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Introduction: Physical appearance of the face plays a critical role in the social life of
a person. Several studies have concluded that there is a direct correlation between a
patient and their self-image, which can be drastically altered by the perceptions of
others. This can have a negative effect on the self-esteem of a patient, resulting in
anxiety, depression, and other psychological disorders, and subsequently social
avoidance which may further exacerbate these conditions. Recently, it has been
proposed that psychosocial concerns may motivate the demand for aesthetic
rhinoplasty. Although successful operations often improve the quality of life and self-
esteem symptoms in patients with sound mental health, they may actually result in
unsatisfactory outcomes in those patients with significant depression, anxiety, or other
severe psychological disorders. As such, the purpose of this study was to assess the
incidence of mental illness in patients seeking rhinoplasty.

Methods: A prospective cross-sectional study of 298 random volunteers was
conducted, with each participant completing a survey instrument that was
administered through an internet crowd-sourcing service (Amazon Mechanical
Turk®©). Participants were asked to complete a 10-item standardized SHNOS scale,
and a 26-question PRIME-MD questionnaire in order to assess functional and
aesthetic need for rhinoplasty, as well as the incidence of psychological disorders,
respectively. Participants were also asked to assess their satisfaction with the overall
appearance of their nose both before and after administration of the survey in order to
evaluate response bias.

Results: A total of 298 volunteers successfully completed the survey, with only
5.03% of survey participants demonstrating a response bias after completing the
PRIME-MD questionnaire. With respect to gender, 38.95% of female participants
reported a willingness to undergo aesthetic rhinoplasty, with a significantly lower
number of men reporting the same (27.78%, p = 0.042). There was also a significantly
higher percentage of young adults between the ages of 18-24 (52.92%) willing to
undergo aesthetic rhinoplasty, as compared to any other age group (p < 0.01). Income
further demonstrated a significant role in the decision to seek aesthetic rhinoplasty,
with 47.37% of individuals with annual household income of $50,000-$75,000
interested in surgery, while only 32.41% of individuals with income less than $50,000
interested in rhinoplasty (p = 0.033). Of those participants that were satisfied with the



overall appearance of their nose, 15.32% still reported a willingness to undergo
aesthetic otoplasty. Furthermore, 57.84% of patients interested in surgery reported a
psychological or mental health disorder as determined by the PRIME-MD
guestionnaire.

Conclusions: The results of this study, as a reflection of the general US population,
demonstrate that a majority of individuals interested in aesthetic rhinoplasty may be
suffering from a mental health disorder. Those suffering from major depressive
disorder, generalized anxiety disorder, or body dysmorphic disorder may seek
aesthetic rhinoplasty as a solution to their perceived psychosocial problems. As such,
it is important that surgeons assess patient mental health prior to treatment in order to
avoid unsuccessful outcomes secondary to mental illness.
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Purpose: Venous thromboembolism (VTE) is a recognized and highly morbid
complication of plastic surgical procedures. Though rare after cervicofacial
rhytidectomy, it is a potential complication of this procedure and significantly more
likely in instances of combined procedures. We are concerned that some surgeons
may elect not to give DVT prophylaxis postoperatively, in rhytidectomy or combined
procedures patients, out of concern about the potential for hematoma at the facelift
site. We aim to examine if postoperative VTE prophylaxis with enoxaparin increases
the risk of postoperative bleeding complications after these procedures.

Methods: All research was performed with approval of the University of Michigan
IRB (HUMO00153351). Patients undergoing cervicofacial rhytidectomy procedures
(facelift and necklift via periauricular incisions) between 2006 and 2018 were
recorded. Demographic factors were recorded, as well as the Caprini score as
documented at the time of surgery. Patients who received postoperative DVT
chemoprophylaxis received enoxaparin 40mg starting at least 6 hours postoperatively,
per our institution’s usual guidelines. The choice between receipt of postoperative
VTE chemoprophylaxis or not was at the discretion of the treating surgeons. All
hematomas and other complications were managed appropriately and documented.



Results: Eighty-six patients underwent facelift and necklift at the University of
Michigan between 2006 and 2018. Thirteen of these patients (15%) received
postoperative DVT prophylaxis with enoxaparin 40mg within the 24 hours after
surgery (range 6.5 to 19.8 hours). The rate of hematoma was 7.7% in the group that
received enoxaparin and 6.8% in the group that did not; the difference was not
significantly different (p=1.0). The groups were otherwise similar, except that the
group receiving enoxaparin had a higher mean BMI than the group that did not (28.2
vs 25.0, p=0.01). No VTE was observed in either group, and the mean Caprini score
was similar between groups (4.5 vs 4.6, p=0.66). In multivariate logistic regression
controlling for age, gender, and BMI, enoxaparin administration was not associated
with hematoma development (OR=1.30, p=0.84, 95% CI=[-2.24, 2.76]).

Conclusions: In patients undergoing cervicofacial rhytidectomy, administration of
enoxaparin 40mg beginning at least 6 hours after surgery does not appear to
significantly increase the rate of hematoma requiring intervention.
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Introduction & aims: The earfold™ implant system, made from a nickel-titanium
alloy, is deployed and bends auricular cartilage to address an underdeveloped
antihelical fold. In 2018, Kang et al (the device inventor) published a series of 403
patients treated with the earfold™ device, showing acceptable safety outcomes. * The
aim of this study is to report the early results and technical tips from two UK plastic
surgeons implementing the earfold™ system into their aesthetic practice.

Material & Methods: A retrospective review of all patients who received earfold ™
implants between February 2017 and August 2018 was undertaken. This was a
consecutive series carried out in two separate UK clinics. Demographics, clinical
outcomes, complications and follow-up data was collected from electronic records.

Key results: A total of 79 implants were used in 36 patients, with 82 % (n=31)
placed bilaterally. Mean age was 35 years (56% female). Overall complication rate
leading to implant removal was 22% (n =8), compared to 10% reported by Kang et al.
Indication for implant removal included: implant visibility (n=2); chronic pain (n=2);



undercorrection (n=1) and erosion (n=3). Three patients who had implants removed
had previously had an otoplasty procedure and one was a recent ex-smoker. Eighty-
eight percent (7/8) of complications occurred in the first 50% of earfold™ cases
performed. Average follow up time from surgery was 19 weeks.

Conclusions: The earfold™ system gives reproducible results that can be visualised
by patients prior to surgery, and is becoming increasingly popular. Our results indicate
higher revision rates than those reported by Kang et al (2018), but similar to their
initial published results in 2016. 2 The trend appears to support a learning curve
associated with earfold™ and we advise careful patient selection, in particular a
history of previous otoplasty, when starting to use the device.
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Background: Nerve injuries post-facelifts are rare but cause serious functional and
psychological impairment of self-esteem and quality of life. 2 Despite being
temporary in most cases, facial asymmetry typically lasts for 3 months. We present a
treatment protocol for post-facelift facial nerve injuries using botulinum toxin type A
(BTXA).

Materials and Methods: The study was conducted from January 2002 to June 2018.
Nine patients (all female, mean age 58 + 8.4 years) with asymmetries due to post-
rhytidectomy facial palsies were treated in the non-paralyzed side with abobotulinum
toxin type A, with six months to five years follow-up. The 500-U vial was diluted in
4ml of 0.9% saline. We considered 0.02 ml of the solution (2.5 abobotulinum toxin



units) as 1 volume-Unit (Uv). Patients were examined after 15 days for outcomes
evaluation. The dose applied to each muscle group? varied from 1 to 2 Uv/point.
Patients were re-treated after 5-6 months in case of asymmetry recurrence.

Results: Four patients sought early care (mean 14.2 + 6.4 days post-operative, ranging
from 5 to 21 days). The others arrived later (mean 225 + 80.7 days post-op, ranging
from 150 to 360 days). Two patients had lesions affecting the upper third of the face
and symmetry was achieved after unilateral treatment of the frontalis muscle. Three
patients had injury in the middle third; their treatment depended of analysis of the
deviation vectors when smiling and frowning, as to decide which muscle groups
should be treated (vertical — upper lip lifter muscles; upper oblique — lifters of the
angle of the mouth muscles and horizontal — rizorius muscle). Four patients were
affected in the lower third (inferior deviation vectors) and were treated with two
points in order to paralyze the lower lip depressor muscles.

Correction of asymmetry was achieved in all cases. Recovery from the nerve injury
and BTXA application occurred symmetrically in both sides of the face in the
following months. All patients with early onset of BT XA therapy (<30 days) had
complete recovery of facial symmetry with a single application, evidence of
neuropraxis. Patients with lesions of the upper third, those with late onset of BTXA
treatment (>30 days) and those with more than one affected nervous branch presented
definitive lesion, with partial recovery or improvement, and needed BT XA treatment
every 6 months.

