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Minimal incision medial brachioplasty:
two years experience.

Mohamed R. El-Hadidy, Hossam EI-Din A, Ismael, A-moddather M, El-Hadidy, Omar O. Shouman, Loal El-Bassiony

Plastic and Reconstructive Surgery Unit, Mansoura University Hospital, Egypt.

INTRODUCTION

Brachioplasty is the aesthetic
reshaping of the upper arm after the remaval
of excess medial skin and fat. The new con-
tour should be attractive, the scars should be
inconspicuous, and the complications should
be minor. After bariatric surgery and massive
weight loss, patents evolve a bizarre arm
deformity that extends through the axila and
onto the chest’,

One of the major drawbacks to brachioplasty
has bean the unsatisfactory appaarance of the
surgical scar. Changes in the location of inci-
sions and the combination of lipasuction with
superticial excision have led to decreased risk
to underlying nerves and lymphatics, with
improwed scarring and decraased postopera-
tive edema. Minbrachioplasty highlights the
evoluticn of upper arm contouring, because it
combines the use of lposuction with 2 well-
camoufiaged area of excision 10 deliver a
refined contour with minimal scarring to the
select patientZ

This article describes a minimal incision
mecial brachioplasty technique that can
achieve much of the improvement of a tradi-
tional brachioplasty while concealing the
scars within the confines of a short-sleeve
shirt or blouse. Minimal incision medial bea-
chioplasty can be performed either separately
or in combination with other body-contouring
procedures.

PATIENTS AND METHODS

Over 2 years, 15 female patients
were seen seeking for brachioplasty. Their
ages ranged from 25 to 55 years. All patients
wera examined in upright position with arms
abducted at a 90 degree angle In relation to
the body. The amount of fat tissue and the

degree of skin flaccidity were evaluated in
relation to body weight. Patients were catego-
nzed according to the skin tone and amount of
fat into two groups .

In group 1, ten patients with excess fat and
maderate degrae of skin ladty assoclated with
averweight undergo kposuction and minimal
Incision medial brachioplasty.

In group 2, five patients with massive weight
loss after bariatric surgery possessing littie fat
tissue and poor skin quality underwent mini-
mal Incision medeal brachioplasty with buried
de-gpithilized flap. Patients' arm circumfer-
ences were photographed and measurad pre-
and postoperatively. A written consent was
obtained from all patients. Patients were
infarmed abaut the potential complication of
this procadure as visble scars, infection and
nerve affection.

Patients were marked in the upright position
with the anterior and posterior limits of the
adllary Incision marked in the axilary skin
crease with the arm at the side of the patent
The arm is then abducted to 90 degrees and
the two points are connected in the adllary
fold, delin2ating the final position of the scar.
Using medial traction on the upper medial arm
skin, the amount of skin excision was marked
In an elliptical fashion. This usually measures
3 t0 5 cm in vertical distance (Figure 1).

In group 1, under general anesthesia, the area
at the medial aspect of the arm where lipasuc-
tion wil be done is marked and the opening
for the liposuction cannula was marked at the
lower medial aspect of the arm.,

Incisions in the axdlla (arm pit) wera made in
the shapa of an elipse, We use an infiltration
of anesthetic solution with 500 ml of saline
solution, 20 ml of lidocaine 2%, 3 mil of sodi-
um bicarbonate B.4%, and 1 ml of adrenaline
1:100Q infikrated through the skin area to be
excised and through a small incision posten-
or ta the elbow
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Liposuction was performed throughout the
postenar one-half of the circumference of the
upper arm with a 3-mm Mercedes canmula,
The Sposuction was performed in both the
deep and superticial planes to maximize skin
cantracture.

After Liposuction was performed to remove
unwanted fat, excess skin was excised.
Anchoring sutures were usad ta control the
tension of the wound closure and scar from
widening.

In group 2, with the patients under genaral or
local anastesia, we used a buried de-epihelial-
ized flap instead of an excision of skin n order
create a more youthful appearance of the am
whie supporting the scar on a bed of dermis.
Closure is performed in 2 layered fashion with
3-0 Vicryl interrupted sutures in the deep der-
mis and 4-0 palydiaxanone running subcutic-
ular suture, and the skin is reapprooimated
and dressad with Dermabond,

The Iposuction ports are closad with a single 6-
0 fast-absorbing suture. No drains are used in
this procedure. After the procedure was com-
pieted, a dressing of Sten-Strips, gauze, and a
tubular efastic ganment was applied. The anms
were wrappad and patients were cautioned to
keep their hands eevated at about heart-leved
and ther ams straight at the elbow for the first
two days folowing surgery to prevent swelling.

POSTOPERATIVE CARE

Antibiotics were administered pen-
operativaly and continued for 3 days postoper-
atively. The patient is placed in a long-arm sur-
gical garment which provides compression 10
the areas of lipasuction, which is maintained
far 3 weeks, The patient may shower 2 days
after the procedure.

Patient activity is not limited after surgary and
early ambulation is encouraged, though arm
abduction is limied 1o less than 90 degrees
for 3 weeks postoperatively. Patients were fol-
lowed up for about two years.

RESULTS

Qver two years, we performed a
minimal incision medial brachioplasty on 15
patients,
The operative time was appraximately 90min-
uies for the two sides, but frequently the time
was halved by team surgery.
Follow-up of these patients was about 18
months. All patients were pleased with their
rasults. All patients had significant imprave-
ment in the appaarance of the upper arm.
The rasults showad that all patients achieved
significant reductions of 15% to 25% in arm
circumferenca measuremants, and the resuli-
Ing scars were smooth, flat and inconspicu-
ous. Wound infections and small areas of
incision gehiscence had occurred in 2 elderly
patients. We treated them conservatively with
oral antibiotics and %ocal wound care and 0o
nat necessitate reoperation. Nerve injury,
hypertrophic scarring, major wound compli-
cations, and lymphedama have not been
observed in our patients,

UpOate in Plastic Surgery - Vol 2.1, 2009

b




Mnimal iIncision medal brachioplasty: Wo years epenancs

Figure 4

A 40 yaars old female patient with
masave welght loes aRer beriatric
surgery possessing Itle fat tissue
anc poor skin quality underwant
minibrachioplasty with

buned de-epithlizad faps.

DISCUSSION

Plastc surgeons are often con-

fronted with the difficu® problem of treating
excess upper-amm bulk. In patients with both
excess 1at and a significant amount of koss
skin, lipoplasty {liposuction) done may re-
duce the fat bt leave the upper arms with
unattractive, hanging skin.
Surgical correction of cosmetic deformity of
the upper arm has been performed since
1943 when Posse done the first upper arm
reduction technique via an elbptical incisions.
In 1954, Correa-iturraspe and Fernandez pub-
lished the first aesthetic brachioplasty tech-
niquet. In 1975 Pllanguy described surgical
correction for lipodystrophy of the lateral tho-
rax, upper arm, and elbow as a single proce-
dure®. In the same year, Baroudl described a
dermalipectomy of the upper arm that placed
the scar in the brachial sulcus 2. This proce-
dure remaved an elipse of skin from the upper
arm, with the scar oriented longitudinally®.

