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Foreword

Do you set down your name in the scroll of youth that are written down old with all the characters of age? Have you not a moist eye, a dry hand, a yellow cheek, a white beard, a decreasing leg, an increasing belly? Is not your voice broken, your wind short, your chin double, your wit single, and every part about you blasted with antiquity? And will you yet call yourself young?

Henry IV, Part 11, Act 1

This is how the bard described middle age. Yellow cheeks, double chins, pendulous abdomen: the despised signs of aging are easily removed by modern aesthetic surgery, simply called by some as Cosmetic Surgery.

 Aesthetics are important to Indian lives. Detailed description of arts, music, poetry, and other forms are mentioned in the Vedas. Rhinoplasties and other restorative procedures in the pre-Christian era are well documented and perhaps breathe origins into the present day methodology.

It is doubtful that the term “plastic surgery” was known to many people before the First World War. Wars have always acted as the most potent catalysts for the growth and innovations of surgical skills. Trench warfare of 1914–18 left behind a large number of survivors with gross facial deformities as a result of explosions in confined spaces and shrapnel, and all these people had to be rehabilitated in their civilian roles of peace time. The surgery of the period had no answers to these problems and to meet this challenge a band of Anglo-American surgeons bent their backs to the task. They molded human forms and features and so the term “plastic surgery” was born. The early years of this work extending into the 1920s saw surgeons with extraordinary surgical skills, possessed with creative imagination, inventing ingenious methods, and refinements in established surgical techniques, to make it possible to bridge tissue defects and deficiencies. Transfer of tissues from one part of the body to the other depended on retaining their blood circulation, which required meticulous technique, and therefore precision became a necessity for a plastic surgeon instead of what was a desirable trait. He could now mend large defects in the body without leaving telltale scars. The desirability of the restored part to comply with the beautiful pattern of the normal human body bred in him aesthetic sense. The word art was added to the craft of plastic surgery. Soon this newfound ability was used in the relief of ravages left behind by advancing age. People started flocking to plastic surgeons with sagging faces and other parts of the body, and seeking new leases of active life.

It should therefore become obvious that cosmetic surgery, which is the name by which the layman wishes to call aesthetic surgery, remains a small though demanding branch of plastic surgery—say 10% of the whole. Moreover, it is clear that a good cosmetic surgeon has to be a sound and fully trained plastic surgeon to begin with. The risk of suffering from problems associated with lack of knowledge and insufficient skill will have to be faced by the self-professed specialist.

Plastic surgery is also an attitude of mind. Of the ingredients of such a makeup first must be creative imagination, which would enable the surgeon to visualize the result before commencement of a reconstructive program, i.e., the set goal, and then to back this imagination a technical ability to put in effect what has been revealed. The surgeon must strive to create an effect as near perfect as nature itself. A humane and understanding heart is necessary to guide these efforts.

Short trips abroad, visiting some famous names, and collecting little known diplomas are perhaps the worst ways to get started in this work. I would recommend active apprenticeship with a proficient practitioner of this art as the only reliable mode of learning this demanding and precise branch of surgery. The patients must therefore look for this background in selecting their surgeons, and not get persuaded by writings in the lay press. 

Fortunately, however, life’s demands are not always of an emergency nature, of life or death, bread or starvation. Our vast social programs and the economic revolution that is taking place in this country aim at putting more and more people beyond the pale of extreme need. The increasing numbers of people who surface from this daily struggle will turn their attention to these requirements. ‘The need for beauty is as positive a natural impulsion as the need for food’ (L. Burbank). The modern competitive world requires large-scale services of the aesthetic surgeon and so will India.

A doctor’s duty lies in making a patient feel better and not necessarily in judging his or her needs. Any surgery, including cosmetic surgery, is connected with pain, with discomfort. The fear of pain is a natural instinct. What are the motives of a person who anticipating pain, discomfort, and knowing the risk of complications willingly enters the hospital, lies down on the operating table to submit to an operation? It must be a chain of psychological reactions, unpleasant experiences, lingering remarks, frustrations, disturbing self-consciousness which eventually brings the patient to submit to a cosmetic operation. Plastic surgeons who deal with these problems know that it is not empty vanity that drives them to their decisions. Vanity is a desire to excel fellow human beings. We find that the people who seek relief by this surgery wish to be inconspicuous. They would like to get rid of the feeling of being recognized due to an ugly or unattractive feature. When a plastic surgeon accepts a patient for an aesthetic operation, he is undertaking one of the most responsible tasks in plastic surgery. He is performing surgery not to remove disease, nor to mend a defect or to restore function; he obligates himself to take apart by surgery normal tissues and put them together again with the hope of being accepted as more beautiful. His goal is arbitrary. Who is to judge what is beautiful? Tastes are different. Who knows whether the person or the environment will accept the result. There are many uncertain factors, such as the patient’s expectations, the family and friends’ likes and dislikes. A derogatory remark by a tactless friend may turn a good result into a baseless worry. Patients are often more critical about minor imperfections left by the surgeon than of those caused by nature. It is not infrequent that an operated patient comes to the attention of another doctor. It is a grave mistake for that doctor to criticize his colleague’s work, thinking it will boost his competence. He is sadly mistaken, as he only lowers the confidence of the patient and creates a psychological setback in him.

In writing this foreword to this volume, I am conscious of having seen aesthetic surgery in India grow from the time of performing the first conservative facelift here as I had learnt in England in 1966, to see now a national body of 500 surgeons, all of them full of enthusiasm and keen to move ahead. The contributors to this book are well-known practitioners of this art and the pearls of wisdom they will shed will greatly help the readers.

Suresh Gupta, MS 

Emeritus Consultant Plastic Surgery;

Head of Aesthetic Surgery Unit 

Sir Gangaram Hospital 

New Delhi, India 




Foreword

It is my pleasure as well as privilege to write a foreword for the sixth volume of Textbook of Plastic, Reconstructive, and Aesthetic Surgery. This textbook is a monumental work under the editorship of Dr. Karoon Agrawal. It provides information on the important aspects of Aesthetic Surgery from the Indian perspective, which was certainly long overdue.

I have been trained in plastic surgery in the United States, but I have had the opportunity to visit India periodically from the late 1970s. I have also practiced in Chennai for a few years and hence I have seen the development and popularization of aesthetic surgery in India. From the period when aesthetic surgery was practically unheard of and considered irrelevant in the Indian context to the current status of it being recognized as a separate specialty with an official association shows the tremendous strides taken in the field.

