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Cari Amici,
strada è stata percorsa, tanti successi sono stati ottenuti e tante sfide ci saranno in futu-

ro. Il 2013 è stato un anno difficile, per la situazione economica generale.
Ma tutti noi abbiamo fatto quadrato e abbiamo fornito ai nostri pazienti grande professiona-
lità a costi contenuti.
Tutto questo senza rinunciare alla
qualità e alla crescita personale.
Il 2013 è stato anche l’anno della
rinascita del nostro sito.
Nuova veste grafica e ricco di
nuovi contenuti.
Anche la nostra App, Plastic Sur -
gery Planet è costantemente ag -
gior nata ed è diventata un punto
di riferimento anche al estero.
Il Convegno/Incontro tenutosi a
Ponte di Legno è stato un vero
successo.
Momento di crescita personale
con le relazioni dei nostri colleghi
e anche momento di relax sulla
neve. 
Un esperienza sicuramente che
ripeteremo.
Il 2014 si presenterà con tantissi-
me novità a partire dalla nostra
rivista.
Ma non voglio svelare di più.
A tutti voi grazie e buon anno!

Ruben Oddenino

Dear Friends,
long road has been traveled, many succes-

ses have been achieved and there will be many chal-
lenges in the future. 2013 has been a difficult year for
the general economic situation. But we all made squa-
re and we have provided our patients professionalism
at affordable costs. All this without compromising on
quality and personal growth. 
2013 was also the year of the rebirth of our web site. 
New graphic design and rich in new content.
Even our App, Plastic Surgery Planet is constantly
updated and has become a reference point also to
foreign countries. The meeting held in Ponte di Legno
has been a real success.
Moment of personal growth with the reports with our
colleagues and also relax in the snow.
An experience that definitely we will repeat. 
2014 will present you with lots of news starting from our
magazine.
But I will not reveal more. 
To all of you thanks and happy new year! 
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Dowload the new APP
Plastic Surgery Planet

from iTunes. It is free!
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Autologous fat graft after radiant therapy
in breast reconstruction by flaps

Bandi V, Colombo G, Arra E, Codolini L, Sanavio M

Università degli Studi di Milano - Istituto Clinico Humanitas, U.O.C. Chirurgia Plastica 2 - Rozzano (MI), Italy.

INTRODUCTION

The reliability of vascularization of
musculocutaneous flaps, such as the latis-
simus dorsi, determine the use of these to
reconstruct breast in patients at high risk of
complications 1. However, in patients who
underwent radiation therapy after mastectomy
and reconstruction in a delayed surgical time,
some cases necrosis of the irradiated skin
around the flap or dehiscence of suture after
breast reconstruction is often observed. 
Thanks to our experience in the use of autolo-
gous fat grafting, we thought to experiment the
use of lipostructure to reduce complications
such as dehiscence or necrosis in those high
risk patients who had undergone mastectomy
and radiant therapy for oncological purpose. In
particular, we decided to perform autologous
fat grafting in the irradiated breast area of
patients candidate to breast reconstruction by
latissimus dorsi muscolocutaneous flap,
before the main surgical procedure.

MATERIALS AND METHODS

From March 2007 to January
2012, we enrolled ten patients candidate to
delayed breast reconstruction by means of
latissimus dorsi flap surgery (Figure 1).
They were classified as high risk patients as
they were all smokers and one diabetic.
The mean age was 49.2 years, in a range of
39 to 67 years of age. 3 to 10 months before
enrollment, all patients had undergone mas-
tectomy, chemotherapy and radiation therapy.
They all presented a recipient area character-
ized by poor tissue quality, in terms of vascu-
larization and texture. 
We performed a solely fat grafting procedure
on all five patients, under continuous intra-
venous fentanyl infusion associated with local

anesthesia performed by the surgeon. The
graft was obtained by Coleman’s technique.
From a sample of approximately 100 mL a
purified volume of 42 to 60 ml (average 52,6
ml) was injected in the breast area of each
patient. We used an 18-gauge angiographic
needle with a snap-on wing to deposit the
graft at the dermal-hypodermal junction. 
No complication occurred. Breast reconstruc-
tion by means of latissimus dorsi flap and
implant placement was performed three
months after fat grafting.

RESULTS

We observed in all treated patients
a significant improvement in skin texture, scar
release and elasticity of irradiated mastecto-
my area at the follow up control after the
autologous fat graft procedure.
At 2 weeks, 3 and 6 months follow up control
after reconstructive main surgery, none of the
patients presented necrosis or dehiscence of
surgical wounds (Figure 2).
As compared to the results of six similar
breast reconstructions, performed in equally
high risk patients but not exposed to fat graft-
ing, we found out that fat grafting had been
capable of greatly reducing complications’
occurrence. 
In fact, complications had occurred in three
out of six patients who had not previously
received the graft.