Conclusion: Most facial nerve injuries post-facelifts presented favorable evolution for
spontaneous resolution, except in the upper third of the face and in case of late
lesions. Symmetry was achieved in all cases with low doses of BTXA in the
suggested protocol points, avoiding an unhappy asymmetric patient in the following
months.
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Purpose: Prominent ear is a common congenital anomaly with an estimated incidence
of 5%. Otoplasty aims to address the abnormal shape of the auricular cartilage
framework. The vast range of operative techniques and refinements belies a lack of
consensus as to the proper surgical approach to this common condition. Recent
publications favour cartilage suturing techniques over cartilage scoring methods. The
Belfast experience of different otoplasty techniques of one thousand one hundred and
ninety nine patients over a ten year period is reviewed

Methods and Materials: All paediatric cases undergoing correction of prominent
ear/ears from 2005 — 2015 were included in this retrospective case note analysis and
follow up study. Data collected included age, sex, age at referral, age at outpatient
clinic, indication for referral, laterality, family history and cause of prominence. Also
collected was age at surgery, time on waiting list, method of anaesthesia, surgeon
grade / supervision, surgical technique utilized, hospital stay, duration and compliance
with head bandage and complication rate associated with each technique

Experience including number of cases and follow-up

Over a ten year period 1199 otoplasties were performed, 1134 bilateral and 65
unilateral (a total of 2333 ears corrected). Of these 707 (59%) cases were male and
494 (41%) female. Patient review was at one week and three months post op

Summary of Results: Mean age at surgery; 9 years, median; 9 years, range 2-14
years. Surgery under combined general (GA) and local anaesthetic (LA) in 94% cases,
GA only 4% and LA only 2%. Surgery performed by a consultant in 29%, registrar
68% and a core trainee in 3% of cases. Surgical technique; conventional anterior
cartilage scoring in 1575 (68%) cases, suture only technique in 215 cases (9%),
conchal / cartilage reduction 82 cases (3%), combined conventional cartilage scoring
and suturing 444 cases (19%) and combined suturing and conchal reduction in 17
cases (1%)

Complication rates for:



Anterior scoring (1575 ears)

16 ears (1.01%) bleeding requiring early redressing

25 ears (1.58%) developed haematoma requiring theatre for evacuation
8 ears (0.32%) Infection requiring antibiotics

5 ears (0.32%) wound dehiscence

27 ears (1.715%) developed pressure necrosis

3 ears (0.63%) developed keloid scars

11 ears (0.69%) deemed to have a residual asymmetry deformity

Suture only otoplasty 215 ears

0 ears (0%) bleeding requiring redressing

0 ears (0%) haematoma requiring evacuation

4 ears (1.39%) infection requiring antibiotics

1 ear (0.47%) wound dehiscence

0 ears (0%) developed pressure necrosis

0 ears (0%) developed keloid scarring

0 ears (0%) were deemed to have a residual asymmetry deformity

The remaining ears underwent combination procedures, again with low associated

complication rates. For all patients satisfaction based on an objective questionnaire
was found to be 96% post operatively

Conclusions: Otoplasty with anterior scoring is a safe procedure and overall our
results highlight it to be a reliable, reproducible technique with high patient
satisfaction. We feel our institution presents results that are comparable to other



studies that rely only on suture correction otoplasty, with a complication rate that is
similar if not superior to this technique

Contemporary Analysis of Rhytidectomy Using TOPS Outcomes Registry with
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Background: Rhytidectomy is a popular procedure for facial rejuvenation, but a
comprehensive and up-to-date appraisal is lacking. This study reports current
practices, safety profile and complications following rhytidectomy in a large,
prospective, multi-center database.

Methods: A prospective cohort of patients undergoing rhytidectomy between 2008
and 2016 was identified from the TOPS database. Perioperative data and patient
characteristics were extracted and analyzed with respect to adverse

events. Multivariate logistic regression evaluated for risk factors including age,
gender, BMI, smoking, diabetes, duration, multiple procedures, type of surgical
facility, anesthesia type and provider.

Results: 13,346 patients with a mean age of 60 years underwent rhytidectomies and a
total of 31,206 CPT procedures. Most were healthy females with an ASA class < 3
(98%). On average 2.3 CPT procedures were performed in 3.8 hours per patient, and
blepharoplasty was the most common adjunctive procedure. 50% of operations were
performed in office-based settings, with an anesthesiologist and general anesthesia
utilized in 50.5% and 63% of cases, respectively . The incidence of adverse events
was 5.1%, and hematoma (1.9%), infection (0.8%) were the most frequent surgical
complications. Male gender (OR 1.6), obesity (OR 1.7), smoking status (OR 1.6),
duration (OR 1.1), combined procedures (OR 1.3), general anesthesia (OR 1.7) and
office-based surgery (OR 1.3) were associated with an increased odd of adverse
events.

Conclusion: This is the largest analysis of rhytidectomy in a representative
population. Rhytidectomy is a very safe procedure when performed by board-
certified plastic surgeons. The study provides a standard reference for professionals
when counseling patients and in guiding clinical practices.
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Purpose: Tetracycline family antibiotics have demonstrated utility as sclerosing
agents for lymphatic malformations and other lesions of impaired fluid drainage,
including conjunctival chemosis, eyelid festoons, and malar edema. 1> However, the
timing of improvement and patient reported subjective outcomes for aesthetic use of
doxycycline hyclate injections in treating lower eyelid festoons and malar edema is
not well reported. The purpose of this study was to evaluate subjective patient
satisfaction and timing of improvement of cosmetically significant lower eyelid
festoons and malar edema treated with direct, intralesional injections of doxycycline
hyclate.

Methods: An IRB-approved, retrospective review was performed. Inclusion criteria
were patients with lower eyelid festoons and/or malar edema treated with direct,
intralesional injection of doxycycline hyclate at a concentration of 10mg/mL.
Exclusion criteria were inadequate follow-up, alternate doxycycline concentration, or
alternate intervention during the observation period. The primary outcome measure
was patient self-reported improvement which was graded as percentage improvement
at each visit. Additional data collected included injection volume, concentration,
timing of repeat injections, and any subjective patient-reported complaints. Standard
statistical calculations were performed.

Results: 27 treatment areas of 15 patients met inclusion criteria. Average length of
final follow-up was 20 weeks (SD: 16 weeks, range: 4 to 56 weeks). Overall, 9 out of
15 patients subjectively reported complete resolution of their lower eyelid festoons or
malar edema and 13 out of 15 patients reported improvement of greater than or equal
to 50%. The average final patient reported subjective improvement was 80% (SD:
27%, range 33-100%). The average time to final subjective improvement in
appearance was 16 weeks from initial injection (SD: 10 weeks, range 4 to 44). The
average number of injections performed per side was 1.4 (SD: 0.64 injections, range 1
to 3 injections). When necessary, repeat injections were performed at an average of 16
weeks following prior injection (SD: 3 weeks, range 12-20 weeks). Average initial
injection volume was 0.64mL (SD: 0.29mL, range: 0.2 to 1). Average repeat injection
volume was 0.54 mL (SD: 0.35mL, range 0.2 to 1.5mL). Patient reported complaints
included burning sensation and pain at the time of injection, and transient bruising,



edema, and erythema following the injection. No significant dermatological or visual
complications were reported during the documented follow-up period.

Conclusions: Direct, intralesional injection of doxycycline hyclate at a concentration
of 10 mg/mL subjectively improved the appearance of lower eyelid festoons and
malar edema. On average, final improvement took approximately 16 weeks.
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Purpose: After weight loss, pregnancy and/or aging, excess skin of the lower torso
maybe treated with abdominoplasty extended as lower body lift. Pittsburgh Grade 3b-
d transverse skin excess is often additionally treated by midline vertical excision,
Fleur-de-Lys (FDL) abdominoplasty. (1) While loose skin removed, and waist slightly
narrowed, “aesthetic cost” is full-length midline abdominal scar and flatness.

(2) Recently innovated Oblique Flankplasty Lipoabdominoplasty (OFLA) smoothly
deepens the waist and raises lateral buttocks and thighs, leaving lower abdominal and
waist-long scars. (3, 4) An unforeseen benefit is the circumferential removal of mid
and lower torso vertical skin excess, obviating FDL abdominoplasty.



Methods: Oblique Flankplasty is posterior rising extensions of lipoabdominoplasty.
In 18 3b-d abdominal deformity cases, vertical midline excision was replaced by
flankplasty. The Lipoabdominoplasty is planned with superior incision continuing
across the lateral costal margin and the inferior incision across the iliac crests. The
width of excision is confirmed through pinching. Drawings of the elliptical flank
excisions are centered over the protruding flank bulges from the Posterior Iliac crests
to the junction of the twelfth rib and spine. The superior incision line extension of the
abdominoplasty lies inferior and parallel to the posterior costal margin. This is a stable
anchor closure line. After superior push of the descended lateral buttocks, the width of
resection is determined by tissue gathering. While prone, the inferior incision is made
along the hip and obliquely through lower lumbar globular adipose to lumbodorsal
fascia. The mobile lower flap of buttocks and lateral thigh is pulled towards the
midback to adjust the planned superior incision. After that perimeter incision is
completed, the intervening tissue is excised to Lumbodorsal fascia. The superficial
SFS layers of the buttocks are approximated to all SFS layers of the lower back with
#2 Barbed PDO, including underlying fascia. Intradermal running Monoderm
completes closure. Buttocks may be lipoaugmented. Lipoabdominoplasty follows.
Some months later, the breast and upper torsoplasty with a Wise pattern mastopexy, J-
torsoplasty and Spiral Flap reshaping of the breasts can be performed.

Results: OFLA achieves ventral abdominal skin tightness without FDL in 18
consecutive 3b-d abdominoplasty cases. Natural contours with deep smooth transition
from waist to defined hips. All patients preferred flank scars over abdominal midline.
One patient had a 2-month 4-centimeter wound delay. No seromas or tissue necrosis.
No scar revisions. Secondary liposuction, lipoaugmentation or BodyTite in 4 cases.
Two saddlebags were improved. The lateral buttock was rounded rather than
depressed.

