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Brain Plasticity after Unilateral Reconstruction
in Mobius Syndrome
Sir:
M obius syndrome was first described as a congen-
ital, nonprogressive, bilateral, facial and abdu-

cens nerve palsy.! Along with these two, other cranial
nerves might be affected, such as the third, fifth, ninth,
tenth, eleventh, and twelfth cranial nerves. From the
reconstructive point of view, treatment of this syn-
drome aims fundamentally at restoring the absent fa-
cial muscular function that leads to speech problems,
lower lip incompetence, and lack of expression. Now-
adays, free gracilis muscle innervated by the masseteric
nerve is widely accepted as one of the best options for
treating bilateral facial palsy.??

In October of 2009, a 4-year-old girl with Mobius
syndrome in whom the hypoglossal nerve was affected
came to our center. The child presented with incom-
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plete bilateral eyelid occlusion, left tongue lateralization,
competent masseter muscles, and total absence of com-
missural excursion on either side. A free gracilis muscle
transplant neurotized to the masseteric nerve of the left
hemiface was performed. Physical therapy began on post-
operative day 28. In May of 2010, notorious excursion of
the right commissure was observed. Videos and photo-
graphs before the first-stage procedure confirmed com-
plete paralysis of the right lower face, thus showing spon-
taneous restoration of movement of the nonoperated side
(Fig. 1). The second operation was cancelled and inten-
sive physical therapy was recommended.

According to the principles of neuroplasticity, en-
hanced stimulation of a body part enlarges its cortical
representation zones and may change its topographic
order, whereas lack or complete loss of afferent input
leads to an invasion of representational zones located
adjacent to the area deprived of its input.* Nevertheless,
not every stimulus induces significant changes in the cor-
tex. Use-dependent cortical reorganization requires a
high motivational drive because it emerges in response to
practice of behavior-relevant tasks. Furthermore, it is dur-
ing development when the brain has the greatest capacity
to reorganize in response to experience.’

Mobius syndrome children present limited facial ex-
pression and often fail in social interaction. Acquiring the
ability to smile and express themselves represents a great
motivation for them. Considering the high motivational
drive and the fact that most Mobius children present for
treatment at early ages, they might be ideal candidates for
developing plasticity of the facial motor cortex. Our ob-
servations reported here are, as far as we know, unique in
the literature. What is most striking is the fact that, having
complete paralysis, she achieved right commissural mo-
tion after left gracilis transplantation and physical ther-
apy. Although we do not have the full explanation, we
hypothesize that the child developed strong cortical re-
organization. Before left hemiface surgery, our patient
was unable to smile, not only because of her neurologic
impairment but, more simply than that, because she did
not know how. After left reconstruction, she discovered
what it was to smile and how it should be done, and thus
understood what she had to practice. Intensive physical
therapy and a high motivational drive toward achieving
facial expression following surgery on her left side surely
contributed to developing changes in her facial motor
cortex, enabling her to move her right lower face.
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Fig.1. (Above, left) Preoperative situation with the patientin repose; (above, right) post-
operative situation with the patient in repose; (below, left) preoperative situation with
the patient smiling; (below, right) postoperative situation with the patient smiling.
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Reconstruction of Cerebrospinal Fluid Leakage
on the Occipital Region of the Head with the
Pedicled Pectoralis Major Myocutaneous Flap
Sir:
CCrebrospinal fluid leakage is sometimes long-last-
ing and resistant to operative therapy. We report a

case of a pedicled pectoralis major myocutaneous flap
to prevent recurrence of cerebrospinal fluid leakage
(Fig. 1). A 57-year-old man underwent a clipping pro-
cedure for a cerebral aneurysm, which was performed
with craniotrypesis of the occipital region of the head.
After the clipping procedure, cerebrospinal fluid leak-
age persisted. Lumbar peritoneum shunting was per-
formed twice, but the leakage continued, and the bone
flap and sutured dura mater on the occipital region
became bacterially infected.

Sixty-one days after the clipping procedure, neuro-
surgeons removed the infected bone flap, augmented

W
‘I

oo/
/ Inkision /

<>

Incision

the leakage point on the dura matter with a silicone mem-
brane, and placed bone cement on the dura mater to
close a 3 X 5-cm bone defect (Fig. 1, above, right). To cover
the bone cement, we fashioned a pedicled pectoralis ma-
jor myocutaneous flap with thoracoacromial vessels on
the left anterior thoracic region. An incision was made
above the left clavicle, in the left anterior thoracic region,
and on the left neck. The flap was raised and passed under
the clavicle and subcutaneously to reach the occipital
region of the head, after which the flap epidermis was
removed (Fig. 1, lgft). The flap was placed on the occipital
region with the dermal aspect facing the top (Fig. 1, below,
right). The skin was sutured.

At a 5%-year follow-up examination, the patient suf-
fered from no postoperative complications, including re-
currence of the cerebrospinal fluid leakage, and there was
no functional loss in daily life arising from partial loss of
the left pectoralis major muscle. Scarring on the left an-
terior thoracic region had healed well (Fig. 2).

When cerebrospinal fluid leakage occurs postoper-
atively and the leak recurs or persists after 10 to 13 days
of conservative management, a repair operation is in-
dicated. Conventional operative techniques are (1) cra-
niotomy, (2) extracranial extradural suture, and (3)
cerebrospinal fluid shunting procedures.! In the pres-

Fig.1. Schematicview of a pedicled pectoralis major myocutaneousflap (left). Theflip side of the pectoralis major
muscleisshown, after passing subcutaneously and under the clavicle. The duraand bone defect were augmented
with silicone membrane and bone cement (above, right). The bone cement was covered with the myocutaneous
flap (below, right).
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Fig. 2. The patientis shown 5%: years after the operation.

Table 1. Advantages and Disadvantages of the
Pedicled Pectoralis Major Myocutaneous Flap to
Cover the Occipital Area of the Head

Advantages

No requirement for microsurgery

Stable blood supply

Easy flap elevation and short operative time

Shorter scar compared with other local flaps such as the
pedicled trapezius muscle flap and the latissimus dorsi
muscle flap

Thick cutaneous muscle flap to be able to cover artificial
materials to resist infection

Spared muscular strength for activities of daily living by
leaving part of the pectoralis major muscle

Close pivot point to the occipital area

No need for a change of position during the procedure,
as both flap elevation and coverage on the occipital
area can be performed in a semilateral position with
the head rotating slightly downward

Disadvantages

Risk of damaging the great auricular nerve when
creating a subcutaneous tunnel under cervical skin,
which in turn causes numbness on the lower portion
of the auricle

Risk of damaging the accessory nerve, which causes
trapezius muscle palsy when creating a subcutaneous
tunnel

The bulkiness of the flap for the initial period after the
surgery

Being unable to reach beyond the occipital area

ent case, the cerebrospinal leakage persisted for 2
months, with lumbar peritoneum shunting twice.

We considered it crucial to cover the artificial object
with tissue that had good blood circulation to avoid the
risk of infection. Various flaps have been used on the
occipital area of the head, with the pedicled trapezius
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muscle commonly used, because it can cover a wide
area without the need for microsurgery.? Several free
flaps have been used to reconstruct head regions with
cerebrospinal fluid leakages.®

The advantages of using pedicled flaps include no re-
quirement for microsurgery and a stable blood supply.
Furthermore, the operative time is shorter.* There is some
risk of damaging the great auricular nerve and the accessory
nerve when creating the subcutaneous tunnel. The advan-
tages and disadvantages of the pedicled pectoralis major
myocutaneous flap are summarized in Table 1.

To the best of our knowledge, this is the first report
of a technique that uses the pedicled pectoralis major
myocutaneous flap to repair cerebrospinal fluid leak-
age in the occipital region of the head. We consider this
flap to be useful for such reconstruction.
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Sequential Second Free Flap for Head and Neck

Reconstruction in a Patient with Fanconi Anemia

and Metachronous Squamous Cell Carcinoma

Sir:

F anconi anemia is a rare genetic disease character-
ized by chromosomal instability, bone marrow fail-

ure, congenital malformations, and increased suscep-
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tibility to both solid and leukemic malignancies. The
incidence of solid malignancies approaches 28 percent
by 40 years of age, with a high proportion of these being
head and neck tumors.! In a series of 754 patients with
Fanconi anemia, Kutler et al. reported that 3 percent
developed head and neck squamous cell carcinoma,
with a 50 percent relapse rate by the age of 40.2 Al-
though Fanconi anemia patients may develop multi-
ple tumors over a lifetime, repeated operations/
reconstructions are rarely seen because of their
shortened life expectancies. Furthermore, surgeons
may be hesitant to treat patients with Fanconi anemia
because of an increased risk of complications, par-
ticularly if treatment involves extensive resection or
possible free tissue transfer. We have previously de-
scribed a successful mandibular reconstruction with
a free fibula free flap in a patient with Fanconi ane-
mia and squamous cell carcinoma of the mandible.?
Unfortunately, the patient developed squamous cell
carcinoma of the pharynx 18 months later. We now
report subsequent pharyngeal reconstruction with a
metachronous free flap.