Figure 4a: precperativa view of tha right amm.

Juri ef al described the use of a quadrangular
flap and the first T-closure in thelr efforts to
mave tissue praximally into the dlla and then
excisa it with adllary incisions?.

Borges then described the use of W-plasty
incisions in an efiort to improve the aesthetic
resuits.

In 1989 Goddio describad using a buned de-
epithelalized Nap Instead of an excision of
siin, The bured flap s supposed to fill the
medial aspect of the arm and create a more
youthful appearance while supporting the
scar on a bed of dermis?.

Lockwood then applied the concept of sus-
pension of the superficial fascial system'0.
Gilland and Lyos described circumferential
para-axiiary superficial tumescent liposuction
as an alternative to brachioplasty!’.

The procedure utilizes the skin retraction that
occurs with superficial liposuction. De Souza
Pinto et al. recommend the use of the italic

Figure 3

A 4B years old female patient who undeargo
minitrachioplasty and lipcsuction of the
medial aspact of the upper arm

Figure 3a: preoperative view of the left am
Figure 3b: postoperative wiew of tha left arm.
Figure 3¢ preoparative view of 1he right am
Fgure 3d: postoperativa view of tha right arm.

Figure 4b: postoperative view of the right arm.

double S mokds for brachioplasty marking 1o
achieve bilateral, symmetrical, minimal, local-
ized scarring and to decrease surgical time
and morbidity!Z

Teimowian and Malekzadeh described creat-
ing an adllary ridge to freat patients with gan-
eralized accumulation of fat and moderate
skin ladty'. The first description of brachio-
plasty after massive weight loss was included
in a case report by McCraw 14,

Regnaulr®> described brachioplasties with
varying longitudinal scars depending on the
amount of excess skin. The sharter-scar ver-
sion is similar excapt that the skin excision
described previously creates a vecior of pull
only anteriorly and proximally.

The difficulties with brachioplasty have
remained, despita the descriptions of many
differert Surgical procedures. The study of
Kanergen J and Moran SL reported that the
overall complications rate with brachioplasty

UpOate in Pgstic Surgery - Vol 2. 1, 2008
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was 25 percent. The complications noted were
seroma, hypertrophic scarring, celulitis,
wound dehiscence, subcutaneous abscess,
and nenve injury %0 the medial antebrachial
cutaneous nerve.

Their study concluded that brachioplasty can
be performad weh 2 very low Incidence of
maor complications, but both surgeon and
patient should be aware of the possible risks
associated with brachioplasty'6.

n cur work, the complications rate Is de-
creasad secondry 1o shoet incision and super-
ficial excision plane. Wound Infection and
dehiscence is the only complication in our
series which is similar to tha work of Trussker
and Rofwich7,

Procedures with adlary scars only address
skin excess In the longitudinal direction, whare-
as procedures with an incision exiending
toward the ebow in the brachial sulcus are able
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Extreme liposculpture: from knee to ankle.

Peroni Ranchet A

Specialist In Flastic Surgery, Milan, Italy

INTRODUCTION

After almost thirty years of expen-
enca in liposuction surgery, there are still some
body regions in which the plastic surgeons do
not dare to venture, f2aring poor results or high
operaing risk. The failure 1o mest this damand
leads to considerable psychologica pain in
potential candidates, especially women, who
for example do not feel at ease wearing skirts,
The fullness over the knee, exposed baow the
skirt, gives the mpression of a similar fullness
in the thigh, whereas the thigh seems 100 slan-
cder whan a bathing sutt is wom.,

Ower the years, moreaver, when in standing
position, the fat aver the knee tends fo come
down and “wrap Lp"” the knee cap.

Another significant concern is the lack of 2 weil-
cefined and slender shape of the kg, whershy
wormen feel “farcad™ to wear boots but In the
most serious cases i is even impossible for the
leg to fi in the boots.

The Author has carried out liposculpture in
these body regions for more than twenty years,
achieving excellent resuls in the knees (starting
from the distal third of the thighs), the legs and
the ankles (releasad from te oppression of fat
dysplasia, which covers and conceals the true
anaomic contowrs).

DESCRIPTION OF SURGERY

In milder cases it is possible to iden-
tify the postenor as well as the antero-iateral fat
columns.

The thickness & appreciated by palpation in
upright position and the contours are marked. In
more severe cases the dysplasia is widespread
and suction is required evarywhers, even on the
anterior surtace of the tibla.

We start posteriorly by performing-the inferior
Incision over the malieoius at the very beginning

 UpDate in Plastic Surgery - Vol. 2, 1, 2008
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of the columns, while the superior incision is
made at the poplteal folds.
Anaesthesia and vasocanstriction by infikration
shouki be abundant by using infitration needles
and advancing them on the superficial fascia.
The advancement of the needle is followed by
means of palpation in order 1o check on its
course and location. A retrograde mjection is
carmed out Three-o-four mm cannulag are
used for suctionng, according to the thicknass
of the fat pad. YWe begin from the deeper levels
and move gradualy fowards the surface. The
optimal colour of the suctioned fat should be
lermon yellow. The movements of the cannula
should be as longiudinal as possible and mon-
ftored through palpation. The subdermal layer
should be reached n order to allow for maxdmal
skin retraction. All fat residues should bs
removed, especially at knes (over and around
the knee cap) and ankie levels. At the end of the
suction phase, & Is recommended to pass the
fip of the cannula on the subdermal layer with-
0ut suctoning.

Once completed the posterior region, the
patients are made 1o §e on their backs, and the
samea procedure is performed in the anterior
region of the leg.

Soon after stopping the suction, te incisions
are sutured and dressed. 140-denler compres-
Sion Hghts are necessary for on2 week.

One week later, the stiiches are removed and a
massage cyclke is started. The compression
tights should be worn at daytime only, for 3-4
manths, unti the final resuls are achieved.
The Author has studied and implemented a par-
ficular type of cannula, specificaly indcated for
ankke suctioning and aimed to make handing
easier: thanks to its dasign, the surgeon does
not ht the patients’ haal or dorsum of the foot
with the handle, while keeping the exact sliding
plane of the cannula.
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Figure 1
Praoperative antanor
view: the fat pad &
wrapped around the
knee cap. The dyspla-
54 Is widespread
throughout the leg

Figue 2

Preoperative postenor
view. the dysplasia

i$ widespread
throughout the region

Figure 3,
Praoparative atera
view: the skin and

‘ the fat pad have
I avidantly sid cown
over the xneg cap,
Widagprasd
lipadysirogtry.

Figure 4.
Postoperaive antenor
viaw: reeroval of tha
acfipose hssue over

the knea cap,

wiEh SKin ratraction.

