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INTRODUCTION

The American Society for Aesthetic Plastic Sur-
gery (ASAPS) Statistics for 2012 show that there
has been a more than 800% increase in the num-
ber of brachioplasties performed in the last
15 years. Most of these patients had traditional
brachioplasty, which produces predictably good
results. The problem, however, is that the resulting
linear scar that courses in some fashion from the
axilla to the elbow can be visible when wearing
sleeveless apparel. Many patients forego the oper-
ation because of the nature and visibility of the
scarring.

Numerous techniques for surgical management
of upper extremity contour deformities have been
described since the first article published about
aesthetic brachioplasty in 1954 by Correa-
Iturrasspe and Fernandez.1 The traditional

brachioplasty has stood the test of time and is still
indicated for those patients with massive weight
loss and excessive skin laxity.

I have been performing transaxillary brachio-
plasty (minimal incision brachioplasty [MIB]) for
more than 30 years. In this procedure the scar is
confined to the hidden area of the axilla. Inspira-
tion for the MIB came from the seminal work of
Pollack and colleagues2 who in 1972 introduced
his revolutionary approach to the treatment of axil-
lary hidradenitis suppurativa, which included wide
excision of the involved axillary tissue with direct
closure of the defect. Before this bold approach
the wounds were either allowed to heal by second-
ary intention or skin grafted, which was followed
by 3 weeks in airplane splinting.

I had the opportunity to use the Pollack tech-
nique on a large number of patients and many of
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KEY POINTS

� Good for many cases of brachial dermatolipodystrophy. The vertical height from the mid-humerus
to the most dependent portion of the mid-upper arm (with the arm at 90� to the body) should be no
greater than 12 cm. For excessive upper arm dermatolipodystrophy, the traditional method should
be used.

� The tailor-tack method should always be used intraoperatively to confirm the accuracy of the pre-
operative markings. This should be done after any liposuction is performed. Corrections or modi-
fications can be made at this time. The tailor-tack closure should always be checked with the
patient in the upright position and the arm at a 90� angle to the lateral chest.

� A superficial plane should be used for the resection of the involved area, taking only a thin layer of
fat with the resected specimen.

� The elbows should not be raised above the level of the shoulders until 3.5 weeks postoperatively.

� During preoperative marking, the transverse axis width of the incision (in the axillary fold) should
stop at 1.5 to 2 cm medial to the visible portion of the axillary crease on the anterior and posterior
shoulder. This helps to prevent the final scar from extending into visible areas.

� Undesirable anterior axillary and postaxillary fullness can also be corrected during this procedure.

� 12% of patients need some form of revisional surgery performed at 1 year or later, most commonly
for scar correction.
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the patients commented on how their arms looked
aesthetically more pleasing. This unexpected
feedback encouraged me to further explore the
use of the Pollack technique for aesthetic improve-
ment of the upper arm. I use the MIB on more than
95% of the patients I see with brachiodermatolipo-
distrophy. There have been numerous refinements
in my technique for the past 30 years as I applied
the technique to an ever widening spectrum of pa-
tients. Other authors have published articles on
variations of this approach that are also modifica-
tions of Pollack’s original work.3–9

I am frequently asked how the MIB can produce
such good results without the transverse excision
of upper arm skin seen in the traditional brachio-
plasty. The answer is best demonstrated graphi-
cally using the woven bamboo finger trap
(Fig. 1). When one end is fixed, pulling on the
opposite end causes the entire tube to narrow.
Moving the skin forcibly toward the axilla produces
the same effect.

PATIENT SELECTION

Most of the patients I see with upper arm dermato-
lipodystrophy are women whose ages range from
the early 40s to the mid-60s. They generally pre-
sent with moderate to severe excess skin and ad-
ipose tissue of the upper arms, and feel they can
no longer wear sleeveless garments. Most are
not patients who have undergone massive weight
loss or bariatric surgery. The MIB is applicable to
most patients that I examine. For the others, the
traditional approach is offered. I have used the
MIB technique on several patients who exceeded
the parameters for being a successful candidate.
These particular patients are those who are willing
to accept a lesser improvement rather than having
a very visible scar on the inner arm. There is always
the option of resorting secondarily to the tradi-
tional approach if they are not pleased with the

outcome. I have had to do this on only two
occasions.
In deciding which approach to use, I have found

that if the distance as measured from the mid-
humerous to the bottom of the hanging skin, with
the arm at 90� to the lateral chest, is greater than
12 cm then the traditional approach should be
considered. This is specifically valid if the problem
is one of predominantly excess skin. Those pa-
tients, however, who demonstrate significant lipo-
dystrophy are frequently candidates for the MIB
approach because the vertical skin height is
decreased by the liposuction as the skin contacts.
Another exception is seen in those patients in
whom vertical height is only greater than 12 cm
in the upper third of the arm near the axilla, a not
infrequent presentation. They do very well with
the MIB approach.
A comprehensive consultation is critical to suc-

cessful patient selection. Patients are shown the
exact location of the axillary scar, which as is
true for most body sculpture scars is visible and
takes approximately 1.5 to 2 years to heal
completely. This is even truer for the axillary scars,
which are subjected to constant motion and fric-
tion. The terms “microscopic,” “hairline,” and
“fades away” are never used. Prospective patients
are also informed that about 12% to 15% of pa-
tients need some revisional surgery at 1 year.
Most commonly secondary surgery is undertaken
for scar revision (85% of the time) but it is also per-
formed for removal of anterior and posterior shoul-
der dog ears, correction of secondary skin laxity,
bow-stringing, and loss of the axillary hollow. Pa-
tients are informed that they are not allowed to
raise their elbows above their shoulder level for
3.5 weeks, although movement of the forearms
and some upper arm movement are permitted.
Another caution applies to those patients whose

problem is predominantly crepey skin of the upper
arms. This is not improved by the MIB and
although the excess skin and fat are removed

Fig. 1. The bamboo finger trap aptly demonstrates the principle of the transaxillary brachioplasty in which traction
in the axilla narrows the circumference of the upper arm. (A) Finger trap with no traction on it. (B) Traction on one
end of finger trapnarrows its entire circumference. (FromReed LS. Limited scar brachioplasty. In: Rubin JP, JewellML,
Richter DF, et al, editors. Body contouring and liposuction. Philadelphia: Elsevier; 2013; with permission.)

Reed754



Download English Version:

https://daneshyari.com/en/article/4108023

Download Persian Version:

https://daneshyari.com/article/4108023

Daneshyari.com

https://daneshyari.com/en/article/4108023
https://daneshyari.com/article/4108023
https://daneshyari.com