It is very important in aesthetic surgical practice to clearly understand what the patient wants and also realize which procedures work better. Psychological evaluation of the patient is equally important. Keeping all these in mind, there was a definite need to have a textbook with an Indian background and in this context Dr. Karoon Agrawal and his team of editors have done a commendable job in covering the entire gamut of aesthetic surgical procedures. For ease of reading, this volume has five sections on general aesthetic, facial rejuvenation, hair restoration, body contouring surgery, and breast surgery. It also includes nonsurgical procedures such as Botox, fillers, chemical peels, and thread lift. All the chapters are written by authors with insight and practical experience in this field. This textbook will be immensely useful for the young plastic surgeons planning to pursue a journey in this specialty. It will also be a valuable and handy reference book for senior plastic surgeons engaged in teaching and active in aesthetic surgical practice.

S. Arumugam, MD, FACS

Certified By American Board of Plastic Surgery

13020 Winnebago Road

Palos Heights

Illinois 60463, USA




Note from the Editor-in-Chief

Medical science has no geographical boundaries, but within its vast expanse there are certain regional priorities and this six-volume set of textbooks is a realization of those relevant boundaries in this boundless science.

Students of plastic surgery do have access to a few books by international authors. These books are of very high quality, written by the best in the field. But there is a major shortcoming in these books. They do not describe some issues peculiar to Indian patients. The Indian skin is different; there are diseases that exist here but do not exist in the West, and even some common ailments have altogether different presentations here. The needs of our patients are different, and at times we need to plan the treatment differently. This has led to many innovations, different schedules, and modifications of surgical techniques to cater to our requirements. For a long time, these differences were prompting me to come out with a work that would be more contextual for us as well as be abreast with what is happening globally.

The inspiration for this set of textbooks came from my students, their unanswered questions, and their difficulties to find solutions to what confronts them in their day-to-day dealings with patients. That laid the foundation of this voluminous adventure comprising 6 volumes and 175 chapters.

The initial drafts of the table of contents for these textbooks were drawn by 10 residents from my institute and 10 from elsewhere. They also received inputs from experienced teachers in different parts of the country. These drafts were further modified by the Section Editors during their discussions. 

Over 200 chapters in six volumes cover the whole gamut of plastic, reconstructive, and aesthetic surgeries. Each chapter is comprehensive and includes numerous clinical photographs. Most of the author(s) for the chapters were unanimously selected from among our Indian colleagues, while a few chapters were assigned to international authors too. Each of the authors had so much to contribute that we have had to prune the text very carefully without compromising on the information; however, there is always a possibility of having lost some information in the process. 

The Volume Editors and individual authors of this volume comprise its backbone. Without their assiduous and diligent contributions, it would not have seen the light of the day. I shall always remain indebted to them.

We also want to acknowledge the patience and understanding of our families during the process of compiling this volume and we wish to say a special thanks to them. 

The selection of a publisher for this gigantic project was a daunting task. We are extremely happy that Thieme Publishers took it up.

Karoon Agrawal, MS, MCh

Senior Consultant 

Plastic Surgery 

National Heart Institute

New Delhi, India





Note from Section Editors

Being a section editor for the Face section of this volume was an altogether new experience. Textbook of Plastic, Reconstructive, and Aesthetic Surgery, Volume VI is intended to be a textbook which would be contemporary as well as remain relevant in the Indian context. The selected authors are people who have extensive experience in this field. The editing, reviewing, and putting together of the chapters in this section required the cooperation of all authors. Working with Dr. Karoon Agarwal is as usual a very active and interactive affair, with him striving to push the envelope, while still remaining within the scope of the book. I feel that this volume will remain relevant to plastic surgeons for a very long time.

Kuldeep Singh, MS, MCh

Senior Consultant

Department of Plastic, Reconstructive, and Aesthetic Surgery

Indraprastha Apollo Hospitals

New Delhi, India

It is my privilege to be associated with Textbook of Plastic, Reconstructive, and Aesthetic Surgery, Volume VI as the Section Editor of the general aesthetic section. Aesthetic surgery is an important part of the spectrum of plastic surgery. This is considered to be synonymous with plastic surgery by a layman. Patients undergoing aesthetic surgery have very high expectations. Therefore, one has to provide exceptional outcome in order to satisfy an aesthetic patient. It is quite challenging as one has to maintain a fine balance between achieving sufficient enhancement and yet not giving a surgical look to the final outcome. Our training programs do not empower the young plastic surgeons to take this subspecialty as a career option soon after graduation. Knowledge of ethnic issues is perhaps more important in aesthetic surgery than any other branches of plastic surgery. Lack of reading material is also a major challenge faced by trainees.

An initial proposal by Dr. Karoon Agrawal, our Chief Editor, to bring out a textbook on plastic surgery, which would address these issues, was met with a lot of enthusiasm from all stakeholders. But this initial enthusiasm soon started fading as the magnanimity of the project started sinking in. Frankly speaking, I wanted to give up this responsibility many times but was not allowed to do so by Dr. Agrawal, and his handholding and encouraging words allowed each one of us to complete this mammoth task successfully.

This volume of aesthetic surgery is divided into many sections, each led by a section editor. Because of this shared responsibility, each one of us has been able to do justice to our respective section. Contributors to various chapters were carefully chosen to cover various issues previously lacking in other texts. I am glad that with this last volume, the whole textbook is now available for readers. I am sure this textbook will be of much help to our younger trainees as well as it will serve as a reference text for practitioners.

Lokesh Kumar, MS, MCh, FICS

Senior Director and Head

Department of Plastic and Cosmetic Surgery

BLK Super Specialty Hospital

New Delhi, India

I was excited to have an invitation from Dr. Karoon Agrawal to work on the hair restoration section of Textbook of Plastic, Reconstructive, and Aesthetic Surgery, Volume VI. This was a great experience as an editor. Hair restoration is a fusion of art and science. Surgery done by a plastic surgeon who has a sense of aesthetics will undoubtedly be of high quality. The specialty of hair restoration, unfortunately, has remained neglected for a long time, though it is a subspecialty of plastic surgery. Hence, many unqualified persons without an appropriate training perform this surgery, which discredited this procedure in society.

Though hair restoration is a vast field, we have tried to cover almost all parts of this field in order to provide basic knowledge about this process, information about advance techniques, and recent updates in this field.

I extend my sincere gratitude to our chief editor, Dr. Karoon Agrawal, for including hair restoration section in this textbook on aesthetic surgery.

Anil K. Garg, MS, MCh, FISHRS

Plastic Surgeon

Rejuvenate Plastic, Cosmetic, and Hair transplant Centre;

Diplomate of the American Board of Hair Restoration Surgery

Indore, Madhya Pradesh, India

The journey to create an aesthetic surgery section on body and trunk for this textbook has been a passionate labor of love. It is a small section, with very few chapters, but we have tried to cover everything possible. Dr. Karoon Agrawal has been a ring master, keeping an eagle’s eye on each activity and guiding not only his section editors but also all contributors.