Conclusion: In 18 Grade 3b-d (severe) abdominoplasty candidates, OFLA improved
aesthetics with minimal complications, and uniform patient satisfaction.
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Purpose: The purpose of this study was to evaluate the relationship between patient
expectations and satisfaction after implant-based breast reconstruction using patient-
reported outcomes.

Methods: A prospective cohort study was conducted on patients who underwent two-
stage implant-based breast reconstruction between December 2014 and May 2018 at
Memorial Sloan Kettering Cancer Center. Patients completed the expectations module
of the BREAST-Q preoperatively and the postmastectomy reconstruction module at 6
months postoperatively. The domains evaluated using the BREAST-Q were
psychosocial well-being, physical well-being, sexual well-being, satisfaction with
breasts, and satisfaction with the medical team. The relationship between expectations
and satisfaction was evaluated via Pearson correlation.

Results: 296 patients were enrolled during the study period. The average patient
expectation score was 86.8+19.2 for psychosocial well-being, 76.1+17.2 for physical
well-being, 72.2+26.8 for sexual well-being, 87.9£19.0 for satisfaction with breasts,
and 75.5£22.7 for satisfaction with the medical team. At 6 months following the first-
stage reconstruction with tissue expanders, patient expectations were negatively
associated with physical well-being (r=-0.26, p=0.010). At 6 months following
second-stage reconstruction with silicone implants, patient expectations were
positively associated with psychosocial (r=0.34, p=0.011) and sexual (r=0.46,
p=0.005) well-being, but not with physical well-being (r=0.08, p=0.566) or
satisfaction with breasts (r=0.06, p=0.647).

Conclusions: Preoperative patient expectations significantly impact postoperative
satisfaction of patients undergoing implant-based breast reconstruction, and
differently for different BREAST-Q domains. The results of this study may therefore
be used to better inform expectations and improve the shared medical decision-
making process between patients and surgeons.
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Purpose: Fat grafting has emerged as an oncologically safe and irreplaceable
technique in breast reconstruction. However, it is most commonly used in smaller
volumes as an adjunctive procedure following either implant-based or flap
reconstruction. Nonetheless, larger volume fat grafting alone has proven to be an
indispensible option for breast reconstruction, particularly in the patient who desires
an autologous reconstruction with low morbidity. Yet, there is a paucity of literature
examining this process and analyzing the procedures and time involved. Here, we
report a single surgeon’s experience using fat grafting entirely for total autologous
breast reconstruction (TABR).

Methods: A retrospective cohort review was performed of patients who underwent
TABR with fat grafting by a single senior surgeon (CD) between 2013-2018.
Perioperative patient characteristics were collected as well as surgical data pertaining
to fat graft volume, donor site, and time between rounds of fat grafting. Statistical
analyses were performed to determine the effects of patient factors on fat grafting
procedures. The presence of nipple reconstruction, symmetrizing procedures, and
complications were also reviewed.

Results: 12 female patients were identified. Mean age was 61.42+/-7.85 years. Mean
BMI was 23+/-4.64. 25% of patients underwent bilateral breast reconstruction with fat
grafting, while 41.67% had a left-unilateral reconstruction and 33.33% were right-
unilateral. Only 1 patient, 8.33%, was previously irradiated. Number of fat grafting
procedures ranged from 1-5 and averaged 3.08+/-1.50. BMI and number of
procedures was inversely correlated with R = -0.24 and R2= 0.061. As expected, the
initial round of fat grafting was on average the lowest volume (189.67+/-92.99 cc).
The abdominal area seemed to be the donor site of choice for first round fat grafting
(75% of patients), while the lower extremities were the donor sites in 33.33% of
patients. For 2nd, 3rd, 4th, and 5th round fat grating procedures, the abdominal donor
site became less common (66.67%, 12.5%, 20%, and 0%, respectively) and the lower
body more common (33.33%, 100%, 100%, 100%, respectively). Donor site contour
irregularities requiring surgical correction were present in 16.67% of patients. The
numbers of days between subsequent fat grafting procedures were on average 115
days, 191 days, 221 days, and 177 days, respectively. Fat grafting volumes in
subsequent procedures did not differ significantly (P>0.05). The only complication



(8.33%) was an oil cyst that was surgically excised. 41.67% of patients underwent
nipple reconstruction.

Conclusion: Fat grafting for TABR is an oncologically safe, low morbidity
alternative for breast reconstruction. Our study will allow plastic surgeons to better
manage patient expectations and accurately inform them regarding the extent and
timeline of this technique. We show that lower BMI was correlated with more fat
grafting procedures, likely due to a more diminutive donor site and overall lower graft
volumes. Graft volume stayed relatively consistent among subsequent procedures,
with the abdomen being the most common donor site earlier on and the lower
extremities being most common in later procedures. Future studies will aim to further
elucidate graft ‘take’ through 3D image analysis.

Complications after Perforated Vs. Non-Perforated Acellular Dermal Matrix Use
in Direct to Implant Breast Reconstruction: A Propensity Score Analysis
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Introduction: Direct-to-implant (DTI) breast reconstruction has become an integral
surgical approach due to its decreased medical system costs, improved psychosocial
morbidity, and optimized cosmetic outcomes. This approach has been furthered by the
use of acellular dermal matrices (ADM), which were first used by the senior author in
breast reconstruction in 2000, and have since become foundational to implant-based
breast reconstruction. The composition of ADMs has evolved in recent years and now
includes perforated or fenestrated types; though limited literature exists on how these
changes have affected patient outcomes. Thus, the authors performed a retrospective
review of patients undergoing DTI breast reconstruction with either perforated or non-
perforated ADM in order to evaluate differences in rates of complications.

Methods: A retrospective review was conducted for patients who underwent DTI
breast reconstruction by a single surgeon (CAS) from December 2001 to December
2018. Of note, aside from a change in ADM composition, during the study time
period there was no change in operative procedure or postoperative protocol,
including time to drain removal. Patient age, co-morbidities, chemotherapy status,
radiation status, and mastectomy type (prophylactic vs. oncologic) were recorded
alongside whether the patient received perforated or non-perforated ADM. Patients
who received expander implants or whose comorbid and demographic information



was not available through chart review were excluded. Propensity score matching and
univariate Chi-square analysis was conducted in SAS 9.4 (Cary, N.C.) to account for
confounding variables and evaluate the association between ADM perforation and
postoperative complications (p<0.05).

Results: A total of 409 patients (761 breasts) with DTI reconstruction were reviewed.
4 patients (8 breasts) were excluded due to missing demographic information, 8
patients (12 breasts) were excluded due to lack of ADM use in their reconstruction,
and 33 patients (61 breasts) were excluded because they failed to follow-up for at least
4 weeks. Thus 364 patients (680 breasts) were included for analysis. 530 (77.94%)
breasts were reconstructed using non-perforated ADM and 150 (22.06%) breasts were
reconstructed using perforated ADM. Univariate analyses of 147 pairs of propensity
score matched breasts receiving perforated ADM and non-perforated ADM revealed
that perforated ADM was not significantly associated with a difference in overall
complication rate (4.67% vs. 4.72%, p=0.9795). Analysis of individual complications
revealed no significant increase in perforated ADM as compared to non-perforated
ADM regarding the development of necrosis (2.00% vs. 1.32%, p=0.4661), infection
(1.33% vs. 1.32%, p=1.0000), hematoma (0% vs. 0.38%, p=1.0000), seroma(0% vs.
1.51%, p =0.2105), implant loss (1.33% vs. 1.32%, p=1.0000), or capsular contracture
(1.33% vs. 1.51%, p=1.0000). Of note, propensity matched pairs of patients receiving
perforated ADM vs. non-perforated ADM had no significant difference in age
(46.63(11.01) vs. 43.29(11.61), unpaired t-test, p=0.7968).

Conclusion: DTI breast reconstruction with perforated ADM has a comparable
complication profile as compared to non-perforated ADM, including no change in rate
of seroma development. Further investigation is needed to evaluate complications
after perforated ADM use in tissue expander-based reconstruction as well as potential
differences in cosmetic outcomes.

Do We Need Nasal Swabs? the Effects of Preoperative MRSA Colonization on
Implant-Based Breast Reconstruction

Presenter:  Matthew A Applebaum, MD
Co-Authors: Christopher D. Liao, BS, Steven A Svoboda, BS, Kurtis E Moyer, MD, FACS
Affiliation: Virginia Tech Carilion Clinic, Roanoke, VA

Background: Various studies have correlated preoperative Methicillin-Resistant
Staphylococcus aureus (MRSA) nasal colonization with increased risk of
postoperative complications. This data has driven many institutions to develop



policies regarding the usage of nasal swabs preoperatively in all implant related cases.
The goal of this study is to evaluate the relationship between MRSA colonization and
complication rates in implant-based breast reconstruction.

Methods: A retrospective review was performed on 218 patients (354 breasts) that
underwent mastectomy with implant based breast reconstruction by a single surgeon
from 2013 to 2016. 126 patients had preoperative nasal swabs with 102 of them
having an additional postoperative swab. Patients were identified as being colonized
with MRSA, not colonized or converted during their operative course. Each patient
received a standard preoperative antibiotic (Ancef or Clindamycin) and a
postoperative antibiotic (Keflex or Bactrim). However, specific intervention to treat
MRSA status was not performed. Complications rates were then analyzed and
compared to MRSA colonization status.