Initially, a 43-year-old woman with Fanconi anemia
was referred to our institution with an erosive floor-of-
mouth mass ultimately diagnosed as squamous cell car-
cinoma. She underwent hemimandibulectomy and
bilateral neck dissection followed by immediate recon-
struction with a right fibular osteomyocutaneous flap.
The patient recovered from surgery without complica-
tions and underwent adjuvant radiation therapy. Her
postoperative result was satisfactory. Eighteen months
later, she was found to have squamous cell carcinoma
of the hypopharynx. She then underwent total laryn-
gopharyngectomy and construction of a neopharynx
using a tubed anterolateral thigh flap. The soft tissues
of the right neck were resurfaced with a separate skin
paddle based off of a second perforator; the left lateral
neck received a split-thickness skin graft. The patient re-
covered without any hematologic complications but did
suffer partial skin graft loss and a small pharyngocutane-
ous fistula. A modified barium swallow performed 6 weeks
postoperatively demonstrated a small leak that resolved 1
month later, resulting in satisfactory cosmetic and
functional outcomes. As recommended by our he-
matologists, during both hospitalizations, the pa-
tient’s perioperative hemoglobin level and platelet
count were maintained above 7 g/dl and 50,000
cells/ml, respectively, by means of hematopoiesis-
stimulating agents and blood product transfusions. A
total of 42 units of single-donor platelets and 13 units of
packed red blood cells were administered while the patient
was hospitalized after the second free flap.

In conclusion, patients with Fanconi anemia are at
increased risk for perioperative hematologic compli-
cations. There are two published reports that describe
successful free tissue transfer in Fanconi anemia
patients.** To our knowledge, this is the first reported
case of a patient with Fanconi anemia to undergo a
second sequential free flap operation for metachro-
nous head and neck cancer reconstruction. As this case

demonstrates, such large-scale reconstructions can be
successfully undertaken with careful perioperative
management of patients with this disease.

DOI: 10.1097/PRS.0b013e3182173fc1

Karly A. Kaplan, M.D.
Alyssa J. Reiffel, M.D.
David I. Kutler, M.D.
Christine H. Rohde, M.D.
Jason A. Spector, M.D.

Correspondence to Dr. Spector
Division of Plastic Surgery

Weill Cornell Medical College
525 East 68th Street, Payson 709-A
New York, N.Y. 10065
jas2037@med.cornell.edu

REFERENCES

1. Kutler DI, Singh B, Satagopan ], et al. A 20-year perspective on
the International Fanconi Anemia Registry (IFAR). Blood
2003;101:1249-1256.

2. Kutler DI, Auerbach AD, Satagopan J, et al. High incidence of
head and neck squamous cell carcinoma in patients with
Fanconi anemia. Arch Otolaryngol Head Neck Surg. 2003;129:
106-112.

3. Chao JW, Cohen BD, Rohde CH, Kutler DI, Spector JA. Free
fibular flap reconstruction of the mandible in a patient with
Fanconi anemia. Plast Reconstr Surg. 2010;125:61e—63e.

4. Alkaabi M, Regan PJ, Kelly J, Mc Cann PJ, Ismael TS. Double
paddle free fibular flap for reconstruction of the composite
facial tumour in patient with Fanconi’s anaemia. ] Plast Re-
constr Aesthet Surg. 2009;62:e471-e473.

The Superficial Nasalis Aponeurotic System

(SNAS) Flap for Nasal Tip Reconstruction

Sir:

N asal tip reconstruction continues to pose great
challenges to the reconstructive surgeon. A match-

ing substitute for the thick, sebaceous skin of the nasal

tip is not easy to find. Recent publications on a variety

of flaps for nasal tip reconstruction reflect and empha-

size this problem.!-

In this article, we present a novel axial flap from the
nasal dorsum, pedicled on the superior alar branches
of the nasal artery vessels contained in the superficial
nasalis aponeurotic system (SNAS). These branches
accompany the transverse nasalis muscle, perforate it,
and run in the superficial nasalis aponeurotic system
horizontally from the lateral side of the nose toward the
nasal dorsum.* The transverse nasalis muscle runs into
an aponeurotic system (superficial nasalis aponeurotic
system), joining the opposite side and the other mimic
muscles of the nose in the median of the nasal dorsum.”

An appropriate superficial nasalis aponeurotic sys-
tem flap is designed after the tumor resection, all under
local anesthesia. For this purpose, the skin of the dor-
sum nasi is incised in the form of a triangle tapering
toward the nasal root (Fig. 1, above, left). On one side,
a bilevel undermining of the lateral side of the nose is
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Fig. 1. Operative procedure of nasal tip reconstruction with the superficial nasalis aponeurotic system flap. Intraoperative
photographs and corresponding schematic illustrations, with the transverse nasalis muscle shown in red and the superficial
nasalis aponeurotic system in green. Note the highlighted superficial nasalis aponeurotic system pedicle (above, right and

below, left).

performed, resulting in a pedicle of nasalis muscle and
superficial nasalis aponeurotic system. The pedicle is
incised horizontally to gain flap mobility (Fig. 1, above,
right). Contralaterally, the lateral side is mobilized be-
neath the superficial nasalis aponeurotic system to en-
sure tension-free donor-site closure. The resulting fas-
ciocutaneous superficial nasalis aponeurotic system
flap is rotated 90 degrees (Fig. 1, below, left) and sutured
in place in the nasal tip defect with subcutaneous and
cutaneous single-knot stitches (Fig. 1, below, right).

In 10 consecutive cases, 9- to 22-mm nasal tip defects
arising from excision of basal cell carcinoma were cov-
ered with superficial nasalis aponeurotic system flaps.
In all cases, a RO resection was achieved. All patients
could be discharged with a vital flap. In nine cases, the
postoperative course was completely uneventful and
excellent nasal tip reconstruction could be achieved
(Fig. 2). In only one patient was a partial flap loss
observed after a fall on the nose resulting from vasova-
gal syncope shortly after hospital discharge. Nonethe-
less, the wound healed without any further interven-
tion, resulting in a satisfactory outcome.

20e

The flap presented here features a number of ad-
vantages. Itis a pedicled flap with an axial blood supply
in a thin, subcutaneous layer, the superficial nasalis
aponeurotic system. Therefore, sufficient mobility of
the flap can be achieved and the problem of dog-ear
formation, often seen in skin-pedicled local flaps, is
avoided. Because the flap was rotated, there were no
distortions of the nasal tip and no asymmetries noted
in the follow-up controls. The preparation is simple and
completed as a single-stage procedure. The nasal dor-
sum with its thick, sebaceous skin is an ideal donor site
for nasal tip substitution. Furthermore, it can be de-
signed large enough to cover the whole nasal tip. Fi-
nally, the donor-site scar is short and inconspicuous
and therefore preferable especially to bilobed flaps
from the nasal dorsum. The superficial nasalis aponeu-
rotic system (SNAS) flap is a safe method for nasal tip
reconstruction, with an excellent aesthetic outcome,
inconspicuous donor site, and no contour deformities
of the nose.

DOI: 10.1097/PRS.0b013e3182174478
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Fig. 2. Preoperative (left) and 3-month postoperative (right) views of a 76-year-old patient with a
basal cell carcinoma on the left part of the nasal tip, and after nasal tip reconstruction with a superficial

nasalis aponeurotic system flap.
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A Biocompatible Silicone Framework for
External Ear Reconstruction Using a
Phosphorylcholine Coating
Sir:
he application of a novel biocompatible framework
for ear reconstruction is described in a patient who
was not enthusiastic about autologous reconstruction
using costal cartilage or the use of a temporal parietal
flap required when using a Medpor prosthesis.

Preformed Silastic frameworks in ear reconstruction
were first used by Cronin and Ascough in the 1970s,' but
they were prone to problems, most notably that of extru-
sion. The nonvascular nature of synthetic materials impedes
healing and induces deposition of scar tissue around the
implant, which may distort the framework shape.

The silicone ear prosthesis was coated in a synthetic
polymer (Fig. 1) incorporating phosphorylcholine (Ver-
tellus Specialties Ltd., Middlesbrough, United Kingdom),
which has a chemical nature similar to that of cell mem-
brane lipids, and has been used to coat a number of
implanted medical devices. Studies show that phospho-
rylcholine polymers significantly reduce protein deposi-
tion, cellular adhesion, and biofilm formation, and
greatly reduce capsule thickness around implants.?* This
case is the first documented application of a phosphoryl-
choline-coated silicone framework prosthesis in humans.

Under local anesthesia, a subcutaneous pocket was dis-
sected to accommodate the framework. The patient was
pleased with the result, but the projection was not enough
to quite balance the leftside. After 4 years, the implant was
exchanged with a slightly larger one. The first framework
was easy to remove and was not distorted or covered with
ascar capsule, as is normally encountered around silicone
prostheses. Analysis of the explant with rhodamine dye

Fig. 1. Phosphorylcholine-coated silicone ear prosthesis.
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showed that the phosphorylcholine coating was still evi-
dent on the framework.

This second framework has now been implanted for
1 year, has maintained good shape, and remains cov-
ered in soft healthy skin (Fig. 2). The patient routinely
sleeps on his reconstructed ear, and it withstands the
knocks of everyday life well.

The prosthesis underlies native temporomastoid
skin such that there is no color mismatch with sur-
rounding tissues. The flexible nature of the ear also
feels more natural than that of a rigid costal cartilage
construct. Its shape can be precisely determined pre-
operatively with the patient’s input. A mold can be
taken from the contralateral ear, if available, to help
design the prosthetic framework, and removes the un-
certainties of a single intraoperative attempt of carving
costal cartilage. The phosphorylcholine coat should
reduce encapsulation and thus the risk of distortion to
the ear, but also allows for ease in exchanging the
implant if the shape or size is unsatisfactory.

