i QS SERE -
SURGERY

UIJI’

EDITOR in CHIEF
<uben Oddenino

THE FABULOUS 6
2008-2016

:¢ !a-s’ fga.!
4 o m l‘:’.

Contents

Lipofilling to treat periprosthesic capsular contraction after augmentation mammaplasty pae 101
Baruffaldi Preis FW, Cavallini M, Lanfranchi LA

Uulvo-perineal reconstruction with U-Y flap after extensive surgery for vulvar cancer |

Tateo A, Tateo S, Santamaria V. Reho A, Garassino E

Endorsed by : @ "/(\\ ) m S
A ARPLEG : {aarras L3 SR s
i P L5 - . oven -~ = v

© EUROPEAN ASSOCIATION OF AESTHETIC SURGERY




UpDate IN PLASTIC SURGERY

canor

Editors in Chief

Co-Editors

Ednorial Board

Managing Ednor

Testing Dermaloiogy

Dowload the new APP

m Plastic Surgery Planet

from iTunes. Il is free

The outcome of Flesor Digitorum Superficialis (FDS) tendon transfer
in long
standing ulnar nerve injury at the wrist pag. 1

Reda Abdallah Yonis, Mohamed Radwan El-Hadidy, Sobhi Ahmed Hewidi,
Ahmed Mohamed Bahaa EI-Din, Adel Abdelsalam Shabana

Autologous fat graft in aging face pag, 114
Klinger M, Vinci V, Cormegl ani G, Uisa A, Forcallini D, Maione L

Sentinel lymph node biopsy in clinically nodenegative patients
with T1 and T2 squamous cell carcinoma of the oral cavity pag. |

Hesham A. Helal, Yasser A. Abcelatia Exram |, Safe

Breast asymmetry: Isit a difficult task? pag, 122

Youssef S. Hassen, Ahmed Kamal

Caro _\_l'l i0,

in questo ultimo numero del 2016 sono fiero di dare 'annuncio
che la nostra rivista, nel 2017, diventerd trimestrale (un numero
in pii rispetto al passato)

. | ; : 1 N .
Invito tuth vol a larct t vostr avon sClentifcl € 1 vostrt (s

report per rendere sempre piu attuale ¢ completa la nostra rivisia
In questo mumero & presente NG pear Membs
piccola selezione di lavori pubbli- : ¢ number of 2016
cati in passato. mee e
La dimostrazione della qualita ¢ la
cura pm‘li’.\'simu‘tli' che i nostri soct

Editorial

mettono con passione nel loro lavo- ? Rl T AR

ro quotidiano. n

Voglio ringraziare tutti t soct per pubiished i d wast. It is the demonstraniol
limpegno profuso in questi anni € . ! professional  care

rinnovo il mio impegno per darvi
sempre una rivista modemna, pre-
cisa che rappresenti un punto ‘ :
fermo per linformazione ¢ la cre- : o for the informatio

scita della nostra professione.

L'Editor

Ruben Oddenino




Yix

Bautuly F

Lipofilling to treat periprosthesic capsular
contraction after augmentation mammaplasty.

Lipofilling to treat periprosthesic
capsular contraction after
augmentation mammaplasty.

Over the last few years, autologous
adipose lissue transfers have been widely
used 1o treat breast defects over the last
lew years as means of restoring volume
after mastectomy or lumpectomy,

or correcting breast hypoplasia

and asymmetry.

Since 2005, we have used purified
adipose tissue together with partial
capsulectomy fo treat capsular
coatraction in patients experiencing severe
capsular contraction (Baker grade I11-1V)
and rippling after breast augmentation
with moderate to severe breast firmness
and/or distortion, and/or implant
displacement and discomfort

(more frequent alter revision than after
primary augmentation).

In this study authors explain the surgical
technique with purified adipose tissue,
partial capsulectomy and breast implant
replacement thal was used to treat
capsular contraction In 14 patients.
Conslderable improvement was observed
alter a follow-up of one year, which shows
that this simple, efficient and reproducible
technique leads to good results

and prevents or diminishes the risk of
severe capsular contraction, particularly
alter reoperation,

Key words: Parprosthesic capsulsr confraction,
Braast sugmentation, Lipostuciure,
Capsuteciomy, breas! (M repicenent.

Baruftalgi Preis FW, Cavallini M. Lanfranchi LA

INTRODUCTION

Breast augmentation procaduras
have a number of delayed complications, of
which the five most frequent are capsular con-
traclure, implant ruptur2, implant malposition-
ing, infection, and implant ripping. The prob-
lems associated with the first and most com-
mon complication is diractly due 1o the farm
and surtace of the implant: the first- and sec-
ond-generation braast implants (particular the
smooth types) led o very high rates of capsu-
lar contraction, which decreased after the mar-
ket introduction of textursed implants, The Iat-
ast-genaration implants have improved surface
porosy and uniformity, which are critical fac-
10rs in the development of contracture’.

The induction of periprosthetic issue reaction
is constant and due to tha natural foreign body
reaction; however, when the reaction is {00
aggrassive, # keads to increased thickness
and firmness

The bast known clinical classdication system
of capsular contracture in breast augmentation
IS that of Baker, who dividad the anomales nto
four grades of fimmnass and evolution?:

Grade I: The braast in normally smaoth and
I00ks natural. No palpable capsule

Grade Il: The breast Is a little firm but
appears natural. The breast Is less
soft, and the implant may be paipa-
bie but not vsble

Grade Ill: The breast is firm and beginning to
appear distorted in shape; the
implant can be palpated easily

Grade IV:The breast is hard, painful, tender
cool, and looks abnormal.

Histologically, capsular contracture normaly
shows hypertrophic circumferantial linear
fibrasis with myofibroblast involvement

L
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The precise etickgy of capsular contracture
remains unknown, but some causes have
been suggesteds-<;

Hematorna and/or sevoma. In order to
prevent these complication, it is impor-
tant to control any bleeding that occurs
during surgical dissection and wash the
pocket with cold irrigation saline to
remove biood stains from sub-tissues
Sicon gal bleed. This is less Tkely with
the latest generaton of breast! implants
because the gel is more cohesive
Infection. Immecately acdiacent o the
mplant shal. it i possible to observe a
chronic subclinical infection within a
MICroSCopic Dioilm that is inaccessible
ta callular and humoral immune function®
The nsk of bacterial contaminabon of
breast implants can be reduced by cor-
rectly handling them, and by using broad-
spactrum prophylactic antibsotic treat-
ments during and arter surgery.

Giove powder on the implant shell. In
oroer to to avod this problem, the glaves
should be washad with sterile saline solu-
tion before touching the implants.

Other foreign bodles such as lint or dust
and, partcularly, povidone-iodine particles

One of the hypotheses is 10 contral capsular
contracture pharmacologically by mezans of
mmunomodulation as recent avidence indi-
cates that the levkotnena receptor antagonists
used to treat asthma, such as zafidukast
(Accarte) and montelukast (Singuial) may
prevent and reverse its induction and forma-
tians.

t IS als0 Important to stress that capsutar
contracture is a risk factor for implant rup-
ture, and the most frequent reason for repaat
surgery.
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RATE OF CAPSULAR CONTRACTION

A precis2 picture of the rase of cap-

sular contracture can bDe oblained from two
mportant ongoing studies by Inamed and
Mentor, the two largest producers of breast
implants for both agsthetic and recanstructive
breast surgery. The Allergan Core Study
(ACS) involved 715 patients (ncluding 455
primary and 147 ravision augmentation
patients), and the Mentor Core Stuay (MCS)
involved 1007 (including 551 primary and
146 revision augmentation patients). Both are
10-year studies designed to assess safety
efectwveness and revision In augmentation
mammoplasty, with postoperative fallow-up
visits scheduled after four weeks, six, 12 and
24 months, and then annually for tan years
The intenm results are very interesting as they
indicate that capsular contracture occurs
mare frequently aftar revision than after pn-
mary augmentation. Among the women
receving breast impiants for the first time, the
fisk of severe capsular contracture (Baker
grades lIl-IV) was 13.2% in ACS after four
years, and 8% in MCS after three years,
whereas the correspondng figures among the
women undergoing a reopéeration ‘were
respectively 17% and 19%. It Is a0 impor-
tant to unoeding the fact that 39/135 patients
who underwent repeat surgery in ACS, and
40/109 in MCS, did so because aof capsuiar
contracture after their first operation.
We have therefore revised our own infprmec
consent documents in such a way as to high-
light tha graater risk of capsular contraction in
the case of sacondary augmentation mammo-
plasty, which is important for legal purposes

Figure 2. Periprasthetic capsule

Figure 3. Panial capsulectorry

MATERIALS AND METHODS

Figure €&

Since 2005, we have usad purified
adipase tissue 10gether with partial capsulec-
tomy 10 treat capsular contraction in pabents
gxpariencing severe capsular contraction
(Baker grade WlI-IV) after breast augmentation
with moderate to severe breast firmness 2
and/or distortion, and’'or ¥mplamt displace-

s e , e Figure 4
ment 'J_n'j dleUm.TE'f[ (Figs. 1and 2) ntact capsular Aads in which
n 2005 and 2006, we performed breast aug- purfed autclogous adiposa tesue i s
mentation procedures in 106 women, 12 of is injactad

whom developed severe capsular contraction {between each capsular fayer
(Baker grade III-V) and were candidates for and the breast parenchymaj
mplant replacemeant and purified adipose tis-
sue 10 prevent capsular contraction. The
exclusion criteria included the development of
capsutar congraction durng the first eight
postoparative manths, prosthesis rupture and
total capsulectomy, submuscular packet,




mastopexy, and replacement with a bigger
implant, Nine patients were avantualy reoper-
ated {fwe bilateraly and four monokaterally,
for a total of 14 augmented breasts) ano
treated with purified adipose tissue, partal
capsulectomy and beeast impiant replace-
ment. Initaly, 11 breasts were classified as
Baker grade 1l and three as Baker grace IV