The &nes cap is now
maore evidant. Knea, calf
and ankle modelling.

Figura 5.

Postoperative posterior
vigw: madial emptying
of thighs ana «neas,
calf modeling and ankle
thinning

Figure 6.
Postoperative Latersal
view: disappearanca
of tha at excess over
the knee cap

and modeiling

of the entire log.
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INTRODUCTION

The term “transsexvalism” is used
to identify a syndrome in which there is a dis-
sociation among the chromosome, gonadic,
hormonal and psychic sex, due to the fact that
the indnidual with a genotype and a pheno-
type of a gender thinks of belongng to the
opposite one.

The transsaxasal patient, being affected with a
deep disease in gender identity, neads a multi-
subject approach which invoives, besides the
generic and the plastic surgeon, the psycholo-
gist!, the endocrinologist and the legal doctor.
In our structure, the patient, who is undergo-
ing surgery for female-to-male modification of
tha semal characters (RCS, Sexual Charac-
fers Reattribution), after obtaining legal per-
mission2 has 10 make some interviews with
the psychologist of our staffl in oroer to con-
sider her expectations and avoid any Senous
psychiatric disease.

In many cases, a 6 month period of interiews
is enough ta be put in the surgery list; the psy-
chologist takes care of the patient befoce and
atter the operation, especially helping her to
get accustomed to her new identity. Only in
some casas, the patient tollows a longer pro-
cedure, if the psychologist considers it neces-
sary 10 overcoma ber bad feeing. In our expe-
rience, the psychological support has proved
eflective in reducing overrated and unreal

Surgical therapies for reconstructive
phalloplasty in a female-to-male transsexual:
literature overview and analysis of case reports.

Instinte for Study and Ressarch for Cancer - Department of Plastic and Reconsyuctie Surgery of Genova, Naly

nowadays, in the Department of Plastic and
Reconstructive Surgery at the Unwersity of
Genova. 50 F-M transsexual patients were
referrad to our structure: for 33 of them, phal-
loplasty was camed out with difierent meth-
0ds¥ 1 patient underwent Surgery for pasition-
ing testicular prostheses; 9 patients underwent
demolition surgery; 7 patients gave up afler a
period of individual psychatherapy (see graph-
ic number 7).

This paper examings the pros and cons of each
method for reconstruction, the patient satistac-
5on and the assthetic results obtanad.

MATERIALS AND METHODS

The surgical approach for temale-
to-male modification of the extemal genitalia
and breasts includes a demolion stage of
eneresi and a following reconstructive one.

In particular, the surgical procedures con-
cerning the former include *: bilateral subcuta-
neous mastectomy, hysterectomy-bilateral
salpingo-oopharactamy, obliteration of the
vagina, viriizing hormonal therapies (1estos-
terane); the latter do: neophaloplasty, inser-
tion of testicular prostheses, penis prosthe-
ses, urethra creation if necessary.

The goals of neo-phalloplasty aré both mor-

expectations connected weh the aperation. phological and functional: aesthetic accept-
Our case re- ol 8 ability 1o the
ports refer to | FMTeanssexual pationts po e patient, enough
the female-to- bulk to tolerate
mak syncdrome the insertion of
and analyze the a penie stifien-
gifferent tech- er, the creation
niques used n of a competent
phallaplasty urethra allowing
aver the years, voiding while
from 1982 to standing, the

UpDane in Pastic Surgery - Vol 2, 1, 2009
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return of tactiie and erogenous sensibility, as
few operations as possible

The operation for secondary sex character
modification is completed with the creation of
the scrotum, the testicles and the insertion of
the penis prostheses in day surgery in a fol-
lowing stage. As for reconstructive phalo-
plasty, literature reports different methods
over the years: tubulized abdominal flaps,
muscular flaps or mio-cutaneous flaps based
on the groin muscle and on the rectus abdo-
minis muscle and free flaps

The first techniques adopted were tubulized
flaps taken from the abominal area; later at
the end of the "80s, in order 10 improve the
aesthetic appearance and the neopenis stiff-
ness, miocutanaous groin flaps (Hovfon )
and rectus abdominis muscle flap (Gibert,
Horton, Santi® et al) were proposed: the
derma component or dermoadipose on2 was
used o form the axis of the new penis, while
the muscular one was emplayed as a suppart
10 guarantee volume and stitfness

The disadvantages of this procedure are the
difficuity of suturing the flap on itself, in par-
ficutar in those patients in whom the der-
moadipose wal s too thick, the lack of sensi-
bility and visible abdominal vartical scars,

To overcome this problem, the vertical rectus
abdominis muscle flap (Santi 79588) may be
used covered In the dorsal portion by a skin
flap: this technique allows to bring a pood mus-
cle segment inside the neopenis and guaran-
1ees better stifiness, but the excessive thick-
ness of the flap, the retraction of the skin graft
and the lack of sensibility are its drawbacks

A further evolution of this technigue is repre-
sented by the association of the rectus abdo-
minis muscle fliap with the dorsal muscie flap
of the foot (Gilberf e Harton 7987). With this
methad, the sensibility, given by the free flap,
is obtained thanks to the nerve anastomosis
carried out between the foot dorsal nerve and
the clitoris dorsal nerves, However, the disad-
vantages are the bad retractive scar in the
donor side of the two flaps (vertical abdomi-
nal scar and dorsal foot) and the limited size
of the free flap.

In 1984 Chang” suggested to use the Chinese
or radial forearm fiap obtaming the following
results: good looking appearance, sensiilty
(anastomosis between lteral and medial
antebrachial cutaneous nerve and dorsal
nerve of citoris), aven i mappropnate stifi-
ness (lack of internal support) and a Emited
size of the neopenis still remain.

At kast, in 1990 Sant® and others proposed to
associate rectus abdominis muscle fiap with
radial free fiap thus exploiting the advantages
of the two techniques, recognized as very reli-

Puggoni V, Robello G

Punceli O, Santi PL

able by most authors so far, asswing good
sensibiity, satisfactory appearance and good
stifiness.

Lately, the use of the lateral forearm free flap
(Bloem st @, 1993) has besn descrbed for
neophaloplasty in one-stage procedura.

33 out of 50 patents who were referred to the
Department of Plastic and Reconstructive
Surgery a the University of Genova underwent
both demolition and reconstructive surgery for
adjustment of the secondary sexual charac-
ters; for this purpose, some of the techniquas
described in literature were combined with the
expenence gained in post-oncalogical racon-
struciive surgery of the penis

An infesior transposition of a rectus abdomin-
5 musculocutaneous flap with resurfacing
was performed on 24 patients (Chang) by
using a rackal forearm frea flap (Figure 1)
Through a suprapubic skin ingision, the
abdominal skin was raisad and, after the Incl-

Figure 4. Rack free % (radial artery and
van, lateral ansbrachial cutanaous nenva)

sion of the right rectus fascia, the undearlying
muscleé was isoiated with its vascular padicle
which is the inferior epagastric artery and vein;
a subcutaneous tunne! was developed to
dlow transposition of the muscle to the pubic
area where the lab@a majora were dissected
and the clitoris was de-epithelialized and
buried into the flap.