DISCUSSION

Various studies conducted over the
past 10 years have demonstrated the capabil-
ity of autologous fat grafting to regenerate

Autologous fat graft
after radiant therapy in breast
reconstruction by flaps

Autologous fat grafting is nowadays a
widely performed technique of recon-
structive plastic surgery, in particular for
treatment of burn scars, fibrous and
atrophic tissues. Thanks to our experien-
ce in the use of autologous fat grafting,
we thought to experiment the use of lipo-
structure to reduce complications such
as dehiscence or necrosis in high risk
patients who had undergone mastectomy
and radiant therapy for oncological pur-
pose, in particular in the irradiated brea-
st area of patients candidate to breast
reconstruction by latissimus dorsi
muscolocutaneous flap, before the main
surgical procedure. We believe, indeed,
that the regenerative properties of fat
graft, vascular improvement and archi-
tectural remodelling of soft tissues could
play a role in preparing an irradiated site
to major surgery. From March 2007 to
January 2012, we treated with autolo-
gous fat grafting ten patients candidate
to delayed breast reconstruction by
means of latissimus dorsi flap surgery.
We observed in all patients a significant
improvement in skin texture, scar relea-
se and elasticity of irradiated mastec-
tomy area at the follow up control after
the autologous fat graft procedure and
none of the patients presented any
wounds’complication after the surgical
main surgical procedure. Therefore we
believe that the use of autologous fat
grafting is a valuable tool to prepare
radiation-damaged tissues to major sur-
gical procedures as latissimus dorsi’s
flap in breast reconstruction.

Key words: Adipocytes transplantation; Fat graft;
Lipostructure; Breast reconstruction.
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preparing an irradiated site to major surgery.

CONCLUSIONS

Lipostructure is an easy, repeat-
able, low risk and non-invasive procedure
with low morbidity; the use of autologous fat
grafting is a valuable tool to prepare radiation-
damaged tissues to major surgical proce-
dures as latissimus dorsi’s flap in breast
reconstruction.

irradiated or injured tissues thanks to the
presence of mesenchymal cells and angio-
genic factors in the stromal vascular fraction
of the graft 2, 3.
Adipose tissue graft in fact improves skin
quality and reduces scar retraction by pro-
moting neo-vascularization and new collagen
deposition in the recipient area 4-7.
Rigotti et al. observed the efficiency of autol-
ogous fat grafting in the treatment of tissues
damaged by radiant therapy, particularly in the
breast area 8. 

For more than 10 years also our team experi-
ence a lot of success in the use of autologous
fat grafting. Our last application of it was the
aim to reduce local complication of the latis-
simus dorsi’s flap when performed after mas-
tectomy and radiation therapy; our preliminary
experience shows that fat graft is an addition-
al tool to prevent surrounding skin necrosis,
when it is expected due to high-risk local fac-
tors. The regenerative properties of fat graft,
vascular improvement and architectural
remodelling of soft tissues could play a role in
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Figure 1.
Delayed breast reconstruction by means 

of latissimus dorsi flap surgery before autologous
fat grafting and reconstructive procedure.

Figure 2.
Delayed breast reconstruction by means 

of latissimus dorsi flap surgery after autologous 
fat grafting and reconstructive procedure.
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Employment of needles in fat placement

Banzatti B, Colombo G, Arra E, Codolini L, Veronesi AM

Università degli Studi di Milano - Istituto Clinico Humanitas, U.O.C. Chirurgia Plastica 2 - Rozzano (MI), Italy

INTRODUCTION

Autologous fat grafting is nowa-
days a widely performed technique of both
aesthetic and reconstructive plastic surgery.
As described by Coleman, Rigotti, Klinger and
more other surgeons it is more than a perma-
nent filler because of its regenerative qualities
studied and described in recent years. In par-
ticular it is a widely applied technique for both
cosmetic and reconstructive purposes thanks
not only to its propriety of filler, but also to its
action on tissue trophysm, leading to signifi-
cant improvement in texture, color, softness
and quality of skin and subcutaneous tissue
and volumetric qualities in soft tissue aug-
mentation 1. 
Different approaches have been developed in
recent years, in particular in methods of har-
vesting, processing and injection, in order to
achieve the best method of application.
As we believe that the injection technique has
important implications on fat grafting survival
and remodelling of tissues, we experimented
the use of a 18-gauge angiographic sharp
needle (Cordis Corp., Bridgewater, N.Y.) for
the Seldinger technique for the reinjection of
transplanted fat (Figure 1). 

MATERIALS AND METHODS

Over the past 8 years, we have per-
formed more than 1000 surgical procedures
to treat not only burn scars but also surgical
scars, chronic neuropathic pain such as in
Arnold neuralgia and PMPS 2, 3; we experi-
mented the regenerative properties of fat
grafting on radio-dystrophic tissues and hard-
to-heal wound. We have obtained significant
improvement in tissue quality and scar
remodeling in all cases. 
After harvesting and purification of the graft,

we perform fat releasing by moving the nee-
dle through two different methods in order to
obtain the lysis of scar.
One first method consist of pushing the
plunger of the syringe and leveraging the
strength of exiting fat to overcome the fibrous
tissue resistance, but it could determine
intravascular injection of fat.
Therefore, we prefer to use a linear retrograde
fashion technique that is performed by enter-
ing the needle for its entire length at the der-
mal-hypodermal junction and then, while
extracting the needle, releasing fat.
In that way, it is possible to perform a highly
precise technique, avoiding to puncture vases
(Figure 2).
A precise quantity of fat is deposed in each
act, allowing a better survival of the graft at
the dermal-hypodermal junction. 
As much as in an aesthetic “needling proce-
dure”, we hypothesize that the use of sharp
cannulas creates a better environment for fat
graft survival because it releases fibrous
adherences and also enhances new collagen
deposition.