In summary, our 5-year experience of this relatively
simple method of ear reconstruction is very encouraging
and is worthy of consideration for a larger, longer term
trial. It avoids the more invasive approach of other forms
of ear reconstruction and appears suitable for those un-
willing or unable to undergo more complex surgery un-
der general anesthesia. In this case, progressively larger
prostheses were inserted as a means of tissue expansion,
such that the patient was never without an ear. The use
of a phosphorylcholine coat to reduce biofilm formation
and scar tissue encapsulation has promising applications
in othersilicone-based products in reconstructive surgery.
DOI: 10.1097/PRS.0b013e318217444¢

Fig. 2. Oblique view of the ear 1 year after insertion of a
second prosthesis.
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Preoperative Modeling of Costal Cartilage for
the Auricular Reconstruction of Microtia
Sir:
here are various obstacles to be overcome in total
auricular reconstruction, such as the decision re-
garding ear position, creation of the skin envelope,
handling of remnants, fabrication of a three-dimen-
sional framework, perspective view for multistage op-

erations, and others. The construction of a maximum
relief framework is the most difficult of these problems.
Preoperative rehearsal performed with an accurate cos-
tal cartilage model would therefore be advantageous
for surgeons. In this study, we established a system for
three-dimensional modeling of costal cartilage from
preoperative computed tomographic data with reverse-
engineering techniques.!

Costal cartilage modeling was performed for two
cases. Using 64-slice multidetector-row computed to-
mographic scanning, axial slices at 1.0-mm intervals
were used for modeling. Segmentation and volume
rendering was performed with MIMICS 13.1 (Materi-
alise Interactive Medical Image Control System; Mate-
rialise, Leuven, Belgium). Because the computed to-
mographic value of costal cartilage is close to that of the
surrounding tissues, automatic segmentation such as
skin and bone?® is not possible. Therefore, in axial
slices, segmentation was performed manually. These
data were converted to stereolithographic data.

Which costal cartilage should be output was decided
based on the three-dimensional data. In case 1, fifth,
sixth, seventh, and eighth cartilages on the right side
were output; and in case 2, sixth, seventh, eighth, and
ninth cartilages on the right side were output with
Kezlex (Ono & Co., Ltd., Tokyo, Japan).* Right sixth,
seventh, and eighth cartilage was harvested in both
cases. The patients in case 1 and 2 were 9 and 14 years
ofage, respectively. The models were made from acrylic
polyurethane, which allowed handling like real costal
cartilage. Preoperative framework construction was
performed with these models (Fig. 1).

The precision of modeling is the most important
point for our purpose. Therefore, verification of accu-
racy was performed during surgery. The length, thick-

Fig. 1. Preoperative framework construction was performed with sixth, seventh, and eighth car-

tilages in patient 1.
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Fig.2. Verification of the model in patient 1 was performed dur-
ing surgery.

ness, and shape of the established models were per-
fectly consistent with the actual cartilage (Fig. 2).

Our model can be bent, cut, and sculpted like real
costal cartilage. Therefore, simulation of framework
fabrication, which is close to the real situation, is pos-
sible. The accuracy of modeling is the most important
point in this type of simulation. In particular, for pre-
operative planning, the shape of the connection be-
tween cartilage and the length of the eighth or ninth
costal cartilage are very important.® Therefore, during
the operation, we compared our model with harvested
costal cartilage, and confirmed that our models were
very precise.

In addition to preoperative framework construc-
tion, this model would be useful for various purposes,
depending on the surgeon’s level of expertise. To
minimize the amount of sacrificed cartilage, this
model can be used to determine where cartilage can
be preserved preoperatively. New types of framework
can also be tested before actual application to pa-
tients. This model will also be useful for educational
purposes and to allow residents to practice the pro-
cedures. In addition to microtia, the techniques used
for digital modeling of costal cartilage can also be
applied to other simulations, such as that of the

pectus excavatum.
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Use of Botulinum Toxin (Botox) in the
Management of Masseter Muscle Hypertrophy:
A Simplified Technique
Sir:
he purpose of this study was to investigate the
changes in the masseter muscle after injection of
botulinum toxin type A (Botox; Allergan, Inc., Irvine,
Calif.) clinically, and to formulate a simple technique
for administration of the drug to achieve optimal
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results. A total of five patients with unilateral or
bilateral masseter muscle hypertrophy were treated
at the Department of Oral and Maxillofacial Surgery
at Nair Hospital Dental College, Mumbai, India. The
outcome was noted clinically (standardized photog-
raphy) and ultrasonographically. Excellent results
were obtained, with satisfactory regression of the hy-
pertrophied muscle with intramuscular injection of
botulinum toxin. Recurrence was noted in one case
for which reinjection was given. No side effects were
noted. Given below is a simplified technique that has
shown promising results.

The drug used for injection was Botox, which is
available as a freeze-dried powder ready for recon-
stitution with sterile 0.9% normal saline. Each vial

Fig. 1. The site of injection with botulinum toxin in masseter
muscle hypertrophy.

contains 100 units of toxin. The toxin was reconsti-
tuted with 2.0 ml of saline to obtain a concentration
of 50 U/ml. With the use of a tuberculin syringe (1-ml
syringe with a 27-gauge, 0.5-inch needle), 40 units of
botulinum toxin was injected at three different sites
of the affected muscle in divided doses. The first
injection was given into the site of maximal swelling
seen on clenching. The other two points form a
triangle, with the apex at point A. The other two
points, B and C, signify the areas of hypertrophy but
are less prominent as compared with point A (Fig. 1).
It is very important to deposit the toxin within the
muscle; superficial injections are to be avoided. This
is done very easily by going bone deep and retrieving
the needle, aspirating, and then injecting. After in-
jections, the patients are advised to massage the mus-
cles regularly for the subsequent 48 hours so that the
toxin can spread evenly throughout the muscle mass.

Excellent results were seen after the follow-up period
of 6 months, which were noted clinically (Fig. 2) and
ultrasonographically (Table 1).

Unfortunately, Botox has a very short shelf life.
Once the toxin is reconstituted, it has to be used
within 4 hours.! Regardless of the above-mentioned
issue, it is always advisable to use the toxin freshly
prepared. The toxin, without reconstitution, can be
stored at a temperature of 4°C for a period of 1 year.
Contraindications for use of botulinum toxin are
hypersensitivity to the drug, localized infection or
inflammation, diseases of the neuromuscular system,
and coagulopathy.?

Thus, it can be safely concluded that botulinum
toxin has a definite role in the management of masseter
muscle hypertrophy that can be performed on an out-

Fig. 2. Pretreatment (left) and posttreatment (right) photographs of the patient. Note the

excellent results at the end of 6 months.
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Table 1. Thickness of the Masseter Muscle (mm): Results Obtained on Ultrasound Study at the End of the

Follow-Up Period

1 Wk 4 Wk 3 Mo 6 Mo

Preoperatively Postoperatively Postoperatively Postoperatively Postoperatively
Patient Left Right Left Right Left Right Left Right Left Right
1 18.6 17.7 18.5 17.6 16.6 16.8 14.5 14.3 13.3 12.9
2 13.2 19.2 13.2 19.2 13.2 17.4 13.2 15.8 13.2 12.4
3 13.5 17.3 13.5 17.4 13.5 15.7 13.5 14.7 13.5 12.9
4 18.2 18.4 17.5 15.1 15.4 14.5 12.3 11.5 11.3 11.4
5 17.4 18.4 16.3 16.6 15.2 14.9 14.7 14.5 12.8 12.5

patient basis, thus avoiding the morbidity associated
with surgical correction of this deformity.
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Comparing Clinical Efficacy of Botox and
Dysport in a Small Group of Patients
Sir:

otulinum toxin type A (Botox; Allergan, Inc., Irvine,

Calif.) injection is the most commonly performed
aesthetic procedure in the United States, with over 5
million anatomical sites injected in 2008 alone.! The word
Botox has become one of the most recognized brands in
the world. As of April of 2009, a rival to Botox Cosmetic
has been available in the United States: Dysport (Medicis
Aesthetics, Scottsdale, Ariz.), the second formulation of
botulinum toxin type A to gain U.S. Food and Drug Ad-
ministration approval.

Although Botox and Dysport are formulations of
the same protein, they differ in many aspects
(Table 1).2? It is worth noting that dosing of the two
brands is not similar. For cosmetic uses in the upper
face, studies have established a ratio of 2.5:1 of Dys-
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port to Botox with comparable results.*® Several stud-

ies have compared the pharmacologic properties of
the two drugs,®’ in addition to their efficacy in treat-
ing various medical conditions.®!! However, no study
has compared the two drugs simultaneously in the
same patient until now.

The study followed the Declaration of Helsinki
guidelines for research involving human individuals.
The nature of the study was explained and all patients
gave written consent to participate. We treated gla-
bellar lines and wrinkles of five female patients (aged
39 to 47 years, with Fitzpatrick skin type I) by ad-
ministering Botox on the right side of the face and
Dysport on the left. Standardized injection sites were
used as outlined in the American Society of Plastic
Surgeons “Consensus Recommendations on the Use
of Botulinum Toxin Type A in Facial Aesthetics.”?
Dilution of product was performed by standard pro-
tocol using preservative-free 0.9% sodium chloride
(Hospiram Inc., Lake Forest, Ill.) to achieve a re-
constitution with the previously discussed 1:2.5 ratio.
An equal volume of 0.05 ml was injected at each site;
Botox sites received 2 units each and Dysport sites
received 5 units each. Six injection sites were used
across the brow region on each side, with the right
side delineated for Botox and the left side for Dysport
(Fig. 1). Patients were photographed before injec-
tion and then at postinjection weeks 2, 4, 8, and 12
in three different poses: at rest, with raised eyebrows,
and with brows furrowed together in a medial/in-
ward direction.

All five patients had similar times of onset, intensity
of action, and duration of action on both sides, as
assessed by the patient, their spouse, and the senior
author. All patients lost some of the potency of the
effect of the neurotoxin by approximately 12 weeks
after injection. However, even this far out, forehead
motion was still affected and had not yet returned to
baseline. None of the study patients had any adverse
reactions, with two stating that their occasional mi-
graine headaches seemed to be less severe.