At this poirt, the rectus muscle flap was resur-
faced with a radial forearm free flap (Figure 3-
4); its vascular pedicle, radial artery and vein,
was anastomosed with a branch of the super-
ficial femoral artery and vein, while the dorsal
nerves of clitoris were sutured with lateral and
medial antebrachial cutaneous nerves

The radial flap ranges from 6 to 8 cm in width
and from 14 to 16 cm In lengeh, depending on
the forearm dimension. That may be consid-
ered a lime of the technique above mentioned
for a suitable phalloplasty.

2 patients, who refusad the free flap method,




Fgure 5. lsolated miccutanecus gracils Sap
Figure 6. Tubulizad miocutaneous graciis flap

Figure 7. Tissue expandar of the kEbia majpra

were surgically treated with the transposition
of the recius abdominis muscle covered with
a skin graft at full thickness, taken from the
Inferior abdorminal area.

3 patients were re-operated because of bleed-
ing anastomasis and consequent retraction of
the rectus abdominis muscle flap. In these
cases, a gracilis musculocutaneous flap
{Figure 5-6), taken from the medial region of
the thigh. was drawn and positicoed on the
pubic area and then tubulized, whike the recius
abdominis muscle was utilzed for recon-
struction of the scrotal volume®,

The gracilis muscle is 2 narrow and thin ittle
band oblquely posgianad on the medial sur-
face of the thigh and vascularised by some
vessels which enter the deep surface of the
muscle comng from the deep femaral artery.
For 2 patients, who presented good local
anatomical situations, such as hiypertrophy of
the labia majora. and retused the scar retrac-

Surgical tharapies for 1o

CONSYUCIve phad plagly 0 8 female-to-made transzenual. Fieanea averies ang analysis af case repona.

Sea

N
——

Figure B Intraoperative view of tha recius abdomins musce flap transposed

ian due to the radial flap draw, we associated
the technique of the transposition of rectus
abdominis muscle flap with the skin expan-
sion of the kabia majpora In order to odtain a
proper cover of the transposed rectus abdo-

minis muscie (Figure 7-8),
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Dermoadipose tubuized fap sround & Foley catheter

Infact, the skin of this region is the most sm-
ilar in colour and qualty to the penis cne and
the most susable for cavering the transpased
rectus abdominis muscle, besides guarantee-
ing a better erogenous sensibility of the geni-
talia area.



Just in one case, we used the onginal Chang
technique which consists in utilizng the soke
free radial flap previously anastomosed
anks to the above mentioned method and
simply tubulized in the pubic area.

Recently, ancther recoastructive technique
has been carried out on a 33-year-okd patient:
i one stage. we have performed a subcuta-
neous biateral masiectomy and the nogpenis
reconstruction with the usual forearm %ap
methodology, partially modified by substut-
ing the rectus abdominis muscie with irangu-
lar-shaped subcutaneous abdominal fat which
was subulized and upset downwards.

DISCUSSION

In our case reports, the most used
technique is the transposition of the rectus
angominis muscle covered with the radial free
flap taken from the forearm. The advantages
of this method are an appropriate degree of
stiffness and volume of the neopanis, agsthet-
ic acceptabiity to the patient, tactile and
grogenous sensbity and the one-stage sur-

gary procadure.

Although the muscolar component may
slightly atrophise In the following months,
thanks to this technique, the penis moves
very naturally on the internal support and
remans elastic and pliable

According to our experience, this surgery pro-
cedure is the gold standard to obtain the best
results In neophallopiasty. However, some
disadvantages concem the excessive musco-
lar atrophy, which might cause @ volume
decrease up 1o 30-40%, the possibiity af
micravascular thrombosis with failure of the
radial free flap {equal to 20-30%), the opera-
tion time {akt 6-7 hrs), the long-4asting visible
scars an the donor Sides. :

The patents, who underwent transposition of
the rectus abdominis muscle fiap covered
with free skin graft, on one side, w0k the
advantages of the reduced operaticn ime with
a consequent short hospitalization (3-4
hours), but, on the ather, experienced defor-
mation of the neopenis duwe to skin gralt scar
fibrosis with following long term results likely
to be less than optimal and inadequate sexual
performance
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Fgure 10
Chang flap tubulzed on Folay cathater.

Figure 11.
Laseral amn flap tubulzed in 802

Figura 12
Immedate Postoperabve Urgthra
pariormed by tran fap

Frgure 13
Postopaerative 2 montng ialer




On 2 patients we used the graciks musculo-
cutaneous flap, recognizing the importance of
the inclusion of a muscular flap along the ads
of the n2openis. However. the gracilis muscle
IS 100 thin to provide sufficient strength and
support, thus causing postaperative atrophy
because of the reduction of the subcutaneous
fat; tha vascular pedicies are not so raliable
and the skin island tends to retraction. The
only advantage of this technique is the
reduced operation tima (sbout 3 hrs)

The utdization of the labia majora tissue
expander, parfarmed in 2 selected cases and
on patients’ request, might represent an alter-
nabwe reconstructive fechnigue, which Is just
acceptable: in these cases, the neopenis
healed without any complication, but, 4
manths later, the retractie expanded skin
causing disfigurement and shortening of the
necphallus, The patients were partialy unsat-
isfied with length, but rewarded by their sexu-
al life for presarving tactile and erogenous
sensibility of the external genitalia.

In one case, we employed the sole tubukzed
radial free flap because the patient had psycho-
somatic charactanstics suitable for small-sized
neophaloplasty. This kind of flap gives an opti-
mal morphologic result, howeves, in our opin-
lon, the lack of an internal support produces
insufficient stiffness of the neopenis.

As for the last case described, the abdominal
dermoadipose flap covered by the radial free
flap offers unquestionable advantages to the
abdominal wal, becausa the rectus abdomin-
I5 muscle remains untouchad: yet. at this
stage, the patient follow up lasts approximate-
ly six months. Tharefore, even if volume and
stiffness are considered acceptable, the
wound healing s not completed, As a matter
of fact, the operation did not have any compi-
cation and the reconstructed genitalia mor-
phology appeared satisfactory. Al the end of
the reconstructive procedure, the urethral was
constructed on 13 out of 33 patients, because
e following complications always occured:
urethropenneal fistula and stenosis caused by
the difficulty of connecting the female urethral
meatus to the urinary tract of the penis orientat-
ed with different anatornical axes.

In 4 patients, the urethral was made with a full
thickness skin graft which was applied around
a 10.16-18 Foley catheter and the transposed
muscle was rolled and sutured around it
(Figure 9). The functional result was compro-
mised by stenosis and fistula duct.