Results: 4.8% (n=6) of the patients in this study were colonized with MRSA
preoperatively compared to 95.2% (n=120) that were not colonized with MRSA. 2.0%
(n=3) patients remained MRSA positive in the post-operative period, while the other 3
patients converted to a MRSA negative status. There was no statistically significant
difference in complication rates of preoperative MRSA carriers (n=3, 2.38%) and
non-carriers (n=56, 46.7%). There was no statistical significance (p = 1.0) between
MRSA carriers (n=2, 2.38%) and non-carriers (n=32, 25.4%) that required
percutaneous seroma drainage. In addition, there was no statistical significance found
in patients that developed wound dehiscence, implant exposure, or capsular
contracture between the two cohorts.

Summary: MRSA colonization, in the preoperative and postoperative setting, does
not increase the risk of complication following implant-based breast reconstruction.
Though preoperative and postoperative antibiotics were given for prophylaxis there
were no specific therapies initiated, based on patient’s MRSA carrier status. We
therefore question the necessity of nasal swab being performed preoperatively as it
pertains to postoperative complications.

Prepectoral Breast Reconstruction in Nipple Sparing Mastectomy with
Immediate Mastopexy: Is It Possible?

Presenter: Joseph Banuelos, MD
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Background: Implant-based breast reconstruction (IBR) is the most common
reconstructive approach after nipple sparing mastectomy (NSM). Prepectoral
approach has gained more interest in recent years inasmuch as the traditional
subpectoral approach has been associated with animation deformity and increased
pain. However, for patients with ptotic and large breasts, technical difficulties and
wound healing prevent the plastic surgeon from offering NSM with immediate
mastopexy. Herein, we report our experience with patients who underwent nipple
sparing mastectomy with prepectoral IBR and immediate mastopexy.

Methods: Retrospective chart review of patients who underwent two-stage implant-
based breast reconstruction at our institution from February 2014 to February 2018.
We included adults who underwent NSM in combination with immediate mastopexy
and prepectoral tissue expander placement. We collected demographic data, smoking
status, comorbidities, grade of ptosis, intent of surgery (therapeutic or prophylactic),
axillary lymph node dissection, breast weight, TE filling, use of ADM, use of SPY
angiography and additional oncologic treatment (radiation or chemotherapy). Post-
operative outcomes and complications were reported. We also evaluated the patients
reported outcomes using reconstruction module of the BREAST-Q questionnaire.

Results: A total of seventeen NSM (9 patients) with simultaneous mastopexy were
performed and analyzed . The median age of the patients was 43 years (range 39-54),
with a median BMI of 30.7 kg/m2 (range 20.5-39.7). All patients had a grade 2 or 3
ptosis with no history of breast radiotherapy. Wise pattern mastopexy was performed
in 15 (88%) breasts, and periareolar mastopexy was performed in only in 2 (12%). All
patients underwent immediate tissue expander placement in the pre-pectoral plane
with complete coverage with ADM. Intraoperative angiography was used in 13 (76%)
reconstructions to assess the nipple-areolar perfusion, while in the remaining 4
reconstructions only clinical examination during surgery was used and ICG was not
considered necessary. The median follow-up time was 23.5 months (range 16.7-55.2).
Only two (12%) breasts presented with seroma, which was percutaneously aspirated.
No nipples were lost and all patients achieved final breast reconstruction. Only 1
patient had a subsequent revision with bilateral autologous fat grafting to improve
contour. The mean Q-Score for patient satisfaction for the procedure was 88 points.

Conclusion: Based on these results, we believe that in patients with large and/or
ptotic breasts, given no oncological contraindications, nipple-spearing mastectomy
with prepectoral breast reconstruction and immediate mastopexy can be attempted if
adequate mastectomy flaps and nipple perfusion are present.
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Reduction Mammoplasty or Mastopexy: A Retrospective Cohort Study and
Systematic Review

Presenter: Joseph Banuelos, MD

Samyd S Bustos, MD, Arif Chaudhry, MD, Jesse D. Meaike, MD, Nho Van Tran,
MD, Jorys Martinez-Jorge, MD, Antonio Jorge Forte, MD, MS, PhD, Oscar J
Manrique, MD

Affiliation: Mayo Clinic, Rochester, MN

Co-
Authors:

Objectives: Nipple sparing mastectomy (NSM) offers an aesthetically superior
approach for either therapeutic or prophylactic treatment of breast cancer in
appropriate patients. However, its use still poses a dilemma in patients with prior
reduction mammoplasty or mastopexy, as these patients may be at higher risk of
postoperative complications and flap necrosis due to existing surgical scars. The aim
of this study is to determine rate of complications, nipple-areola complex (NAC)
necrosis and completion rate of breast reconstruction in patients with history of
reduction mammoplasty or mastopexy.

Methods: Retrospective electronic chart review was performed to identify all
consecutive patients who underwent immediate breast reconstruction at our institution
from May 2013 to September 2017, who had history of mastopexy or reduction
mammaplasty. Patient’s demographics, surgical characteristics and postoperative
outcomes were evaluated. Additionally, a systematic review was performed using the
guidelines outlined in the Preferred Reporting Items for Systematic reviews and Meta-
analyses (PRISMA). The electronic literature search included Medline/Pubmed,
Scopus and Cochrane Databases to identify all articles published to date that reported
outcomes of nipple sparing mastectomy and breast reconstruction in patients with
prior reduction mammaplasty or mastopexy.

Results: A total of 23 immediate breast reconstruction and nipple sparing
mastectomies were performed in 15 patients. The median age of the patients was 58
(45-62) years, with a median BMI of 28.7 (25.3-30.8). Thirteen (56.5%) had previous
mastopexy, and 10 (44.5%) had previous reduction mammoplasty. The median
interval time from mastopexy/reduction mammoplasty to NSM was 43 (34-38)
months. Intraoperative indocyanine green (ICG) angiography was used in all patients
to assess nipple-areolar perfusion, and all breasts demonstrated adequate perfusion.
Postoperatively, one breast presented with nipple ischemia that improved with
medical treatment, and another presented with TE infection that required explantation
and eventually TE replacement. All patients achieved final breast reconstruction and
no nipples presented with necrosis. The electronic literature search identified 175



articles, of which 6 met the inclusion criteria, for a total of 116 patients and 184
breasts. The majority (64%) had previous mastopexy. All the NSM were performed
after 3 months of the mastopexy or reduction mammoplasty, with a mean of 35
months after the first procedure. The pooled complication rate was 14.6%, of which
5.4% required additional surgical treatment. Only 2 (1%) nipples presented partial
necrosis that did not required surgical management and 4 (2%) breasts had implant
removed secondary to a complication. All patients achieved final reconstruction.

Conclusion: Based on this analysis, nipple-sparing mastectomy with immediate
implant-based reconstruction can be safely offered in patients with prior history of
reduction mammoplasty or mastopexy. The low complication rate and low
reconstructive failure is promising and can be discussed with the patient if no further
oncologic contraindication exists. However, well perfused mastectomy flaps on
physical exam and on angiography are necessary in order to reduce complications.

Breast Reconstruction Completion in the Obese Female: Does Reconstruction
Technique Make a Difference in Its Achievement?

Presenter: Ivo A. Pestana, MD
Affiliation: Wake Forest Baptist Medical Center, Winston Salem, NC

Breast reconstruction completion is the goal of the reconstructive

process. Reconstruction completion may be defined as breast mound creation
allowing the use of clothing without prosthetics or the stigmata of

mastectomy. Creation of the nipple areolar complex (NAC) may also be considered
reconstruction completion since many women do not feel like it is their breast again
until the NAC in place. In normal BMI patients undergoing breast reconstruction,
perioperative complication risk is similar between implant-based and autologous
reconstruction. This is not the case in the obese female where breast reconstruction
operations are associated with increased risk of perioperative complications. We
hypothesize that perioperative complications may affect the eventual completion of
reconstruction in the obese female. Our aim is to determine if reconstruction
technique affects the achievement of reconstruction completion in the obese female.

An IRB-approved retrospective study of consecutive obese women (BMI > 30) who
underwent mastectomy and implant-based or autologous reconstruction over a 10-year
period was performed. Patient demographics, comorbidities, oncologic treatments,
reconstructive procedures and their complications were analyzed.



Two hundred twenty five women with 352 breast reconstructions were included with
mean follow-up of 27 months. Seventy-four women underwent 111 autologous breast
reconstructions and 151 underwent 241 implant reconstructions. Mean age of
included women was 52 years. Mean BMI in the autologous group was 33 and 36 in
the implant group. There were no differences between groups in terms of age and
presence of medical comorbidities. Active tobacco use was noted in 5.4% of the
autologous group and 14.5% of implant patients (p=0.47). Chemotherapy, radiation,
and delayed reconstruction timing was more common in the autologous patients
compared to the implant group (p=0.01, 0.09, and<0.0001, respectively). Minor and
major complications occurred more frequently in the implant group compared to the
autologous group (p=<0.0001). Breast mounds were completed in >98% of
autologous cases compared to 76% of implant cases (p=<0.001). NAC creation was
completed in 57% of autologous patients and 33% of implant patients

(p=0.0009). The rate of successfully completing the breast mound and the NAC is
higher in the autologous patient group (Mound OR 3.32, 95% CI 1.36-5.28 and NAC
OR 2.7, 95% CI 1.50-4.69) compared to the implant group. Occurrence of a major
complication in the implant group decreases the rate of reconstruction completion
(OR 13.0,95% Cl1 4.9t0 34.1).