RESULTS

We observed very low morbidity as
comparable to that experienced using the
classical re-injection technique. The main
after surgery complications, meaning oedema
and bleeding of treated areas, have been nil, in
this comparable to those of the classical tech-
nique. Patients report minimal discomfort
after the procedure and we avoid new scars in
the recipient area as sharp cannulas do not
require skin incisions. In economic terms
also, the use of 18-gauge angiographic sharp
needles for the Seldinger technique is not

Employment of needles
in fat placement

Autologous fat grafting is nowadays  a
widely performed technique of both
aesthetic and reconstructive plastic sur-
gery, thanks not only to its propriety of
filler, but also to its regenerative effect
on tissue trophysm. Different approaches
have been developed in recent years in
methods of harvesting, processing and
injection of fat, in order to achieve the
best method of application. We believe
that the injection technique has impor-
tant implications on fat grafting survival
and remodelling of tissues. Over the past
8 year, we experimented the use of a 18-
gauge angiographic sharp needle (Cordis
Corp., Bridgewater, N.Y.) for the
Seldinger technique for the reinjection of
transplanted fat cause we hypothesized
that the use of sharp cannulas can crea-
te a better environment for fat graft sur-
vival thanks to the release of fibrous
adherences and the enhancement of new
collagen deposition. We observed very
low morbidity as comparable to that
experienced using the classical re-injec-
tion technique and we have obtained
significant results in the treatment not
only of burn scars but also of surgical
scars, chronic ulcers, radio-dystrophic
tissues and chronic neuropathic pain. We
believe that sharp cannulas are a safe
and effective alternative to classic blunt
cannulas for adipose tissue placement,
thanks to optimal results and no compli-
cations occurrence.

Key words: Needle; Fat graft; Lipostructure;
Fat placement.
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this particular needles and we were able, thank
to them, not only to treat with success scars
and burn outcomes, but also to improve the
aesthetic use of autologous fat grafting in
terms of surgeon and patient satisfaction.

CONCLUSION

In conclusion, in our experience
sharp cannulas are a safe and effective alter-
native to classic blunt cannulas for adipose
tissue placement, thanks to optimal results
and no complications occurrence both in aes-
thetic and in reconstructive surgery.

influential because they are disposable low-
cost devices.

DISCUSSION

Since the pioneering experience of
Coleman, improved techniques have trans-
formed fat injections into reproducible grafts
with long lasting results. Nowadays, many
different approaches have been developed in
the harvesting, processing and injection tech-
niques but no standard procedure has been
established 4. 
Once the graft is harvested and processed fol-

lowing the codified procedure, blunt cannulas
are classically used to re-inject fat. A scalpel
skin incision is necessary to allow cannula
access leading to creation of new scars and
patients’ discomfort. We also noticed that in
the case of high tissue fibrosis such as in the
case of burn scars treatment, blunt cannulas
show limitations in overcoming tissue resist-
ance due to the presence of fibrous tissue 5-8.
For these reasons we decided to experiment
the use of a 18-gauge angiographic sharp nee-
dle (Cordis Corp., Bridgewater, N.Y.) for the
Seldinger technique for the reinjection of trans-
planted fat. After an 8 year experience we had
achieved an important confidence in the use of
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Figure 1.
18-gauge angiographic sharp needle

(Cordis Corp., Bridgewater, N.Y.)
compared with Coleman’s cannula.

Figure 2.
Example of the linear retrograde fashion technique.
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Blepharoplasty complications:
a literature review

Gazzola R, Benanti E, Vaienti L

IRCCS Policlinico San Donato - Università degli Studi di Milano, Plastic Surgery Department
San Donato Milanese, Milan, Italy

INTRODUCTION

Blepharoplasty is a common pro-
cedure, performed both for aesthetic and
functional purposes.
According to the American Society of Plastic
Surgeons, 196,286 blepharoplasties were
performed in 2011 in the United States,
accounting for 12.43% of all cosmetic surgi-
cal procedures 1. 
Minor complications occur in 3.8 to 12.7% of
cases 2 while major complications are rarer
but they could lead to impairment or loss of
sight in the most severe cases 3, 4.
Several complications have been reported in
literature, although a comprehensive review of
transient and permanent complications is still
missing.
The knowledge of the risk factors and the cor-
rect preoperative evaluation, as well as the
prompt recognition of early signs and symp-
toms is essential to the practitioner to prevent
and avoid most of the complications.

MATERIALS AND METHODS

A retrospective and extensive liter-
ature review, from 1974 to February 2012,
has been performed. Complications, early
signs, symptoms diagnostic procedures and
treatment were recorded. Complications were
divided by anatomic region.

DISCUSSION

Pre-operative evaluation
Acquiring patient history and sys-

temic conditions is essential, along with sys-
temic medications and sensitivities. The use
of anticoagulants and any bleeding diathesis
should be investigated.