A lot of importance has been given to understanding the basics, for example, the chapters on obesity and bariatric surgery were developed before the ones on massive weight loss body contouring. The chapter on liposuction has a lot of technical details, so that the reader gains knowledge about the equipment required in this process. Another important factor that was considered was the clinical cross-section of patients from the Indian subcontinent, which is vastly different from the Western patients or even the Far Eastern patients. And lastly, and most importantly, the young plastic surgeons appearing for their qualifying examination as well as the young practitioners settling early in their profession were kept in mind while these chapters were written.

We hope that both clinicians and research-oriented readers shall benefit from this textbook.

Rakesh Kalra, MS, MCh

Cosmetic and Plastic Surgeon

Ashirwad Hospital

Dehradun, Uttarakhand, India

A volume dedicated entirely to aesthetic surgery in the Indian context indicates that we have made significant progress in this direction. When I started aesthetic surgery practice under Dr. S. Arumugam at Apollo Hospitals Chennai, back in 1986, we were trying to start a trend in the field. Little did I realize that we will be writing a volume on aesthetic surgery.

As a section editor of the breast surgery section, I had to formulate the chapters and select the authors who could write on each aspect. The emphasis was on Indian experience. All the authors are plastic surgeons with rich experience and credibility. It was a time-consuming process but at the end of the day it was an exercise worth undertaking. Patients seeking aesthetic breast surgery in the Indian scenario are a little different from those elsewhere. Most of them would not want scars from the surgery, and would want permanent results and long-term solutions. It is extremely important to make them understand not only about the surgery but also about the limitations of its results, scars, longevity of implants, need for revision, etc., thereby clearing up misconceptions. The authors have done a commendable job keeping this in mind, thereby enabling the young postgraduates joining the plastic surgery journey understand its relevance. This textbook will also be a good reference for the experienced plastic surgeons engaged in teaching and practicing aesthetic surgery.

K. Ramachandran, MS, MCh, MNAMS

Senior Consultant

Apollo Spectra Hospitals

Chennai, Tamil Nadu, India
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Introduction

Aesthetic surgery is a specialty in plastic surgery in which patients are of late being referred to as “CLIENTS” (the author although prefers the terminology “PATIENTS”). They are quite often not the typical ones who suffer from some sort of functional deficit but the ones who seek improvement in their physical appearance. It has been proven that aesthetic procedures, be it surgical or nonsurgical, improve the life style, performance, productivity, and overall well-being of the patients. This is exactly the reason why it is challenging. Hence, an aesthetic surgeon is expected to produce results that are nothing less than “PERFECT.” This “PERFECTION” is not something that is related to the procedural outcome alone but starts right away from the time the patient consults the aesthetic surgeon, the way the surgeon listens and analyses the problem, the solution suggested by him, and the possible outcome.

How to Connect?

The prospective aesthetic surgery patient searching for an aesthetic surgeon would have either heard about the consultant from some of his/her friends or colleagues, or by surfing the net and looking for information about cosmetic surgeons who are available nearby. It is important to ensure that one has a good Web site with adequate information to enable the prospective patient to make the first decision to call up the consultant’s office to fix up an appointment.

Social media and Web sites are currently the most popular marketing tools for a successful aesthetic surgery practice, even though the older ones such as word-of-mouth, prints, television, and radio1 are still useful. These marketing techniques also help the patients to approach a cosmetic surgeon who is well trained and capable of performing high-quality and safe aesthetic surgery.2 Social media such as Facebook, Twitter, and YouTube have the “ability to target individual patients with the information tailored to their unique interests” and hence is very much dynamic when compared with Web sites which are more static.3 The tendency to follow aggressive sales techniques, providing time-limited deals and financial incentives, should be avoided.2 (For details, refer to Chapter 2 on “Establishing an Aesthetic Surgery Practice” in Volume VI).

The first point of contact is the receptionist handling the phone calls and managing online appointments. It is here that a pleasant conversation between the receptionist and the caller enables the person to decide to come over for the consultation. This is a very crucial step and hence it is important for the receptionist to have good communication skills. He/she must be friendly and polite, and should also be able to provide the right information. It is also better to provide some information about approximate cost of the procedure. This is sometimes helpful in preventing the patients going through an embarrassing situation of coming for the consultation and realizing that they cannot afford the surgery. The final estimate of the procedure can be provided after a meeting with the consultant.

Point of First Contact

A well-experienced receptionist plays a vital role in identifying a “difficult” patient. So when the patient comes for a consultation, the receptionist gets an opportunity to make an initial assessment. An experienced person at the front desk should be able to gauge the behavior and attitude of the patient while they fill up the personal information form.4 A rude patient should spell a warning for the consultant. Having said this, it is ultimately the consultant who decides whether he/she is comfortable or not with the patient during the consultation. The patient is given a general brochure (Figs. 1.1 and 1.2) enlisting the usual procedures performed by the surgeon. Specific brochures (Figs. 1.3 and 1.4) giving more details about particular surgeries can also be given based on the requirement.5 This helps the patient to get a reasonable amount of information about the surgery even before he/she sits down for a consultation with the doctor.
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Fig. 1.1 General brochure.
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Fig. 1.2 General brochure.
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Fig. 1.3 Specific brochure: gynecomastia.
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Fig. 1.4 Specific brochure: liposuction.



Team

For obtaining best results in aesthetic surgery, a consistent team is essential. A consistent team knows the operating style and likes and dislikes of the chief surgeon, and helps out the surgeon accordingly. This helps the surgeon to perform the best. It is ideal that the team be present with the senior surgeon during the surgery and postoperative care. Team members should be competent enough to comment on the adequacy of the surgery, to assess the symmetry, to evaluate the end point of the surgery, and should also be able to promptly identify any postoperative complication at its early stage.

It is also ideal to have a coordinator in the team who takes care of the patient right from the time the patient finishes consultation to the time of surgery, and till discharge. Hence, he/she should have basic knowledge about the procedures to be performed. The patient should be informed about the administrative procedures, hospital stay, and financial outlay. The coordinator organizes everything for the patient, right from the preoperative period through intraoperative and subsequently the postoperative period.

History Taking

Establishing a comfortable and trustworthy relationship is of utmost importance for the patient as well as the surgeon. The conversation must be friendly and polite without being too formal and persuasive.5 Typically, one could ask as to what has brought the patient to visit the doctor. One should specifically ask for the areas of concern. Since how long has this problem been worrying him/her? Is it just bothering him/her, or is the concern so strong that it is affecting the day-to-day activities and preventing him/her from concentrating on work? It is essential to observe whether the patient is making eye contact or not. The issues bothering him/her could be purely cosmetic or functional or both. All the associated problems should also be sought for. Ultimately, the aim is to send back a happy patient!

