like to describe a very important new qualification, 
the European Doctorate.

The committee of the Spanish national conference of rectors, 
known as the Council of Universities, recommends that Spain 
should play an active part in the European Doctorate programme 
in a united Europe where citizens of Member States are able 
to move from one country to another in order to pursue their 
professional development. It is important that heads of departments 
and university lecturers supervising PhD theses carried out by 
residents should be clear about the requisites of this qualification. 
The other day, a resident from another service came to ask me 
what the requirements were for pursuing a PhD. I gave him the 
information and added that after his examination he could also 
submit it as a European doctorate, and explained how he should 
proceed. He replied that he could no longer apply to spend three 
months in a foreign centre linked to a university because he had 
already visited two centres for periods of one month each, and that 
his director had not mentioned any of this to him.

It is very important that we are aware of our obligation to inform 
our residents and give them the opportunity to build up a CV 
that will qualify them to apply for posts elsewhere in the EU. 
Their peers in plastic surgery departments in other countries 
are extremely well qualified and it is our duty to ensure that our 
surgeons are in a position to compete.

The Spanish Royal Decree 56/2005 of 21 January describes 
the regulations for official university postgraduate studies, and 
Royal Decree 1393/2007 of 29 October establishes the norms for 
official university teaching. Article 22 of the latter decree refers 
to the European Doctorate. Royal Decree 99/2011 of January 28 
regulates official doctoral teaching and Article 15 explains the 

requirements for the award of the International Doctorate.

The basic requisites for obtaining the European Doctorate are 
the following:

First, students studying for a PhD must spend at least three months 
at a higher education institution or research centre outside their 
home country. During this time they should receive training 
related to the research topic of their doctoral thesis.

After completing their thesis, candidates must present two 
favourable reports from doctors with teaching capacity at a 
hospital or university in a European Union Member States other 
than the State in which the thesis was carried out. These reports 
should specify that the study meets the requirements for the 
presentation of a PhD thesis. Another important condition is that 
one of the members of the PhD examining committee must be 
from a Member State of the European Union other than the State 
in which the thesis was carried out, and that this member may not 
be one of the teachers who has submitted one of the favourable 
reports mentioned above. It is also very important that the thesis 
should contain at least two parts written in an official language of 
the European Union other than the language in which it is to be 
read: normally, it is recommended that these parts should be the 
summary and conclusions.

In summary, PhD candidates are examined at the university 
where they have submitted their doctorate. They must present two 
reports written by teachers from European states other than the 
one in which the thesis is read. In the examination, one of the 
members of the PhD committee must be from another European 
State, but may not be one of the teachers who has made one of the 
favourable reports. Finally, two sections, preferably the summary 
and conclusions, should be written in an official EU language 
other than the one used in the rest of the thesis. These are the 
requirements for obtaining a European Doctorate.
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In addition, it is very important that candidates should be aware of 
the bureaucratic requirements of their own universities regarding 
the presentation of their application, as there may be slight 
variations between one university and another.

We should remind Spanish residents in the third year of their 
residence period that they no longer need to do PhD courses in 
order to carry out a PhD thesis. Their thesis may focus on one of 
the lines of research of the department to which they are affiliated, 

which will obviously be of benefit to their department and may 
also enhance their position inside it. The thesis need not be a 
lengthy treatise but may include two publications published in 
journals with Impact Factor and Peer Review (1-2). The candidates 
then make a presentation with a brief introduction and write the 
summary and conclusions in a language other than their own, 
in order to apply for the European Doctorate. This qualification 
establishes them as competent and competitive plastic surgeons 
inside the European Higher Education Area.
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Google algorithm, sneezing and 
domains with keywords

Dr. Jesús Benito Ruiz*, Elena Benito Ruiz**
*Plastic surgeon. Clínica Tres Torres, Barcelona, **Social Media Expert

THE NET

In this occasion we will fully get into the daily struggle for the 
positioning in Google. I have invited Elena Benito Ruiz, social 
media expert, to show us the tyranny exercised by Google with 
its algorithm. It’s a funny and realistic vision, in which many of 
us will be reflected, showing us also how it affects our pocket 
directly. Ladies and gentlemen, the great dance of the vampires:

“The 12 of September, 2012, Matt Cutts posted a tweet saying: “ a 
small update in the Google algorithm will reduce the results of the 
exact domains “. While the Richter scale 7 earthquake occurred 
in the Internet and positioning sector, the rest of humanity was 
having breakfast, eating or placidly dining.