Then detailed ophthalmological history has to
be documented, including visual acuity, cor-
rective lenses, trauma, glaucoma, allergic
reactions. Moreover any corneal refractory
surgery performed in the earlier six months
should be investigated.
The interview should focus on any ocular
symptom, like dry eye, eyelid irritation or
edema, and visual obscuration 5, 6.
During the examination the surgeon observes
any sign of keratitis, corneal dystrophies,
lagophtalmos. Bell’s phenomenon is investi-
gated and the Schirmer’s test is performed 6.

Complications
Complications of blepharoplasty

could be divided into groups according to the
anatomic region damaged by the complica-
tion: ocular, peri-bulbar and palpebral.
Ocular complications include dry eye, opthal-
moplegia and blindness, peri-bulbar compli-
cations include strabismus, cellulitis, graves
orbitopathy, lacrimal gland prolapse, while
palpebral include eyelid hematoma, chemo-
sis, ptosis, lagophtalmos and numbness
(Table 1).

OCULAR COMPLICATIONS

Dry eye
Dry eye is a common complication

after blepharoplasty. The scarcity of symp-
toms could often lead to underdiagnosis of
this condition. A Schirmer's test or tears
Break Up Time (BUT) should then be per-
formed before any surgical procedure
although in most cases could not be enough. 
McKinney, et al. studied the value of
Schirmer’s test and BUT in predicting the dry
eye syndrome. They analyzed 146 patients

Blepharoplasty complications:
a literature review

Blepharoplasty is a popular procedure
that accounts for 12.43% of all cosmetic
surgical procedures. Although consid-
ered a safe procedure, complications
could affect 3.8-12.7% of cases.
The knowledge of the complications,
including early signs, symptoms, diagno-
sis and treatment is essential. Literature
is lacking about a comprehensive review
of the major complications.
We performed a literature review from
1974 to 2012 recording the most com-
mon as well as the most severe compli-
cations. Early signs, symptoms diagnos-
tic procedures and treatment were also
reported. The complications were then
divided according to the affected
anatomic region. Ocular complications
include dry eye, opthalmoplegia and
blindness. Peri-bulbar complications
consist in strabismus, cellulitis, Graves
orbitopathy and lacrimal gland prolapse.
Palpebral complications assemble eyelid
hematoma, chemosis, ptosis, lagophtal-
mos and numbness.
A good knowing, pre-operative evaluation
and a watchful post-operative follow-up
are essential to prevent the greatest
number of complications, including the
most severe.

Key words: Blepharoplasty; Complications;
Ocular, Palpebral; Peri-ocular.
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abling complication. The exact incidence of
visual loss is still unknown, although DeMere
in 1974 hypothesized this complication in
0.04% of blepharoplasties 3. Several causes
of blindness have been described in literature
and could be grouped as follows: optic nerve
damage and retinal stroke.
The former by compression of the nerve 12, 13

or direct effects of blood waste products 14 by
retrobulbar hematomas, the latter by rising of
intraocular pressure 15, 16 (sometimes by oc -
cur rence of acute angle-closure glaucoma in
susceptible individuals) or central ar tery
occlusion 17, 18.
The causes of damage to the optic nerve and
retinal stroke are mainly retrobulbar hema -
toma and necrotizing fasciitis. Rertrobulbar
hematoma could be provoked by resection of
peri-orbital fat pad, sometimes after inappro-
priate damage of the orbital septum 4, 19.
The early symptoms are perioperative and
post operative vomiting, coughing, or Val sal -
va 3, decreasing visual acuity, pain, propto-
sis, and ophthalmoplegia 20. The treatment of
this complication should be immediate and
not exceed 90-120 minutes 21, 22.
The protocol is both medical and surgical. The
medical treatment includes carbonic anhydrase
inhibitors (intravenous or intramuscular aceta-
zolamide 500 mg), corticosteroids (hydrocor-
tisone 100 mg intravenous), hyperosmotic
agents (rapid infusion of 20% mannitol) 23.

after blepharoplasty, evaluating for each
patient ocular history, orbital and periorbital
anatomy. 73% gave negative results and dis-
played transient burning symptoms in only
1,9% of cases. On the other hand, 27% had
abnormal test's results, among them, 5% of
patients developed dry eye syndrome.
They concluded that an abnormal preopera-
tive ocular history or abnormal orbital and
periorbital anatomy, rather than Schirmer’s
test or BUT alone, are best predictor for dry
eye complication 7.
This syndrome is common but in the most
cases does not persist for more than two
weeks after surgery.
In the review by Hamawy, et al. (202 patients)
only the 10,9% developed persisted eye dry
symptoms for more than two weeks achieving
a complete resolution of symptoms within 2
months in most of cases 8.
The management of dry eye should start with
the preoperative evaluation with the anamne-
sis of the systemic risk (e.g. auto-immune
diseases), environmental, anatomical and
pharmacological. Patient management should
then continue though the operation and into
the postoperative recovery period. In most
cases, this problem is treated with artificial
tears and eye lubricants. The treatment is
easy and could be then prescribed in all
cases, virtually with no side effects 8.
The patients with eye dry syndrome could

otherwise develop easily corneal abrasion.
This complication is reversible and the symp-
toms are pain, foreign body sensation, light
sensivity. Normally this complication appears
immediately after surgery 9.
Corneal abrasions are usually reversible with
the proper treatment in a variable time that
depends from kind of lesion and the features
of the single patient.
Less commonly, central corneal dellen may
appear after eyelid procedure, as described
by Kwok, et al. 10

They report the case of a 60 year old women
that developed this complication after upper
lid tarsotomy to correct a cicatricial entropion.
This defect was corrected by full thikness
tarsal incision.