Most of the aesthetic surgery patients present themselves after an extensive literature search. They are well read and carry pictures of the face and body they expect. They would have already had multiple consultations before reaching you; hence, they might share opinion of previous consultants and will compare those with yours. One should be ready to face this situation, be focused, and be ready to sail through this maze. One should avoid any debate on the choice of procedure; rather one should tactfully convince the patient that your approach is appropriate for the given situation. Finally, one should discuss about the exact expectations he or she has from the surgeon and the desired end point. This helps the surgeon in assessing the true requirement of the patient and also helps in decision making. The surgeon should be careful not to “push” the patient for surgery; rather, the patient should request for the same.

The medical and surgical history should be elicited in detail. Any previous history of aesthetic surgery 
procedures/consultations and whether he/she is happy or dissatisfied with the results should be explored.

He/she is also asked about certain habits such as smoking, and the willingness to give up the same. One should know about the patient’s long-term medications such as antidepressants and blood thinners.

He/she should be asked for the history of eating dis­orders (anorexia nervosa and bulimia nervosa), decreased food intake, intense fear of weight gain, binge eating, and forced purging or intense exercises. There are dual concerns with such patients: First, they are prone to medical complications,6 and second, they can have psychiatric problems such as substance abuse, impulsive behavior, depression, body dismorphic disorder, or a borderline personality disorder.7

Examination

While doing a physical examination, the privacy of the patient should be respected and utmost gentleness should be observed. The way the patient is dressed at consultation is noted. Is he/she appropriately dressed or rather too casual or flashy or provocative? What does his/her body language indicate? Is he/she shabbily dressed? The consultation suite including the examination area should be done up tastefully.

A proper physical examination is essential in performing the correct surgery. First and foremost step is to “LOOK.” This gives a broader picture of the problem. Next step is to “FEEL.” This completes the examination. For example, a nasal deformity can be associated with internal nasal valve collapse or absence of nasal bones which cannot be differentiated unless the surgeon performs the “Cottle test” or a proper palpation, examining the bony structure of the nose.

Examining the female patient is always done with a chaperone, preferably a nurse. Also, a lady plastic surgeon when examining a man should always have a nurse with her. Good lighting is necessary. A full size as well as a handheld mirror is essential. One should keep the conversation on during the examination to make the atmosphere informal and comfortable. The body parts to be examined should be adequately exposed while covering the rest of the body. Any irregularity, inequality, asymmetry, etc., should be pointed out. These help in making the patient follow what you are trying to say, and also appreciate certain features of their body/face which they don’t seem to have noticed before. Simultaneously, the anticipated effects of the procedure can be demonstrated to them. All the features, important points of discussion, and the management plan should be documented, so that they are not missed out.

Problem Analysis

Assessing the Real Problem

This is the most important step in the assessment of a patient who has presented for a cosmetic surgery procedure. It is the sum total of history and physical examination findings. For a particular diagnosis, different treatment strategies are thought of, and from these strategies the best one is chosen based on the patient assessment and their comorbidities, if any. For example, if a patient presents with abdominal skin excess and abdominal wall laxity associated with large ventral hernia, the surgeon might avoid or be cautious about performing liposuction along with abdominoplasty. Similarly if a patient is a chronic smoker, he/she should be put off smoking for at least a period of 3 weeks before the procedure in order to prevent wound-healing problems.8–10

Assessing the Patient

This is a very important and sensitive aspect of aesthetic surgery. Not all patients who approach an aesthetic surgeon are candidates for undergoing the procedure. “Effort spent in case selection is time well utilized.”11 The surgeon should be very cautious about a patient who is not clear about the problem he/she has. An ideal patient who presents for nasal deformity correction should be the one who points out that “my nose is very broad,” “I would like to have a sharp nasal tip,” etc. This subset of patients is very clear about their objectives and is more realistic about their outcomes.

There is another subset of patients who say “whatever you say, doctor” or “whatever you feel the best, doctor.” These patients have only a vague perception of what they want to get corrected and are more likely to be dissatisfied with the outcome.12 Sometimes, they are testing whether you can find out their problem.

Some patients keep on praising the surgeon. One should be more careful with such patients. The moment they feel that something is not right or some complication has happened, they become hyperanxious and start cursing the surgeon for the unfortunate events that occurred.

There are some patients who repeatedly interrupt the flow of conversation. It is important to talk with the patient rather than just explaining randomly about a procedure. At the same time one should be able to cut off discussions which are irrelevant and continue to concentrate on the areas which are important.

Some prospective patients would have had previous cosmetic surgical procedures elsewhere. They may be unhappy with the results and would have come for a possible revision. One needs to take a close look to see whether the problem being pointed out is really genuine. Is it something that is obvious and needs to be fixed? Be careful of the patient who is bickering and criticizing the previous surgeon while praising you at the time of consultation.

Patients who are on medical treatment for psychological conditions need to be assessed well. An emotional decision to have a surgery on account of a strained relationship or a broken marriage is not a good one. This is called 
“surgery for secondary gain.” Those who are on strong 
medications/psychotherapy need to get assessed by their physician or psychiatrist.11,12 Studies have shown that 30 to 70% of patients who sought plastic and cosmetic surgery had some psychiatric problems13–17 such as body dysmorphic disorder (BDD), depression, etc.18 A male patient presents with a greater psychological risk than a female.12 If not evaluated before surgery, it can lead to mental stress if the results are greatly different from patient’s expectations or can lead to psychological distress even after successful treatment in those patients who already had psychiatric 
disorder preoperatively.4,18

Diagnosing a patient who has BDD is a challenge as far as aesthetic surgeons are concerned. According to DSM-IV (Diagnostic and Statistical Manual of Mental Disorders), BDD is a “psychiatric condition defined as an excessive preoccupation with an imagined or slight defect in appearance, which leads to significant distress or impairment in social, occupational, or other areas of functioning.”19 The hallmark of BDD is the excessive concern or distress over minor or nonexistent flaws in the appearance.19 Other warning signs include “excessive detailing of the perceived flaw or defect, or contrarily not being able to describe exactly what they are seeking to improve and repetitive behaviors such as mirror checking. Excessive requests for cosmetic surgeries or procedures, dissatisfaction with the results of prior surgery that does not correlate with the objective outcome, camouflaging behavior, unrealistic expectations in terms of cosmetic outcome, expectations that the cosmetic procedure will be the solution to problems in other areas of life are some of the warning signs.”20 To identify these, the surgeon should do a thorough interview at the first consultation and should request for additional records and a psychiatry consultation. Once a patient is identified or suspected of having BDD, an additional checklist should be attached along with the consent form (Box 1.1).20 The low rate of satisfaction in this group of patients,20 high rate of litigations,19 and the fact that they may even become more handicapped after a surgical or nonsurgical intervention20 make them poor candidates for surgery.19,20 There are even reports of physical threats and even physical harm to the treating aesthetic surgeons by the patients with BDD.19,20


Box 1.1 Preoperative checklist for BDD


•I have never been diagnosed with or treated for BDD 

•I have undergone plastic surgery procedures in the past, and I have not been unhappy with these procedures 

•I consent to contacting my previous plastic surgeon(s) 

•I recognize that there is a significant emotional component in choosing an elective plastic surgery procedure 

•I understand that the procedure I am seeking may not have the exact outcome that I desire




Abbreviation: BDD, body dysmorphic disorder.