SURGICAL TECHNIQUE

This procedure can be carred out
under local anesthesia and sedation, or unger
general anesthesia. Local anesthesia (epi-
nephring and lidocaine) is injected round the
area in which the adipose lissue wik be
olaced. Before injecting the local anesthetic, it
5 usafid to draw tha capsular leaves that will
be remaved and those which will be kept
(Figs. 3 and 4). A blunt dissection of all the
retroarectar aspect of the capsule is carriad
out through 2 homageaneous penareolar ncl-
sion made to the retroareokar aspect of the
panprosthetic capsule. Once this part of the
capsube has been clearly exposed, the (gener-
ally 2ight) capsular leaves are marked (Figure
5), after which the capsule is incised, the
prosthesis removed, and four leaves com-

pletely dissacted from the mammary gland to
the deep part of the capsule and removed
(Figure 6). In patients with savere capsuiar
contraction (Baker grade IV) and prosthesis
dislocation, it is necessary 1o entarge the ret-
roglandular pocket by means of a capsuloto-
my at the inframammary fold (incising the
imact capsular leaves at the base)

Meanwhile, after localy mfiltrabng the intermal
aspect of the knee and/or abdominal ragion
with Ringer's lactate solution and epineph-

Fas 7

Fgs. 7

oy, purhied aut
ned DENREN 8¢ apeuar by

0 faciiale the

nne/lidocaine (1:400,000), approximately
100-130 cc of adipose tissue is aspirated
uging a 10 ml luer Jack syringe, and then cen-
trifuged and purified according to Coleman
{3000 rpm for three minutes and refinemant)
About 15-20 cc of purified tissug is injected
batween each intact capsular layer and the
breast parenchyma while hoiding and firmly
tansioning the upper part of the capsule by
means of an Els ar Duval clamp n order 10
facditate the manzsuver (Figs, 7, 8, 9 and 10).
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Between 70 and 80 cc of purified adpose Bs-
sue is generally needed o treat each braast
using Coleman cannulas ano a 5 ¢t syrnge

The cannuia is initially placed at the lower part
of the capsule and then retracted while nject-
ng 5 cc of purified tissue. Any visidle imegular-
fiies after Sissue injecton are comected by
means of a surface massage. A drain and new
implart are systematically posiioned, and he
ncisons are then sutured using absarbabie
polyglecaprone 25 sutures (3-4/0).

After the procedure, @ madehed dressing IS
applied using soft foam 1o recreate the nfra-
mammary fold, and a specific bra is put in
place (Figure 11).

Ceftriaxone 2 @ IS intravenously administerea
intraoperatively, and oral antiiotics are con-
tinued for five days after the operation.

The drainage tubes are usually removed after
3-4 days, or when their 24-hour output is 1S5
than 30 cc of serum,

Fifteen days later, the patients are instructed
to massage their breasts using a circular sur-
face movement (2-3 kg weight) as in the case
of normal postoperative breast augmentation
treatment.

RESULTS

Considerable improvement was

observed after a follow-up of One year. Seven
breasts were Bakar grade |, six Baker grade U
and one Baker grace Il (Graphic 1) shows
that severe capsular contraction can be freat-
gd with purified adipose tissue in order 10
impeove and prevent or diminish the risk af
severe capsular contraction. Structural fak
grafting has the same potential compications
as any other surgical procedure®.
Although there have been reports of rare com-
plcations such as hematoma, major edema,
saroma. fat necrosis, visible eregularities, cal-
cification, Infecticn and pigmentation, these
have never occurred m our expenence.

CONCLUSIONS

Mo surgeon or patient can predict or
control a patient’'s wound-healing charactenis-
tics or a patient’s genetic issue characteristics,
tactors that can affect outcomes follawing
preast augmentation. Each patient has unique
individual wound-heaing and genelic issue
characieristics that influence the inmteraction
between a breast implant and the surrounding
tissues. Indwidua wound-healng characlers-
tics influence the characterssics of the capsule
or lining that farms around every breast implant
and aHact the degree to which that capsule
tightens or contracts, which n tum datermines
whethar capsufar contracture will Causs exces-
sive firmness of the breast or other deformities

T m

&M oM 1Y

Graphc 1. Capeular contraction aftar one year

Figure 12 Bllataral capsularcontraction (ielt), and oneé yasr after repperalion.
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After the reoperation the patients were asked
“Based on your experience, would you under-
go [ivs aperaton again fo comect capsular
contraction?” All of them answered positively,
nighighting the important improvement of the
cosmetc resul, breast natural shape ang
softness

Our expenence shows that this simple, effi-
client and reproducle technigue lkeads to
Qooc results and prevents or diminishes the
risk of sévere capsular contraction, particutar-
ly after reoperation

It has now routinely used in our practice.

Cirm w49
Fgue 3

Above: Baker grad
and grada IV (rig
&"."i_'fr B

posioparative

Fgue 14
Left: Right breast Baker grade I
preaperativesy

Mg Bakar grada |

12 months postoges

All our patients wera askad before and after
the reoperation about satisfaction with cos-
MELC results and its impact on sexwality and
body image.

Overall satisfacton with cosmetic results was
high, togheter with an increase of satistaction
In sexual life and body perception, particular-
fy in patients who had Baker orade IV with
severe prosthesis dislacation who sometimes
had more cifficulty in looking at themselves
naxed and being seen naked by ther partners,
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Vulvo-perineal reconstruction
with V-Y fiap after extensive surgery
for vulvar cancer.

Background - Sofl-lissue reconstruction fol-
lowing vulvar cancer resection is a difficult
challenge because of Ihe functional, loca-
tional, and cosmetic importance of this
region. Although numerous fiaps have been
designed for vulvar reconsiruction, each
has its disadvantages.

Methods - The Authors present their exper-
ence with the antero-medial fasciocuta-
neous V-Y advancement Nap for vulvo-
vaginoperineal reconstruction afler vulva
cancer reseclion. This llap Is supphled by
underlying fascial plexus derived rom per-
forators of the superficial and deep femoral
artery and indirect branches through mus-
culocutaneous perforators of underlying
muscle.

Result - All flaps survived completely, with
no severe major complications.
Conclusions - This flap is reliable, sensate,
easy to perform, and has matched local
skin quality and concealed donor-site scar
on the antero-medial side of thigh. In addi-
tion, it can cover large vulvovaginal
defects. In our experience, the antero-
medial thigh fasciocutaneous V-Y advance-
ment flap has proven very useful for vulvar
reconstruction, especially at the point of
donor-site scar, flap thickness, and degree
of flap advancement.

Key words: Wavo-perinasl meansucion, 1 0,
A" CANCE

Divisione di Chirurgia Plastica, Isteuto Auxclogico Ralianc, Milano
*Clineca Ginecologica, Universita degh Studi @

Pawva

INTRODUCTION

Vulvar cancer accounts for 5 percent of al
female genital cancers and 1 percert of al
malgnancies m women. It can De 0DServec
more frequently after the fifth or sudh decade of
|ife, Recently, thare has been an increase n the
incidence of vulvar cancer. Vulvar cancer 1S a
défusing disease that permeates into regional
requring racica ction wén
nguinal lymph node dissection for treatrment.
Charactenstically, this area is easily contami-
nated by secretions from the vaginal exocring

gery. Furthermore, soft-tissue reconstruction
following vulvar cancer surgery presants a dil-
ficult challenge. In the past, radical vulvectomy
acts had been reconstructed using two
piateral longitudinal incisions and repaired Dy
primary closure, skin graits, and local fiaps.

There Is no doubt that flaps are supenor to sKin
grafting or direct closure m terms of the aes-
thetic and functional aspects of reconstruchon

sSue dedect foliowing radical vulvecioemy

Vulvo-perineal reconstruction with V-Y flap
after extensive surgery for vulvar cancer.

Many flaps have been wsed in the search for a
refiable, single-stage, technically simpie flap 10
repair the majority of surgical defects This has
lad 10 numerous surgical options, rangng from
random fo @oal, lasc0cutangous, anc muscu-
locutangous Naps

The use of Nlaps Is required nat only for Cover-
ng large defact but also for free ension closure
to avoid wound dastass, delayed healng with
possibilty of infection, stenosis, retraction with
perineal disfunction, longer hospitalzation anc
poor cosmebc rasulls

We think that the “igeal” flap should brng to the
defect a good vascularzed pad of skin and sud-
cutan=ous fat the same thickness of the wound
brng a varable amount of bssue able to Close
both small to wide wounds, reestabish func-
tianal neads, minimize negative impacts on bom
walking and sitting, create a natural assthetic
appearance, possibly be a sensitive fap, anc
raquire a single-stage operaton
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RESULTS

pabent experenced a
cation during surgery. Patier
ad sahsfactory madical ¢

days (range 4-1

Iy compli-
graly raport
condtions at maan 10
and than were discharged
from tha ‘l'.[‘ITRI with a mean of 13 days
Major complications included mano- or belater
ymphocee in within 6 months
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r and local nfecton {ingu
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yS after surgery; inguinal
aloma n one patient, three weeks after
gery; bilateral superficial venous thrombasis
ne pabent, 1 month after surgery; dlarrhea

cutanecus margin from the vagnal edge of 1.5
Ip 10 2 om, oetacted 4-13 days after the oper-
ation. In all but one case, satisfaciory heaing
occurred without further surgery.