This illustrates that the differences in the two main
players in the cosmetic-wrinkle relaxing agents of
botulinum toxin are minimal and undetectable even
to patients. Although this is a small cohort of pa-
tients, the unanimity of the results leads us to believe
that our conclusions are correct. Although different drugs
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Table 1. Data for Botox and Dysport from Their Respective Package Inserts

Botox* Dysportt

Manufacturer Allergan, Inc., Irvine, Calif. Medicis Aesthetics, Scottsdale, Ariz.
Form Vacuum-dried Lyophilized
Vial contents 100 units type A toxin, 0.5 mg albumin, 300 units type A toxin, 125 pg

0.9 mg NaCl albumin, 2.5 mg lactose
Cost $525 $4g75
Complex size 900 kDa 500-900 kDa
Neurotoxin protein/100 units 5 ng 2.5 ng
Storage Refrigerated, 36 mo Refrigerated, 24 mo
Reconstitution 2.5 ml of 0.9% NaCl (preservative-free) 1.5 or 2.5 ml of 0.9% NaCl

Viability after reconstitution Refrigerated, 24 hr

(preservative-free)
Refrigerated, 4 hr

NaCl, sodium chloride.

*Botox Cosmetic (onabotulinum toxin A) (package insert). Irvine, Calif: Allergan; 2010.
TDysport (abobotulinum toxin A) (package insert). Scottsdale, Ariz: Medicis Aesthetics; 2009.
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Fig. 1. Theright side received Botox (blue dots) and the left side
received Dysport (red dots). An equal volume of 0.05 ml was
administered to six corresponding areas on opposite sides of
the face. Botox sites consisted of 2 units each; Dysport sites
consisted of 5 units each.

may cause variations in action among a large group of
patients, a given individual will not be able to tell the
difference between these two cosmetic neurotoxins.
Thus, practitioners should decide which form of botuli-
num toxin type A to use based on their personal experi-
ence, patient preference, and cost.
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Spectrum of Imaging Findings in the Silicone-
Injected Breast
Sir:
ilicone injection for breast augmentation was com-
monly performed in the 1960s. This procedure was
subsequently abandoned and replaced by silicone breast
prostheses. Non—medical grade silicone breast injection
for augmentation is still being performed in the United
States, Asia, and South America. Familiarity with the as-
sociated imaging findings is important for mammo-
graphic interpretation and surgical management.

The presence of injected silicone may first be discov-
ered on mammography. High-density silicone granulo-
mas are the hallmark of silicone-injected breasts (Fig. 1).

Technically, mammography may be difficult to per-
form in patients who have undergone silicone injection
for augmentation. Compression of the breasts is limited
because the silicone-injected breast increases in thick-
ness. Penetration of the silicone-injected breast re-
quires increased radiation exposure.

Several mammographic patterns can be seen on mam-
mography, including macronodular, micronodular, and
mixed patterns.! Silicone granulomas with calcified rims
may develop. Another mammographic appearance is a
single conglomerate dense mass. Occasionally, an im-
plant will be placed in the silicone-injected breast that
further obscures breast tissue. Differentiation of injected
silicone from extracapsular rupture of a silicone implant
may be challenging. Extracapsular silicone from breast
implant rupture usually presents mammographically as
larger, rounder globules of silicone that are less numer-
ous compared with injected silicone.

Avariety of postsurgical changes related to treatment
by subcutaneous mastectomy or reduction mamma-
plasty may be evident on mammography. After subcu-
taneous mastectomy, residual silicone may still be evi-
dent (Fig. 2). In all cases, a significant amount of breast
tissue is obscured by the silicone, and it is virtually
impossible to detect malignancy on mammography.

Fig. 1. Bilateral craniocaudal views of a 57-year-old woman fol-
lowing free silicone injection demonstrate multiple silicone
granulomas in a mixed pattern.

28e

Plastic and Reconstructive Surgery e July 2011

Fig.2. Craniocaudal (left) and mediolateral oblique (right) views
of a 71-year-old woman following right subcutaneous mastec-
tomy for treatment of pain related to silicone granulomas dem-
onstrate high-density material within the anterior portion of the
breast and thickening and retraction of the skin related to sub-
cutaneous mastectomy.

Mammography detects silicone lymphadenitis as en-
larged, very dense nodes indistinguishable from lymph
node involvement with breast cancer metastasis or
other metastatic tumors. Silicone migration into the
abdomen may be apparent on mammography.

The sonographic appearance of free silicone in
the breast was described by Harris et al. as a “snow-
storm” appearance that obscures the posterior breast
tissue.? Chest computed tomography images the
breasts and may identify injected breast silicone
(Fig. 3). Multiple, round, dense nodules are evident
in the silicone-injected breast on computed tomo-
graphic scanning.

Magnetic resonance imaging findings include mul-
tiple masses of low signal intensity on Tl-weighted
images.® Because of the differential magnetic reso-
nance imaging properties of injected silicone and
breast cancer, magnetic resonance imaging may also
incidentally detect breast cancer obscured on mam-
mography by dense overlying silicone (Fig. 4).*

Management of the silicone-injected breasts is not
standardized. Treatment regimens include bilateral
subcutaneous mastectomy with placement of subpec-
toral implants, unilateral subcutaneous mastectomy, or
simple mastectomy.” Overlap of symptoms and clinical
findings may make diagnosis of breast cancer extraor-
dinarily difficult in the silicone-injected breast.

Medical grade injected silicone for breast augmen-
tation was abandoned in the United States many years
ago. Patients continue to undergo non-medical grade
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Fig.3. Computedtomographicscan ofa63-year-old womanfol-
lowing silicone injection demonstrates multiple calcified nod-
ules in the left breast (small white arrows; above, right).

Fig. 4. T2-weighted magnetic resonance imaging scan of a 64-
year-old woman following silicone injection demonstrates high-
intensity, well-circumscribed white nodules in the posterior
breast (arrow) representing injected silicone. There is also an ill-
defined darker mass in the anterior breast (arrowhead) sugges-
tive of breast cancer.

silicone injection for breast augmentation and may
present to plastic surgeons for treatment. Evaluation
using various imaging modalities enhances surgical
evaluation and management of the silicone-injected
breast. Magnetic resonance imaging may be most help-
ful in excluding underlying breast cancer.
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The SGAP Flap in Breast Reconstruction:
Backup or First Choice?
Sir:
Deep inferior epigastric artery perforator (DIEP)/
transverse rectus abdominis musculocutaneous
flaps are typically first-choice procedures for autolo-
gous breast reconstruction. The superior gluteal artery
perforator (SGAP) flap! carries substantial fat even in
slim women, yet is generally only selected when DIEP/
transverse rectus abdominis musculocutaneous flaps
are impractical.

Few studies have evaluated SGAP outcomes objec-
tively.?? This study investigates whether the SGAP flap
should be considered a primary rather than second-
ary option.

We reviewed consecutive unilateral reconstructions
using DIEP and SGAP flaps performed by one surgeon.
Data included age, sex, history of previous abdominal
surgery, hospital stay, duration of surgery, blood loss,
blood transfusion, type of anastomosis, timing of re-
construction, and follow-up.

Outcome measures were flap survival and compli-
cations. Complications included hematoma, vascular
problems requiring take-back, drain exchange, de-
layed closure, complete or partial flap loss, cellulitis,
congestive heart failure, fat necrosis, and cardiopul-
monary arrest.

Descriptive statistics were calculated for all variables.
Numerical variables were compared using the nonpara-
metric Wilcoxon rank sum test and are reported as
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medians with interquartile ranges. Categorical or nom-
inal variables were compared using the chi-square test
or Fisher’s exact test, as appropriate.

Aline connecting the coccyx to the anterior superior
iliac spine formed the axis of the ellipse that defines the
SGAP flap and produces a concealed scar. Skin islands
measured 10 to 14 cm X 25 to 30 cm. The SGAP flaps
were raised on one to two perforators, whereas the
DIEP flaps had two to five perforators.

Recipient vessels were the internal mammary ar-
tery and vein. Over 5 years, 16 SGAP and 24 DIEP
flaps were performed. A comparative analysis was
conducted (Table 1). The two groups were similar
regarding age, length of stay, blood loss, complica-

Table 1. Comparison of SGAP and DIEP Flap Patients

Variable SGAP  DIEP p
No. of patients 16 24

Median age, years 54 49 0.4
Median LOS, days 5 5 0.5
Previous flap 5 0 0.007
Previous abdominoplasty 3 0 0.06
OR time, hr 9 79  0.007
Median EBL, cc 300 252.5 0.2
Immediate reconstruction 7 12 0.8
Complication rate 3 2 0.4
Transfusion 5 4 0.4
Median no. of units transfused 1 1 1
Need for take-back to OR 1 1 1
Flap survival, % 100 100 1
Median follow-up, days 311 360.5 0.3

LOS, length of stay; OR, operating room; EBL, estimated blood loss.

surgery on her right.
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tion rate, and rate of transfusion. The SGAP flap
averaged 1 hour longer, 9 hours versus 7.9 hours (p =
0.007). The take-back rate was similar, and all sur-
vived. Figures 1 and 2 demonstrate a patient who
underwent DIEP flap surgery on her left side and
subsequent SGAP flap surgery on her right.

The SGAP flap may have greater technical demands
than the DIEP flap as reflected by longer operating
times. However, some of the time represents intraop-
erative repositioning.

Baumeister et al. examined 81 SGAP flaps and found
a 93 percent survival rate. They too concluded that the
SGAP flap should be considered as a first option, but
a direct comparison with other free tissue transfers was
lacking. Guerra et al. also found a high “success rate”
for the SGAP flap (98 percent survival).?