All these factors should be considered and will be of help for the consultant to decide whether to go on or to gracefully decline the procedure.1 In the initial phase of an aesthetic surgeon’s career, it may not be possible for him to make a proper assessment about the psychological status of the patient. Ignoring these factors in a desire to perform more number of surgeries can result in an unhappy patient in spite of the best efforts made to correct the problems he/she presented with. While explaining the pros and cons, one needs to be scientific as well as practical. Explaining against the surgery too is an art.

The end point of aesthetic surgery is “happiness.” Unlike any other surgical procedure like an appendectomy or a cholecystectomy where the end point is well defined, aesthetic surgery presents a different situation. Happiness is something which cannot be measured. What would make one person happy may not necessarily satisfy another. It is for this reason that the consultant has to try and analyze the problem faced by the patient and use his interpersonal, clinical skills and judgment to arrive at a decision whether to operate or not,4 and whether the surgical result can produce the desired happiness which the patient is seeking.

Discussion with the Patient

Explaining Problem

Having listened to the patient about what he or she thinks about the problem, his or her concerns, and what he or she expects from the surgeon, it is the surgeon’s turn to explain. The accompanying person should be present during preoperative discussion21 when the patient talks about the problems and the surgeon explains about the diagnosis and the organic causes of the same. The surgeon should calmly answer all questions, even though they may appear simple and silly and should spend ample time for this.

Sometimes the patient might present alone for consultation. In such case, the surgeon should insist to bring a person with him/her—parent/sibling/spouse/fiancé/close friend17—during the second consultation. This is significant because their support may be needed during postoperative recovery period. The discussion in presence of an accompanying person is of immense value in case of an unavoidable problem in the early postoperative period.17 This has to be discussed with them in the preoperative consultation itself, to ensure their cooperation and favorable response in the postoperative phase.17

But this may not be always possible. Some of the patients might not want to disclose that he/she is undergoing a particular surgery. Many patients come from abroad as a part of medical tourism, and hence it won’t be cost effective to bring accompanying person(s) with them. In such situations, it is the consultant who should make it very clear to the patient that the procedure will be undertaken with proper formalities and documentation. One should make a final decision whether or not to operate on that patient after proper assessment.

Explaining Solution

Next step is to explain the solution the surgeon can offer. This should be based on the previous steps that have been discussed—history, examination, and problem analysis. The standard in determining how much should be told to the patient is dependent on each patient and is essentially patient centered.22 Schematic drawings or photographs of previously operated patients can be shown to the patients which will help them obtain a clearer idea about the procedure. Showing representative photographs of the procedures performed can help the patient to understand not only about the surgery but also what to expect from it. Computer simulated imaging (CSI) software that show the “before and after” simulated images work as an adjunctive method of enhancing patient communication.23 It should not be used as a marketing tool as it is easier to make the patient commit for surgery after showing the simulated images.23 “It is advisable to demonstrate outcomes that are somewhat less than what the surgeon believes can be achieved” to avoid patient dissatisfaction postoperatively.23 Remember the adage “promise less deliver more.” It is also advisable to provide a copy of CSI containing a disclaimer stating that this is used only for illustration and discussion and does not guarantee the actual surgical results.21,23

If there are multiple possible solutions to a particular problem, each one of them should be explained along with the pros and cons of each. Flowcharts might help the patient to understand these solutions better.21 The financial details of the surgery can be provided at this point. Once the surgeon explains the solutions, the coordinator can take over and explain the cost involved with each type of procedure and explain the reason for the variability in the cost, such as duration, complexity, etc., among different procedures which can help in convincing the patient.

Some of the patients might ask, “Doctor, is this the best solution for me? Isn’t the one which I mentioned the better option?” and might quote some procedure or technique which he/she would have seen on the internet, or might have been told by some of his/her friends. At this point in time the surgeon should use his personal experience and knowledge gathered from the literature to explain the pros and cons of each option. Thereafter the onus should be on the patient. One should not be guided by the fear of losing a patient. This can lead to unnecessary bias and suboptimal results.

Explaining Possible Complications

Possible complications, both general and specific, have to be explained in detail, and major ones should be highlighted and preferably be provided in writing.24 The surgery should not be oversimplified to make it look very trivial and like a parlor procedure. All surgeries carry a certain risk and these should be informed, even though it could be a miniscule risk.25 Risks from anesthesia and sedation are also discussed. This should be done not only by the surgeon, but also by the anesthesiologist5 later during preoperative evaluation. It is not right to presume that the patients will refuse surgery if they are warned about the potential risks of surgical treatment.25

Even though majority of the patients seeking aesthetic surgery would belong to ASA class 1 category, the fact that they are undergoing an “avoidable surgery” makes it a different situation. Hence the decision of whether or not to take this calculated risk is in the hands of the patient.25 Reassuring the patient is as important as explaining the complications. He/she should be reassured that “even though there is a possibility that these complications may happen, we are capable of managing that and you may not worry about the same.”

If, however, the patient makes repeated visits and is still not able to take a call, he/she may not be a good candidate for the procedure. Professional Standard for Cosmetic Practise published by Cosmetic Surgical Practise Working Party (CSWP) of the Royal College of Surgeons (RCS) of England recommended a “cooling off” period of minimum 2 weeks after consultation before invasive surgical procedures could be performed.2

Explaining Revision Procedures

Many procedures may require a revision procedure to correct a residual deformity for refining the results. Some of the procedures by themselves require multiple sittings, (e.g., fat grafting, for obtaining optimal results). Explaining these facts preoperatively along with the cost involved in each sitting will help the patients to have a better understanding and help them to be more cooperative.

Preoperative Preparation

Consent Taking

“Every human body of adult years and sound mind has a right to determine what should be done with his own body.”5

For an aesthetic surgical procedure, obtaining a written informed consent preoperatively is very important, because of the unique doctor–patient relationship in this field.11 “The most important legal factor for a person giving an informed consent is competency”5,26 and he/she should consent voluntarily without any coercion, manipulation, or constraint from the surgeon.5 All the facts discussed with the patient should be reflected in the consent form. This is to be carefully read by the patient and signed. He or she is encouraged to state any doubts they have and appropriate clarification is to be provided. An insufficient informed consent can result in medical litigation.27 It is ideal to have separate consent form for each procedure which will essentially have two parts: a general part and a specific part (Fig. 1.5). The specific part contains those details which are applicable only for that procedure.
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Fig. 1.5 Consent form for breast reduction. Part I is specific to breast reduc­tion and part II is the gen­eral consent form.