Two patients experienced wiroital S12noOsis
surgey after relapse and two after radiation
Altough Seasd function was not declared, the
remaning patents had a satiséactory ntroitus
with accepted a medium size speculum

One patient underwent Z-plasty 1 year after
surgery because of an urethral meatus devia-
bon and another ona complained misdraction
of the stream.
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DISCUSSION

Several flaps have been described
2 n the vulvar area but the V=Y flap has
ved relatively little attention, particularly
with regard 10 the satisfactory results that can
be obtanad. On the contrary, the preat valua of
the technigue 1S given by its reliablity and the
simphciy with which it can be pearformed.
Mareover, previous ocal imadaton ooes not
precluda absolutely the use of these faps.
The gracilis muscle s elevated, with the same
\<Y advancement patiem, esclushely when
larper weil vascunsed is reguired by the diman-
sion of the soft tissue resection. The desp
defects of the vulva and parineun following
extensive radical excisonal surgery can be, in
fact, effecavely coverad by this thicker flap in
ane-staga primary repair
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We believe that in most instances the V=Y
represent a valid option for vulvar recanst
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CONCLUSION

The VY advancament flap tachrigue

rapresents a relatively sipie and effeciive pro-

vulvar det when perfarmead

ue-
10 the Smpicity and rapioity wen

which it Is parformed
Moraover, these flaps demonstrate good versa-
tiity and ralbilty.

Preoperabve radiation therapy coes nol appéea
to be an absolute drawback

Considering tha increasing facus of gynagco-
ogic oncolagists on presenving normal body
mage, this technxque may

have valuable role
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The outcome of Flexor Digitorum
Superficialis (FDS) tendon transfer in long

standing ulnar nerve injury at the wrist

The outcome of Flexor Digitorum
Superficialis (FDS) tendon
transfer in long standing

ulnar nerve injury at the wrist

Ulnar clawing is the manifest deformity of
long standing ulnar nerve injury at the
wrist level with marked weakness of the
power hand grip and intrinsic minus posi-
tion of the affected fingers. To correct
ulnar clawing FOS tendon of the middle or
the ring fingers transfered to both A1 (first
annular pully) and A2 (second annular
pully) or its transfer to the radial lateral
band of the extensor apparalus of the
clowed fingers in 20 patients, classitied
ino two groups, each group contains 10
patients. The first group, FDS tendon had
Iransferred to A1 and A2 pullies. The sec-
ond group, Ihe Iransfer was to the radial
lateral band of the extensor lendon.
Evaluation of pestoperative results using
standard lests. Gonlometry to evaluate the
active range of motion of metacarpopha-
langeal (MP), proximal interphalangeal
(PIP) and distal interphalangeal (DIP)
|oints. Power hand grip assessment using
dynamometer, comparing the preoperative
measures with the taken postoperative
ones at 3 and 6 months postoperatively.
All patients have good improvement of the
active range of mation of the managed fin-
gers joints, and good improvement of the
power hand grip.

Key words: u\ey nevve, rapal; wist

Departments of Plastic Surgery, Mansoura University Egypt

J

** Plastic Surgery, Zagazig University, Egypt
hais Rrele&'.:'Cg‘,' & Rehabilitation, Mansoura University, EQ'/E(

INTRODUCTION

The hand represents one of the most
elegant and complex blological mator systems
The coordinated movernents of its five digits
alternately allows for grasping with the entire
fist and pointing with individual fingers'.
Deficits resulting from trauma to the ulnar nerve
are vanable. With low lesions, the motor deficits
are as a result of loss of intrinsic function: this
causes a sgnificant imbalance and deformity
In the hand low lesions affect pinch, grip
strength and manipufaion. it causes difficulty
with the approach of objects due %0 claw hand
deformity, i dysfunction is profound and it is
awdent that uinar nerva reinervation IS unlikely,
patient may dackle to undergo tendon transfer
10 regan function. Unfortunately, an isofated
tendon transfer can not restore all of the pawer
requirements of an ulnar nerve palsy?

The goal of tendon transfer procedures is to
restore balance and function o the hand that
has been compromised through the loss of a
muscle or group of muscles with ireplace-
able loss of narve innarvation. This may occwr
through prolonged compression, trauma, dis-
ease, infectious pracess, congenital anom-
abes or spastic paralysis® 4
The principles of tendon franséer surgery are
frequently reiterated but often forgotten
Failure to remember the follawing principles is
a comman cause of unsatisfactory results
and all must be considered carefully before
embarikang on tendon transfer
1. An elective tendon transfer shoukd never
be performed in tha prasence of unhaaled
wounds
2. Full passive joint mation must be restored
befare tendon transfer
3. The transfer must nat pass through areas
of scar tissug or under skin grafts
Furthermare, surgical incisions should not
be placed directly aver the transfer

Reda Abdallah Yonis*, Mohamed Radwan E-Hadidy®, Sobhi Ahmed Hewidi**,
Ahmed Mohamed Bahaa EI-Din*, Adel Abdelsalam Shabana***

4. Whenever possible, cutaneous sensibilty
shoukd be restored befare tendon transfes

5. The normal function of the transferred
muscle must be expendable.

6. The transferred muscle must be under vol-

untary control and must have an independ-

ent achon

The transferred muscle must have sufii-

cient amplitude and power to perform its

new function; thus, reinnervated muscles
should be used andy in exceptional circum-

Slances.

8. If the transfer cannot perform its new func-
tion with a straight line of pul from its oi-
gin to its insertion, it should pass through
no move than one puley. Acute angulation
of the transfer at the puley should be
avoied

9. Synergism between the musck’s criginal
and new actions facilitates rehabilitagion®

Claw hand corection is broady grouped into
stabc and dynamic proceduras, Static proce-
dures are parformed 10 maintain the MP joint in
some degree of flexion or to limit MP joint
hyperextension; in either case the claw posture
S reversed by the functioning long extensors
Aexion of tha MP joint s unrestricted in static
procedures. Dynamic corraction involves the
transfer of a normally functioning but dispensa-
bie motor 10 a predetermined lacation in the
dot to being about comection of defoarmity
while introducing additional mogor power 10
carry out specific functions that had been losf

PATIENTS AND METHODS

Twenty male patients of ulnar claw hand, their
age betwean 25 tp 34 years presented 10 us
at least 2 years after the initial travma and




assified into 2 groups managed by two di-
=nsertion technigues of FOS tendon

Group I: contains ten male patients of ulnar
claw hand managed by FOS tendon transfer to
noth A1 and A2 pulies. But group Il also,
contains ten male patients managed by FOS
transfer to the radial &ateral band of the exten-
SOr meachanism.

SURGICAL TECHNIQUES (Figure 1)

The FDS middle finger was identi-

fied by palmer Incision at the distal palm
crease and its cut with shght proximal with-
drawal into the palm (Figure 1a)
Two small incisions at the base of the itle and
fing fingers at the level of their MP joints
(Figure 1c). Tha divided FDS middie finger
was splitted fongitudinally nto 2 halves
(Figure 1b). Each half passed through the
fbrous flexor sheath under bath A1 and A2
pullies of the fittle and ring fingers and reflect-
ed over the sheath and sutured to itself with
tansion an the transfer to put the MP in 60-70
degrees of flexion (Figure 1c). To the ten
pabents of group |, while the other ten patients
of group 1l the spitted FOS middle finger was
passed through the lumbrical canal 1o be
sutured to the radial band of the extensor
apparatus of the ring and littke ingers with the
same tension on the transfer (Figure 1d & ¢).
Immaobilization of the hand with the wnst mn
20-30 degrees of flexion MP in 60-70 degrees
of flexion and fingers in 0 fiedon (Figure 11)
After 2 weeks, iImmobilization removal and
splinting the hand. At week 3 active exgrcise
within the spint, week 4 active exarcise oul-
side the splint, discharging the spint at weeks
G to 8 and active'passne exarcises, at week 8
progressive resistive exercise. At the 120
waek 1ull non restrictive activities. At the 3
and 6 months postoperatively, dynamome-
try was done to measure the hand pawer grig,
evalisation of the active range of motion of the
affected jonts by goniometry and the tane of
transferred muscie by the examingar sense of
passive range of mo%an of the joints

RESULTS

Preoperatively, the twenty pabents
of this work in both groups examined by
porsometry to evaluate the actwe range of
motion of long fingers joints and the same
range reevaluated postoperatively at 3 and 6

as shown in {Table 1).There is a man-

ifest difference between the preoperative and
postoperatve actwe range of mobion of the
MP flexion of the little and ring fingers from 0
to 10 degrees preoperatively and_50 to B0
degraas postoperative (Table 1)
Dynamometry was done to all the cases of
the study preoperatively and compared wah
thasa taken postoperatively at 3 and & manths
to evauate the power hand gnp strength
(Tabla 2)

The power grip is increased strongly in direct
praportion with the MP flexion active range of
motion improvemant and with the cosmatical-
ly improved intinsic mimus of the ittle and
ring fingers. The middie finger flexor digtori-
um superficialis transfer improved the power
grip more than that of the rng finger With the
use of distal palm crease incision and leaving
a small part of FDS tendon at its insertion
there Is no extension lag of the PIP jints ano

no fiexion deformity of MP and DIP joints as
shown In Figuras 2, 3, 4 af the clincal cases
The aesthetic appearance of the hand is
improved