Ophtalmoplegia
Unreactive pupil with no accom-

modative stimulus characterizes ophtalmople-
gia. Transient internal ophthalmoplegia during
blepharoplasty have been reported in three
cases. This complication is probably caused
by inadvertent anesthesia of the short ciliary
nerves or ciliary ganglion by anesthetic diffu-
sion. This produces a temporary pupillary
mydriasis and accommodative insufficiency 11.

Blindness
Transient or permanent loss of

vision after blepharoplasty is a rare but dis-

Table 1 - Complications
Complication Authors Onset of symptoms Treatment Healing time

Dry eye 7, 8 1 hour-2 weeks Eye lubrificants
Artificial tears 2 weeks - 2 months

Corneal abrasion 9 Perioperative Eye lubrificants
Antibiotic eye drops Individually

Ophtalmoplegia 11 Perioperative Transient

Retrobulbar hematoma 4, 19-23 Perioperative
Medical:

- Acetazolamide 500 mg
- Mannitol

Surgery

Necrotizing fasciitis 24-29 Medical: Antibiotic
Surgery 

Strabismus 30-33 Perioperative Surgery –

Cellulitis 34, 35 7 days - 1 month Medical
Surgery

–

Graves orbithopaty 36 8 weeks Steroid –

Lacrimal gland prolapse 37 Intraoperative Surgery Immediately

Eyelid hematoma 9 Perioperative Medical
Surgery (rare)

Chemosis 18 Perioperative Topical steroid –

Ptosis 9 Perioperative Steroid –

Lagophtalmo 9 Perioperative Eye lubrificants –

Numbness 38 Intraoperative – –
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The surgical treatment is mantadory if vision
does not improve rapidly and consists in lat-
eral canthotomy, inferior cantolysis and
hematoma evacuation 20.
Necrotizing Fasciitis (NF) consists in a severe
infection of subcutaneous tissues and fascia
with 14.42% of mortality, which rarely affects
the peri-orbital area 24. 
Two categories of NF have been described:
type 1 is a poly-microbial infection by mixed
anaerobes, gram-negative bacilli and entero-
cocci. This category affects predominantly
immuno-compromised patients; type 2 NF
consists of group A Streptococcus pyogenes
with/without Staphylococcal co-infection 25.
After blepharoplasty, NF begins with a super-
ficial cellulitis with rapid progression along the
fascial plane. The main symptoms are initially
aspecific (pain, local aedema and erythema).
Fever and tachycardia accompany shortly the
earlier symptoms 26. More advanced local
symptoms are cutaneous necrosis and blis-
tering 27, while the eye could display keratitis,
uveitis or chorioretinitis 28.
The treatment of NF is aggressive and consists
in parenteral antibiotics and surgical debride-
ment. The course of this disease includes, if
untreated, blindness, orbital lesions, meningi-
tis, neurologic disorders and death 29.

PERI-OCULAR COMPLICATIONS

Strabismus
Strabismus could be observed

usually in the first two or three post-operative
days. This phenomenon may be transient, due
to the muscle stress during the surgical pro-
cedure. The superior oblique muscle palsy or
inferior rectus are more commonly involved. 
The involvement of different extrinsic muscles
has been described. Mazow, et al. observed
one case of horizontal strabismus in a 64 year
old man after a four-lid blepharoplasty. In that
case, the medial rectus muscle was involved.
The complication was referred to an aggres-
sive incision of the peri-orbital fat 30.
Syniuta, et al. observed in their case series of
12 patients, 7 cases affected by vertical devi-
ation for an inferior rectus paresis after lower
lid blepharoplasty. In the same study they
observed that the most common affected
muscle in upper lid blepharoplasty is the
superior oblique 31.
The patients with this muscle palsy can devel-
op Brown’s syndrome, consisting in the
absence or limitation of gaze in elevation and
adduction. This condition could be mono or
bilateral. In one case this syndrome was
reported secondarily to an upper lid blepharo-

plasty in a 56 year old man 32. Ghabrial, et al.
observed six patients affected by diplopia
after transconjuntival eyelid blepharoplasty.
They hypothesized in the pathogenesis of this
complication, the concurrence of hemor-
rhage, edema and accidental muscle’s incor-
poration during closure of orbital septum 33.
A symptoms’ duration longer than three days
could indicate a permanent strabismus. In this
case a minimum follow-up of three months is
advised before taking into account any cor-
rective surgical action. The patient could be
usefully addressed to the ophthalmology and
could be advised to dress corrective lenses.