It is always better for the surgeon to know few common languages, at least what most of the patient population presenting to him speak. This helps both the surgeon and the patient to understand the physical, psychological, and emotional aspects of the problem better, as well as to build trust. In case the surgeon is not familiar with the patient’s language, it is better to get help from an interpreter. Also, the consent should be in a language which they understand, and should be explicitly stated. In case an interpreter is required, the translator should add a written undertaking, stating that he/she has explained everything to the patient in the language they understand. (For further details, refer to Chapter 4 “Ethical and Legal Considerations in Aesthetic Plastic Surgery” in Volume VI.)

Anesthesia

Aesthetic surgical procedures are commonly performed under general anesthesia, or local anesthesia with or without intravenous sedation (MAC—monitored anesthesia care). The choice of anesthesia is dependent on multiple 
parameters: patient’s choice, type (major/minor), complexity of the procedure, comorbid factors, compliance of the patient, etc. The surgeon should explain the pros and cons of different types of anesthesia so that the patient can decide. Studies have shown that administration of local anesthesia can be made pleasing by co-administration of adequate sedation, and infiltration through appropriate needle and in adequate quantity.28

Consultation with the anesthesiologist will be helpful in clearing the patient’s anxiety about anesthesia.5 Some surgeons provide an information pamphlet designed by their anesthesia colleague, which contains basic ideas about general anesthesia.

Documentation and Photography

Proper documentation of the critical points in history and examination, the solutions offered, the final plan, and appropriately dated preoperative photographs are a must for every case.4 This should be followed intraoperatively and also through the postoperative period. Detailed documentation helps the surgeon in many ways: (1) to go back in time, see the preoperative and postoperative appearance and to evaluate the results, (2) to provide evidence in case of a litigation,4 (3) for the purpose of publication and 
presentations,29,30 and (4) as a teaching aid.29,30 Appropriate consent should be obtained before taking the photographs.30

Technical details such as contrast, resolution, lighting, magnification, and proper identification29 should be taken care of during each session for obtaining standard 
photographs. It is ideal to have a designated photography area in the clinic with standard background, lighting, marked position of camera on a tripod, and marked position of the patient. To make sure that the photographs of each patient taken at each point in time are comparable, four variables have to be looked into: (1) the positioning of the patient, (2) the angle between the patient and the camera, (3) the angle between light and the camera, and (4) the exposure.29 In all the photographs the shadows should be in the same direction, of approximately same length and similar intensity.29 The appearance of the patient should also be standardized and “make up” should be avoided so that the true appearance is not camouflaged. (For details, refer to Chapter 24 on “Photography in Plastic Surgery” in Volume I.)

Markings

Appropriate markings are stepping stones for a successful surgery. Adequate time should be spent in marking the operative plan. All the critical points mentioned in the “examination” section should be followed while making the markings. Accompanying persons should not be allowed while the markings are being done, unless the patient is a minor. Areas of deficiency or areas of excess should be marked with appropriate positioning in a well-lit room in front of a full-length mirror in which the patient can see him/herself and participate in the discussion while markings are being done.

Approach to an Unhappy Patient

It is not uncommon to meet a patient who is not happy with the results following a procedure. The causes for unhappiness can be different: either because of a genuinely dissatisfying result or may be the consequence of some psychiatric illness despite achieving an aesthetically acceptable postoperative result.17

If the patient presents with below par result and genuinely needs corrective procedure, he/she should be approached with great caution, with a sense of concern and with a pacifying attitude. Handling these patients is tricky and requires experience and expertise. One should be tactful in pointing out the shortcomings and the solutions. One needs to be diplomatic in explaining the situation without blaming the previous surgeon. It is possible to treat these patients, although one may face technical difficulties.

If the patient comes back to the same surgeon, it is a favorable situation. It means that the patient still trusts the surgeon. Hence, the surgeon has the moral responsibility to correct the shortcomings. One should always strive for the result commensurate with the realistic expectations of the patient. If the surgeon finds it difficult or complicated, it is always better to get help from a senior colleague. If the patient presents to a new surgeon and the surgeon is not comfortable with the patient or the procedure, he/she may refer the patient to any other surgeon he/she thinks will be good for the patient.

The patients who are unhappy in spite of achieving a satisfactory result may behave in different ways. Some may take recourse to destructive actions either to themselves or to the surgeon; or they may explore further possibilities of aesthetic surgery or may start litigation.

Different labels have been applied to such “insatiable”15 aesthetic surgery patients: borderline, ambulatory, latent, incipient, masked, and prepsychotic schizophrenia.15 A psychiatric-surgical approach should be used to treat such patients. This combined approach along with appropriate timing will help “reduce the intensity of the patients, need for surgery, shorten the course of patient’s illness, make the patient’s life less chaotic”15 and will help in attaining a successful surgical result.

The risk of litigation and the chances of becoming “sicker”15 are higher with those patients who are overtly paranoid or delusional. Hence, these patients are poor candidates for revision surgery and should be discouraged.

Summary

Aesthetic surgery is a field in medicine where the expected end point is perfection and a happy patient. This is not just based on the surgical skills of an aesthetic surgeon, but also on multitude of other parameters. A well-trained and qualified aesthetic surgeon should reach out to the prospective patients/clients through social media, Web sites, and other marketing tools. After adequate evaluation, the biggest challenge is to decide upon whether to go on or to gracefully decline the surgery. If the patient is willing for the surgery after discussing the solutions, realistic outcomes, possible complications, and the cost involved, the surgeon should proceed with the photography and other documentations. The documentation of the salient points in history, examination, and discussion between the patient and the surgeon, along with appropriate consent and photography, is an integral part of any aesthetic surgery. This will help the surgeon to go back and check the preoperative state of the patient and also use it for research purposes. If a patient returns to the surgeon unhappy, every attempt should be made to rectify the problem. Ultimately, at the end of the day both the surgeon and the patient should be happy.
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Introduction

Aesthetic procedures have become increasingly common and are in great demand in today’s times. This chapter aims to guide a plastic and aesthetic surgeon on how to start an ethical and professional solo or group aesthetic practice.

Seventy five years back Sir Harold Gillies defined: “A great percent of private practice is beauty surgery. It is here that perfection is a necessity. Reconstructive surgery is an attempt to return to normal, whereas cosmetic surgery is an attempt to surpass normal; No man is a plastic surgeon unless he becomes adept at both. Anyone can cut off a bit of nose or breast, but not so many can turn out a satisfying result.” The above quote stands true even today.