The preoperative hypatonia of MP flexors was
reversed postoperativaly to nearly normotonia
indicating the drect flexor action of the trans-
ferred Innervated tendans on the MP joints to
act as flaxors

DISCUSSION

Uinar claw hand IS a cnppled one
as the patient can not. This put his alfected
long fingers adequately nto the palm to hold
tha objects due to MP jint hyperetension
and interphalangeal joints limited flexion, Fine
movaments integration of the leng fingers are
lost. The ulnar fingers ‘litle and ring® are

Table 1
Gonsometry to long fingers joimts active range of motion.
LFinger MP Preoperative Postoperative
3 months 6 months

Latle 0-10 degress 50-70 50-80

Ring 0-10 ceqgrees ~ 50-80 60-90
T Middle 60-80 degrees 60-80 i 60-80
{ Index 60-80 dagrees 60-80 60-80
PIP 7 s ;
~ Litte ~ 50-90 70-100 80-100

Ring 60-80 70-100 80-100

Migdte 90-100 70-10 - 70100
~ Index 90-100 90-110 0110
DIP R : 5 ¢
~ Litte 80-80 70-50 70-90
e R 60-80 70-90 80-90

Mdde 90 g %0 0

Index 90 90 90

Table 2
Power hand grip in kgs.
Reinsertion site Preoperative Postoperative
3 months 6 months

Transferred tendon to AT and A2 35-44 45-50 56-58
pubes
Transferred tendon to the lateral a5.45 47-51  56-58

bands of the extensar apparalus




markedly affected than the radial fingers, Our
surgical tendon transfer target is to induce
oalance of the affacted fingers by dynamic
FOS tendon transfer to both A1 and A2 annu-
lar pullies or its transfer to the extensor appa-
ratus 1o have active fiexdon of MP joint to over-
come the pathological hyparextension defor-
may of claw fingers. FOS is the primary PIP
joint flexor, but in the prasence of FOP the PIP
jowt Is flexed aven in absence of FDS. So its
harvest does not lzave residual ohvious hand
deformity. This concept makes FOS popular
muscie for tendon transfer within the hand
ang wrist

With the large number of claw hand correction
procadures; static and dynamic, there is a
great debate about the deal method to correct
the ulnar claw hand. However the static proca-
dures have Me drawback of deformity recur-

a

=

(=
i

rence due %0 repaated Niwdon, extension mave-
ments on the MP joints and %0ss of surgically
devaloped bghtness on the valar aspect of MP
joint capsule 7. But Maravankwnar ® and
Brand®, considered the dynamic usa of tendan
transter proceduras is favourable than the stat-
i procedwes. Because of its long lasting
results and the rare clawing recurrence. i
Impeoves the power hand grp markadly and

maintzins the aesthetic rasult of the hand
dppearance as regard the hyperextension

defarmity of the MP joints.

N our study, we used FOS dynamic transfer to
transmit s active contractile force 1o the
prime MP [onts flexor *extensor apparatus lat-
eral band” or to tha first and secand annular
pulizs on the volar aspects of M® jonts to
nouce active fiedon, This dynamic cancept is
praved by the Improving MP joints active

range of motion “goniometry” and the power
arip advance of the surgically corrected hands
measured by dynamometry

Many insertions have been dascribed fo
uinar clawing correction. Transfer reinsertion
to both A1 and A2 pulies and transfer o radi-
al lateral bands of the extensor mechanisms
of the fingers are widaly accepied nowadays
Both retrival sites give good ksting dynamic
resuits with clawing corraction % *''_ In this
work the same insertion sites had usad. these
results are goad and comcide with pravious
anthers results in the form of markad power
onp smprovement and good actve range of
motion of MP joints of the managed fingers
In this wark FDS harvest was done through
small incision on the distal paimer crease
without any incision on the proger finger
Smat part of the superficialis tendon was left




near #s Insertion to pravent PIP joint flexion
deformity and to minimize scar tssue and
adhesions formation in the donor finger.
Extension lag of (PIP) joint occurs in two
cases (8%). No flexion deformity occurred .in
comparison to the study performed by

Anderson at al. 7, tha ring finger superficialis
tendon was harvested through either a mid
lateral approach ar a Brunner incision an the
flexor surface of the rng finger. Extension lag
at the DIP joint and fixed flexion deformities at
the PIP joint occurred In 44% and 8% of
cases, respectively. Andersan ™ and his asso-

ciates believed that, the high complication rate
with the |ateral approach was due to scar bis-
sua and adhesion formation around the later-
a hand of the edensor hood, which are
retractad during these exposures

Postsurgical immobilzation advised by the
surgeons for at lgast 3 weeks o prevent
strass on tha resnval tandan s#8, 50 Dravent-
ing s ruptwe and operation failure ™ 3
However Rathy and his associates ', used the
mmediate active motion after tendon transter
for claw deformity comparing their results in
two groups, one group of patients managed

Shabara
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by convantional immaobilization and the other
group managed by immediate active motion
They concluded that, the immediate active
maotion protocol &5 safe and has similar out-
comes compared with those of immobiiza-
tion, with the added advantage of earlier pain
rabetf and quicker restoration of hand function
Immediate motion after tencon transfer can
significantly reduce morbidity and speed up
the rehabilitation of paralytic kmbs, and it may
reduce expense for the patients.

Immaobilization s used to al our Cases wan
contrallad active mation induction after two %0




5. Gradual change to full non
resinctive motion after the perod of thee

WEEK'S Up to 12 week's postoperatively
However the iImmediate postsurgical active
motion of Rath st al '* deserves a future tri-
dls 1o verify its safety as ragard retrival site

disrupbon

CONCLUSION

Tendon transfer
live to reconstruct the paralyzed low ulnar
NEIVE Ingury to reverse the claw hand o¢
ty. FDS muscle of the long finger
QOROr motor to comrect ulnar clawing b
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Autologous fat graft in aging face

Autologous fat gralt is becoming a widely
used procedure in plastic surgery, thanks to
ils dilerant and remarkable properties. In the
19° century the first bechniques of autologous
fat graft were described to treat congenital
deformities and complex traumalic
wounds with soft tissue loss aer oncologic
demolishing surgery. During the 20 century
and the last 10 years, mamy studies have
been pudiished with the purpose lo analyse
the composition of adipese Nssue and to
discover its possible benefits. These studies
allowed o shift its usa from a simple filler 1o
a more important role in regenerative medicine.
Thus, autologoes fat gratt is now used
for bolh reconstructive and aesthelic
purposes. It is just in this “regenerative
context" that the role of autologous fat gralt
fits in cosmetic medicine. More and more
ask 1o treat aging effects on their
body, and - especially - the request to oblain
tace rejuvenalion is gradually growing. It s
pow understood that aging face is mot simply
2 result of gravity, but also a result of volume
loss secondary %0 the atrophy of tisswes.
Considering our experiences using autologous
fal grat procedure in treatmesd of scar
outcomes and burns, we have decided 1o use
this procedure also In the field of aesthetic
surgery and, in aging face treat-
ment. From Janwary 2010 (o Jansary 2011,
we performed 32 autologous fat graft proce-
dures 1o obtain tacial rejuvenalion in patients
aged from 38 to 69 years, taking advantage
of both filler and regenerative effect. This is a
minimally invasive procedure, which allowed
us to always observe important i
in skin trophism, coloe, softness, plicability
and elasticity. The procedure is well tolerated
by patients and allows an almost immediate
resumplion ol daily activities. The procedure
has showed to be quick, relatively simple,
painless and virtually free of complications,
becoming increasingly used in aesthetic sur-
gery, particutarly in facial rejuvenation,

Key words: Autologous (2 graff, Aping Gce
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INTRODUCTION

Autolagous fat graft is becoming a
widely used procedure in plastic surgary, for
its different and remarkable properties .

The indications of this procedure range from
the aesthetic to the recomstructive Surgery,
considering both filler and regensrative effects
of adipose tissue

Histarically, the use of fat to treat congenital
deformities and complex traumatic wounds
with soft tissue lss after oncologic demol-
ishing surgary, was first proposed in 1893 by
Neuber £ by Hoander In 1912 3, by Newho!
in 1923 3 and Josef in 1931 ¢

Since 1980, seweral papers have highlighted
differant findings on fat transplantation
obtained by lipasuction 3, but adpose cel
vitality has been a contraversial subject, with
survival rates ranging from 30% ta 70%

In 1992, Cofeman described a new method to
mprave adipese o2l survival and now Nis
technigue s one of the most widely used '
At the same time, fat has been imestigated
and multiple microstructural stucies have
been developed. Adipose tissue Showeo 1o
contain an extracelular matrx (2.0., collagen,
aminin, fibronectin, growth factoes) and cel-
lular components {(adypocytes and many
psher factors) °. Moreover, recent interest has
focused on adpose stem cells, which are
capable of oéferentiating into vanadle cell in-
eaqges, such as cartilags, bone, muscle and
nerve "5,

The study of the composition and functicns of
adipase tissue has allowed to shift its use
from a simple filler to @ mora impartant role in
regenerative medicine 5. Proven properties of
tissue regenaration have been exploited for
the treatment of dystrophic tisswes and scar
outcomas — as a result of trauma or surgery -
in different areas of the body ’

Autologous fat graft in aging face

Universita degli Studi i Miano - U.0. Chirurgia Plastica 2 IRCCS Istitute Clinico Humanitas
Rozzano (Mianc), Italy

It is st in the “regenerative context” that the
role of autologous fat graft fits also in cosmet-
ic medicine

More and more patients ask to treat aging
effects on their body, and - particulary — the
request to obtain face rejuvenation is fre-
quantly asked ¢

For years, face lifting has been the most used
procedure to obtain facial rejuvenation, but
patients have an increasing desira to undergo
minimally invasive procedures with a shorl
recovery time * ¢

It is now understood that aging face is not
simply a result of gravity, but also a rasult of
volume loss secondary to the atraphy of Us-
sues 7.