In other 4 patients, a paritonaal flap, adjacent to
the posterior rectus fascia, was sutured around
a Foley catfeter; in this case, we supposed the
metaplasia of the pentoneal epithelium tuming
into multilayer epithelum, which ks typical of the

urinary fracts, but stenosis, fistula and total
obiteration of the duct still occurred.

In 1 patient, the urethra was obtaned through
a fascia and peritoneal flap fnkad with a skin
Jraft, causing unfortunately the same compli-
cations over mentioned.

In 3 cases, the penile urethra was made thanks
1o Chang's modified sechnique: the central part
of the radial free flap was tubulized on Foley
catheter and sutured in couble layer, trying to
connact it ta the female urethra, In these cases,
the neo-duct staved open, but a fistula cocurred
al the anastomosis kevel where connected with
the female urethra. Just in one case, a patient
had a working urethra obtained by a free a9
flap wbulizad on Foley catheter and posiioned
Insige the muscular companent (Figurs 11).
The rectus abdominis muscie flap was trans-
posed in the pubic area and then microsurgery
anastomosis was performed between the deap
beachial artery, and satelite veins, and the
supanior epigastric artery of the rectus abdo-
minis muscle: even if that was a free flap with a
litle pressure flow, thare was not any complica-
tion about vascularisation (Fgure 12).

The creation of @ competent urethra allowed
voiding while standing (Figure 13).

CONCLUSION

Some cases of female-to-male
madfication carried out in the Dapartment of
Plastic and Reconstructive Surgery at the
University of Genava have bean reported.

We have taken notice of the patient satisfac-
ton through some interviews with the psy-
chologist. The evaluation principles are relat-
ed to an aesthetically appealing look of the
naophallus, and manly to saxual panetration
and ngidity of the neopenis which gquarantees
a satisfactory sexual life

33 out of 50 patients, which were raferred %o
our department, underwent reconstructive
phalloplasty with different techniques and
were observed for the following 24 months.
As for the general patient satisfactionl’
(approximately 70%), the subjects who seek
phalloplasty want their external ganitaia to
have a scrotumn, a glans, and want to be able
to void in standing position. It is known that in
phalloplasty obtaining sufficlent ngidity’2
allowing for sexual penetration is quite hard,
The main limiting factor is that there is no good
subsstute for the penis erectile tissue: in many
cases, tha insartion of various transplants and
implants ‘ed 1o complcation and faiwre. In the
last years, te lipofilling technigue grew in
importance aiming at improving the skin
throphism and contrasting the physhologic atro-
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phry of the muscle and the consequent decrease
of the neopenis volume. Only in 30% of cases,
patients were not so satisfied with the poor stiff-
ness and length of te neopenis, therefore we
positioned aviologous cartilage or a rigid
mplant, with unfortunate tandency 1o be erod-
od and extruded. To sum up, it Is asserted that,
despite the objective limits of the surgical tech-
nique, the patient, who undoubtedly suffers
from a disorder which involves the whale par-
sonality, will reach a good level of satisfaction
thanks to a better social ife.
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Vulvo-perineal reconstruction with V-Y flap
after extensive surgery for vulvar cancer.

Tateo A, Tateo S* Santamaria V* Reho A, Garassino E
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Vulvo-perineal reconstruction
with V- flap afier extensive surgery
for vulvar cancer.

Background - Sofi-lissue reconstruction fol-
lowing vulvar cancer resection is a difficull
challenge because of the functional, loca-
tional, and cosmetic impartance of this
region. Although numerous flaps have been
designed for vulvar reconstruction, each
has ils disadvantages.

Methods - The Authors present their experi-
ence with the antero-medial fasciocuta-
neous V-Y advancement flap for vulvo-
vaginoperineal reconstruction after vulva
cancer resection. This flap is supplied by
underlying fascial plexus derived from per-
forators of the superficial and deep femoral
artery and indirect branches through mus-
culocutaneous perforators of underlying
muscle.

Result - AN flaps survived completely, with
no severe major complications.
Conclustons - 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, Hap thickness, and degree
of fiap advancement.

Key words: ¥hu-perinesf soonsiucion 1t
Wulvar cances

INTRODUCTION

Vulvar cancer accounts for 5 percant ol al
female penital cancers and 1 pe
malignancies in women. it can be observed
mare frequent 2 {ifth or sbah decade of
ife, Recantly, 1 BN an iNCrease in the
incidence of vulvar cancer Vulvar cancer s a
diffusing disease that permeates into regonal
lymphatics, requiing radical resection wih
inguinal lymph node dissection for treatment
Charactersticaly, this area s easily contami-
nated by secretions from the vaginal exocnne
gland and vulnerable to infection after fiap sur-
gaery. Furtharmore, Soft-tissug reconstruction

WING yuivar Cancer surgary prese

the pasl, radical vulv
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Mary flaps have been usad in the search for a
reliable, singke-stage, technically simple fiap 10
repair tha majorty of surgical defects. This has
ed to numergus surgical ogtions, ranging from
random 10 adal, fasciocutaneous, and muscu-
0CL £
The use of flaps Is required not anly for cover
ing large defect but also for free tension Closure

10 avoud wo
possibilty of infection, ste

perineal disfunction, longer haspitaliz
paor cosmetic resuls.

We think that the “ideal” flap shoud bring to the
defect a gaod vascularized pad of skin and
cutaneous fat tha same thickness of e wou

bring a variable amount of tissue able to close
pestablish func

g imoacts on bott

to wide wound

auis



Immediate postoperative result

PATIENTS AND METHODS

This study prasents a retrospective
reviaw of our past 15 years of experence using
23 flaps in 20 vulvar reconstructions following
extensne vulvectomies
All patents who underwert 3 V=Y flap vulvar
and or parineal reconstruction after radical sur
gery for yulvar reaplasia at Fondaziane
Maftap Hospital in Paia from January 1993 10
)ecember 2008 were included (figs 1, 2 and
3). Dat £d with regard to age

1a WEre cole
tology, FIGO 1994 stage, previous surper
demolitive and reconstructive surgery per-
formed, local marbidity, lenth of hospital sta
stenosis of the vaginal introfus and ur
meatus deviation,

Twenty three patients, who had been present-
ing with vulvar neoplasia, undarwent \ :
SUrgery %0 restore the vulvar and'or perin
region. Their ages rangad from 41 & 23S
with an average age of 70). Exghteen patients
presemed with primitive carcinoma of the
vuhva, three with local relapse, and 2 with vul-
var Pagers cisease. Three patients recaived
praoperabve vulvar and inguinal radiation, two
with concomitant chamotherapy

FGO 1994 stage was: 1B In 6 cases; stage Il
8, stage IIl, 2; stage IVA in 2 cases