Cellulitis
Orbital cellulitis is a rare and severe

complication of blepharoplasty. The progres-
sion of this condition is rapid and should be
considered a medical emergency 34.
The onset of symptoms could occur even
several days after surgery: proptotis, chemo-
sis, conjunctivitis, diminished extra-ocular
motility, eyelid erythema, pain and fever.
The treatment of this condition could be chal-
lenging due to the development of resistant
strains 35. 
A cultural exams should be performed from
the purulent secretions. CT scan should be
acquired to study the orbital and eventually
the intracranial extension of cellulitis. Blood
cultures are useful and may reveal infections
by hemolytic Streptococcus or Strepto coc -
cus pyogenes. The management of this
patients is medical and surgical. When rapid-
ly progressing, a surgical decompression of
the orbit should be kept in consideration (see
the paragraph “Blindness”).

Graves orbithopaty
Graves orbithopaty is one of the

most rare complications after blepharoplasty.
The mechanism is unknown but we can sup-
pose a stress mechanism on muscles induc-
ing antibodies production. It’s not clear
whether this production is secondary to the
inflammatory local reaction.
Rosenthal, et al. described a case of a 49
year old woman without thyroid or ophthal-
mologic disease. The reaction (rash and
edema) in periorbital zone appeared 8 week
after surgery and it was steroid responsive.
This issue and the presence of the specific
antibody led to the final diagnosis 36.

Lacrimal gland prolapse
Lacrimal gland prolapse is a com-

mon complication after upper lid blepharo-
plasty; the incidence amounts to 15% in the
general population.

The prolapse could be divided in three levels:
mild (0-2 mm), moderate (3-5 mm), or
severe (6 mm or more).
The surgeon should diagnose and treat this
condition intra-operatively in case of moder-
ate or more severe prolapse.
When left untreated, the lacrimal gland pro-
lapse could cause prolonged upper eyelid
swelling and transient mild pain.
The surgical reposition of lacrimal glands is
then advised and complication free 37.

PALPEBRAL COMPLICATIONS

Eyelid hematoma
Eyelid hematoma is a common

complication after blepharoplasty and could
develop from bleeding of the orbicularis mus-
cle 9. When the hematoma is not severe and
retrobulbar hematoma has been ruled out, the
treatment is conservative. Drainage and surgi-
cal revision are reserved for severe and rare
cases.

Chemosis
Conjunctival edema can develop in

the early or intermediate postoperative period
as the result of incomplete eyelid closure,
ocular allergy, or surgical edema with poor
lymphatic drainage 17.
Chemosis is worsened by systemic condi-
tions, such as renal failure. Keratopathy may
occur, as the edematous conjunctiva balloons
around the cornea, preventing adequate tear
film dispersion. Treatment is with preserva-
tive-free artificial tears and ointment. A mild
topical steroid eye drop can be prescribed,
although concurrent monitoring of the intraoc-
ular pressure and cornea is necessary.
Systemic steroids are advised by others 17.
Rarely, a temporary suture tarsorrhaphy may
be needed.

Ptosis and lagophtalmos
Ptosis and lagophtalmos are both

the result of eyelid malposition during ble-
pharoplasty.
Ptosis after blepharoplasty could be transient
or persistent. The etiology of this complication
is not clear although Lelli, et al. hypothesized
that transient ptosis was the result of the
mechanical action of edema or ecchymosis 9.
In case of persistent ptosis, a partial nerve
injury should be considered or persistence of
post-operative edema of levator. The second
could be treated with steroid or diuretics.
On the other hand, lagophtalmos often occurs
after blepharoplasty and in most cases it is
transient. The issues that may lead to lagoph-
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CONCLUSION

Knowing any possible complication
affecting blepharoplasty is essential to the
practitioner. 
A good pre-operative evaluation and a watch-
ful post-operative follow-up are essential to
prevent the most severe complications.

talmos are excessive skin removal, tethering
of the eyelids by suture or steri-strips, trauma
of the orbicularis muscle or peripheral seven
cranial nerve lesion. There is an incomplete
closure of the eye and the cornea is exposed,
this can lead dry eye symptoms and corneal
abrasions. Fortunately this is a transient com-
plication that could be treated with eye lubri-
cant if suspected 9.

Numbness
Numbness after blepharoplasty is a

rare complication, attributed to the lesion of the
terminal branches of the ophthalmic division of
the trigeminal nerve lying in the upper orbital fat
compartments 38. An accurate dissection of fat
in the upper orbital fat compartments, especial-
ly superiorly and medially to the superior fat
compartment, may avoid this complication.
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INTRODUCTION

Rhinophyma is a nasal skin disor-
der characterized by teleangectasia, hyper-
vascularity, 1 sebaceous gland hyperplasia,
occluded sebaceous ducts and dermal fibro-
sis 2. Aetiology and risk factors are still not
clear 3, but it is generally accepted that this
disorder can be considered as the final stage
of an untreated rosacea. 
Rhinophyma mostly affects Caucasian men
from fifth to seventh decades of life.
The lower two-thirds are mainly involved, even -
tually yielding difficult breathing through nar-
rowed nostrils 4.
Surgical treatments for advanced rhinophyma
include surgical excision 5, electrosurgery 6, la -
ser surgery 7-9 or cryosurgery 10.
Rhinophyma may be associated to malig-
nancy 11.
Hyalomatrix® is a sterile dermal substitute,
including an inner layer of HYAFF® and an
external elastomeric film 12. 
HYAFF® is a semi-synthetic family of biopoly-
mers obt ain ed by the controlled esterification
of the hyaluronan with benzyl alcohol.
Hyalomatrix® is currently used for the treat-
ment of acute wounds 12.