Adipose tissue is an ideal substance for tissue
augmentation: it is abundant in many popee,
1 is easy and quick to be harvested and to De
transplanted; It is an aulologous companent
and — in this way = it s unable 10 licit rejec-
tion reactions '°

Our experiences using autalogous fat graft
pracedure fits in the field of reconstructive
surgery: correcton of scar outcomes and
burns "®2', Considering obtained rasulls
(improvement in skin trophism, elasticity,
color, plicabiity), we have decided to use
autologous fat graft also in the fiekd of aes-
thetic surgery and, particulardy, in aging face
treatment.

In these cases, patients’ main request IS
always ta obtain facial rejuvenation through a
minimally invasive procedure with short
recavery time and, for these reasons, autolo-
gous fat graftis an optimal surgical techrique
In our expenence, we usad this technique
noth alone and in association with other sur-
gical procedures for the treatment of aging
face, such as blepharoplasty and face lifting




MATERIALS AND METHODS

From January 2010 to January

2011, we performed 32 autologous fat graft
procedures to obtan f ul reju
patiants zged from 38 ta 69 yaars
We are used to perform trr surgical proce-
dure under local anesthesia and sedat

assisted with sterile technique
Abcomen and/or trochanter
donor sites selected for
reserves of adp
postoperatve outc
Alter the r.'mrnr'-
procaad 1o the infitration of the donor areas
using a Jlum cannula (infiltration of 100 mL
saing soluton, 10 mL of levobupivacaine 7.5
mg/mL, 20 mL of mepivacaine 10 mg/mL and
0.5 mL epingphrine 1 mg/mL)
ADIPOSE lissue is harvested through the same
incision with blunt cannulze connected with a
Lues-lock syringe of 10 cc
The syringes obtained are then placed in
centnfuge with ra-sterilized cortainers and
adipose tissue is pracessed following
Coleman’s technique (l.e. centrifugated at
3,000 mpm for 3 minutes). After this proce-
oure, acposs tissue 15 separated infp three
distinct layers, and we eiminate the top layer
(made of oil derived from the breakdown of fat
cells) and the lower level (with damaged
Dlood cells, watar and anesthetic mixture). in
this way preserving only adipocytes and stro-
mal-vascular tssue. “Punfied a-Jmuse::w»
is then transferred in a syring2 1 mL Luer-ock
that alows precise control of 'fr amount of
injectad fat ano better handling
The adipocyte fraction is injected using an 18-
daugz2 anguographc needlie with a snap-on
wing {0y Covdis®, a Jofmsan & Jormsan Com-
pany. N.Y. 8307 LJ, Roden, Netherlands)

 INCISION af the skin, we

The adipose tissue fraction Is always inserted
into the dermo-hypodermic junction i al
3 with the use of small ;\'rn,'e de-

w
4
D =
-
"“.
@ W
;S ¢

SC |L i above. Through the s
many radiabng passages are made, in order
10 distributa fat in different directions ord-
ng to an weal form of a web %0 support
superficial tissuas

This technique seems to allow better fat graft
survival, t0 increasas rogting and o mnimize
the possibdity of forming cysts filled with
triglycenides. The amount of tssue grafted
depends on the extension of the area that has
io be treated. The amount of Injected fat at
each passape is minimized 1o avoid irregular-
ang clusters, which are eventually delet-
ed with digital manipufation after procedure
Injection is performead with retrograde tech-

ibes

Figure 1,
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months folow-up

peraive view al

nique leaving a very small space between the
injected tissue lines. We treat most fraquently
those areas which are C
aging effects: nasolabial folds, chin, lips anc

ically subjeciec 10

>

S Incssions in the donor areas are
sutured mydon 40 Abdomen andor
trochanteric areas are medcated wah an
glastic-compressive dressing that must be
kept in place for 5 days. In all cases, patients
ara discharged the same day of surgery

RESULTS

In all patients we oblained a suc-
cessful cosmetic rasult, While the filler effect
is evident immediately after procedwe, the
ragenerative eflect seems to start about 1
week after surgery and to give a coniinuous
improvement for at least T month, YVe always
noted important improvement in skin
traphism, color, softness, picability and elas-
ticity, thus abtaining a significant rejuvenation
gftect. At fiith post-operative day follow-up
patients never reported pain both in donor and

recipent sites

We have naver had any complication, neither
majar (such as damage to facial structures o
infection of surgical site) nar minor. The only
repovied sice effect is, in almost all patents
the presance of minemal ecchymasis which
disappear in 5-6 days

DISCUSSION

In our expenence n agsthelic sw
gery, we decided 1o use autologous fat graft
not anly as a mere Niller, but also stimu-
lus for tissue regeneration, particulardy in
treating aging face
Autologous fat graft procedure showed to
respond excedently 1o request from pabents
who want to obfain face rejuvenation with
minimally irvasive procedure
This tachnique, used both alone and in ass
ciation with other surgical procedures for the
treatment of aging face — such as blepharo-
plasty and face Iifting - has showed to be
quick, relatively simple, painkess and virtually
free of complications. Patients are discharged
n the sama day of procadure and are able o
resume normal daily activites already the day
after surgery, thus minimizing discomfort
redated to the procecure
Patients are penerally satisfied considering
aesthetic results both in a early and late fo

kw-up




CONCLUSIONS

We think that autologaus fat

the weal procedure for patients who |
D minimally inw

aftis  reuvenation also if as
y or face lifting

Jenng aging face, autologous

ciated with dlepharo

0 acheve bon-
Bcts wahout undero

iy

Swve surgery for facia at oraft is
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Sentinel lymph node biopsy in clinically node-
negative patients with T1 and T2 squamous

cell carcinoma of the oral cavity

Hesham A. Helal, Yasser A. Aboelatta, Ekram |. Safe

- Plastic and Recenstruciive Surgery Dapartment, Ain Shams University, Cairo, Egypt

o'n

Sentinel lymph node biopsy in
clinically ‘l’lo&-negaﬁve gaXiants
with T1 and T2 squamous cell
carcinoma of the oral cavity

BACKGROUND: The status of the cervical
lymph nodes s the most important pro-
gnostic factor in patients with head and
neck squamous cell carcinoma (SCC).
SLNB has heen proposed as a technique 10
increase the identification of occult meta-
siatic disease in lreatment of NO patients.
AIN: Determine the reliability of sentinel
lymph node biopsy as a staging system for
guiding decisions about neck Ireatment in
patients with squamous cell carcinoma of
oral cavily.

MATERIAL AND METHODS: A prospective
study of 40 consecutive patients with NO
squamous cell carcinoma of the oral cavity
that underwent lymphoscintigraphy and
SLN biopsy.

RESULTS: Lymphoscintigraphy and gamma
probe radiolocalization accurately identl-
fied 1 or more SLNs in all 40 patients.

In 2 (5%) of the 40 patients, the SLN cor-
rectly identified metastatic disease. In no
instance was the SLN negative when the
lymphadenectomy specimen was pasitive.
CONCLUSION: SLN biopsy in SCC of the
oral cavity is a feasible and minimally
invasive diagnostic tool. SLNB is more
reliable at detecting occult metastases and
predicting survival than physical examina-
tion and conventional Imaging.

Key words: Neck dissechion; Senting! fhmpft roce
Cervical metastases; Oval neaplism

Introduction

Oral cavity sguamous cell carcing-
ma is the stth leading cause of cancer world-
widz !, It accounts for 0.6% to 5% of all can-
cars in most westarn reports and vp to 17%
of cancers in Egypt ¢
Since the most common route of spread for
metastatic squamous o2l carcinoma s lym-
phatic, it has been widely accepted that the
histopathologic status of cervical lympn noces
represent the most important prognostic factor
for patients with squamous o2l carcinoma of
the head and neck. Thus, accurate Staging of
cervical lymph nodes is a crucial step in the
surpical planning of thesa cancers *

Therefare, it metastases in the regional lymph
nodes are discovered, neck dissecton (x ra-
diotherapy) should be performed . This is
based on the relatively high incidence of
occult metastasis in NO patients, and an the
better survival rate for them than for those
with clinically evidant disease 5. However,
glective neck dissection may expose a large
parcantage of patients 10 unnecessary func-
tonal and aesthetic complications as the Inci-
dence of occult lymph nodes metastases
ranges only between 10% and 30% 57
Traditionally, clinical palpation has been ihe
mainstay of determining the presence of
nodal metastasis 5.