Subjectively, the SGAP flap patients had less discom-
fort and, of course, the risks of abdominal weakening,
bulge, or hernia were eliminated. Furthermore, the
lack of direct “mirror visibility” significantly lowered
the patient’s awareness of a donor scar hidden inside
the panty line.

Ample abdominal tissue favors DIEP flaps. However,
compromises are made simply to use it. For instance,
when tissue is scarce, smaller than optimal reconstruc-
tions are accepted and revisionary breast augmenta-
tions are performed later. Often, to maximize tissue
harvest, more skin is taken, thus preventing a safe ten-
sion-free closure.

We conclude that the SGAP flap should be consid-
ered first for breast reconstruction more often—not

Fig.1. PatientwhounderwentDIEP flap surgery on herleftsideand SGAP flap
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Fig. 2. The same patient as in Figure 1.

simply as an alternate should a DIEP flap fail or be
unfeasible.
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Novel Use of Acellularized Dermis for
Breast Reconstruction
Sir:

58-year-old white woman presented for breast

reconstruction following a planned nipple-spar-
ing mastectomy on the right side for invasive ductal
carcinoma. The patient’s medical history included
resection of a Wilms’ tumor with right nephrectomy
at 8 months of age followed by extensive radiation
therapy that was principally focused to the right side
of the chest and abdominal wall. The patient conse-
quently suffered from scoliosis, intestinal obstruc-
tions, pancreatitis, colon cancer (resulting in over 30
intraabdominal procedures), osteoporosis, chronic
renal failure, and malabsorption. The field of irra-
diation included the lower aspect of the right breast,
where she was now diagnosed with invasive breast
carcinoma. On examination, the patient revealed a
well-healed scar situated in the right flank with evi-
dence of radiation changes seen extending from the
chest wall down to the anterior superior iliac spine.

The use of a transverse rectus abdominis muscu-

locutaneous—latissimus dorsi flap was impossible,
given her previous incisions and her severe scoliosis
secondary to the radiation exposure.! The use of a
tissue expander in an irradiated field raised con-
cerns, given the expected extent of fibrosis in these
cases. In addition, the smallest expander that was
commercially available was too large to be inserted in
the subpectoral space. Given the limited surgical op-
tions, the patient agreed to undergo acellularized
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dermis placement with subsequent fat grafting for
her breast reconstruction.?

For the first step of the reconstruction, two 6 X
4-cm, extrathick pieces of acellular cadaveric dermis
(AlloDerm; LifeCell Corp., Branchburg, N.J.) folded
over twice were sutured together in layers, ultimately
resulting in a cone-shaped pyramid that was inserted
as a spacer underneath the skin flaps (Fig. 1, above).

For the fat grafting part of the procedure 5 months
later, an incision was made in the left gluteal region
and a suitable size piece of fat was harvested from the
dermis and the subcutaneous fat.? We prefer this
method of fat harvesting because it is proven to have
results as predictable as those achieved with lipoas-
pirated fat regarding the viability of fat cells while
being superior in terms of molding capability when
filling large defects (Fig. 1, below).

Fig. 1. Breastreconstruction using acellularized dermis and har-
vested adipose tissue. (Above) Three pieces of acellularized der-
mis were layered and sutured onto the patient’s chest wall to
create a scaffold and establish an intact, soft-tissue thickness,
capillary-rich bed intended to enhance survival and volume of fat
grafting. (Below) Four months later, limited subcutaneous fat was
harvested en bloc fromthe left gluteal region. The fatwas cutinto
stripslessthan 1 cm wide and seeded onto the previously grafted
acellularized cadaver dermis.
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Fig. 2. Postoperative result of breast reconstruction using acel-
lularized dermis and harvested adipose tissue. The novel tech-
nique reproduced an acceptable breast mound intraoperatively
and more than 16 months later.

The right breast was entered through the previ-
ously made incision. The fat was cut into strips less
than 1 cm long and layered in the defect requiring
volume augmentation in the inferior pole. The acel-
lularized cadaver dermis construct was found to be
intact and vascularized. Additional fat grafting was
repeated 4 months later with harvest from the right
gluteal region, leading to a satisfactory final result
(Fig. 2).

This technique displays a novel use of acellularized
cadaveric dermis for breast reconstruction in combi-
nation with fat grafting in patients with limited surgical
options after radiation treatment. The use of acellular
dermis in this context is particularly helpful, as the
extracellular matrix glycosaminoglycan scaffold pro-
vides support and can be vascularized to aid in the
survival of the transplanted fat.>?®
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A Successful Salvage Protocol for
Breast Implants
Sir:
reast augmentation is the most common proce-
dure in cosmetic surgery. For many years, the
presence of infection in the setting of breast pros-
theses has necessitated implant removal and delayed
reinsertion.'”

Although successful salvage of prostheses in the
presence of periprosthetic infections has been re-
ported before, it is not a generally accepted practice.
We review our experience with implant salvage in
patients with periprosthetic infections following cos-
metic breast surgery with implants for a l-year pe-
riod. The protocol included a “sequential cleaning,”
an implant replacement, and prolonged postopera-
tive antibiotics. Six patients, all with silicone cohesive
gel prostheses, underwent implant salvage. Patients
with periprosthetic infections were submitted to this
protocol if they manifested the following criteria:
clinical infection symptoms, no sign of sepsis (clin-
ical and/or laboratorial), and implant exposure less
than 48 hours.

The risks involved in saving the implant were sys-
tematically clarified to the patients, as the procedure
could be successful or not. Wound swabs from the
pocket were sent for culture and sensitivity testing.

The implant was removed. The sequential cleaning
steps were as follows:

1. The cavity of the capsule was scrubbed with
chlorhexidine gluconate 2% scrub, and an ab-
dominal swab wet with chlorhexidine alcohol
0.5% solution was left in the pocket for 5 min-
utes.

2. The cavity of the capsule was scrubbed with ab-
dominal swabs full of half-strength hydrogen per-
oxide, and an abdominal swab wet with half-
strength hydrogen peroxide was left in the
pocket for 5 minutes.

3. The cavity was then irrigated with copious
amounts of normal saline, approximately 2 li-
ters. The cavity of the capsule was scrubbed
with povidone-iodine surgical scrubs, an ab-
dominal swab wet with povidone-iodine was left
in the pocket for 5 minutes, and then a drain
was positioned.

Subsequently, a new implant was placed in the
pocket and the scar was closed in four layers with non-
absorbable sutures. A solution consisting of 1.5 g of
cefuroxime diluted with 18 ml of saline plus 80 mg of
gentamicin (2-ml ampule) plus 40 ml of povidone-
iodine was given through the drain. The drain was kept
closed for 4 hours.

Postoperatively, patients received intravenous anti-
biotics, 1.5 g cefuroxime (three times per day) plus
gentamicin 120 mg (one dose) for 24 hours. Patients
were discharged from the hospital without drains and
with oral ciprofloxacin 500 mg (three times per day) for
up to 10 days. The antibiotics should be adjusted ac-
cording to the antibiogram result. The patients were
followed closely for 8 months.

Five of the patients had periprosthetic infections
following simple primary breast enlargement, and one
was associated with a mastopexy procedure. Of these six
patients, Pseudomonas aeruginosa was isolated in one,
Staphylococcus aureus was isolated in three, and mixed
flora was isolated in two. All patients managed to keep
their implants and, at more than 1-year follow-up, there
were no signs of rejection or capsular contracture in
any of the patients.
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The Role of Postoperative Antibiotics in
Reducing Biofilm-Related Capsular Contracture
in Augmentation Mammaplasty

Sir:

mportant work has been published recently in fur-

ther establishing the cause of capsular contracture
as being secondary to subclinical biofilm formation.!
As this issue of biofilms and contracture has now
been investigated in multiple well-designed studies
from separate institutions, the cause of capsular fi-
brosis has been demonstrated beyond much reason-
able doubt. We must now more vigorously transition
from the question, “what causes this?” to “how can we
prevent this?”

In prior elegant studies by Adams et al., it has been
established that antibiotic irrigation is efficacious in
reducing rates of capsular contracture.? Despite a
significant reduction in contracture by means of in-
traoperative irrigation and meticulous sterile tech-
nique, the literature and anecdotal experience suggest
that contracture remains a common complication
following augmentation mammaplasty. Despite the
most stringent precautions, there is likely some level
of unavoidable exposure to Staphylococcus epidermidis
when introducing the implant into the breast pocket.
In addition, the implant is always at risk of inherent
exposure to the natural flora of the breast, particu-
larly when using a periareolar incision. Thus, relying
strictly on intraoperative precaution is fraught with
limitations. It remains to be determined whether any
further preventative measures can be taken beyond
the aforementioned intraoperative precautions. Un-
like intraoperative antibiotic irrigation, postopera-
tive antibiotic prophylaxis has been met with much
less conclusive laboratory or prospective clinical
data.

