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INTRODUCTION

Full abdominoplasty is the cornerstone of body
contouring of the trunk and most often it includes
liposuction of the lateral hips and flanks to achieve
3-dimensional contour improvement. Modern ab-
dominoplasty techniques were developed in the
1960s,1–3 and many elements of the procedure re-
mained largely unchanged for 3 decades. The fea-
tures common to this technique have included a
transverse lower abdominal incision, undermining
of the abdominal skin flap often to the costal mar-
gins, tightening of the abdominal musculofascial
layer by means of suture placation, and resection
of the excess lower abdominal skin with inferior
advancement of the abdominal flap and closure,

with maximal tension at the line of skin closure
occurring in the midline of the abdominal flap.4

Although contour improvements are realized
initially in many patients, often the long-term re-
sults were suboptimal because of overtightening
of the central aspect of the abdomen with accom-
panying superior displacement of the pubic tissues
and depressed or spread scar appearance. In
addition, there was often laxity of the lateral lower
abdominal tissues. These shortcomings were cited
by several authors, who assessed their results
noted in the 1980s from a long-term perspective.5,6

An important paradigm shift in the thinking
about abdominoplasty was introduced by Lock-
wood,7,8 when he introduced and refined the
concept of high lateral tension abdominoplasty.1
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KEY POINTS

� This article illustrates the author’s approach of directly excising adipose tissue excess in the lateral
and posterior hip region by extending the lateral extent of the horizontal incision in a full abdomino-
plasty toward the posterior axillary line to produce a superior contour in this region in a select group
of patients.

� It is most applicable in patients with a significant adipose tissue excess in the lateral hip area that
produces an outward convexity (a parenthesis deformity) seen in the frontal, posterior, or oblique
view.

� Such an excess represents a soft tissue “dog ear” composed of skin, and adipose tissue both deep
and superficial to the superficial fascial system or SFS.

� Direct excision of a various amount of skin and adipose tissue above and deep to the SFS with sub-
sequent closure of the SFS optimizes the cosmetic appearance of the lateral hip and flank, thus
creating an excellent transition between the lateral thigh and flank region while producing a modest
upper thigh lift without discontinuous undermining.

� In the author’s experience, the contour improvements produced in this area are superior to those
that result from liposuction alone in this subset of patients presenting for full abdominoplasty.
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His insight was that the main deformity in the aging
abdomen results from truncal laxity that occurred
laterally in most patients and that this was not ad-
dressed by existing standard abdominoplasty ap-
proaches. To address this, he devised a procedure
that entailed selective undermining of the central
abdominal flap with a lesser excision of central
skin and adipose excess but with a more aggres-
sive excision of tissue in the lateral lower abdomen
accompanied by a wound closure that incorpo-
rated the superficial fascial system (SFS)8 that
achieved improved lateral contours and a more
natural appearance of the central abdomen.
Importantly, the selective undermining done to
allow musculofascial plication preserved perfo-
rating vessels from the rectus abdominis muscles
and this in turn allowed the safe application of lipo-
suction to the upper central abdominoplasty flap.
In addition, he recognized the need for circumfer-
ential contouring of the trunk to achieve true 3-
dimensional esthetic contour improvement. The
incorporation of liposuction of the abdominal flap
and posterior trunk was the essential element of
the procedure. By the late 1990s, these concepts
were quickly recognized as valid by plastic sur-
geons around the world and have been widely
adopted.9,10 In addition, they gave rise to even
more aggressive approaches to body contouring
in the form of body lift procedures.11,12

The author has employed this approach for
almost 2 decades but has noted that even with
the high lateral tension (HLT) design the lateral
wound closure frequently resulted in some
element of lateral tissue excess or a “lateral soft

tissue dog ear.” Very frequently this dog ear
must be excised at the end of the procedure by ex-
tending the incision posteriorly. Depending on the
preoperative deformity and the selected incision
plan, this additional incision extension can be
somewhat lengthy and has frequently required a
position adjustment from the supine to a modified
oblique position at the latter stages of the proce-
dure, which makes it especially onerous for the
surgeon and the surgical team. It is precisely in
this area where the transition of the posterior
lateral thigh to lateral flank occurs, which is an es-
thetically important region. The author’s experi-
ence quickly taught him that this “dog ear”
consisted more of excess subcutaneous adipose
tissue than a skin component in virtually all pa-
tients and is especially true for patients with thick
adipose layers in the lateral and posterior hip
(Fig. 1). Eventually the author came to recognize
that this “soft tissue dog ear” was not as
completely addressed by the liposuction of the
posterior hip and flank regions (which is routinely
performed in >95% of his full abdominoplasty pa-
tients) as it is by the combination of liposuction fol-
lowed by direct excision.
Concurrently, the author began to see and treat

more patients (see Fig. 1) who had significant tis-
sue excess of adipose and skin tissue in the pos-
terior hip and flank areas that did not extend to
the midline posteriorly who therefore did not
require a lower body lift but rather a more aggres-
sive approach to contour of the hip and flank re-
gions. Because it is the author’s routine to begin
almost every full abdominoplasty with liposuction

Fig. 1. (A–C) Preoperative anteroposterior (AP), lateral, oblique, and posterior view of a patient who will un-
dergo an extended high lateral abdominoplasty with a posterior extension of the incision. Note the significant
excess of adipose tissue in the lateral hips on AP and lateral view and blunted transition from lateral thigh to
flank on the oblique view.
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