Magnetic resonance imaging, computed
tomography and ultra sound guided needle
biopsy have a sensitivity of only about 70% in
detecting non-palpable regional disease *

The sentinel lymph node bicpsy Is emerging as
an alternative tool for staging the neck fobow-
ing #s successful application in melanoma *
and braast cancer ', The concept behind this
is that the histological analysis of sentingl
lymph nade, which is defined as the first
ymph node that receives metastases from a
tumor of 2 specific site, is able 10 predict the

presance o absence of occult me astatic dis-
pase and therefore can be used to select
patients who wil benefit from elective neck
treatment 2

The aim of this study is to oztermine the réd-
abiity of sentinel lymph noce Diopsy as a
staging System for guiding decisions about
neck treatment in patients with squamous cell
carcinoma of oral cavity with clinically nega-
tive cervical lymph nodas.

PATIENTS AND METHODS

Patients' Criteria

Forty patients with pathologically
confirmad primary squamous cell carcinoma
of the oral cavity with no evidence of cervical
lymph node metastases (clinical and radwleg-
¢ evaluation) were mcluded
Recurrant cases and patients with any clinical
or radiological evidence of distant metasiases
were exciuded. In addition, any patient who
had previous treatment of the neck (iradiation
or surgary) o any procedure that could have
disrupted lymphatic drainage to the regona
nodal basin was also excluded

Methods

Preaperative lymphoscintigraphy
was dong on the day before surgery, to iden-
tify all lymph nodes at risk for disease and to
localize the sentinel hymah node. 1 mCi (20
MEq) #*T¢ human serum albumin nanocol-
loid [NANOCOLL®; Amersham Cygne
Eindhoven, the Netherlands, labeled with
P0Te] was injected peri-tumar at two differant
points, Immediately After tracer in ection

dynamic imaging in tha antéro-postenar plane
was done using a standard karge-field-of-view
gamma camera (GE Starcam; GE Medical




Systems, France) is performed 1o follow the
course of the lymphatic collecting vessels
until they reach the draining sentined nodes
(the first and with highest radicactive uptake
after the site of the tracer inection) and con-
tinved for 30 minutes at a frame rate of 60
sa0image. Multiple static scintigrams of the
radioactive nodes in the antero-posterior and
lateral planes were 1aken after 30 minutes
The general locations of sentinel lymph
noce(s) were oetected using a radioactive
(**™1¢) source in all patients where the source
was maved on the neck of the patients until its
position overlaid that of a radicactive node
Fnally, marking of the detacted node(s) using
a permanent ink pen is done directly on the
sion of tha patient (Figure 1)

Patients were schaduled for surgery on the
net day. A careful palpation of the neck was
routinety performed under general anesthesia.
All patienis underwent intra-lesional injection
of 1 ml 25% patent blue and the hancheld
gamma probe (senmiconouctor cadmum tel-
lunde (ca-te) crystal 2002, Gamma Sonves,
Australia) was used transcutaneously to
a556ss the sentingl lymph node

The sentinef iymph node was explored through
a 2-3 cm incision and identification was con-
frmed by mathylene blue dye visusization and
racio-ocalzation using the handheld gamma
peobe. Avoidance of ovenapping and scattering
of the radicactivity from the pimary she was
acheved by placing a lead shield on the pn-
mary tumor, changing the anguiations of the
handheld gamma probe directing it away from
the prmary tumor and shielding the hand plece
from the scattenng radioactivity by adding a
collimator (Figure 2ab).

The primary tumor was then excised with
safety margin according fo its stage and then
glective nack dissection of level | il and Il
was performed

The SLN(s) was measured, bisected, or seri-
dly sectionzd at 2- to 3-mn intervals along
its long 2ds (depending on size) and submit-
tad in toto in 1 or more cassettes. Each layer
was stained with hematoxylin-eosin and
Cylokeratin and then evaluated by the same
pathologist for the presence of metastatic dis-
ease. The ramaining lymphadenectonmy spac-
imans (when neck dissection was performead)
were anented using sutures and labeled as to
the fymph node ogroups thay represanted
(according to the standard numerical designa-
tion of lymph node groups in the neck)

The lymph nadeas from these specimens wera
measured, submitted i fofo (whale, bisected
or senaly seclioned, depending on size) in 1
Or mare cassattes, and stratified as o which
level they represented. The reference patholo-

——

gist then reported on the lymphadenectomy
specimen 0 a standard fashoon. The report
Included the number of lymph nodes from
each group, the number of involved nodes
and the level at whach they were lpcated, the
size of the largest metastatic focus, and the
presance or absence of extracapsular spraad
The findings of pathologic analysis of the SLN
were then compared with those of the rest of
the lymphadanectonmy specimen

Follow-up was scheduled every 6 manths for
1 year. Follow-up included clinical evaluaton
and computed tomography scanning.

r——

RESULTS

Our study included 40 patients (24
males and 16 females) with histopathologi-
cally praven squamous cell carcinoma of the
oral cavity and penaral region and na clinica
or radictogic evidence of cervical lymph node
metastasas, The sty was performed in the
perod between 2008 and 2010. Sentinel
lymph nade mapging was done in the nuclear
meadcine saction of radiology department at
Ain-Shams Spaciglized Hospaal

Surgical oparations were done in Plastic and

Table 1. Patients fulfilling the inclusion criteria.

Buccal 8 ¥ 8
mucosa
Lower 16 20
lip
Alveolar 1 1
ridge
Tongue 12 14
Floor
ol mouth 3 ’

la Ib Il Others
- 8 | - 1(Ib)
2 18
1 2
2 4 8 - 1)
2 1 -

o
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Reconstructive Surgery Department, Ain
Shams Universily

Patients' ages ranged from 5 to 80 years, with
a mean age of 45.6 £17.4 years.

The anatomical sites of the primary tumars
were as follows; lower lip in 16 patients
(40%), tongue in 12 patients (30%), foor of
mouth in 3 patients (7.5%), alveolar ndge in 1
patient {2.5%) and buccal mucosa in 8
patients (20%). The T stage at presentation
was as follows; T1 in 26 patients, T2 in 24
pabents (Table 1)

Lymphoscintigraphy showed at least ane hot
spot in all cases (identification rate = 100%)
with a total number of 46 hot spots: one spat
in 37 patients and 3 hot spats in 3 patents. It
was Ikely that the radicactive tracer spread
distal to the SLN; hawever, the hot Spots wers
conskiered as possible SLNs for the purposes
of this study, and all were ramoved Separately
A total of 46 sentnel lymph nodes were
removed and sent for histological analysis. A%
santinal nodes were found in ipsilateral neck
t0 primary tumaors with bilateral crainage in 2
patents with central lip tumar {cases 2 and
10). Thus, @l casas (100%) showed concor-
dance between both preoperative lym-
phoscintigraphy and mntraoperative methylene
biue kocalization of sentingl lymph nodes.
Frazen-section histological analysis was
done in all patients as regard safety margin of
the tumor and presance of metastatic disease
in SLNs. For the primary tumors all surgical
marging were free for all cases and this was
confirmed later with paraffin section.

For the SLNs, n 2 cases (cases 5 and 11)
occult metastases were discaverad in their
sentinel lymph nodes located in level |l and
level T respectively. In thess 2 patients,
metastatc disease was confirmed in SUNs by
paraffn section using hematoxylin and eosin
staining (H&E)

For the rest of the lymphadenectamy Speci-
men n case number 11 {+ve SLN at level Ib)
nodal metastases were restricted to the SLN
alone. While in case number 5 (+ve SLN at
level 1), 2 other positive nodes at the same
=vel were detected. And thus the rate of
pccult metastasis in tha study is 5%

All patients were re-evaluated every 6 months
for year using both clinical paipation and CT
scan o detect recurrence or nodal metas-
1ases. The mean follow-up ranged between
8-17 months (mean 6.25) after the sentinel
node biopsy.

Al the end of the follow-up pariod, 39 patients
were free; showed no evidence of nodal
recurrence and did not develop subsequent
disease. Only 1 patient developed bath local
and nogal recyrrence

DISCUSSION

Despite many advances in diagno-
sis and treatment of SCC, survival rates have
not improved sgnificantly in decaces
Therefore, approaching a case of SCC will
require a thorough understanding of the
cause, pathagenesis and proper identification
of high-risk patients '*. The primary tumor
sie, depth of invasion, histological grade of
the tumor. and TNM classification are wel-
recognized prognostic factors for SCC ™
Apart from the many prognostic factors
reported, the status of tha regional lymph node
is considered the most important prognostic
factor in the managament of squamous czl
carcinoma of oral cavity and perioral region ™
The presence of nack disease should be iden-
tified and addressed durng the initial evalua-
tion and treatment of the patient 1o identify
patents who are at risk of regianal recurrence
and thus are candidates for neck dissection 5.
Traditicnally for stagng, clinical paipaticn has
been the mainstay of determining the presance
of nodal metastasis. More recently, becauss of
the refative urreliabilty of chnical palpation,
centars have tumed %o imaging modalbes as
V'S, CT, MBI and PET scan to locate the pres-
ence of nodal diszase 7. Howaver they can-
not replace histopathological staging of the
nack as they cannot achieve good sensibvi-
ty for the detection of metastatic lymph
nodes without losing high specificity '8 19
In a prefiminary study on sentinel lymph node
biopsy dane by Chikamalsu and coworkers *,
5 out of 11 patients were considered to have
positive lymph nodes as a result of physical
examination; only 4 of them proved 10 have
pathologically positive nodes
CT scan revealed 1 faisa negatve patient and
3 false positive patients. The authors con-
cluded that physical examination and CT scan
are nat helpful in detecting occult cervical
lymph node metastases
In the context of the controversy aver a uni-
form diagnostic and therapeutic concept for
the management of NO necks; the need for
ess invasive and mara effective means of
detection of metastases is needed to avoid a
surgical procedure that is often uselgss and
sometimes leads to undesirable sequels 2.
Cabanas @' stated that a imited number of
tirst echelon nodes are the first recipients of
micrometastasis, These nodes are consic-
gred to be SLNs. If lymphatic spread occurs,
tha SLN should be the first involved. A¥ other
nodes are reached subsequently.
Accordingly, the histological status of the
SULN should then predict the presence. or
ahsence of micro-metastatic disease in the

remainder of the lymphatic basin

In the oresent study we tested the reliabity of
the pathological status of the sentinel lymph
node in comparison to that of the neck. The
results of our study indicate that SLN radiolo-
calization is technically feasible for oral cavity
and perioral SCC. They indicate a strong pre-
dictive abdity of neck tatus based on SLN
biopsy. The results of the histalogical exami-
nation of the SLNs compared with thase of
the neck dissection spacimens demonstrated
an excellent negative peedictive vaiue (100%).
Importantly, there were na faise-negative
SLNs in our study; i.e.. there was no presence
of a negative SLN n the presence of positne
neck dissection rasults.