PATIENTS AND METHODS

From January 2010 to August
2011 we treated two patients with rhinophy-
ma. The first patient (Figure 1), male, 51-year
old, had no comorbidities, no known allergies,
no history of smoke or alcohol abuse and did
not undergo previous surgery.
The second patient, male, 79-year old, was
diabetic, smoker, cardiopathic and had chron-
ic obstructive pulmonary disease; he had no
history of alcohol abuse and did not undergo
previous surgery.

Preoperative risk assessment, routine exami-
nations and clinical photographs were per-
formed. Informed consent was obtained from
each patient. Cefazolin was preoperatively
administered. Under general anaesthesia,
local infiltration of about 5 mL of 3% mepiva-
caine with 1/100000 epinephrine was admin-
istrated for haemostasis and postoperative
pain relief. The affected tissue was excised
with a #15 scalpel, up to the muscular and
perichondral layer.
A Hyalomatrix® sheet was cut on the shape of
the excised area, applied on the wound bed
and fixed with 4/0 polyglactin sutures.
Both patients were discharged on the follow-
ing day and followed up at 7, 14, 21, 28 days,
2 and 6 months after surgery. Hyalomatrix®

was removed 2 weeks after surgery.
Biopsies were taken at 12 (first patient) and 6
months (second patient).
The clinical outcome of the procedure was
evaluated by the timing of re-epithelialization
and the patient’s satisfaction.

RESULTS

No post-operative complications
occurred. The operating time was 45 to 55
minutes and complete healing was achieved
in 3 to 6 weeks. The first patient was followed
up 12 months after surgery and no recurrence
was found. The skin quality was good and
both patients were fully satisfied with the out-
come (Figure 2).

Histological features
In both cases, at intra-operative

examination, the histological hallmarks of
rhinophyma were found: hyperplasia of the
sebaceous glands, vasodilatation in the

Rhinophyma treated 
with one-stage surgery 
and dermal substitute:
technique and histological
evaluation

Hyalomatrix® is a sterile dermal substi-
tute. We applied it in two cases of rhino-
phyma following surgical excision with
scalpel. No complications occurred.
The healing time was comparable with
other procedures and cosmetic outcomes
were satisfying.
Post-operative histological examination
showed normal, well vascularized skin.

Key words: Surgery; Rhinophyma; Artificial skin.
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requires a long outpatient management with
increased risk of infection 1, while the outer
silicone layer of Hyalomatrix®, could act as a
barrier towards contamination 12.
Full thickness skin grafts 13 or local flaps may
additionally imply donor site morbidity.
Our cases preliminarly show that scalpel exci-
sion of rhinophyma, combined with the use of
a dermal substitute, offers a simple, rapid and
effective management.
The healing time is comparable with the tim-
ing of other treatments 6-9.

superficial dermis, marked solar elastosis.
In both cases, the histological examination
one year after surgery showed the complete
absence of sebaceous glands and also of
solar elastosis (Figure 3).
The superficial and deep derma healed with
slight fibrosis, identified by excess of collagen
deposition.
The vascular pattern of the tissue, composed
of vessels mostly perpendicular to the epider-
mis, was different from physiologic derma,
suggesting a neoangiogenetic process 14 from

the deep derma toward the superficial vascu-
lar plexus (Figure 3).
Before and after surgery, the epidermis
appeared not involved by rosacea.

CONCLUSION

Instead of other surgical proce-
dures, scalpel excision allows histological
examination and detection of eventual malig-
nancies 1. Healing by secondary intention

Figure 3.
H&E original magnification X10.
Histological evaluation 1 year after the ope -
ration which demonstrates the total ab sen -
ce of sebaceous glands.

Figure 1.
Preoperative view.

Figure 2.
Postoperative view
8 months after surgery.
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Treatment of Achilles tendon region ulcers
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INTRODUCTION

Ulcers of the Achilles tendon region
are common but difficult problems due to
inadequate blood supply. Both spontaneous
healing and surgical reconstruction in this
area can be compromised by inadeguate per-
fusion of skin, even in normal subjects.
Healing an ulcer on the Achilles tendon region
is a difficult goal. 
The skin is mechanically stressed by the glid-
ing of the underlying tendon, and this causes
tension on the ulcer’s margins, sometimes
damage is associated with underling tendon
injuries that required orthopedic consuling
and reconstruction. The surgical techniques
more used are skin grafts and local flaps.
In addition to requiring the immobilization of
the patient for a long time, these techniques
often do not give satisfactory results.  