Obese women undergoing implant-based breast reconstruction are more likely to have
perioperative complications and 24% of these patients fail to achieve mound
completion. Obese women who undergo autologous breast reconstruction are more
likely to achieve breast reconstruction completion (both mound creation and
completion NAC reconstruction) when compared to obese women who undergo
implant-based breast reconstruction.

Breast Reconstruction Using a Three-Dimensional Absorbable Mesh Scaffold
and Autologous Fat Grafting: A Composite Strategy Using Tissue Engineering
Principles

Presenter: Mark A Schusterman, I, MD

Co- Robert D Rehnke, MD, John M Clarke, MD, Brent Price, MD, Uzma Waheed, MD,
Authors:  Richard Debski, PhD, Stephen F. Badylak, MD, PhD, DVM, J. Peter Rubin, MD

Affiliation: UPMC, Pittsburgh, PA

Background: Breast reconstruction remains an important field in plastic surgery, with
most procedures utilizing implants and/or autologous tissue. Few series report on
experience with fat grafting as the primary form of breast reconstruction. This study



reports a novel method of breast reconstruction using a three-dimensional absorbable
mesh scaffold and subsequent AFG.

Methods: A retrospective review was performed for all patients who underwent
breast reconstruction using Lotus scaffold and AFG. Post-operative mammogram and
MRI were analyzed and tissue specimens collected at subsequent procedures were
harvested and stained with H&E for histological evaluation. Lastly, compression
testing of the scaffold was performed using a tensiometer and digital tracking
technology.

Results: 22 patients underwent reconstruction of 28 breasts using Lotus scaffold and
AFG between February 2015 and February 2018. Average follow-up was 19 months.
All patients were satisfied with final breast shape and size. Mean patient age was 60.5
years and average BMI was 28. Patients required on average 2 fat grafting sessions to
achieve a successful result (range 1-4). Post-operative mammogram and MRI revealed
robust adipose tissue in the breast with a slowly resorbing mesh and no oil cysts or
calcifications. Histological evaluated revealed no capsule formation with ingrowth of
fat tissue around the scaffold. Compression testing revealed that the Lotus scaffold is
a compliant construct with a high resilience profile.

Conclusions: The Lotus scaffold with AFG is a viable method for breast
reconstruction, giving the patient an autologous reconstruction with less morbidity
than free tissue transfer.

Monocortical Vs. Bicortical Plating for Isolated Mandible Fractures: A
Retrospective Chart Review

Presenter:  Jourdain D Artz, MD

Co- Richard D Guidry, BS, lan Wisecarver, MD, Silpa Sharma, MPH, Gerhard S
Authors: Mundinger, MD

Affiliation: Louisiana State University, New Orleans, LA

Background: Currently, two dominant philosophies for open reduction internal
fixation guide management of mandibular fractures. The Arbeitsgemeinschaft fur
Osteosynthesefragen (AO) considers the use of large plates with bicortical screws for
rigid fixation to be most effective.  However, the Champy system advocates the use
of smaller plates stabilized with monocortical screws around the “ideal lines of
osteosynthesis” is equally effective. 2 This study compared outcomes between these
two methods when applying these differing degress of rigidity in mandibular fracture
treatment.



Methods: Data was collected in a retrospective fashion via review of electronic
medical records from two academic institutions in New Orleans between the years of
2011 to 2016. Variables of interest were age at time of surgery, method of injury,
fracture classification,® method of reduction, method of fixation (monocortical vs.
bicortical screws), intraoperative complications, postoperative complications, and
choice of antibiotic prophylaxis.

Results: 66 patients with similar demographics and mechanisms of injury comprising
a sum total of 103 mandibular fractures were treated in accordance with either the AO
or Champy system. The regional distribution of treated fractures was also consistent
with recent literature. We plated 75 fractures using bicortical screws or bicortical
screws with tension bands and 22 fractures with a monocortical locking system. The
remaining 6 subcondylar fractures were not plated and were excluded from the data
analysis. Bicortical fixation rendered a complication rate of 20% compared to 9% in
monocortical fixation (p = 0.24). Bicortical plating was associated with greater rates
of infection (17% vs 5%; p = 0.09), hardware removal (9% vs 0%; p = 0.14), non-
union (3% vs 0%; p 0.44), and V3 nerve damage (1% vs 0%; p = 0.59); while
monocortical fixation was associated with more frequent wound dehiscence (5% vs
0%; p = 0.06). Chi-squared analysis indicated differences in individual complication
variables between the two methods, but they were not statistically significant.

Conclusion: Our retrospective analysis indicates that employing monocortical
fixation rather than bicortical fixation results in no increased rate of complications.
This finding aligned with the recent shift in clinical practice toward treating
mandibular fractures with smaller, less bulky methods of fixation. Despite this shift,
we believe that both monocortical and bicortical fixation of mandible fractures are
safe, reliable, and should be tailored to patient situation and daily practice.
Considering our limited sample size, we recommend further investigation for
definitive use of one technique over another.
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Purpose: Isolated facial fractures pose a challenge to the craniofacial surgeon. We
hypothesize that isolated facial fractures have high narcotic requirements. In the midst
of opioid misuse and rising rates of opioid overdose-related deaths, the surgeon must
identify strategies to reduce opioid consumption. The purpose of this study was to
characterize rates of narcotic usage following hospital admission for isolated
traumatic facial fractures and to evaluate if previous substance use or the use of non-
narcotic adjuncts may affect narcotic consumption.

Methods: A retrospective chart review was conducted to assess narcotic use in
patients with isolated craniofacial fractures undergoing intervention between 2015 and
2018 at a level one trauma center. Data was collected on patient demographics,
mechanism of injury, injury severity score, recent alcohol and recreational drug use,
narcotic use, and non-narcotic analgesic use. Analysis of narcotic usage variance
(controlled for sex and race) was conducted across these variables. A linear regression
model was constructed to examine the impact of non-narcotic analgesic use on
narcotic usage in various settings.

Results: Thirty-six patients met eligibility criteria (mean age 40.5 years). Study
participants were predominantly male (83.3%), Caucasian (36.1%), and remained
hospitalized for an average of 3.3 days. The average morphine milligram equivalent
(MME) use during inpatient stay was 997.0. Total narcotic use across inpatient, intra-
operative, and outpatient settings was 1266.9 MME. Race and gender were not
predictive of amount of narcotic use. Significant variations in rates of narcotic use in
the inpatient setting were found based on mechanism of injury (p < 0.0001), operative
intervention (p = 0.04), injury severity score (p = 0.013), and during the 24-hour post-
operative period (p = 0.005). Recent alcohol use, as defined by serum levels greater
11 mg/dL at admission, was also associated with increased narcotic use in the
inpatient setting (p = 0.002). Recent use of other recreational substances and history
of drug abuse did not appear to impact narcotic usage rates. For those patients who
received Gabapentin (N = 4), mean narcotic usage was 578.1 MME less in the
inpatient setting and 141.9 MME less in the outpatient setting compared to patients
who did not receive Gabapentin (N = 32). Due to small sample size, evaluation of the



significance of this difference was not possible. Use of other non-narcotic analgesics,
including acetaminophen and lidocaine, was not predictive of amount of narcotic use
in the peri-operative setting.

Conclusions: Recent alcohol use appears to influence the rate of narcotic use
following isolated traumatic facial fractures. Recent use of other recreational
substances and history of drug abuse did not appear to impact narcotic usage rates.
Non-narcotic adjuncts trended toward reduction in narcotic use, however the study
lacked power for statistical significance. Further study with prospective
implementation of a narcotic reduction protocol will follow at this institution.

Validation of a New Method in Endoscopic Medial Orbital Wall Reconstruction -
a Comparison with the Conventional Transcaruncular Method

Presenter: Taewoon Kim, MD
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Affiliation: Seoul National University Bundang Hospital, Seoul

Conventionally, isolated medial orbital wall fractures, if indicated, were treated
surgically through a transcaruncular incision. Nowadays the endonasal endoscopic
approach is also a popular method. However comprehensive studies comparing the
endoscopic and transcaruncular approaches are rare. Also, in this series, the mesh was
trimmed to match the defect size after CT evaluation, and then inserted into the orbital
space, which differs to the previously known method. We aimed to study the efficacy
of this new approach by comparing the outcomes with patients who underwent medial
orbital wall repair through the transcaruncular approach.

Retrospectively, 31 patients with isolated medial orbital blowout fracture who
underwent medial orbital wall reconstruction were reviewed. 17 patients underwent
endoscopic repair and 14 patients received the external repair. All patients were
followed up for at least six months. All operations were done at a single institution by
four plastic surgeons from June of 2013 to October of 2018. All patients had
preoperative CT scans taken to determine the defect size. Pre- and postoperative
ophthalmologic examinations were documented for assessment of enophthalmos or
diplopia. In the endonasal endoscopic repair, the synpor mesh is tailored to be slightly
larger than the defect size, and inserted into the orbit. The synpor mesh was used also
for the transcaruncular repair. Pre- and postoperative exophthalmometry, existence of
diplopia, and pain were evaluated and compared between the two methods.