But wait, who is Matt Cutts? Apart from a guy who likes to record 
himself more than Mourinho likes a microphone…, he is the global 
head of the anti-spam department of Google. When Matt sneezes, 
there are hundreds of thousands of positioning consultants who 
flock to pharmacies, fortunately not to the Spanish ones, because 
they would find no resolution. When Matt says in one sentence 
‘update and results’, there are hundreds of thousands of positioning 
consultants gathering their belongings and putting them in boxes, 
wondering when this will stop.

This will not stop. But what is this that needs to stop. The Google 
algorithm. Google works with an algorithm, which is the basis of 
its billionaire wealth. An algorithm that governs how and what 
results come as the user searches. We’re not going to explain what 
that algorithm is, because it’s like the formula for Coca-Cola. 
Everyone consumes it, but nobody really knows what is taking.

And around that there is built an empire of living for hundreds 
of professionals, and that professionals and companies need to 
be seen ... because, how can you exist if you do not appear on 
Google?, furthermore, do you actually exist if you are not shown 
in SERP1? That is, in the Page number 1 of the Search Engine 
Results, because it seems there is no life beyond it.

Turns out that, according to sources of seomoz.org, Google’s 
algorithm is updated between 500-600 times a year, between 
major and minor updates. Sometimes what is “minor” for Google 
is “major” for others, think of the butterfly effect. Obviously they 
will assure it is done for perfecting the research, give users better 
results and blah blah blah. Google, as a plastic surgery clinic, is a 
business, not an altruistic NGOs. It makes money with Ad words, 
with the brands, that in order to get on the first page, and not only 
organically, they pay ads. It earns money with all the certifications 
and subsidiary companies of training and certification in SEO. 
And of course, the rivers are born where they are born, and as 
much as the text book changes to sell a different one each year, 
the Rhin is still born in Switzerland. Geography is not updated. 
But Google’s algorithm, with all these changes, requires you 
to be constantly in training, to be continually thinking for SEO 
budget within the overall budget of your various communication 
channels (press and PR, social networks) or assume that you stay 
out of game with any of Matt Cutts movements. What it was worth 
yesterday today is not worth anymore. For example, the ‘meta-
tags’ with keywords. They are useless, they say.

If you like web algorithmic archaeology and to picture how many 
bodies fell by the wayside with every update, on this page they 
have published the most important algorithm developments since 
2000 http://www.seomoz.org/google-algorithm-change

Let’s get back to the announcing change of our friend Matt. 
He talks about ‘exact domains’. What is that? An ‘exact match 
domain’ (EMD), is a domain that contains keywords directly 
related to the user’s search words, in the positioning you want. 
For example ‘rhinoplastysantander.com’ or ‘labioplastybarcelona.
com’ or ‘preciosortodoncialingual.com’ or ‘onlinepaintingshop.
com’. Yes, we all do, in all professional sectors. And we do it 
because there was a time when we realized that the positioning 
was quicker than by other more titanic efforts that require more 



95Eur Aesth Plast Surg J. (2013) , Vol. 3, No1

time, ergo more money. The so-called ‘domaining’. I pay for 
lobster rice to the one who has not been looking for a keywords 
combination in the last 12 months. And furthermore, I pay for a 
ham tasting to the one who found the free combination at once.

According to our friend and brother by now Matt, the proliferation 
of domains with keywords is not good enough because what 
they want is to reward the quality of content, together with other 
details, like the correct density of speech, social actions on the 
content (read especially +1). And it is true that many, cannot say 
how many, web sites raised with EMD have such a poor content 
that weaken a brand more than positioning it. A content that is 
often duplicate, and with a distribution of incoming and outgoing 
links that for the Google algorithm smells like spam.

Words of Matt, praise the Lord: “We looked at the rankings 
and the weight we give to the keywords, and some people have 
complained that we have given too much weight to the keywords 
in the domain, so we’ve been thinking and we have adjusted the 
algorithm so that given two different domains, it will not help you 
much to have domains with keywords “.

Seek out for those people who have complained and make it look 
like an accident. Unless people that have complained are precisely 
in the industry, because with EMDs any business or professional, 
without paying SEO, had opportunities to positioning.