In our study, occult metastabic disease was
found In the sentinel lymph node in 2 of 40
patients (5%) which is consistent with the
reported rates of micrometastatic disease in
NO SCC of the oral cavity 2525, Selective neck
dissaction ‘levels | N and W' showed no
other lymph node involvement throughout the
lymphatic basin in except in one patient.

This supports the theoey of the SLN as the
first encountered in the sequantial drainage of
the peimary tumor sie.

Rigual et al 2 studied 20 patients with oral
cavity SCC. The neck staging in these patients
consisted af palpation and CT imaging
Sentinel nodes were identfied in 3l patiems.
Ten patients were up-staged by SLNB, indicat-
ing that corventicnal imaging failed in 50% of
the patients. This study found the sensiivity of
SNB to ba 83% and the specificity 1o be 100%
Amézaga. et 8. 7 reparted that SNB was efiec-
tive In 24 of 25 cases (96%). SNB reveaied hid-
den metastasis in 4 (16%) of the cases cansid-
ered clinicaly 1o be free of disease.

0Of the 40 cases included in our series, sen-
tina! lymph nade biopsy resulted In a coect
dagnosis of 40 of 40 patients. 38 turned out
to be true negative and 2 true positive Cases.
Thus, the sensitiity of SLN biopsy was 100%
(2/2), specilicity of 100% (38/38) positive
and negative predictive values 100%.

The overal accuracy of the technique Is there-
fare 100 % (40/40), with no false positive and
negative results

In our study all patients were disease freg al
aver the follow-up perod and we had no false
negative rasult in which nodal recurrence
occurred in previously tumoe-negative SLN
Nodal recurrence which developed after 8
months in case number 8 (tumor-negative
SNB) may have resulted from spread from the
jocal recurrence, In the present study, lym-
phoscintigraphy after pertumor submucosal
iniection of the radioactive tracer yielded
pxcedent results. All 40 patients had 1 or
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Breast asymmetry:
Is it a difficult task?

BACKGROUND: Breasts are an integral part of
feminine daawuty and breast symmetry is a key
10 beautitul form. Severe breast asymmelry can
be psychologically disturhing, especially lor tee-
nagers. Correction of breast asymmelry may
reseat a challenge for plaslic surgeons.
TIENTS AND METHODS: 72 cases of breast
asymmelry complaising of varying degree and
atiology of breas! asymmetry, treated between
December 2009 and December 2012. Their age
ranged Irom 18 to 65 years, with the mean age
was 34 years, Every patient conducied doclor
inerview for good psychological analysis.
Preoperative clinical assessment of the specific
anatomical deformity, a good surgical plan, sub-
sequent surgical lreatment modaiities, esthetic
outcome, and patizat's satisfaction were eva-
luated. Sergical modalities used in this series
included sugmentation mammaplasty, reduction
mammaplasty, mastopexy, TRA.M flap, multiple
2 plasties, Thoracodorsal flap, 2ad nipple and
areola recoastruction. All patienls were done
under general anesthesia,
RESULT: 25% patients (18/72) had breast asym-
metry afler mastectoany, 20.8 ' patients
(15/72) had virginal asymmelry,
16.7 % patients {1 } presented by breast
asymmetry after burn, 12.5% patients (9/72)
presented by bilateral developmental hypoplasia
with small-volume asymmetry, 12.5% patients
19/72) had Poland’s syndrome, 3.3% patienls
16/72) had a iatrogenic breast asymmetry fol-
lowieg breast surgery and 4.2% palients {3/72)
presented by breast asymmetry following hemi-
Lrunk atrophy. 9 of 72 patients were found to
have a minor complication, whereas 2 of 72
were found %o have a major complication,
CONCLUSION: The common cause of breast
asymmsatry that uitimately endergo surgery in
Upper Egypt was post mastectomy aad the least
type was breast asymmelry lollowiag hemi-
trunk atrophy. Patients' satisfaction were 83.3%,
while 73% was the physician’ salistaction.
The keys 1o successiul ireatment are 1o defime
the nalure of the asymmetry, respect the
aesthetic goals of the patient, and perform a
well thought out surgical plan,

Key wovds: Braast aspmmelry, patienls’ 4
physicians ' satisfachion, Podand's Smarome,

augmanation mamvnoplasty

Youssef S. Hassen', Ahmed Kamal?

INTRODUCTION

The female beeast IS an important
symbol of fernininity. Soco-cultural influences
motivate individuals ta seek surgcal nterven-
tion for breast asymmetry ' 2. Breast asymme-
try is defined as a difference in contour, posk-
tion and/or volume of the breast 35, It may be
primary or secondary to thorack deformity 8
Breast asymmetry represents ane of the most
difficuk challenges in the fiekd of cosmetic
breast surgery. and it is present in Qver two-
thirds of females %' Minimal degree of breast
asymmetry is very frequent, while markeo
degres of difierence between the breasts that
leads 1o surgical correction is rare '“%. Most
women 50-88%, dependng on the studes,
have some degree of unnolicéable asymmetry
The etiology of mid breast asymmetries is
unknawn, and they are called ‘idiopathic breast
asymmetry %15 The left breast s usually wider
and more ptotic than the right breéast, akhough
there is na difference in the areola or nipple '
Several Authors have proposec vanous surgi-
cal procedures for the managemant of breast
asymmetry, even by using a different tech-
nigue on each breast 317
There s no definitive Solstion has yet been
found, particuarty in cases m which there is an
assoclated s«eletal deformities In which 1t s
difficult to acheeve a satisfactory rasults, altho-
ugh a wide range of classifications and related
surgical strategies are avalabie 10 2%

THE AIMS OF THIS STUDY ARE:

To analyze the clinical patterns of breast
asymmetry,
2. To determine the common causes of
breast asymmetry in Upper Egypt
To compare degree of patients' and physi-
clang' satisfaction atter surgical comection

(]

Breast asymmetry: Is it a difficult task?

' Professor of plastic surgery, Plastic surgery departmant, Faculty of medicne, Assiut University Hospial, Assut, Egypt
* Lacturer of plastic surgery. Plastic surgary department, Faculty of madicine, Assiut University Hospiial Assut, Egypl.

PATIENTS AND METHODS

Inclusion criteria:
The age of patients was from 18 years 10
boyears okd

2. Patients came from December 2009 to
Decembar 2012

Exclusion criteria:

1. Patents under 18 years, or over 65 years
old

Cancer breast with visceral or skeleta
metasiasis

Patients with any thromba-embolic disor-
dars,

4. Immune compromised
autoimmune disease
Patiants wha were unable to complate the
second stage due 1o a complicabon

ra

[

patients as

on

72 patients presented 1o the plastic surgery
department, Assiut university hospital by
breast asymmetry aof different etiologies
(Figure 1) in a period from December 2009 to
December 2012

Their age ranged from 18years 10 65 years
with the mean age was 34 years

Al patients were propary assessed through a
history taong, include history of trauma or
change in bra size and also proper psycholog-
cal assessment 10 exclude depressian of
aberrant behavior.

Physical examination

include the following:

1. Examing the entre thorax for signs of
chest hypoplasia, skefetal deformities or
muscular abnormaites,

2 Measure and record the distance from
starnal notch to nipple and the base wioth
of each breast,

3. Determine if there is a discrepancy of
Inframammary fold kevels
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Figure 1
D#terant etiologies of breast asymmetry.

The postoperative parameters, size, shape,
symmetry, nipple areola complex (NAC), and
overall, were assessed

A plastic surgeon evaluator assessed the
patent’s esthelic outcoms. The operating sur-
geons were axcludad from performing the
postoperative evaluation.

Satisfaction questionnaires were completed
ay pabents in the cutpatiant setting, Operative
procedures were performed by the same sur-
geon,

Several types of surgical modalities wers par-
formed, augmentation with subofandular or
sub-pectoral implants according to measure-
ment, reconstruction by TRAM followed by
dugmentation with implants, reduction
mammaplasty and mastopexy. In selected
cases nipple areolar complex reconstruction
was performed by quadraped flap and skin
graft Glanduloplasty was performed by Wise
pattern skin incision

All the patients were informad about the indi-
cations for surgical correction and possile
complications, In augmentation mammoplas-
ly. a textured, round, cohesive, and high pro-
file sicone ¥nplant with diferent volume
according to every casa presentation were
used, the size of breast implant ranged from
250ce. to 400ce.