At the 2010 meeting of the American Society for
Aesthetic Plastic Surgery, we presented data exam-
ining the efficacy of postoperative prophylactic an-
tibiotics in 249 patients undergoing primary and sec-
ondary cosmetic breast augmentation (Table 1).> We
were unable to demonstrate a reduction in capsular
contracture with postoperative antibiotics. However,
it would be shortsighted to definitively declare that
postoperative antibiotics have no effect regarding
the reduction of capsular contracture. As this was a
retrospective cohort study, we were unable to deter-
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Table 1. Comparison of Complications between
Patients Who Received Postoperative Antibiotics and
Those Who Did Not

Antibiotics No Antibiotics
(%) (%) p*

Total no. of

patients 136 (54.6) 113 (45.4)
Total complication

rate 20 (14.7) 15 (13.3) 0.752
Infection 1(0.7) 1(0.9) 1.00
Capsular contracture 12 (8.8) 8 (7.1) 0.617

*A value of p < 0.05 was considered statistically significant.

mine patient compliance. Furthermore, we effec-
tively examined only one duration of postoperative
prophylaxis (3 days) and only one class of antibiotics
(nearly all patients received cephalosporins). In fact,
in a recent experimental trial, various classes of
antibiotics, such as aminoglycosides and fluoro-
quinolones, were demonstrated to be more effective
against Staphylococcus biofilms.*

Using Tamboto’s experimental model, we suggest
that a study should be conducted examining postop-
erative antibiotics. Assuming that the pharmacokinetics
are at all comparable in a porcine model, confounding
variables that plague the study of postoperative pro-
phylaxis in clinical trials would be all but eliminated.
Perhaps a particular duration of postoperative prophy-
laxis or class of antibiotics will be found to reduce
biofilms.

In contrast, if it can be proven that postoperative
antibiotics of any reasonable class or duration are in-
effective against these often resistant biofilms, the need
for postoperative prophylaxis can be further put to
rest.” Perhaps no reduction will be seen with postop-
erative prophylaxis and our clinical observation will be
upheld.

In summary, our retrospective clinical information
yielded no signs that administration of postoperative
antibiotics for 3 days was effective in reducing capsular
contracture (i.e., biofilms). However, we are recom-
mending further study of postoperative prophylaxis
and biofilms.
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Accessory Breast Tissue in the Axilla:
Classification and Treatment
Sir:
Axillary breast tissue affects between 2 and 6 per-
cent of women.' The variability of presentation
and the possibility of other disease make this prob-
lem clinically challenging, and although it is a well-
known entity, there is no established classification
system to guide its management.? Determining which
surgical technique to use is critical to achieving an
optimal outcome.

In cases where the excess tissue is contiguous with the
normal breast, with similar consistency on palpation,
suction lipectomy will often suffice for recontouring
the axilla, and it is preferable to direct excision. Al-
though this approach does not provide a tissue sample,
it has the advantages of smaller incisions, feathering of
tissue removal for asmoother contour, and the creation
of less dead space. In cases where there is a firm core

of palpable glandular tissue within the mass, a combi-
nation of direct excision and suction lipectomy is nec-
essary. Failure to excise the glandular elements may
result in a residual mass and the necessity for a sec-
ondary procedure.

Direct excision of larger masses results in long
unsightly scars, disruption of numerous lymphatic
channels, and a significant amount of axillary dead
space. This may result in postoperative seroma for-
mation and prolonged lymphatic drainage into the
cavity.

Nine patients were treated for excess axillary
breast tissue over a 6-month period. The average age
at presentation was 42 years, and eight patients pre-
sented with bilateral symptoms. None of the patients
had any chronic medial illness or a history of breast
disease. In total, 17 axillae were treated, including
two type I, four type II, five type III, and six type IV
axillae. Two axillae were treated with liposuction
alone, 10 were treated with direct skin and tissue
excision, and five underwent a combination of suc-
tion lipectomy and skin excision. The mean fol-
low-up was 6 months.

All excised tissue revealed benign breast tissue,
and skin specimens were similarly free of disease.
One patient with type I axillary breast tissue who was
treated with liposuction alone presented postopera-
tively with a remaining core of breast tissue. One
patient treated with direct tissue excision presented
with a postoperative seroma that required serial
drainage followed by percutaneous drain placement
for 2 weeks until drainage resolution. The most prev-
alent source of postoperative dissatisfaction was un-
sightly scarring and prolonged discomfort at the in-
cision site (Table 1).

Based on our experience treating excess axillary
breast tissue, we devised a simple treatment algo-
rithm for this problem whereby distinct excess pa-
renchymal tissue, excess axillary fat, and axillary skin
are treated as separate entities. Morbidity is mini-
mized through the use of closed suction drains, well-
designed incisions, and direct excision of tissues that
are not amenable to treatment by means of suction
lipectomy.

The most common complaints after removal of ex-
cess axillary breast tissue include incomplete excision,

Table 1. Classification of Excess Axillary Breast Tissue and Management Algorithm

Type Features on Examination Management
I Small palpable mass, barely visible on examination; Direct excision with no skin removal
little or no skin excess; feels distinct from normal
breast, and/or has a firm central core
II Small visible mass; little or no skin excess; feels or Suction lipectomy alone
appears contiguous with normal breast, and has
similar consistency
111 Visible mass; excess skin present; contiguous with the Suction lipectomy with skin excision
normal breast, and of similar consistency
v Large mass; excess skin present; distinct from normal Direct excision of tissue and skin, with or without

breast tissue, and/or has a firm central core

suction lipectomy to improve final contour
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seroma, pain, intercostal nerve injury, ugly scarring,
and contour deformity.®* Many of these complications
can be avoided with careful planning, attention to con-
tour, and meticulous dissection.
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Lone Star Retractor for Pediatric
Hand Surgery
Sir:
dequate operative exposure is important during
pediatric hand surgery, which demands precise
exposure in a small surgical field. A good retractor must
be safe, simple, and easy to use, providing adequate
retraction and a wide field of view."? Self-retaining re-
tractors are preferable to conventional retractors be-
cause they free up assistants and reduce the number of
hands crowding the operative area.

Arem described a self-retaining retractor for use in
hand surgery consisting of weights applied to stay
sutures.® Although preferable to handheld retrac-
tors, this is difficult to reposition and cannot easily
provide tension in multiple directions. Pearl et al.
described a self-retaining retractor consisting of stay
sutures fixed through cuts in the rim of a plastic
bowl.? This provides disposable and inexpensive ex-
posure; however, creation and assembly is cumber-
some, and the inflexible ring limits intraoperative
repositioning.

The ideal self-retaining retractor would provide
good exposure, gentle yet adequate tension, and easy
and quick repositioning of each digit individually in
multiple planes. The Lone Star retraction system
(Cooper Surgical), consisting of elastic stay hooks
positioned by means of slots on the periphery of a
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disposable adjustable plastic ring frame, is a relatively
inexpensive (approximately CaD $200)* yet ex-
tremely effective self-retaining retractor for use dur-
ing pediatric hand surgery.

The sterile disposable Lone Star retractor consists
of a hinged frame and hooks attached to elastic stays
(Fig. 1). After the patientis prepared and draped, 2-0
silk stay sutures are placed through the nail plate and
pulp of each digit and tied in a deliberately loose
loop. One limb of the frame is secured with towel
clips to the surgical drapes in the vicinity of the hand.
The other limb is positioned upright, and the hinge
between the two limbs is tightened. The hook of each
elastic stay is placed through one of the previously
placed loops in each finger and is then anchored on
the frame. The elastic stays and the hooks are repo-
sitioned as necessary during the stages of the proce-
dure (Fig. 2). On completion, the frame and stays
may be left in place to facilitate application of a
dressing, after which the stays and silk sutures are
removed.

The Lone Star retraction system has previously
been described as an effective way of obtaining com-
plete eversion of prolapsed hemorrhoids.* Several
features make this an appealing self-retaining retrac-
tor for use during pediatric hand surgery. First, the
hinged frame with multiple slots for the stays pro-
vides the surgeon with many options in three-dimen-
sional positioning of individual digits. Second, the
long elastic stays keep the surgical site remote from
the frame and allow the digits to remain stable in any
position and to avoid excessive tension. Finally, the
combination of hooks on the stays and suture loops
on the digits facilitates quick repositioning. Because
it is adjustable, disposable, quick to assemble, and
easy to use, we believe that the Lone Star retraction

Fig. 1. The components of the Lone Star retractor include the
hinged and slotted frame and the elastic stays with attached
hooks. Also shown are 2-0 silk stay suture loops in the nail plate
and pulp of the digits. Towel clips are used to secure the retractor
frame to the arm board.
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Fig. 2. The Lone Star disposable plastic ring is positioned using
the adjustable hinges and secured using towel clips. The hook on
eachelasticstayis placed through the sutureloop ontheselected
finger. The elastic stay is in turn anchored in the appropriate slot
on the frame.

system provides a versatile and superior alternative to
conventional handheld or self-retaining retractors
used during pediatric hand surgery.
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Francisella tularensis Osteomyelitis of the
Hand following a Cat Bite: A Case of
Clinical Suspicion
Sir:
Tularemia iS an uncommon zoonosis causing a va-
riety of disease processes ranging from subclini-
cal soft-tissue infection to septic shock and death. Its
virulence has led to classification as a “class A select
agent” by the U.S. Department of Agriculture, with
the potential for use in bioterrorism. Although it is
most commonly transmitted through contact with
infected rabbits or vectors such as ticks, other ani-
mals including cats, squirrels, and hamsters have also
been implicated.'”® Francisella tularensis is extremely
fastidious and is rarely isolated on routine cultures.
Often, Pasteurella and staphylococcal species are
grown and treatment begun that does not cover F.
tularensis. This scenario is further enabled through
the polymicrobial flora and needle-like teeth of the
feline mouth, inoculating organisms deep into soft
tissue and bone. The authors have realized this
perfect storm in the clinical course of a 10-year-old girl
who developed a persistent hand infection complicated
by F. tularensis osteomyelitis following a cat bite.

The patient presented with recurring fever to
103°F that was persistent roughly 15 days after a cat
bite. Cultures obtained from the patient previously
grew Pasteurella, and the patient had been treated
with amoxicillin clavulanate, trimethoprim/sulfame-
thoxazole, and valacyclovir for herpetic whitlow, and
intravenous vancomycin at admission. We began se-
rial incision and drainage of the infected digit, and
sentanother culture specimen with specific emphasis
for F. tularensis. This time, the results of the culture
were positive and a magnetic resonance imaging scan
confirmed osteomyelitis. Therapy was directed to
gentamicin, which has a literature-reviewed 86 per-
cent rate of efficacy against tularemia*; however, am-
putation was considered. Fortunately, she responded
well and was able to maintain full dexterity of her
hand at 2-month follow-up (Fig. 1) and continues to
do well 6 months postoperatively.