Background

The American Board of Cosmetic Surgery has defined cosmetic surgery as “a subspecialty of medicine and surgery that uniquely restricts itself to the enhancement of appearance through surgical and medical techniques. It is specifically concerned with maintaining normal appearance, restoring it, or enhancing it beyond the average level toward some aesthetic ideal.”

To be a successful aesthetic surgeon, besides possessing technical knowledge, one needs a keen aesthetic sense, deep understanding of patient psyche and emotional maturity.

The demand for aesthetic procedures has increased by leaps and bounds in the past few decades. The increase in numbers has been “need based” as people want to maintain and retain their youthful appearance. Substantial increase in disposable incomes, job requirements to look presentable and advances in medical interventions requiring minimum downtime have all contributed to this rise of numbers. The way in which aesthetic surgery is being portrayed in mass media is a big contributing factor for the increase in demand of aesthetic surgery.

Many of the aesthetic procedures have become minimally invasive and are popular as lunchtime procedures. As per the International Society of Aesthetic Plastic Surgery (ISAPS) global survey results of 2018, the total number of aesthetic procedures performed in India was 895,896 of which 505,103 were nonsurgical procedures. The number for surgical procedures stood at 390,793, which is almost 30% less than the nonsurgical procedures.1 This indicates a trend in favor of nonsurgical or minimally invasive procedures. In properly selected cases an aesthetic procedure can enhance a patient’s confidence and well-being.

The question of when and how to start aesthetic surgery practice will come up when a surgeon is either finishing the training program or after few years of doing regular plastic and reconstructive surgery.2

Decision to Start Aesthetic Surgery Practice

The decision to start an aesthetic practice will need some strategic thinking and planning and that can begin with some questions. One can, along with a close team (partners and family members), answer these questions: 


•Are you qualified enough and have the required skill set with adequate exposure and experience in aesthetic surgery or do you require further training to enhance your learning?

•Do you want to practice purely aesthetic surgery or would you like to continue to engage in reconstructive and other allied plastic surgery subspecialties as well?

•Would you like to start on your own (independent practice) or join a group with an established practice (group of two or more)? Remember that group practice allows you to take short periods of advanced/
specialized training but that such breaks can practically be difficult if one is working solo.

•Do you want to be in an academic setting and be a part of a bigger team? This choice requires commitment and interest in teaching and education in addition to clinical work.


There are numerous opportunities to choose from and it is important to evaluate your personal goals and mission before choosing to step into an aesthetic practice (Flowchart 2.1). A strengths, opportunities, aspirations, results (SOAR) analysis is suggested before the decision is made to establish an aesthetic practice (Table 2.1).
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Flowchart 2.1 Roadmap to an aesthetic practice. SOAR, Strengths, Opportunities, Aspirations, Results.





Table 2.1 SOAR analysis for an aesthetic practice








	
Strengths: Key assets, resources and capabilities


•What do we excel at?

•What are our greatest accomplishments?

•What makes our idea unique?

•What strengths make us most valuable in the market?

•What do we have that is better than anyone else?



	
Opportunities: Circumstances that could be leveraged for success


•Local contacts (training, hometown, etc.)

•Network






	
Aspirations: Expression of what you want to achieve in the future


•What are we passionate about?

•How can we make a difference?

•What strategies support our vision?



	
Results: Tangible outcomes and measures that demonstrate achievement of goals and aspirations


•How do we know we have achieved our goals?

•How can the vision be translated into tangible outcomes?








Location

This is an intuitive question that is also part of the “Opportunities” section of the SOAR analysis. Use the following tips to help define it better:


•Map the existing landscape of similar practices (aesthetic surgeons and clinics offering these services) around the chosen area.

•Define the population, age profile, and the paying capacity of the patients of interest.

•What are the parameters that can define success in this location? A place where one has schooled or completed medical degree/specialization may be good place to start practice. The advantage of familiarity with the place along with added benefits of existing contacts, dedicated patients, and family linkages can help kick-start your practice.


The geographic location of the practice should be central and preferably in a well-known upscale area. The location should be easily accessible to the population of interest. A convenient setting for most noninvasive and minimally invasive procedures requires very little space and could be located near a big shopping mall, residential area or busy commercial cum residential area. Another important aspect to keep in mind is the rental and the property prices so as to minimize the initial investment and mitigate and cut down the risk.

Nature of Setup

This will help define the “Aspirations” in the SOAR analysis.

Type of Practice

Once it is decided that aesthetic practice is the way to proceed, then the aspirations that exist for the future will define if it has to be a standalone setting or a joint practice. The authors feel that an aesthetic clinic should provide a broad spectrum of services which the patient may desire. It may be a good idea to have a dermatologist, an aesthetician, a dietician, and other such experts in the team. A patient walking into the clinic may be apprehensive about a more invasive surgery and may choose a nonsurgical procedure. So, having a colleague who can address this will help build up the practice much faster. A wide array of services will cover all aspects of aesthetic practice and the patients will stay with the practice. A survey conducted by D’Amico et al3 found that a person who undergoes a nonsurgical aesthetic surgery is 47% more likely to go back to the same surgeon for any surgical procedure; therefore, it makes sense to offer a mixed bag of services which include both noninvasive and invasive aesthetic procedures.

Noninvasive procedures comprise less than 25% of the total revenue generated in aesthetic practice. Trends for “advice-seeking behavior” in aesthetic procedures show that 90% of potential customers consider plastic surgeons for invasive procedures, 40% for noninvasive procedures, and only 15% for least invasive ones. However, for injectable procedures 50% respondents would choose a plastic 
surgeon.3

Outpatient Practice Only

This is a small clinic setting with an outpatient department (OPD) and a minor procedure room or operation theater (OT) to collaborate with local hospitals for inpatient work. This option has lesser control over the OT and postsurgical care and the revenue is also shared with the local hospital unit. However, there is lesser administrative work needed and the overhead costs of administration and personnel are also reduced.

Inpatient Practice

This setting includes an OPD with OT and day care/inpatient facility. To provide patients/clients with a blend of a cosmetic clinic and a relaxing spa experience, creation of a Medspa may be considered. This setting offers greater control over patient care and revenue, yet with it will come additional administrative responsibilities.4

The choice between the two options depends upon your vision and aspiration.