What evil minded…

For the current algorithm, using EMD may be a suspicion of 
over-optimization of the keyword, which is what the algorithm is 
looking for in this case; too much keyword in the ‘anchor text’, 
as an example (something that was to practice and customary for 

SEOs in the world ...). Sure you will agree with me when I say, 
couldn’t they decide these things before and so not putting down 
the job, before considered right?

After the panic generated, Matt said it would only affect to the 
0.6% of the EMD in English. Relief ... not really. Although it is 
true that many sites with EMD are still in the SERP 1, time passes 
after the message, but in the SEO community they are still talking 
about it and yet they can see significant changes in the positions 
of many webs with EMD domain. Especially EMD websites with 
domains purchased during the last year (obviously the oldest 
enjoy ‘domain aging’). So this change is here to stay. And finally, 
as always, everything depends on the quality of the contents spill, 
the ability to optimize the content and how well it is planned to 
optimize a website SEO-this is very important. Concerning this, 
there is no difference between the exact domain website and the 
ones that do not have it.

In the end, what one has to thinks is what is better, if to position 
the brand or professional name and its services, or positioning 
through the EMD and so the brand gets linked to that EMD. So, 
until the next sneeze of Matt, we do not know what will be brought 
out. But as of now, it is better to think about it three times because 
of one thing we can be sure: to bet for the brand is always a safer 
place, which will cost more but it is a start out of these changes. It 
also has its advantages in the communication on social networks, 
against betting for EMD strategy only. Among people we want 
brands. We become fans of brands.

Remember the song: “Google è mobile, qual piuma al vento, muta 
d’accento, e di pensiero.“

Dr. Jesús Benito Ruiz. Plastic surgeon. Clínica Tres Torres, Barcelona
C/ Dr Carulla 12 planta 3, 08017 Barcelona · drbenito@antiaginggroupbarcelona.com
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BIBLIOGRAPHIC SECTION

1. DETERMINANTS OF BREAST APPEARANCE AND 
AGING IN IDENTICAL TWINS.

In this study the authors investigate the role and significance of 
various environmental and acquired factors on breast aesthetic.

Appearance, aging, and disorders of the breast are multifactorial. 
Breast have both intrinsic, patient-specific characteristics (breast 
growth during puberty, propensity to breast cancer…) which are 
primarily inherited; and extrinsic, environmental factors, such as 
cigarette smoking, number of pregnancies, breastfeeding, hormone 
replacement therapy, alcohol, bra size and cup size, sun exposure, 
daily moisturizing…which can be potentially controlled.

With this study authors conclude that several external factors 
contribute to accelerate breast aging, and others significantly 
decelerate aging of breasts.

Aesthetic Surgery Journal September 2012 vol. 32 no. 7 846-860. 
Hooman T. Soltanian et Al.

2. FAT GRAFTING´S PAST, PRESENT, AND FUTURE: WHY 
ADIPOSE TISSUE IS EMERGING AS A CRITICAL LINK TO 
THE ADVANCEMENT OF REGENERATIVE MEDICINE.

Fat grafting is today one of the most popular procedures. It is 
a very common reconstructive and aesthetic procedure with 
extensive clinical applications.

Now a day, there are lots of investigations of the biology behind 
the success of this procedure.

Advances in this field are continuous by innovating fat graft 
harvesting and injection techniques, expanding the use of 
adipose tissue and its stem cell components, and broadening our 
understanding of the viability of fat grafting at the molecular and 
cellular levels.

The objectives of this review article, are to discuss the clinical 
applications of fat grafting, describe the cellular biology of fat and 

the optimization of fat graft preparation, illustrate the significance 
of adipose-derived stem cells and the potentiality of fat cells, 
highlight the clinical uses of adipose-derived stem cells, and 
explore the current and future frontiers of the study of fat grafting. 
Although collaborative knowledge has increased exponentially, 
many of the biological mechanisms behind fat grafting are still 
unknown. 

Plastic surgeons are in a unique position to collaborate or be at the 
top of scientific and clinical studies on fat grafts and apply it to the 
benefit of our patients.

Aesthetic Surgery Journal September 2012 vol. 32 no. 7 892-899. 
Vivian M. Hsu et Al.

3. TREATMENT OF PRIMARY URINARY STRESS 
INCONTINENCE WITH URETHRAL PERISPHINCTER 
MICROLIPOSTRUCTURE IN WOMEN: 10 CASES.

Authors explain a new way of treating urinary stress incontinence. 
This pathology is a very common and incapacitating problem for 
women.