MATERIALS AND METHODS

We report the case of a 63-year-old
patient with cronic ulcer of the Achille region
in outcomes of surgery tarsorrafia for subcu-
taneous rupture of Achilles' tendon (Figure 1).
Traditional and advanced wound dressings
have been used previously without clinical
improvement for a period of three months. 
No comorbities were reported except of
hypertension controlled by therapy. 
According to our clinical evidence (e.i., signif-
icant improvement in texture, color, softness,
quality of skin and subcutaneous tissue, func-
tional motility, and pain) and histologic find-
ings (e.i., patterns of new collagen deposition,
local hypervascularity, dermal hyperplasia
and regeneration of annexial structures)1-5,
we carried out the remediation of the ulcer by
grafting autologous adipose tissue.
After clinical assessment and routine preoper-

ative examination, the patient underwent only
one intervention under local anesthesia.  
After tumescent infiltration of 70 ml of saline
solution, 20 mg di mepivacain, 7.5 mg di lev-
obupivacain and 0.5 ml of epinephrine
1:1000, liposuction of the subumbilical area
by means of a 10-ml syringhe was per-
formed. An adipose tissue sample of approx-
imately 8 ml was obtained and processed fol-
lowing Coleman’s technique (i.e., centrifuged
at 3000 rpm for 3 minutes). 
A volume of 5 ml was injected using an 18-
gauge angiographic needle with a snap-on
wing at the dermal-subdermal junction of the
margins and at the central region of ulcer. The
patient was followed up at 2 weeks, 1 month,
3 months, 6 months and one year. 

RESULTS

At the firs visit, two weeks after fat
grafting, evident signs of clinical improvement
with a clear reduction on the ulcerated area
appeared.
At the second visit, one month after fat grafing,
the ulcer was completely healed (Figure 2). 
At 6 months and 1 year follow-up examina-
tion, the tissue integrity was preserved. In
addition the patient reported an improvement
in the quality of life, returning to perform tasks
that previously were limited by pain and the
increased risk of infection.

DISCUSSION

In most cases, advanced wound
dressings are able to restore an adequate skin
healing; however in a significant percentage

Treatment of Achilles tendon
region ulcers using autologous
fat grafts

Ulcers of the Achilles tendon region are
common but difficult problems due to
inadequate blood supply. Both sponta-
neous healing and surgical reconstruc-
tion in this area can be compromised by
inadequate perfusion of skin, even in
normal subjects. We present a case of a
chronic ulcer treated with autologous fat
grafting, a promising and known surgical
technique of reconstructive and regene-
rative surgery. Traditional and advanced
wound dressings have been used in this
patient without clinical improvement for
a period of three months. Two weeks
after fat grafting, indeed, evident signs of
clinical improvement with a clear reduc-
tion on the ulcerated area appeared. One
month after fat grafting, the ulcer was
completely healed. We think that the
treatment of  ulcers of the Achilles ten-
don region by fat grafting is leading to
encouraging results and could become
suitable in many types of ulcers. The
possibility of treating major dehiscence
by performing this treatment offers seve-
ral advantages; it is a minimally invasive
technique, which uses a tissue which is
straightforward to collect and obtains
excellent results. The new perspective
gathered with the case study presented
suggests it is possible to solve complica-
ted wounds with just one session of
autologous fat grafting, allowing treating
those cases in which split-thickness
skin-graft or other medical treatments do
not find the proper solution, granting
results which are stable over time.

Key words: Adipocytes transplantation; Fat graft;
Lipostructure; Ulcers.
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straightforward to collect and obtains excel-
lent results.

CONCLUSION

The new perspective gathered with
the case studie presented suggests it is pos-
sible to solve complicated wounds with just
one session of autologous fat grafting, allow-
ing treating those cases in which split-thick-
ness skin-graft or other medical treatments
do not find the proper solution, granting
results which are stable over time.
The treatment of post-traumatic injuries of the
Achilles tendon area with autologous fat graft
provides a promising mini invasive surgical
alternative to wound healing; our future aim is
to extend autologous fat graft to many other
type of skin injuries which are hard-to-heal.

of patients resolution of injury does not occur
causing the establishment of a tendon expo-
sure and a hard-to-heal wound. Cutaneous
injuries of the Achilles tendon area have a
strong tendency to become chronic, probably,
because the local area is characterized by
poor vascularization and a very thin cutis layer
and is constantly subjected to tensile forces.
A large variety of surgical techniques have
been used over the years, such as local flaps,
free flaps and skin grafts.
Our team has obtained important results
using adipose tissue grafting in cases of post-
traumatic chronic ulcers, delivering complete
wound healing of treated areas through the
interaction between lipoaspirate centrifuged
and injured tissues. Observed data regarding
wound healing and pain resolution are com-
patible with our previous studies regarding fat
graft applications.

The rapid improvement in wound healing and
the complete reepithelialization of ulcer sug-
gest that deep biological interactions between
transplanted fat in dermal-subdermal struc-
tures occur very early.
We also found that this result is stable over
time. Our research 1-5 and other evidence in
the literature suggest an active role of adult
mesenchymal stem cells from the stromal
fraction of harvested fat.
We didn’t yet understand which are the
molecular components bring to it.
Nevertheless, we think that the treatment of
ulcers of the Achilles tendon region by fat
grafing is yelding encouranging results and
could become suitable in many types of
ulcers. The possibility of treating major dehis-
cences, by performing this treatment offers
several advantages; it is a minimally invasive
technique, which uses a tissue which is
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Figure 1.
Cronic ulcer of the Achille region in outcomes of surgery
tarsorrafia for subcutaneous rupture of Achilles’ tendon.

Figure 2.
Cronic ulcer of the Achille region one month after fat grafing.
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