27 of the patients were male and 4 were female, with an average age of 33. 17 were
right-sided and 14 were left-sided. The average operation time for the endoscopic
group and transcaruncular group were 51.5 minutes and 73.9 minutes, respectively,
but the difference was not statistically significant. Two patients had preoperative
enophthalmos, and both received the endoscopic repair, where the symptoms resolved
for both. The enophthalmos correction rate for the endoscopic group was 0.8, and 0.5
for the transcaruncular group, but this was not statistically significant. One patient in
the endoscopic group and two patients in the transcaruncular group had preoperative
diplopia. The latter two had their diplopia resolved, and the former endoscopic group
patient showed improvement but had remnant diplopia. However, this patient was
known to have preexisting strabismus before the injury. The average pain score (NRS:
numeric rating scale) was 2.62 for the endoscopic group and 2.83 for the
transcaruncular group, which was not statistically significant.

This study manifests that the endoscopic medial orbital wall repair is not inferior
when compared to the transcaruncular method. Though not statistically significant, the
endoscopic approach seems to reduce the operative time, probably because the
dissection process is shorter and no wound repair is needed. Compared to the previous
endoscopic method, inserting the mesh into the orbit did not turn out to be
complicated, and we suggest it might give better results because it is thought to be less
prone to implant migration. A larger scale of studies should be performed for
validation.
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Purpose: Opioid abuse and overdose has become an epidemic in the US and
overprescribing by physicians has been shown to be a major contributor to this
morbidity and mortality. The opioid epidemic is especially problematic in the
pediatric population, as early exposure has been linked to potential future illicit drug
use. Currently, it is common to prescribe pediatric patients opioids for post-operative
pain control, though there is a lack of evidence for their necessity in pediatric
ambulatory surgery. This study aims to investigate post-operative pain management in



the ambulatory pediatric plastic surgery setting and the role of prescribed narcotics to
guide future pain management of this vulnerable population.

Methods and Materials: This is an observational, prospective study of patient pain
management practices and their effectiveness. A questionnaire was developed to
interrogate post-operative pain, narcotic use, and pain management practices. All
assenting patients and parents of pediatric plastic surgery patients, ages 0-17, who
underwent an ambulatory procedure by one attending surgeon from March 2018-
February 2019, were asked to participate in the study. The questionnaire was given at
the first post-operative clinic visit. Supplemental clinical data was obtained from
patient charts. T-test and univariate analysis was performed to identify significant
contributing factors of narcotic use.

Results: 53 patients participated in the study, 34%(18) males and 66%(35) females.
Age ranged from 1-17, with an average of 8 years-old. All patients were offered a
prescription for narcotic pain medication, most commonly oxycodone, with 85%(45)
filling the prescription, 38%(20) taking at least one dose of narcotics, and only
11%(6) taking four or more doses. Univariate analysis found no significant difference
in the amount of narcotic used based on gender or age (OR 1.03,p=0.575 and OR
0.904,p=0.086, respectively). However, patient use of narcotic pain medication could
be predicted based on type of procedure, comparing simple soft tissue lesion excision
to all other procedures, such as otoplasty and rhinoplasty (OR 0.207 CI 0.052-0.819
p=0.025). Patients on average found the efficacy of the narcotics to be comparable to
that of over the counter analgesics (4.2/5 and 4.5/5, p=0.387). Of the patients that
filled the narcotic prescription, not one patient properly disposed of it post
operatively, with nearly 50%(18) keeping the extra in their home.

Conclusion: This study demonstrates that most ambulatory plastic surgery pediatric
patients will have sufficient pain relief with only over the counter pain medications,
without the need for narcotic prescriptions. This study also demonstrates that the type
of surgery can be used as a guideline for who should receive a narcotic prescription
post-operatively. Additionally, education on proper disposal of narcotic medications
may be a simple and effective target to decrease opioid availability for abuse. In an
era of opioid abuse and misuse, which has been propagated by clinician’s opioid
prescription practices, this research deepens the physicians’ understanding of post-
operative pain management in pediatric plastic surgery ambulatory patients and serves
to guide future pain management and narcotic regimens.

The Prevalence of Blood-Borne Pathogens in Facial Trauma Reconstruction
Patients at an Urban, Level 1 Trauma Center



Presenter: Selim G Gebran, MD

Philip J Wasicek, MD, Joseph Lopez, MD, MBA, Adekunle Elegbede, MD, Jordan
P Steinberg, MD, PhD, FACS, FAAP, Yvonne M Rasko, MD, Arthur J. Nam, MD,
Michael P. Grant, MD, PhD, FACS, Fan Liang, MD

Affiliation: R Adams Cowley Shock Trauma Center, Baltimore, MD

Co-
Authors:

Background: Blood-borne pathogens, most notably human immunodeficiency,
hepatitis B (HepB), and hepatitis C viruses (HepC), constitute significant occupational
hazard to the reconstructive surgeon. This study is the first to examine the prevalence
of blood-borne pathogen infections (BPI) in a facial trauma reconstruction practice.

Methods: We studied 10,592 consecutive trauma patients presenting to an urban,
level 1 trauma center (January 2005 to December 2015) with facial fractures, based on
ICD-9 coding. Data collected included HIV, hepatitis B and C test results prior to or
at index admission, type of operation, age, sex, and history of intravenous drug use.

Results: At the trauma admission, 328 patients (3.1%) had a diagnosed BPI — HIV
positive (n=85, 33.3%), chronic HepC (n=140, 54.9%), chronic HepB (n=28, 11.0%)
or coinfection with HIV and HepC (n=29, 11.4%). The prevalence of BPI by age was
normally distributed, with HIV prevalence reaching a peak in the fifth decade of life
(2.6%), and chronic HepC or HepB prevalence reaching a peak in the sixth decade of
life (4.0%, 0.8%, respectively). BPI was more likely in African Americans (OR=1.5,
P=0.004), in those who sustain injury from assault (OR=2.2, P<0.001) and in
comorbid substance use or psychiatric disorders (notably, intravenous drug abuse
OR=10.7, P<0.001). The different facial fractures treated operatively had a similar
prevalence of BPI (P=0.135), however operative mandible fractures were the fractures
most associated with chronic HepC infections (3.9%).

Conclusions: The prevalence of BPI in the urban, facial fracture population may be
higher than that of the general population (3.1% vs 2.0%). The increased risk to
surgical staff and the benefit of early diagnosis could justify routine screening for BPI
in high risk patients (i.e. assault injuries, history of smoking, intravenous drug abuse,
psychiatric comorbidity).

Le Fort Fractures in the Pediatric Population: A Level One Trauma Center
Review
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Background: Pediatric Le Fort fractures are a small subset of facial fractures
requiring more intervention to manage the patient and stabilize the floating midface.
Our purpose was to identify associated factors for patients with Le Fort fractures.

Methods: An IRB-approved retrospective chart analysis of all pediatric patients age <
18 years diagnosed with facial fractures at our level one trauma center over a 10-year
period (January 2006 to December 2015) was performed. Demographics, fracture
location, mechanism of injury, and hospital course were abstracted. Statistical analysis
was then performed comparing facial fracture patients with Le Fort fractures and
facial fracture patients without Le Fort fractures.

Results: 1274 patients met inclusion criteria. Of these, 69 (5.4%) presented with Le
Fort fractures. Factors associated with Le Fort fractures included motor vehicle
accidents (p<0.001), increased age (p<0.001), and traumatic brain injury (p<0.04).
Patients with Le Fort fractures were more likely to need intensive care unit admission
(p<0.001), surgical management (p<0.001), transfusions (p<0.001), secondary
fixation surgery (p<0.001), and have a longer length of stay (p<0.001). Multivariate
showed increased odds for increased age (OR 1.1; 95%CI 1.04-1.17) and concomitant
orbit fractures (OR 8.33; 95%CI 4.08-19.34). Decreased odds were associated for all
mechanisms of injury other than motor vehicle collision (Other blunt trauma: OR
0.36; 95%CI 0.2-0.6. Penetrating trauma: OR 0.13; 95%CI 0.01-0.6).

Conclusion: Le Fort fractures represent a small portion of pediatric facial fractures,
but require critical management. Careful evaluation of patients following motor
vehicle accidents for midface stability will allow for proper planning and patient
management.

Decision Making in Pediatric Plastic Surgery: Autonomy Versus Shared
Approaches
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Background: Although shared decision-making is an essential component of patient-
centered healthcare, its role in pediatric patient populations is not well-defined.



Particularly among children presenting to pediatric plastic surgery clinics, the extent
of agreement between parents, children, and providers regarding the extent of
autonomous decision-making remains unclear. The goal of the current study was to
define the preferred level of autonomy in decision-making among the various
stakeholders involved in cleft care.

Methods: We surveyed children presenting to plastic surgery clinics (n=100) and
their caregivers regarding their preferences on autonomy during the process of
surgical decision-making. Patients and their parents independently completed surveys
on their preferred method of decision-making and autonomy. Fleiss’ kappa was used
to assess the extent of agreement between groups. Bivariate chi-square tests were used
to assess the relationship between decision-making preferences and demographic
factors such as age, gender, and socioeconomic status. Multinomial logistic regression
was performed to assess the relationship between age and sex and child/parent
preference.