There are several techniques to treat this problem such as band 
insertion, injection of resorbable or non-resorbable substances, 
… All these techniques have some disadvantages which are due 
to the presence of foreign bodies or the need of repeating the 
treatment at least one a year.

In this article authors describe a simple, autologous technique 
which can be performed under local anesthesia, which is long 
lasting and does not involve the introduction of foreign bodies: 
this procedure is microlipostructure with 4cc of decanted fat. 
Its principal advantage is that it is simple to perform, causes no 
scarring and is stable over time.

European Aesthetic Plastic Surgery Journal. July-December 
2012. 58-65. F. Rampillon-Fouquet et al.
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4. THIRTEEN YEARS OF ExPERIENCE WITH THE 
ENDOSCOPIC MIDFACE LIFT.

Authors make a review of 183 patients who underwent endoscopic 
midface surgery to rejuvenate the aging midface (direct needle 
fixation vs. endotine fixation). They describe their preferred 
technique for the endoscopic midface lift and summarize their 13 
years of experience.

The Endotine midface technique involves an endoscopic temporal 
approach, including midface dissection and malar suspension 
with fixation. The Endotine device eliminates the intraoral 
incision and use of sutures, enabling multipoint fixation and fast, 
simple adjustability for optimal control of midface elevation and 
volume. This device enhances soft-tissue fixation, provides simple 
adjustability for optimal elevation and projection, and maintains 
mechanical fixation until biologic fixation becomes adequate. Its 
insertion and deployment is easy through temporal incision.

The authors have observed many improvements in outcomes since 
the introduction of the Endotine device into their practice. Some 
advantages are: reduced swelling and bruising, more symmetric 
elevation of the malar fat pad, mild improvement of tear trough 
deformity, softening of the nasolabial folds, and, in some cases, 
decreased “jowling.” The asymmetry often associated with direct 
needle fixation has decreased, and no skin dimpling has occurred. 
Through their experience, the authors’ preferred technique has 
become the temporal-only approach with Endotine fixation.

Aesthetic Surgery Journal November 2012 vol. 32 no. 8 927-936.
Renato Saltz et Al.

5. RISK OF BREAST IMPLANT BACTERIAL 
CONTAMINATION FROM ENDOGENOUS BREAST 
FLORA, PREVENTION WITH NIPPLE SHIELDS, AND 
IMPLICATIONS FOR BIOFILM FORMATION.

Capsular contracture (CC) is a very common complication of breast 
implants that is thought to be caused from bacterial contamination 
and subsequent biofilm formation around the implant. It is thought 
that endogenous breast flora that comes out from the nipple may 
contaminate the sterile field during breast surgery with implants, 
acting as a possible source for initiation of biofilm formation. 

In this study, the authors investigate the incidence of nipple 
bacterial contamination with endogenous breast flora after 
standard chest wall sterilization during breast augmentation. 

After their study they authors concluded that the exposed nipple 
is a potential source of implant contamination during breast 
augmentation. An improved understanding of biofilms and 
related risk factors for CC can provide surgeons with insights for 
addressing this common complication. Meticulous hemostasis, 
use of nipple shields, and submuscular device placement may 
contribute to a lower incidence of CC.

Aesthetic Surgery Journal November 2012 vol. 32 no. 8 956-963. 
Roger N. Wixtrom et Al.

6 SIMULTANEOUS AUGMENTATION MASTOPExY: A 
RETROSPECTIVE 5-YEAR REVIEW OF 332 CONSECUTIVE 
CASES.

Simultaneous augmentation and mastopexy is one of the most 
frequent and challenging surgery in aesthetic surgery. In this 
article, authors make a retrospective review of 5 years of their 
experience. 

Mastopexy technique associated with augmentation need 
an exhaustive study since its association increases the risks, 
complications and difficulty of the technique.

The authors conclude that although the measured reoperation 
rate (23.2 percent) may be higher than that of either procedure 
performed independently, the revision rate of combining the 
procedures was not more than additive. With appropriate patient 
selection and a carefully planned operative approach, the authors 
believe a one-stage procedure can be safely performed with 
acceptable complication and reoperation rates.

Plastic & Reconstructive Surgery. January 2013, 131(1):145-
156. M. Bradley Calobrace et al.