Eightoan patients were treated by radical vu-
VECIOmMY. In tw patients a radical emivuivecto
my and in three a radical perineal excision for
relapse were performed. Raconstruction with

hral

ne G

biateral V=Y fiagps patients was dong” and
monolaterally in five, n two of them a contro-
lateral déferent flap was cheasad

AL

e usad two differant \-Y advancement fiaps:
a subcutanzous pedicle fiap and 2 muscidocy-
taneous gracilis fiap. In larger defects. where
furthar mobwity of the fiap is required, the gra-
cilis musche is distally idantified and divided in
Or0er 10 obtan a Detter release and advance-
mant of tha flap '

"o
—

RESULTS

No patient expenenced any compl-
cafion curing surgery. Patients generaly repoet-
ed satisfactory medical cond®ons at maan 10
days (range 4-15) and than were dscharped
from the haspital with a mean of 13 days
Majpr comphications Included mano- or bi-later-
al lymphocele in two patents, within 6 maonths
ateer surgery; fever and local infecton (ingui-
nalvulvar swab postive for ather Proteus,

Kiestveda and FProwdenca Relgom) in four
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patents, within 6 days after surgery; inguinal
hermatoma in one patient, thres weeks after
surgery; biateral superficial venous thrombosis
in oo patient, 1 month after Surgery; diarrhea

in one patient, at day 6 after surgery. ’

Four patients reporied stitch diastasis of the
cutaneous margin from the vaginal edge of 1.5
up to 2 cm, detected 4-13 days after the oper-
avon. In 3l but one case, satisfactory heaing
occurred without further surgery.

Two patients experiencad introital stenosis
surgey after relapse and two after raciation.
Atough sexual function was not declared, the
remaining patients had a satisfactory introitus
wih acoapted a meclum size spaculum.,

One patient underwert Z-plasty 1 year after
surgery because of an urethral meatus dewia-
tion and another one complained misdirection
of the stream.
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CONCLUSION

The \&Y advancement flap technigue
represents a raiatively siple and effective pro-
cadure for vuvar defects whan performed
either with a subcutaneous pedicle or as a
MYOCULANBOUS UNR,

We beligve that in most instances the V-Y fiaps
represent a valld option for vulvar reconstruc-
fian thanks 10 the simpiicity and rapidity wh
which it is performed,

Maraaver, these fiaps demonstrate good versa-
tiity and refiabiity.

Preoperative radiation therapy 0oes not appear
1o be an absolse drawback.

Considening the increasing focus of gynaeco-
logic oncologists on preserving normal body
image, this techrique may have valuabie role
to play.
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Supraumbilical laxity after miniabdominoplasty
with muscle plication and no umbilicus
transposition: Surgical treatment and prevention.
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abdominoplasty; different techniques can
be carried oul in order to correct these
defects. This stedy presants a modified

miniabdominoplasty technique (which adds

INTRODUCTION

When performing an abdomine-
plasty, three fundamental defects of the
abcominal wall must aways be addressed by
the plastic surgeon. Thay include redundant
skin, excess fal, and musculofascial fadty.
Plastic surgeons have found that this proce-
dure consists of dermalipectomy and rectus
pacation, extremely effective in restoring the
abdomen to its youthful shape in the vast
majority of patients’

The classic mini-abdominoplasty Is a surgery
penerally indicated for cases in which cuta-
neaus laxty of the abdomen's Inferior region
Is associated with aciposity and/or muscul-
fascial lzaty,

However, In some cases, the charactenstics
of the abdomen are such that resort to a tra-
gitonal mini-abdorminoplasty would imvolve
an unsatisfactory final result due to the
unavoidable caucakzation of the nawvel and
supraumbiical skn excess which keads to
supraumbiical kxdty and epigastric bulking?
(Figure 1), In addition to this, when important
abdominal wall reconstruction is required, it is
very difficult to perform a complete supra and
infraumbilical muscle plication with the only
suprapubic incision and particularly when

there is an umbikcal hernia with an “oube
wnbiices” to corract

Vanous techniques have bean proposad in
order to obtan better results n miniab-
dominoplasty without navel fransposition that
penerally include additional visible abdominal
scars (vertical, horizontal, suprapudic,
supraumbibical, etc.)3-7.

We use a hafmoon umbilical incision n order %
perform a supraumbilical tissue reshaping and
to facilitate supraumbiical muscke plication

MATERIALS AND METHODS

Accurate evaluation of the abdom-
inal wall is performed with hemia and rectus
gdiastasis marking. The xiphoid apophysis and
the middine to the pubic area are drawn
(Figure 2).

We identify pubic scars and draw the patient's
underwear (with low wasthand). If there is a
pubic scar (Pfannenstiad for ex.) we try to use
i1 as the lower incision.

Two cbique lines from the lower line are drawn
tik the anterior-supenor Ik spine. It is mmpor-
tant to draw a haf moon (2-3 cm width) on the
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Figwe 2 Pre-op markings

Figure 3. Triangular stitches Lo reshape the ymbiicus
and the supraumbilical skin (like 5 panareciar suture)

Figure 4. Musde diastasis during pregnancy

polyglactin 30 and triangular stitches to reshape the
umbdlicus (Figure 3) and the supraumbilical skin (like a
periareolar suture). In cartan cases, whan there is umbili-
cal hernia, & Is possible 10 correct not only the hemia but
also an outie umbikicus which is frequantly prasent. Finally
a compressive dressing is placed.

CASE REPORT

The patient was 35 vears oid affected by mpar-
tant rectus abdominis diastasis aftar 2 pregnancies. \We had
met the patient during the 3rd moneh of the second pragnan-
cy (Figure 4) and an important diastasis was diagnosad.

upper part of the umbilicus (can be reshaped after muscle
plication and suture of the pubic incision)

The supra fascial underminig is performed to the xiphold
and costal margins isolating the umbdicus. The upper part
of the umbilicus is dissected through the half moon Inci-
sion, which facilitates underming.