Results: Of the 100 children surveyed, 64 were female; the average age was 12.5
years. Children and their caregivers disagreed upon their overall decision-making
preferences (k=0.0385). Overall, 40% of children and 67% of parents preferred the
option of completely shared decision-making between the patient, parent, and
provider; the minority of children (16%) preferred the doctor to be the sole decision-
maker. Approximately 20% of children desired complete autonomy. Child’s
preference was significantly associated with their age; the relative risk of children
deferring to parents or surgeons over a shared approach was lower for adolescents
compared to children under ten years old (RR=0.202; 95% ClI: 0.054-0.751; p=0.017).
Alternatively, caregiver’s preferences did not change based on the child’s age, but
rather based on the child’s sex. Parents were less likely to prefer a shared approach
when the child was female (OR=0.365; 95% CI: 0.139-0.961; p=0.04).

Conclusions: While most parents preferred a completely shared approach to
decision-making, children desired greater autonomy, particularly with increasing age.
There was limited agreement between parents and children regarding their decision-
making preferences. Providers must be cognizant of differing preferences among
parents and children when discussing treatment plans and surgical algorithms; to
optimize patient and parent satisfaction, differing methods of discussion may be
required to respect the preferences of all stakeholders involved.

Cross-Shaped Tongue Reduction for Macroglossia with Beckwith-Wiedemann
Syndrome: A Novel Technique
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Introduction: In the glossectomy for macroglossia, adequate volume of reduction and
preservation of shape is essential. We have developed a novel technique, cross-shaped
tongue reduction and performed the technique since 2007. This technique enables
reduction in all three dimensions (length, width and thickness), while maintaining the
naturally-looking shape. The purpose of the present study is to evaluate the feasibility
and efficacy of the technique.

Method: Retrospective review was performed on the patients who underwent cross-
shaped tongue reduction at National Center for Child Health and Development,
Tokyo, Japan. Data concerning complications were collected for feasibility analysis,
and information on tongue size, speech and occlusion were collected for efficacy
outcomes.

Immediately before operation, intravenous catheters are inserted along medial margins
of the arteries with US visualization for surgical guides. The resection in midline is
performed first, along the inserted catheters to preserve the arteries. The arteries can
be identified at the resection edges at this stage. The resection in transverse direction
is performed next, at the position anterior to the papilla and posterior to where the
arteries emerge superficial. Finally, the reduction in thickness is performed superficial
to the arteries. The wound is closed with absorbable sutures.

Postoperatively, patients are kept sedated, intubated and cared in ICU. Patients are
extubated after the swelling subsides and discharged from hospital when oral intake is
adequate.

Results: Total of 32 cross-shaped tongue reduction procedures were performed on 29
patients. All patients were associated with Beckwith-Wiedemann syndrome. The
average age at surgery was 31 months. Four patients had the previous history of
glossectomy by different method, and 3 patients required the same procedure for
further reduction. Average duration of operation was 113 minutes, and average
estimated blood loss was 35g. Average of planned reduction in length was 21mm and
width was 15mm. Patients were extubated on average of 3 days postoperatively.
Average stay in hospital was 12 days. Two patients required vessel repair for damage
of glossal artery. Partial necrosis and wound dehiscence were observed in 2 and 3
patients, respectively. These healed spontaneously without treatment within 1 month.



The information concerning the efficacy were collected from 26 patients with follow
up period longer than 1 year (average: 5 years 1 month). All patients could put their
tongue within their mouth. For speech evaluation, after exclusion of 7 patients due to
young age or tracheostomy, 6 patients had normal articulation while 13 had slight
distortion. The speech was clear enough for communication except for 1 patient.
Anterior cross bite and open bite were observed in 2 and 10 patients, respectively.

Conclusions: Various methods of glossectomy have been reported in the past, but few
methods enable the reduction in all three dimensions. Anterior wedge resection and its
variants are widely-performed methods, but resection of large volume results in loss
of tongue tip and a bowl-like shaped tongue. Cross-shaped tongue reduction enables
reduction in three dimensions. This study elucidated that this technique is feasible
with acceptable rate of complication, and provides adequate volume of reduction
while preserving function.

Facial Fractures and Mixed Dentition: What Are the Implications of Dentition
Status in Pediatric Facial Fracture Management?
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Purpose: The stage of maturation of the pediatric facial skeleton at the time of injury
has a significant impact on both facial fracture patterns and management strategies.
For instance, the relative prominence of the pediatric cranium during the early years
of life affords protection to the structures of the midface, while delayed aeration of the
frontal sinuses may predispose younger patients to frontal bone fractures. The
dentition status of a pediatric patient may have similar implications in the setting of
facial fracture. In this study, the authors examine the effect of dentition status on
facial fracture patterns and management strategies at an urban, level one trauma
center.

Methods: A retrospective chart review was performed for all cases of facial fracture
occurring in the pediatric patient population at a level 1 trauma center (University
Hospital in Newark, NJ) between 2002-2014. A database including patient
demographics, facial fracture and concomitant injury patterns, and operative
management data was constructed and analyzed.



Results: A total of 72 patients with mixed dentition met inclusion criteria for our
study and were compared against patients with primary (n=35) and permanent
(n=305) dentition. The mean age at presentation was 9.2 years, with a male
predominance of 68%. The most common fracture etiology was pedestrian struck
accident (n=23), fall (n=21), motor vehicle collision (n=12), and assault (n=9). The
most frequently identified facial fractures were that of the orbit (n=31), mandible
(n=21), nasal bone (n=19), and frontal sinus (n=14). Additionally, eight Le Fort and
four nasoorbitoethmoid fractures were identified. Twenty-one patients (29%) required
operative management for one or more facial fractures. Operative intervention was
required in 38% of mandibular fractures, with 6 patients requiring only
maxillomandibular fixation and two requiring ORIF with titanium plating. Nine cases
of orbital fracture (29%) were managed operatively — two with absorbable plates, two
with Medpor implants, and the remaining with titanium plating. Management of all
nasal fractures requiring operative intervention was accomplished through closed
reduction. Concomitant injuries included skull fracture (n=35), traumatic brain injury
(TBI) (n=35), intracranial hemorrhage (ICH) (n=21), and long bone fracture (n=12).
Seventeen patients required admission to the intensive care unit. Patients with
permanent dentition were significantly more likely to sustain frontal sinus and Le Fort
fractures (p <0.01), as well as skull fracture, ICH, and TBI (p < 0.01) as compared to
those with mixed dentition.

Conclusion: The dentition status of a pediatric patient may have significant
implications in both patterns of injury and operative management strategies in the
setting of acute facial trauma. Our study finds that Le Fort and frontal sinus fractures
were significantly more common in patients with permanent dentition. Severe
concomitant injuries such as ICH and TBI were also significantly more likely in this
cohort. A patient’s dentition status may also play a role in the decision for ridged
fixation of mandibular and orbital fractures, as well as the method of
maxillomandibular fixation in maxillary and mandibular alveolar fracture.

Minimally-Invasive Sympathicotomy for the Treatment of Hyperhidrosis: After
Twenty Years of Practice, What Have We Learned?
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Introduction: Hyperhidrosis is a frequent disorder with an estimated prevalence of
3% in the general population. This condition carries relevant impairments in social
relationships for patients. Hyperhidrosis can affect different anatomical areas with
palmar region being the most disturbing for everyday activities and social relevance.
Several conservative and topical treatments are available for the patients but their
efficacy is often limited and temporary. Video-assisted thoracoscopic
sympathicotomy of T2 and T3 ganglia with a minimally invasive technique represent
a definitive treatment for palmar and axillary hyperhidrosis [1,2].

Materials and methods: This minimally invasive approach for thoracoscopic
sympathicotomy was first described by Raposio et al. two decades ago [3]. This
single-entry thoracoscopic procedure is carried out with a specifically modified
endoscope equipped with optic fiber and a wire loop for electrocautery at its distal
end. Since 1997, 781 patients have been treated at our department and 1562
sympathicotomies have been performed.

Results: Out of 781 patients, 734 reported complete resolution of palmar
hyperhidrosis. In 47 subjects, the procedure could not be completed due to the
presence of anatomical anomalies. We have also observed a 44% incidence rate of
vascular structures overlying sympathetic ganglia, lung adherence, and retro-pleural
fat that complicated the surgical procedures. In 6 patients symptoms relapsed after the
procedure, most likely due to accessory sympathetic pathways. Of these, two
underwent revision surgeries and were successfully treated. Only 2 patients
complained of generalized compensatory hyperhidrosis. No major complication was
observed. Surgeries were performed as one-day surgery procedure. Mean operative
time was 45 minutes.

Conclusions: Video-assisted thoracoscopic sympathicotomy represents a definitive
treatment for palmar and axillary hyperhidrosis and it should be considered when
conservative options failed to relieve the symptoms. This minimally invasive
approach provides effective resolution for this disorder with minimal post-operative
complication rate. However, the relatively high rate of vascular structures overlying
sympathetic ganglia, lung adherence, and retro-pleural fat can potentially complicate
the procedure thus preventing less experienced surgeons from obtaining positive
surgical outcomes.
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Purpose: Ganglion cysts are theorized to occur secondary to leakage of synovial fluid
from a tear in the scapholunate ligament or wrist capsule. An analogous injury is
created in an iatrogenic manner with portal placement during routine wrist
arthroscopy. We hypothesized that wrist arthroscopy increases the risk of developing
a wrist ganglion cyst.