7. GRADING LIPOASPIRATE: IS THERE AN OPTIMAL 
DENSITY FOR FAT GRAFTING?

Lipofilling is a very popular procedure now a day. Clinical results 
of fat grafting are quite unpredictable. In this article, the authors 
hypothesize that centrifugation creates “graded densities” of fat 
with varying characteristics that influence lipoaspirate persistence 
and quality.

The method was: 10cc of human female lipoaspirate were 
centrifuged for 3 minutes at 1200 g. The bloody and oil fractions 
were discarded. Subsequently, 1.0 cc of the highest density and 
lowest density fat was separated for lipoinfiltration or analysis. At 
2 and 10 weeks studies were made to quantify short and long term 
persistence, respectively. Different parameters were measured. 

Finally the authors concluded that greater percentages of highest 
density fractions of lipoaspirate persist over time compared with 
lowest density fractions. A vasculogenic mechanism appears 
to contribute significantly, as highest density fractions contain 
more progenitor cells and increased concentrations of several 
vasculogenic mediators than lowest density fractions.

Plastic & Reconstructive Surgery. January 2013, 131(1):38-45. 
Robert J. Allen, Sydney R. Coleman, et al.

8. ExTERNAL APPROACH FOR SECONDARY 
RHINOPLASTY: ADVANCES OVER THE PAST 25 YEARS.

Now a day secondary rhinoplasty is more and more frequent. 
Surgery of secondary rhinoplasty remains one of the most 
challenging operations performed by plastic surgeons.

This article makes a review of most of the techniques we can 
perform during a secondary rhinoplasty, and the experience of the 
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authors for the past 25 years.

Authors think that in their experience, diagnosing and addressing 
encountered dilemmas are more comprehensively fulfilled 
through the open rhinoplasty. The past 25 years have seen a wealth 
of advances in secondary rhinoplasty techniques.

Plastic & Reconstructive Surgery. February 2013, 131(2):404-
416. Rod J. Rohrich, Michael R. Lee.

9. INTRAMUSCULAR TECHNIqUE FOR GLUTEAL 
AUGMENTATION: DETERMINATION AND 
qUANTIFICATION OF MUSCLE ATROPHY AND IMPLANT 
POSITION BY COMPUTED TOMOGRAPHIC SCAN.

Gluteal augmentation surgery is in constant evolution and 
improvement, obtaining better final results and less complication 
rates.  In Spain it is not a very frequent procedure, but worldwide 
it is estimated that more than 35,000 patients have undergone 
augmentation gluteoplasty using implants. 

In this article the authors try to determine and quantify the 
presence of muscle atrophy, and to evaluate implant positioning 
using the intramuscular technique.

They made a prospective study with 23 female patients that 
underwent intramuscular gluteal augmentation using gluteal 
implants of a round or oval base. Computed tomographic scanning 
and three-dimensional volumetric reconstruction were used to 
investigate muscle atrophy and implant position, with comparison 
of the results between the preoperative scan and scans obtained 3, 
6, and 12 months after surgery.

The study concluded that the presence of a gluteal implant caused 
muscle atrophy. However, it did not lead to clinical or physical 
limitations. It is not important whether the implants are positioned 
vertically or obliquely, provided that they are symmetric.

The technique proved to be safe in maintaining the intramuscular 
position of the implant, with good satisfaction for the patients.

Plastic & Reconstructive Surgery. February 2013, 
131(2):253e-259e. Fernando Serra et al.

10. PLASTIC SURGERY AND SMOKING: A PROSPECTIVE 
ANALYSIS OF INCIDENCE, COMPLIANCE, AND 
COMPLICATIONS.

Even though smocking is less popular than a few years ago, 
tobacco use remains a persistent risk factor in elective plastic 
surgery. Although nicotine is thought to increase complications, 
which procedures are affected and the reliability of patient-
provided histories remain poorly defined. The authors try to 
examine nicotine use and its impact on outcomes.

After a very exhaustive large cohort study, the conclusions after 
examining the prevalence and impact of nicotine in the general 
plastic surgery population were that substantial rates of deception 
regarding smoking status were found. Also the authors concluded 
that active smoking was strongly correlated with complications. 
Their recommendations after this study are that a methodological 
approach to the detection and management of patients using 
tobacco products can help to optimize outcomes.

Plastic & Reconstructive Surgery. February 2013, 131(2):385-
391. Devin Coon et al.
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