Once the underming is performed, supra and Infraumbiical
vertical muscie plication i carried out with Polyester O and
Polyglactin 0 (simple stitches) and running suture in
Polyglactin 2/0. With a half maon incision 2 retractor can
be miroducad in order to facilitate the supraumbilical mus-
cle phcation, which is sometimas difficult to perform
through the onfy suprapubic incision,

Once the plication has been performed, the excess of skin
is resmaved and the ombilicus is reshaped. The width of the
halfmoon depends on the ammount of tissue excess of the
supraumbilical area (mean 2 cm). It is very important 10
suture {(partialy or dedinitively) the pubic incision (after
&xcess abdominal skin removall 50 as 10 better reshape the
upper part of the umbilicus and the abdomen. The upper
part of the halfmoon can be trimmed If there Is too much
redundant siin, If, after muscle plication apigastric bulidng
is noticed, addional lateral underminig and additional
supraumbilical skin resection can be parformed.
Particular attention is pad during the suture: We use
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Figure 5. Pre-cp

Figure 6. Pre-op. Hamia and "oute” umbiicus.
12 months after the dedivery. a mini abdoming-
plasty was performed. The patient had 10 cm.
of muscle diastasis with umbilical hernia and
an outie umbiicus (Figs 2-5-6)
A miniabdominoplasty was carried out with a
hall moon umbilical incision (3 supraumbdi-
cal nevi was removed and histologicaly ana-
lyzed while remaving the ha¥ moon flap)
Supra and Infraumbilical vertical muscie pli-
cation was carnied out with Polyester 0 and
Polyglactin 0 (simple stitches) and running
suture in Polyglactin 2/0. Only 5 cm of lower
abdominal excess skin remaval was per-
formed, In this case a Qood result was
obfained with hernia correction, waisting
impravement, muscle plication and umbiicus
reshaping (from outie to innie) (Figura 7).
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CONCLUSIONS

With this modified technique & Is
possible to improve tension of the entire
abdomen, decrease waist perimeter, angd
improve uniformity in the contour of the anteri-
or and |ateral wew, avoiding the epigastric buk-
Ing generated when nfraumblical vertical plica-
tion is sometimes used done.

The half maon incision prowides good supraum-
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Microdermabrasion after Dermabrasion and
Ultra-thin Skin Graft:
A new Hope for Post-burn Scars.

Mohamed R. El-Hadidy, Hossam El-din A. Ismail, El Modather M. El-Hadidy, Ahmed H. Elsabagh, Tamer E. Zeid

Dapartments of Plastic & Reconstructive Surgery, Faculty of Medicine Mansoura University, Egypt.

INTRODUCTION

The presence of hypartrophic scars
imits social interaction and affects daily activi-
tiess by limiting range of motion.

Because thermaly induced scars are typically
recaicitrant to treatment owing to their prolifer-
ative nature, their appropnate management
remains a challenge to physicians from a vari-
ety of specialties.

Parmanent depigmentation occasionaly devel-
ops after deep partial-thickness and full thick-
ness bum injuries, which heal by secondary
ntention, Dapigmentation, which is also refer-
red as leukoderma, can cause severg aesthet-
ic problems, particularly in dark-siinned indi-
viduals.
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The pathophysiclogy of post-burn depigmen-
tation remans obscure.

Studies investigating changes in pigmentation
of excisional wounds suggest that scar lissue
provides a barrer to melanocyte migration
and melanin transfer!,

Vanous surgical proceduras were described
aming at autotransfer of melanocytes to the
Site of post-burn depigmentation after creation
of raw surface by surgical excising or der-
mabrasion at these sites of depigmentation.
Dermabrasion is the preferred method of cre-
ating raw surfaces and this can be done by
mator driver dermabrader or carbon dioxide
laserZs.

The microdermabrasion not used i the previ-
ously mentoned procedures to soothing and
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Improve the line of dermarcation between the
ultra-thin graft and normal skin.

The current clinical study was undertaken to
evaluate the result of Microdermabrasion after
Dermabrasion and ultra thin Skin Graft in
treatment of Hypertrophic, Hypopigmented
post bum Scar.

PATIENTS AND METHODS

This clinical study has been carried
out 3t the Plastic Recanstructive Department
of Mansowa Unwersity. Thirty patients whose
ages ranged from 17 1o 41 years (20 famals,
10 male) were treated, AN patients had sul-
fered from post-bumn hypertrophic, depig-
mented scars with slight surface iregularities
on different sites of ther bodies within 6
month to 7 years prior to presentation. These
patiants subjected to a total of 30 operative
procecures of dermabrasion and thin skin
graft using a motor-driven dermabrader and
electrical dermatome (Figura 1), After healing
the graft the microdermabrasion was used.
The most comman causes of bum Injury were
scald and fire injunies. The time interval
between the date of the burn injury and oper-
ation ranged from 6 months 10 7 years. The
surface area of treated leukoderma sites
ranged from 0.5 to 3 percent of total body
surface area. The postoperative follow-up
period ranged from 1 to 12 months, with an
average period of 8 months, The demograph-
ics are summarized in Table 1

Table 1
Demographics data of the patients
Patients (no.) 30
Mean age 27
Sex
Female 20
Male 10
Site of lesion
Face 10
Neck 9
Shoulder 4
upper limb 7
Cause of bumm
Scalg 15
Fire 10
Chemical 5
Time from Injury 10 operation
Range 6 month - 7 year

OPERATIVE PROCEDURE

The procadure is done under gener-
@ anesthesia The skin of the depigmented,
wrinkled areas and the skin graft donor areas
was preparad with povidonaiodine topical anti-
septic solution and draped In a routine stenle
fashion. The areas were wiped with saline-
soaked gauze and dried with a gauze sponge.
The hypopigmented areas were dermabraded
with a motor-driven dermabrader without
tourniquet {Figure 1).
Tha darmabrasion should be deep enough to
causa even punchuate bieading from the super-
ficial dermis and to remave the surface imegu-
larties keaving behind it smaoth and flat sur-
face. Gauze soaked with 1:100,000 epineph-
fne is applied topically 10 the raw area for
haemostasis.
An ultra-thin spit thickness epidermal skin
graft (0.2 1o 0.3 mmin thickness) was harvest-
d from the unburned thigh regions with a alec-
trical dermabrader (Pad-geft Electroderma-
tome) (Figure 1).
The grafts vaned in width from 5-10 cm and
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the length varied according to the needs of the
indivicual patient,

After the establishment of hasmostasis, the
epiiermal grafts were smoothly applied to the
dermabraded region and fixed with fine (5/0)
polypropylene sutures (Figure 2-3).

The graft and the donar site are covered with
petrolatum gauze, gauze soaked with povi-
donefoding and absorbant gauze and bandaps.
A plaster of Pans spint Is used to immobiize
the upper limb for 10 days. The first dressing
was done after fifth day postoperative followed
by frequent dressing every 438 h. After the graft
was stabilzed (three weeks postoperative) the
patients subjected 1o receive our department
regmen of dermabrasion n outpatient clinic,
ane treatment a week for a total of eight treat-
ments, with each session lasting 15 to 25 min-
utes. No topical or local anesthesia before
treastmant. Each subject was Instructed o
apply of emollient and sun black daily ta mini-
mize the risk of sun exposure and to prevent
post-inflammatory hyperpigmentation.
Standardized phatographic documentation was
performed before and after each treatment.