Methods: Using the MarketScan Outpatient Services Database, individuals who had a
diagnosis of wrist ganglion cyst without an arthroscopy procedure were identified
using 1CD-10 codes to establish a baseline incidence in the general population.
Patients who underwent wrist arthroscopy and developed an ipsilateral wrist ganglion
cyst postoperatively were identified using CPT and ICD-10 codes. Exclusion criteria
included patients who had a wrist ganglion diagnosis prior to or at the time of
arthroscopy, had bilateral wrist pathology, or did not have a diagnosis indicating
laterality. Predictor variables included: age, gender, comorbidities, and arthroscopic
procedure performed. Multivariable logistic regression was used to analyze outcomes.

Results: Among 24,718,751 unique outpatients, 39,832 patients had a diagnosis of a
wrist ganglion cyst (0.16%) during encounters from October 2015 to December 2016.
2,420 patients underwent wrist arthroscopy during this time period. Of this group, the
majority of patients were women (60.0%) and average age was 40.5 years [standard
deviation (SD) 14.9, range 11 — 65 years]. Rates of diabetes (0.04%), obesity (0%),
nicotine dependence (0.04%) and connective tissue disorder (0%) were low.
Indications for arthroscopy most commonly involved osteoarthritis (8.3%), other joint
derangements or disorders (78.9%), dislocation and sprain (56.7%), and synovitis
(23.2%). Arthroscopic procedures performed included: diagnostic arthroscopy with or



without synovial biopsy (3.4%); lavage and drainage for infection (0.1%); partial or
complete synovectomy (8.1%), triangular fibrocartilage complex (TFCC) excision,
repair, and/or joint debridement (80.0%); internal fixation (1.5%); or a combination of
these procedures (15.9%). Postoperatively, 30 patients (1.24%) were diagnosed with
an ipsilateral wrist ganglion with a mean time to diagnosis of 4.0 months (SD 2.4,
range 0.2 — 9.0; Figure 1). Significant predictors of postoperative ganglion diagnosis
included female gender [odds ratio (OR) 4.0, p<0.01] and TFCC and/or joint
debridement (OR 0.1, p<0.01) as the arthroscopic procedure performed.

Conclusions: Wrist arthroscopy is associated with a postoperative incidence of
ganglion cyst formation that is nearly 8 times the rate of the general population.
Surgeons should consider discussing ganglion cyst formation as a possible risk when
obtaining informed consent for wrist arthroscopy. Additional studies are needed to
investigate techniques that minimize risk.
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Purpose: Patients with longstanding carpal tunnel symptoms can develop neuritis of
the median nerve following decompression as increased blood flow "re-awakens" the
nerve, resulting in transient and paradoxical, worsened neuropathic pain. We
hypothesize that pre-operative variables can predict which patients are most at risk for
this phenomenon to guide patient counseling and post-operative satisfaction.

Methods and Materials: A retrospective chart review was performed on all patients
who had undergone either open or endoscopic carpal tunnel release at a single
institution between January 2013 to December 2017. Patients demonstrating increased
pain with "pins and needles" in the median nerve distribution post-operatively were
included. Exclusion criteria included patients under the age of 18, acute carpal tunnel
syndrome, concern for incomplete release or need for early revision surgery, and
multiple procedures at the time of carpal tunnel release. A control group was
randomly selected for comparison. Demographic data, medical history, carpal tunnel
history, and EMG/NCS findings were recorded. Matched groups were evaluated with
two-sample t-tests, Wilcoxon Rank Sum tests, and chi-squared analyses.



Results: A total of 647 patients were identified of which 15 were found to have
symptoms consistent with median nerve "reawakening." All patients either had
significant improvement in post-op EMG/NCS studies or ultimately had resolution in
their carpal tunnel symptoms at long-term follow up. Compared to the matched group,
the reawakening cohort was older, had a longer duration of symptoms, and were more
likely to have it occur in their dominant hand. Furthermore, EMG findings were more
likely to show increased fibrillations and sharp waves in abductor pollicis brevis.

Conclusions: Median nerve reawakening following carpal tunnel release has not been
previously described but occurs in 2.3% of all patients with carpal tunnel. This
frequency is much higher in older patients with prolonged symptoms. Other predictors
include advanced age, longer duration of symptoms, and evidence of abductor pollicis
brevis damage on EMG. Pre-operative counseling of patients at high risk for the
reawakening phenomenon can help guide post-operative care and increase patient
satisfaction when it occurs.
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Purpose: Hand and wrist fractures are common injuries and lead to significant loss of
productivity and ability to perform activities of daily living. Poor compliance with
postoperative instructions can predispose to complications, patient dissatisfaction, and
permanent disability. We sought to identify if a phone call by a physician in the week
following surgery for hand and wrist fractures improves patient outcomes, satisfaction
with treatment, and compliance with treatment recommendations.

Methods: We prospectively enrolled consecutive adult patients undergoing outpatient
surgery for isolated hand and wrist fractures in a single, metropolitan level-one trauma
center from January 2018 through December 2018. Patients were randomized to
either a standard postoperative course or to receiving an additional physician phone
call reviewing the postoperative instructions during the week following surgery. The
primary endpoint was Brief Michigan Hand Questionnaire score change (bMHQ),
which was measured through survey just prior to surgery and at least one month after
surgery. Secondary endpoints included overall satisfaction with care on a 5-point
Likert scale, compliance with treatment recommendations, and presence of



postoperative complications. Patients in the phone call study arm were surveyed for
clarity of discharge and follow-up instructions. The surgical team was blinded to
treatment arms.

Results: The majority of patients were right-handed (70.8%), Black (58.3%), male
(70.8%), and had an annual income less than $30,000 (58.3%). Starting at one month
following surgery, average change in bMHQ score demonstrated 26% improvement,
but there was no difference in the absolute change in bMHQ score between groups
(12.2 vs. 6.5, p=0.69). Similarly, most patients were satisfied with their care
preoperatively (89.5%), immediately postoperatively (85.7%), and late
postoperatively (73.3%), but the average late postoperative Likert score did not differ
between groups (1.4 vs. 2.5, p=0.21). There was a stronger correlation between
patients' hand function, as measured by bMHQ scores, and satisfaction with care
starting 1 month after surgery (R?=0.502, p=0.002) than preoperatively (R?=0.252,
p=0.029). Immediately following surgery, 83% of responding patients reported their
follow-up appointment time was clear, all believed their discharge instructions were
clear, and 83% felt immobilization instructions were clear. The average readability of
discharge instructions was grade 7.7, which was below the average education of the
patient population (75% had at least completed high school). In spite of this, 13% of
patients removed their own cast or Kirschner wires, 67% did not follow-up within a
week as recommended, and 63% did not complete the post-operative treatment
recommendations in order to be satisfactorily discharged from care. Thirty-three
percent of patients had complications, which included pin site infections, bleeding,
delayed wound healing, and pain necessitating emergency room visit.

Conclusions: A postoperative phone call by a physician does not result in enhanced
patient satisfaction or improved outcomes among the hand and wrist fracture patient
population. Based on these findings, we do not feel that phone call follow-up is an
effective use of resources. In certain clinical settings, patients treated for hand and
wrist trauma have high rates of non-compliance with treatment, and the need for
identifying interventions to improve patient outcomes is paramount.
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Background: Rates of Chronic Regional Pain Syndrome (CRPS) following
Dupuytren’s contracture release remain unclear. Rates have been reported to range
from 2.4% to 18.5% based on single institution case series (1,2). This study sought to
provide a national perspective on the incidence of CRPS following treatment of
Dupuytren’s contracture and to identify patient factors to target for risk reduction.

Methods: Using the MarketScan Outpatient Services and Medicare Supplemental
Insurance Outpatient Services databases, individuals aged 18 years or older who
developed CRPS within 1 year of treatment of Dupuytren’s contracture were
identified using the ICD diagnosis code for CRPS Type 1. Exclusion criteria included
patients who had a prior diagnosis of CRPS, had less than 1 year follow up, or were
treated concurrently with both collagenase injection and an operative procedure.
Predictor variables included: age, gender, comorbidities, employment status, region,
and type of procedure. Patients who underwent a postoperative stellate ganglion block
were also noted. Multivariable logistic regression was used to analyze outcomes.

Results: 48,317 patients received treatment for Dupuytren’s contracture from 2007 to
2015. Average age was 61.9 years [standard deviation (SD) 10.5, range 18 — 97
years], and 72.1% of patients were male. A minority of patients had comorbidities
including diabetes (3.3%), obesity (0.6%), or active smoking (1.5%). Treatment for
Dupuytren’s contracture included: collagenase injection (9.1%); closed palmar
fasciotomy (5.7%); open palmar fasciotomy (2.5%); palmar fasciectomy with zero
(7.7%), 1 (19.2%), or multiple (1.6%) digit releases; or a combination of operative
procedures (55.2%). 102 patients (0.21%) were diagnosed with CRPS at a mean of 3.2
months (SD 1.8, range 0.3 — 9.0 months; Figure 1) following treatment for
Dupuytren’s contracture. Fifty-eight of these patients (56.9%) underwent
postoperative stellate ganglion block. Significant predictors of CRPS included
younger age [odds ratio (OR) 0.95, confidence interval (CI) 0.93-0.97, p<0.001],
female gender (OR 1.83, Cl 1.23-2.73, p=0.003), Southern region (OR 2.63, Cl 1.37-
5.05, p=0.004), palmar fasciectomy including release of 1 (OR 9.37, Cl 1.27-69.11,
p=0.028) or more than 1 digit (OR 33.62, Cl 4.12-274.65, p=0.015), and multiple
operative procedures (OR 11.62, Cl 