This case describes a rare disease manifestation with
a complication that has not yet been reported. It is
important for plastic surgeons to be familiar with tu-
laremia and its epidemiologic profile. A patient with
recurring fever and persistent infection in the context
of a cat bite and despite appropriate coverage for pre-
vious cultures necessitates an emergent workup for
tularemia. Therefore, clinicians in endemic areas
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Fig.1. Thedorsalsurface of the patient’sleft hand oninitial preoperative evaluation (above, left) and
at the 2-month follow-up visit (above, right). The radial aspect of the patient’s left index finger on
initial preoperative evaluation (below, left) and at 2-month follow-up (below, right) demonstrating

maintained form and function.

(Fig. 2)® must maintain a high degree of clinical sus-
picion, as early diagnosis and management can prevent
serious consequences such as osteomyelitis, amputa-
tion, or even death.
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German Standardized Translation of the
Michigan Hand Outcomes Questionnaire for
Patient-Related Outcome Measurement in
Dupuytren Disease
Sir:
A s highlighted in a recent article in the Journal, patient
satisfaction outcomes in plastic and hand surgery are
rare and often unvalidated,! with a need for further re-
finement in the future. In hand surgery, the Disabilities
of the Arm, Shoulder and Hand outcome measure has
been used in a number of clinical trials.? The Disabilities
of the Arm, Shoulder and Hand questionnaire has good
validity with the quality of life subscale of the Medical
Outcomes Study 36-Item Short Form Health Survey.?
However, side differences of the hand are often not ad-
equately displayed because the “better” hand often scores
higher than the “impaired” hand. As such, Disabilities of
the Arm, Shoulder and Hand values for Dupuytren dis-
ease can be reported as good despite limited range of
motion.* Another study of 46 patients undergoing selec-
tive aponeurectomy reported a baseline Disabilities of the
Arm, Shoulder and Hand score of 12 = 13 and 7 = 9 at
10 months postoperatively.®

Supplemental digital content is available for
this article. A direct URL citation appears in
the printed text; simply type the URL address
into any Web browser to access this content. A
clickable link to the material is provided in the
HTML text of this article on the Journal's Web
site (www.PRSJournal.com).
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Fig. 2. Number of reported cases of tularemia in the United States and U.S.
territories in 2006. Five states (Arkansas, Kansas, Massachusetts, Missouri, and
Nebraska) accounted for 50 percent of the cases of tularemia reported to the
Centers for Disease Control and Prevention in 2006.

The Michigan Hand Outcomes Questionnaire was
implemented in 1998 by Kevin C. Chung to provide a
patientrelated outcome measure.® It is responsive to
clinical change” and has been used in a number of hand
disorders such as in Dupuytren disease. One feature of
the Michigan Hand Outcomes Questionnaire are side-
specific questions (i.e., left hand, right hand, both
hands), which is of special consideration especially in
Dupuytren disease, where often one hand is involved to
a more severe degree. A surgical trial demonstrated an
improvement in the Michigan Hand Outcomes Ques-
tionnaire score from 58 * 16 to 75 * 16 at 3 months
following selective aponeurectomy and to 87 = 12 at 14
months following selective aponeurectomy.®

Because language adaptation is key to use of the
Michigan Hand Outcomes Questionnaire in a different
lingual environment, we sought to translate the Mich-
igan Hand Outcomes Questionnaire to German as an
additional patientrelated outcome measure. To date,
validated translations of the Michigan Hand Outcomes
Questionnaire have been posted in Dutch, Spanish,
Chinese, and Japanese.

The Michigan Hand Outcomes Questionnaire was
translated using a team of translators fluent in both
English and the desired language (German). The trans-
lation process consisted of the following components:

Forward translation: Two translators independently trans-
lated the Michigan Hand Outcomes Questionnaire from
English to German. The translators then met to evaluate
both translations and arrive at a consensus version.

Backward translation: Two other translators indepen-
dently translated the new version of the Michigan
Hand Outcomes Questionnaire from German into Eng-
lish. The backward translation version was compared
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with the original English version. All four translators then
met to discuss and resolve any discrepancies.

See Document, Supplemental Digital Content 1,
for the validated German version of the Michigan
Hand Outcomes Questionnaire, which we plan to use
prospectively in Dupuytren disease trials as an addi-
tional valuable patient-reported outcome measure,
http://links.lww.com/PRS/A347.
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Comparison of Meshed versus MEEK
Micrografted Skin Expansion Rate: Claimed,
Achieved, and Polled Results
Sir:
here has been ample evidence that meshed skin
grafts did not provide their claimed expansion
rates.!? Although for the majority of surgeons this find-
ing might not be new, even less is known about the
actual knowledge among them.
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In the first part of our analysis, we evaluated the
true expansion rates for a widely used and claimed
1:3 expansion rate of split-thickness skin grafts har-
vested by one experienced surgeon using the ante-
rior thigh as the donor site (Air Dermatome; Zim-
mer, Dover, Ohio) before and after respective
meshing (n = 21, Dermacarriers II in combination
with Meshgraft IT; Zimmer) or micrografting (n =7,
MEEK Micrograft Gauze; Humeca BV, Enschede,
The Netherlands). In the second part, by the use of
an anonymized written questionnaire, 40 surgeons
were polled for their estimates of expansion rates
during an annual meeting. Data are represented at
mean * SD, and values of p < 0.05 were considered
statistically significant.

The claimed 1:3 expansion rate was achieved by
only 53.1 percent using the mesh (1:1.59 * 0.15) and
by 99.8 percent using the micrografting technique
(1:2.99 £ 0.09; p = 0.0001, Mann-Whitney test), re-
spectively (Fig. 1). Regardless of the level of experi-
ence, all participants overestimated the achieved ex-
pansion rate of the widely used 1:3 mesher by 55
percent (1:2.47 = 0.69; p = 0.0004), and there was
no statistically significant difference between senior
surgeons’ and residents’ estimates.

Fig. 1. Comparison of the 1:3 mesh carrier and 1:3 micrograft
gauze based on achieved expansion rates. A 310-cm? split-thick-
ness skin graft harvested from the model’s right upper thigh
(black) can achieve coverage of up to 493 cm? total body surface
area with a mesh graft (left, light gray), or 927 cm? total body sur-
face area with a micrograft (right, dark gray), respectively. When
intending to cover 927 cm?with a 1:3 mesher, the required donor
skin extends to the medial and lateral thigh (area marked in red
around the black donor site). Drawings and calculations were
based on a male three-dimensional model with 180-cm height
and 85-kg weight using BurnCase 3D (RISC Software GmbH,
Hagenberg, Austria).
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The expansion rate depends on a number of factors
related to the skin graft’s quality itself’? and recipient
wound bed.? Nonetheless, the accurate estimation of
the required donor site based on the technique used is
particularly important when grafting large surface ar-
eas*: planning an operation with a 1:3 mesher based on
a 1:2.47 ratio (polled mean) may result in overestima-
tion of the true expansion rate by 55 percent, and may
require consequent adaptation of the operative proce-
dure when addressing large surface areas (e.g., repo-
sitioning, redraping, reharvesting).

Although meshed skin grafts become even more un-
reliable beyond 1:6 expansions,? micrografting allows
for use of even small skin remnants and mimics the true
expansion rate used by 86.5 to 99.8 percent when using
expansion rates of 1:3 and above (data not shown).
Because more than 57 percent of the polled partici-
pants with previous experience in micrografting based
their indication for switching to this technique on
claimed expansion ratios, our results can help to define
more accurate cutoff values for the use of either tech-
nique, and to improve the economic use of donor sites
in the future.’
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The Shield Protection Technique for
Microvascular Anastomoses
Sir:

he keys to patent microvascular anastomoses are

the technical competence of the operating surgeon
and his or her assistant.! In anastomosis of very small
vessels, such as in perforator flaps, additional tech-
niques to increase the procedure’s reliability are
desirable.? Many techniques to improve the overall suc-
cess rates of microvascular procedures in free flap sur-
gery are available but are based mainly on the appli-
cation of tubes or stents that require an additional
incision for removal of the tube, causing extravascular
damage and the additional risk of thrombosis.

We evaluated a microsurgical technique based on a
0.1I-mm piece of sterilized tinfoil with a convex and
circular form (in the shape of a shield) with an 8-0 or
9-0 microsuture placed in the middle for ease of han-
dling while performing anastomoses. The shield was
inserted carefully into the vessel lumen after comple-
tion of the first two interrupted sutures (Figs. 1 and 2,
above, left). The vessel was turned and the posterior wall
sutured completely (Fig. 2, above, right). The vessel was

Fig. 1. Insertion of the shield into the lumen of the vessel.
(Above) Insertion into the inferior cava vein of the rat. (Below)
Insertion into the aorta.
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Fig. 2. Anastomosis using the shield protection technique in the inferior cava vein of the rat. (Above, left) First, two stitches
were performed at an angle of 150 to 180 degrees in the vessel. The shield was inserted between the first two stitches.
(Above, right) The inserted shield was then used to avoid suturing the back wall and to dilate the vein. The concavity of
the shield allows an overview of the back walls of the vessel. (Center, left) Starting the front wall of the vein, placing
sutures, and leaving. (Center, right) The open guide sutures were used to allow removal of the inserted shield. The shield
was easily removed from the lumen of the vessel. (Below, left) Completion of the venous anastomosis after the last
interrupted sutures were completed. (Below, right) Both vessels, the aorta and the inferior vena cava, were completed

using the shield protection technique.
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again turned and the gap in the anterior wall was closed
(Fig. 2, center, left). Finally, the shield was removed
through the open sutures, which were then tied (Fig.
2, center, right and below).