RESULTS

All patients were followed up for a
mirimum 8 monghs after surgery.
The repigmented areas were photographed
before the operation and at monthly mtervats
atter the operation. The results were subjgc-
tivaly evaliated by the surgeons The Final
resull in the recipient site was graded for
colour, tdure and smoothness of the graft
according 1o the scale shown in Table 2
The result in the recipient site was considered
satisfaciory by all patients becauss the treaed
areas had slight mss-match in pigmentation o

Figure 3¢ - Tha patient after the first dressing poet operatively

Microdermabrason after Dermabrasion and Ulra-thin San Geslt. A o —ugs
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texturn. However, the skin graft was appeared
from the start pink in colows, subsequently, the
grafts bacame hyperpigmented, and the hyper-
pmantation gradually mprowved but slighty
hyperpigmented when compared w0 the sur-
rouncing normal skin {i.e. damarcation between
skin graft and normal skin exsts, espacally for
smaler areas). Fnally the tdure and colour
match between the graft and the Surmouncing
skn considered satisfaciory %o excellent.

Compications were minimal as siidng the
gdgz of the graft from the recipent site multi-

Table 2

Grading of the final result in the recipient site

Excelient
Excelient colour
and texture match
with surrounding skn

and smoathness

|
: Calour, texture
!
| of the grait
!

~

Satistactory l Poor

Slight miss-match | Obvious miss-match
in piymentation In pigmentation
or textura or texture ]

|
!
|
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Figure 3b - After application of ultrathin gkin graft

Figure 3d - The patent after 1 month postoparative

-
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ple, smal vesicles were appaars after haaling
of the thin skin graft which disappeared spon-
taneously, hyperpigmentation of tha skin graft.
The donoe sites have bean observed 10 de
healed within one week postoperative, Within
a few months the pigmentation at the donor
site is almost normal

This procedura has consistently and reliably
resulted in satisfactory to excalient
repigmentation af non-pigmented areas 1ok
lowing burn injuries. As regard the microder-
mabrasion the twenty-five subjects completed
the entire my department protocol, Five sub-
jects were dscontinued,

Tha results of microdermabration after con-
secutive session at least 8 sessions were
vary satisfied 10 the 2l twenty-five patients
The patients start to achiewe clinical improve-
mant after 2 months from the procedure to
smoathen the edges of tha graft also texdure
and colour match of the skin
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DISCUSSION

Skin colour varies according 10

changes in three-colour sourcas: melanin with-

in the epidermis, oxyhaemoglobin within the
swn vessels, and the cutanecus yellow pig-
ments (bile and carotens). Melanin synthasis
occurs in the melanosomes of melanacytes.
Metanocytes have dendritic-like processes, in
the skin it rest at the dermo-epidermal unction
on the basement membrane. Melanosomes are
transported from the melanocyte to about 36
neighboring keratinocytes and these interactive
groups of o2ls are known as the epidamal-
melanin unit”. The mechanism of this transport
is unknown but may be related to filameants
within the dendrites of melanocytes, mem-
brane fusion and phagocytoss.

Although the true pathogenesis of skin dyspig-
mentation remains obscure, the hypapigmen-
tation may be due to decreased melanin syn-
thesis within the melanocyte or may be related
10 inadequate transfer of melanin from the
melanocyie to the neighbaring keratinocytess.

Another Authors suggests the hypoplgmenta-
tion may be due to scar tissue provides a bar-
fier to mesanocyte migration and mekanin trans-
fer®. In my study the dermabrasion alowed for
remaoval of the hypopigment epithelum and the
utra-thin skin graft allows for mechanical
transfer the melanin-containing, basal cell
baaning layer of the epidermis

Kafn and Cohen'0 believe that har follicks are
the major source for malanocytes. These meka-
nocyles migrate from the depths of the dermis
10 reside In the basal layer of the epidermis,
which gives colour to the skin. So the leucoder-
ma Is due to the decreased concentration of
hair follicles in that area. They also concluced
that dermabrasion and thin skin graft has con-
sistently and reliably resulted in good to excel-
lent repigmentation of non-pigmented areas
fallowing bum injuries.

Erol and Atabay? concluded that dermabrasion
is tha preferred method of creabing raw sur-
face. Mechanical darmabrasion is dona by a
matoe-driver dermadrader and abrasion should
be deap enough to cause even dermal bieed-
ng. The great advankage of this procedure is
that it keaves a completaly viable dermis that
binds well with the skin graft.

Acivel and Ukur1! studied the utilization of car-
bon dicedoe laser for dermabrasion of post
bum keukodermia and damanstrated a varying
amount of thermal damage zone in the remain-
ing dermis. Skin graft loss was demonstrated
in 18% of cases. In current study the graft koss-
es manly due 1o mechanical factors about 3%.
On the other hand, carbon diodde laser has
been used for skin de-gpithalization wih the

oreat acvantage of being very rapid In action
with minimal haemorrhage. There is a layer of
thermal damage to the remaining dermis which
should be very minimal to allow taking of the
skin graft. If 100 much thermal damage
remains, skin graft take is affectads.

Deghidy and EL-morsy'? concluded that
mechanical darmabrasion and Simultaneous
thin skin grafting is the treatment of choice for
patients with post burn leukoderma, skin graft
hypespigmentation may be avoided by long
ferm sun pratection after the operation. They
also mentioned hypertrophic scarmng around
the edge skin graft one of the complication, in
current study the proper utilization of the micro-
dermabrasion as a prophylaxis i high risk indi-
vidugle can avoided that problems.
Microdermabrasion is office-based noninva-
sive mechanical resurfacing technique. The
microdammabrator contans Auminum mide or
sodium chlonde crystals that strice the skin
and produce superficial trauma. R is theorized
that the repetitive intraspidermal njury causes
gradual improvement in damaged skin by stim-
ulating fibroblast proliferation and callzgan pro-
duction. leading to new colagen oeposition n
the dermis,

Cormmon side effects were mild to moderate
discomfort occurring on bony areas during the
traatment and an itching and tingling sensation
for 2 days after traatment. No infections or
scars were observed postoperatively’?

The results of microdermabration especialy
after consecutive session at least 8 sessions
were very satisfactory %o all patients. Although
the true efect of microcermabrasion on skin
graft remains obscure.

Qur cpinion the microdermabrasion plays an
important roke in improving and scothing the
ine of demarcation between sdn graft and nor-
mal skin may be due to, it activatas a dermal
rermodeling'wound healing cascadz with mini-
mal epidermal disruption!4.

Other Authors sugoest that both NaCl and
A1203 microdermabrasion alter the epidenmal
barrier. These changes in epicermal barrier
function may ba responsible for the cincal
impeovernent following microdermabeasion’s,
We recommend with the triple therapy (dér-
mabrasion, ukra-thin graft and microdermabra-
sion) in all cases of rough hypopigmented bum
scars. Also further histological study Is essen-
tial to clarify the mechanism of microder-
mabrasion.

CONCLUSION

Mechanical dermabrasion is the
prefarred method of creating raw surfaces in
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suitzble time; the dapth of tissue abiaton can
be controlizd, The smooth raw surfaces craat-
ed can be sustaining thin skin grafts well, In
spite of the clinkcal improvement of the texture
and calour match especialy in the graft eoges,
further histological study is essential to clarily
the mechanism of microdermabrasion.
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