All the surgical procedures were performed
uncer general anesthesia

Patients received broad spectrum bactericidal
antibiotics for 7 days.

The results were evaluated by a physician
based on a subjective impression by compar-
ing preoparative and postoperative pictures
and by patients’ satisfaction. The follow up
penod was from 3 months to 24 months.

RESULTS

The results were evalyatad accord-
ing to thesa parameters

1. Quaity of coverage

2. Aesthetic appearance (physicians' satis-
faction)

3. Minor complications (seroma. hematoma.
infaction),

Major complications (implant extrusion,
capsular contracture, or flap loss),

_“

5. Patients satisfaction.

Breast asymmatry: IS it 8 Gl task?

18 patients (25%) presentad by breast asym-
metry after mastectomy, pedicle Transverse
rectus abdominis musculocutansous flap
(TRAM) was performad 1o cover the defect, 6
months kater, quadrapod fap and skin graft
were performead to raconstruct nipple and are-
ola respectively. Virginal hypartrophy breast
asymmetry was present in 15 patients
(20.8%), hyperpiastic breasts were comected
with Wise pattern inferior pedicle reduction
mammaplasty,

Thoracedorsal artery flap, multiple Z plasties,
and inframmary fold release and skin graft
were perfoemed in 12 patients (16.7%) pre-
sented by post burn breast asymmetry.

3 patients {12.5%) of breast asymmetry were
found in this series due to bilateral develop-
mental hypoplasia. augmentabon mammo-
plasty with subglandular or sub-pectoral
implants accordng to measurement was per-
formed.

9 patient (12.5%) complainad from mikd foem
of Poland’s syndrome, augmentation with
implant in the affected side and breast
mastapexy in the other breast i needed were
performed. latrogenic asymmetry as a result
of pravious surgical interventions, following
drainage of prepubertal abscess or remaval of
farge benign cyst, was present in 6 patients
(8.3%), auvgmentation with a proper ¥mplant
was perfarmed. 3 patients (4.2%) presented
by breast asymmetry folowing hermi-trunk
atrophy, augmentation with different sizes of
implants were performed

9 of 72 patients were found to hawve a minor
complication, whereas 2 of 72 were found to
have a major complication.

Figure 2
Incidence of pabants and physicians satisfaction
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The minor complications were 3 cases of
necrosis in distal part of pedicle TRAM flap,
debridament and secondary Suture were per-
formed with an acceptabla result. 2 cases of
celluites that were treated with oral antibiotics
and quickly resolvec

Venous congestion cccurred in distal 2 cm i
one of thoracodorsal flaps, debrdement and
secondary closure was performed with a
Qood result. Seroma occurred in WO Cases
which responded to the anti-inflammatory
drugs

Nare of the abave complications had a nega-
twve effect an the achievement of breast sym-
metry. One major complication resulted in
removal of the tissue expander after 5 weeks
due 10 an implant infection

The second major camplcation invelved a
case of total TRAM loss, which necessitated
anather surgery to achieve symmetry.

There were no other major late complicabans
during the folow-up pesiod

5 of 72 patients had no follaw-up after cam-
pletion of her surgery, B0 of 72 were subjec-
tively documented as pleased wilh the result,
4 records made no mention of patient Sats-
faction, and 8 patients had cancerns regard-
ing her results, resulting in a patient satisfac-
tian rate of 83.3% (60 of 72 patients), where-
as objective physician satisfaction rate was
73% (53 of 72) (Figure 2).

DISCUSSION

This study examined 72 patients
undergoing surgery for different pathalogies
of breast asymmetry, congenial, develop-
mental or acguired, and dwelling into the out-
comes al different options. augmentation,
mastopexy, reconstruction, or recuction
mammoplasty in the management of gach
ype.

It also has been able to bring to lime hght the
most and the least common type breast
asymmetry in Upper EQypt

Breast asymmetry present in over 80% of the
fernale population 21 & but the number of
cases that actually underQo surgary IS reia-
tively low, this is may be due to these minor
forms of breast asymmetry are exiremely dif-
ficult to carrect and the final aesthetic out-
come is not always satisfactory. another rea-
500 may ba this problem is of minor psycho-
logical concern %o the majority of women
Some breast asymmetry IS also associated
with specific but rare pathologes such as
Poland's syndrome or tuberous breast 4.1
Although some degree of breast asymmetry s
aimost universal, developmental breast asym-

metry has a significant psychosocal effect
Rreast shape, volume, size, location and
shage of the mipple areola complex affect
overall breast esthetics.

Carrection of breast asymmetnas may pres-
ent an esthetic challenge for the plastic sur-
geons. This is refiected in the fechnigues
gescrived n the Merature for treatment af
these deformities 242

Congenital anomalies of the breast vary from
nipple abnormakties to polymastia, amastia o
in association of chest wall deformities such
as Poland's syndrome 4.

Young women with severe breast asymmetry
often suffer from social anxigty, depression,
paer reection psychosexual dysfuncticn, and
low sali-esteem

They are less likely 1o daté or participat in
school activities, and psychosocial develop-
merit can be significantly retarded 2

The variations In the clinical presentation of
the breast asymmetry account for the differ-
ent optians In approach and technigue, as
reduction mammoplasty, mastopexy, aug-
mentation. reconstruction, ar in combination
for management

A good knowledge of breast development and
anatomy is required for aptim@zation of results
and avoidance of complications during man-
agement of breast asymmetry
Violume-asymmetry comection was achieved
in some patients by means of implant in the
afiected side anly and in other patients Dy
implant in affected side anc moadification in
other breast by reduction mammoplasty,
mastopexy of augmentation

In younger patients with breast asymmetry,
teatment in the form of surgical corection
has been deferred secondary 1D concems
regarding the disruptica of breast develop-
memt and the possibdity of an unfawvorable
final cosmetic appearance, concems regard-
ing weight changes during adolescence »
Others would treat patients in their teens *'.
In this study we deferred any surgical CoMmec-
tion of breast asymmetry to 18 years

The rate of partial loss in TRAM flap ranged
from 5 % 1o 30%,3 in this study, 16.6% had
a partial TRAM loss and 5.5% had total
TRAM loss,

The complication rates in this study were
noted 1o be 15%

Differencas of contour, Shape, position or val-
ume of the breast are the most important fac-
tors which influence cosmeses and patient
satistaction after breast surgery 20 %

So the different surgical modaities used o
treat the various group af breast asymmetry
were assessed by aesthetic outcome and
patient satisfaction

The patients' and physicians’ judgments
yielded most patients had sahsfaction as
regards the agsthetic cutcomes.

83.3% 0of patients were subjectively happy
with their results, 4 patients' records made no
mention of patient satisfaction, and 8 patients
had concerns regarding her rasults, when sat-
isfaction was assessed

All mentions of patient satisfaction in the cin-
ical record are subjective, as no objective
measures were emplayed and 73% of patients
had a good result, when satisfaction was
assessed by the physicians. Independent of
the type of breast asymmetry, the key to a
successful outcome es in,

1. A Qood preoperative assessment, ivalv-
ng a thorough history taking, and pérysi-
cal examination of the breast,

2. Agood surgical plan, based on the preop-
arative assessment. as wel as the aes-
thetic goals of the patients,

3. The meticulous implementation of the
surgical plan

CONCLUSION

Comection of breast asymmetry
represents one of the most difficult chalkenges
n the field of cosmetic breast surgery.

The best options for management of e
cases were carefully chasen, based on ne
case prasentabion, and the surgeon's axpen-
gnce, thus optimizing the good outcome and
minimizing or avoiding the comphcations

The common causss of breast asymmetry !t
ultimataly undergo Surgery in Upper Egypt wee
past masteciomy, representing 25%, followed
by virginal hypertrophy asymmetry represens-
ng 20.8%, 16.7 % presented Dy breast sy
metry after bum and the least type was Dreast
asymmetry following hemi-trunk alropfy repee-
santing 4 2%

The Incidence of patients' satisfachon s
surgical correction of breast asymmelry wes
83.3%. while 73% was the incidence of phys-
cian’ satisfaction
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Figure 3

a - A preoperative fromal view of a 23 years okd patient with Poland’s syndrome of the e

ths postoperative fromal view, 400cc implant in the laft breast, and masiopaxy
for the nght breast

€ - A preoperative obhaue view of a 23 years old patient with Poland's syndrome of the
bt breast

d - 6 months postoperative obliqua waw, 400cc implant in the |eft beaast, and mastopexy

lor the right breast.
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parative frontal view of a 30 years

d - 6 months postoperative right oblique [ —
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f - 6 months postoparative laflt oblique vew
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d - 6 manths postoperative rnght oblicue view

Figure 5
a - A preoparatnvg frontal view of a 35 e - A precperative left lataral view, f - 6 months postoperaive left lateral weaw

yaars old patient with bilateral virgnal
phy and breast asymmatry

b -6 months postoperative frontal wew, of
bilateral reduction mammoplasty, using
infenor pedicle

Figure 6

a - A praoperative frontal view of an 18 years
old patent with post burn rnight breast
ormity and a sever breast asymmatry

det

b - Immeadiate postoperative frontal view
showing release of IMF. split thic
skin graft, NAC recor :
breast, and m:

Figure 7

8 - A precperative
frontal view of a
55 years old
patent, with righn
breast cancer

b - Immeadiate post
oparatve frontal
Viaw, using pedi-
cled TRAM flap

€ - 6 months post
oparative frontal
viaw, with nipple
and areola
reconstruction
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