The described technique was evaluated in a total of
249 anastomoses in rats, 133 arterial and 116 venous. In
73 arterial anastomoses (54.89 percent) and in 58 ve-
nous anastomoses (50 percent), the shield protection
technique was used. A total of 25 complications (6.3
percent) were noted in arteries, whereas 54 complica-
tions occurred in veins (15.5 percent). There was a
significant difference in the rate of complications be-
tween arteries and veins (p < 0.0001).

The rate of stenoses caused by suturing the back wall
was significantly lower by using the shield protection
technique in both arteries (p = 0.02) and veins (p <
0.0001). No difference was noted between the time of
anastomosis between the control group and the shield
protection technique in arteries (p = 0.08) or in veins
(p = 0.71).

The shield protection technique has been shown to
be effective for both arterial and venous anastomoses.
There seems to be little reason why this cannot be
transferred to clinical cases where small-vessel anasto-
mosis may be particularly difficult.

It is well recognized that venous anastomoses are
more challenging to perform than arterial anastomoses
and are associated with up to threefold higher rates of
complications, something we found in the evaluation
comparing the rate of complications between arterial
and venous anastomoses.® Although successful free-flap
transfer and replantation surgery requires more than
simply the microvascular anastomoses, it is considered
to be the chief culprit behind vascular compromise and
is worthy of special attention.*®

We feel that the inserted shield reduced the overall
rate of complications in both groups because of im-
proved visual control of the gap between the vessel
edges and dilatation of the vessel, and because this
procedure makes it more difficult to accidentally pick
up the posterior wall with the anterior wall. The most
important factor associated with the shield technique
might be that less experienced microsurgeons can
more easily visualize suturing of the vessels, especially
in venous anastomosis.
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Micro-Seed Grant Funding for Residents:
Fostering Academic Productivity in
Plastic Surgery
Sir:
Research productivity of residents during training
remains a challenge because of high clinical de-
mands, restricted work hours, and funding constraints.
The “Thuss Award” is a yearly research micro-seed
grant established in 1989 by the Thuss family to honor
the late Dr. Charles J. Thuss, Jr. Two thousand dollars
(increased from $1000 in 2007) is awarded through
competitive review to a single plastic surgery resident
engaged in full-time clinical work to fund a previously
unfunded research project. We aim to validate the use
of micro-seed grants for resident research in improv-
ing resident research productivity.

Alist of all previous Thuss Award winners from 1989
through 2006 and all graduating residents from 1989 to
2008 was compiled. Residents’ exit curricula vitae on
file were inspected for number of peer-reviewed pub-
lications. Statistical comparison was performed using
unpaired ¢ tests.

A questionnaire was developed to quantitatively as-
sess the academic productivity beyond residency of
award recipients. We added the number of research
grants received, total monetary value of research
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grants, and number of faculty positions held to the
measures of productivity. Responses were collected
from August to October of 2007. Between 1989 and
2008, there were a total of 66 residents completing the
plastic surgery program at Stanford. Sixty-three of their
curricula vitae were available (95 percent). Between
1989 and 2006, there were 12 one-time and three two-
time Thuss Award recipients. The average number of
publications by award residents was 6.86 * 5.46 pub-
lications compared with the number by nonaward res-
idents, with 4.93 = 4.72 publications at the completion
of their residency, but this difference was not statisti-
cally significant (p = 0.14).

For the questionnaire, we received responses from
11 of 15 e-mailed surveys (73 percent). Award winners
reported 22.8 £ 25.4 peer-reviewed publications; 5.7 =
10.5 research grants were received, totaling $1,646,059
*+ $4,620,110. Fourteen faculty positions had been held
(mean, 1.5; median, 1).

We have found that Thuss Award recipients ap-
peared to have more publications compared with non-
award residents. The academic productivity of past win-
ners of the Thuss Award beyond residency is quite
impressive, although a few recipients accounted for the
bulk of the productivity. Despite the fact that our anal-
ysis relied on self-reporting, there was no control for
productivity as a measure of time, and we have no
long-term control group of nonaward winners, this in-
formation illustrates the continuation of plastic surgery
research despite the challenges in the current educa-
tional environment.

Grewal et al.' found that more scientific publications
is a predictive factor for future academic practices,
which is supported by the increase in academic pro-
ductivity of the award recipients and past winners. The
Thuss Award has value in encouraging residents to
compete for a department-based award and helps to
foster an interest in plastic surgery research. Although
the award is a relatively small amount, it can help mo-
tivate residents to make scholarly contributions and
pursue research projects that might not otherwise be
funded. Residency programs should consider includ-
ing seed grant funding as part of their efforts to in-
crease academic productivity among residents.
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Career Steps in German Academic

Plastic Surgery

Sir:

A cademic plastic surgery is essential for the future of
our surgical expertise. However, from a transat-

lantic perspective, career steps in academic plastic sur-

gery in Germany are substantially different from those

in North America.

Depending on the medical university, requirements
have been instituted to obtain the next academic de-
gree after medical doctor, the “privatdozent (P.D.)” in
Germany, which usually takes approximately 6 to 8
years of publishing. After successful initiation as a
privatdozent, one might apply as “professor” 2 to 6 years
later, again depending on the performance in terms of
publications, research, and education.

On the basis of Humboldt’s triad (clinic, research,
education), the applicant has to fulfill several require-
ments which, notably, differ substantially throughout
the German medical universities for both privatdozent
and professor. We have analyzed the current require-
ments for obtaining the academic degree privatdozent
at German medical universities with plastic surgical
departments or subdepartments. To date, among 46
university hospitals in Germany, there are only nine
independent plastic reconstructive surgical depart-
ments and four additional plastic surgical subdepart-
ments in trauma surgery departments (one plastic sur-
gical university department for each 6.3 million
citizens).! This analysis revealed that within the past 5
years, 24.8 million was received from federal grants by
academic plastic surgical departments in Germany.

Notably, there are no uniform requirements in Ger-
many to obtain the career steps privatdozent or pro-
fessor. As far as publication requirements for privat-
dozent are concerned (Table 1), 33 percent of the
independent departments and 25 percent of the sub-
departments for plastic reconstructive surgery give
clear requirements, such as eight or more first author-
ships, whereas others are not clear in this regard. One
university (Aachen) requires a cumulative impact fac-
tor of 15, with eight first authorships. Currently, no
medical university with a plastic surgical department
requests a certain amount of nonindustrial or industrial
funding. However, especially nonindustrial funding
from the German authorities (German Research Foun-
dation, German Federal Ministry for Education and
Research) is key in this regard. As far as education is
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(Redmond, Wash.) spending $240 million for a mere
1.6 percent ownership stake.? Facebook’s unique ability
to align seemingly diverse individuals of differing age,
sex, profession, sexual orientation, and race for a cer-
tain cause or interest enables it to be a powerful mar-
keting tool, from selling plastic surgery CME podcasts
to resident tummy tucks. Admittedly, although the ma-
jority of residents tended to join Facebook for the social
phenomenon (i.e., to reconnect with old friends, keep
in touch with current colleagues, and to find new ones
when entering a new city), many are capitalizing on the
site’s business benefits. For example, we now use our
Facebook pages to acquire donations for Cents of Re-
lief, a nonprofit organization aiming to provide health
care for victims of human trafficking. Others, particu-
larly in academics, can use the site to send out surveys
related to research initiatives to assess public opinion
on medical or surgical interventions. The uses of Fa-
cebook are boundless, making it an almost indispens-
able tool for all, including plastic surgeons.

To keep a broad base of support, privacy settings
cannot be too limited to engage potential supporters or
clients for the initiative at hand. Regardless, privacy
options tend to be ignored in the medical community,
with one study highlighting that among over 300 phy-
sicians using Facebook surveyed, 25 percent failed to
establish privacy parameters, permitting the public ac-
cess to personal information.* This can permit individ-
uals originally “friended” for solely business purposes
intimate access to residents, including viewing their
party pictures, asking them on a dinner date, or re-
questing online cosmetic consultation. Consider the
innocuous move of advertising a cleft mission charity
gala on Facebook that ends up not only with donors but
also cosmetic patients unable to be seen because of
overbooked clinics seeking a discounted consultation.
Or, drawing from primary author’s personal experi-
ence, performing a rectal examination on a wheelchair-
bound patient only to find out days later the same
patient “friending” him on Facebook with a message
asking to grab drinks. Dealing with each of these en-
counters mandates weighing the pros and cons, as the
cosmetic patient may turn out to be extremely philan-
thropic, and the patient whom you decline as a friend
may turn into one requiring long-term treatment for
nonhealing pressure ulcers.
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Physicians and residents must remain cognizant of
the ethical issues posed by the intertwining of personal
life and professional career on Facebook. The overlap
between business and play can jeopardize the doctor-
patient relationship. Currently, the American Society
of Plastic Surgeons does not regulate board-certified
plastic surgeons with regard to using social media out-
lets, and it may never choose to, as this delves into
personal matters. Thus, the onus falls on plastic sur-
geons and residents to remain very cautious when using
Facebook as a business and recruiting tool because of
unforeseen consequences stemming from the social
realm. If used correctly, Facebook can be a plastic sur-
geon’s friend rather than foe, allowing communication
with colleagues, survey-based academic research proj-
ects, increased patient volume, and other avenues of
the Internet yet to be innovated.’
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