Legal Entity of the Practice

This is again dependent on aspirations and could be a proprietorship or a partnership or a company. Please consider legal, financial, and family opinion before the decision is taken. The author suggests creation of a Limited Liability Partnership (LLP) in the early stages of a practice due to its nature of providing a limited liability. An LLP is a business entity in which both partner and corporation exist and a partner is not responsible or liable for another partner’s misconduct or negligence. It offers limited liability, offers tax advantages, can accommodate an unlimited number of partners, and is credible. It is registered with the Ministry of Corporate Affairs (MCA). At the same time, it has less compliance than a private limited company and also requires significantly lower cost to start and maintain. There is no requirement of minimal capital and there is no limit to how many partners an LLP can have. The registration cost is low and under Section 40(b), an LLP is not liable to pay any tax. In case of medical negligence or liability, the practice can be safeguarded as the courts cannot attach or auction the partners’ movable/immovable assets.

Investment

Funding in an aesthetic practice is needed for:


•Infrastructure: Property purchase or rental and defining the interiors, OT, equipment, LASERs and gadgets like liposuction machines, radiofrequency machine, liposculpture equipment, etc.

•Personnel.

•Overheads.


It may be financially impossible to buy all the expensive technologies being marketed today. Although some new technologies may be mandatory for an upscale practice, look out for rental/leasing opportunities to decrease your financial burden. Choose the correct technology that excites you and incorporate it into your practice to get potentially higher quality patient outcomes. Before spending money on an expensive technology, evaluate the concept carefully in detail before investing in it. Compare it with similar machines and products available from different companies and negotiate a good deal without compromising quality.5 Always request a demonstration or trial of the technology before using it in your practice. Do not rush to invest into a new product or technology just because it has been well marketed and packaged. It will save a lot of time, unnecessary hassle, and money if the technology/gadget is tried first. It is a good idea to speak to colleagues who have used it earlier, to understand its pros and cons. All new technologies that come into the market are fairly expensive initially with a substantial price drop (depreciate) as soon as these are sold. Subsequent advances in technology over time and more widespread use makes them cheaper (the transition between first generation and second or third generation could be a minor tweak or cosmetic improvement but with a substantial increase in the price of the technology).6

Do ensure that these machines are installed well, insured, and covered under warranty with annual maintenance contract (AMC). The company should preferably be able to service it quickly on site and local service engineers should be available. The turnaround time for such repairs should be minimal to minimize financial and patient loss.

Types of Funding Opportunities

1.Bootstrapped: This source of funding is your own money, although it may be wise not to use ones’ entire savings.

2.Bank loans: These can be a source to fund the practice but make sure that the terms and conditions are convenient and the burden of loan repayment should not be like Damocles’ sword. The loan amount can always be increased, once the practice is established. The advantage of bank loans is that some of the expenses of the practice can be adjusted against the interest outflow and vital savings can be made.

3.Investors: The third source is an investor whose vision overlaps the vision of the clinical team. This should be considered with caution and it is important to judge and manage the expectations as well as to set reasonable time lines about Return on Investment (ROI) for the investor. Due diligence on the legal aspects is a critical pre-requisite if a third-party investor is involved.

Marketing and Patient Outreach

Digital communication has brought about a paradigm shift in the way medical practices are built and sustained. Earlier, building a practice took years and the name of the doctor spread by word of mouth. With increasing commercialization and competition, patient communication and outreach came into healthcare in a big way. The advent of the digital media further revolutionized the landscape. Now with deft marketing especially on digital platforms aesthetic practice can take off quickly and cater to a wider audience.

National Medical Commission (Medical Council of India) Regulations

The legality of patient communication is governed by the Code of Ethics, 2002 (see Chapter 6) of the Medical Council of India (now the National Medical Commission) but many gray areas remain (Annexure 2.1). Therefore, before starting patient communication and outreach in any form it is advisable to consult a medicolegal expert so that one does not fall foul of these regulations.7,8

Print Media

This has been the traditional medium for communication, but its use has reduced and undergone a sea change. It now includes the publication of editorials about a medical condition or procedure. Another method is participating in public initiatives around the issue you would like to be related with.

Digital Media

Print medium has been largely superseded by the digital medium as the medium of choice, as it offers a wide choice of methods (Web site, app, Facebook, Instagram, Twitter, blogging, YouTube channels, and many more), greater reach, and can be customized as per your requirements and 
comfort (Table 2.2).

Table 2.2 Digital presence and marketing








	
Digital presence


	
Digital marketing





	
Mobile friendly Web site


	
Google advertisements and ratings





	
Facebook


	
Search engine optimization





	
Twitter


	
Careful use of affiliate channels





	
Instagram


	
Social media influencers





	
YouTube Videos


	
TV and radio presence









Digital Presence/Identity

The purpose of an identity in the digital domain is to create awareness and provide patients with a point of contact where they can see the facilities, the services offered, and ways to contact you. Having a Web site is a basic way to be present in the digital world. The Web site’s landing page should be pleasing and professional. The Web site should be easy to navigate. It is also very important to have a mobile friendly version of the Web site. The patients should find it easy to book appointments and locate the clinic. It is desirable to have a Google profile with the address pinned on Google maps. It is helpful to provide e-brochures about standard procedures as it helps the patients understand the procedures better.

Before and after photographs of your patients, with due consent, generally appeal to the patients checking the Website and the presented results help build credibility. Patient testimonials preferably video testimonials can be added to the Web site to increase the confidence of the prospective patients. Also, it is important to track the visits to your Web site and the pages visited so that those sections can be given more attention. Facebook, Twitter, and Instagram are becoming important channels for connecting with target audiences. They can be used to post information about various medical conditions, procedures, results, or can be a medium to connect on a more human/personal level like anecdotes, interesting facts, personal experiences, etc. Blogging also helps in putting out information about the procedures that you do. It not only provides information to the public but also acts as a way to establish your digital presence. YouTube is a powerful medium which helps you connect to the potential patients and also helps establish your place among your peers. You can have your own channel where you can post edited operative videos, patient information videos, patient testimonials, etc. Operative videos help improve your stature among your peers and also help patients gain greater trust in your abilities (Table 2.2).9

Digital Marketing

Once you have your digital presence then you can market yourself to reach a greater audience. Digital marketing would generally need the services of a professional agency but should have your involvement in creation and vetting of content.

Google advertisements can be customized as per your target audience. Choose the timing depending on the target population. Search engine optimization involves increasing the chances of your Web site or name getting listed higher up on Google search when someone punches in specific key words. It is important to understand about affiliate channels which are sites/apps or entities that get patient queries about different procedures. A practice may choose to be listed on the same sites but remember that some of these systems are easily manipulated. Social media influencers are people/entities that have a significant online following. These may be bloggers talking about beauty, cosmetics, plastic surgery, etc. They may be approached for reviews in case they have undergone a procedure at the clinic. Their word is likely to have greater credibility as it is based on their first-hand experience.

Participating in panel discussions on various platforms including TV and radio helps in creating awareness and highlighting competence.

Digital marketing, despite its multiple advantages, has a flip side. A negative review or comment by an unsatisfied patient also gets spread quickly. It is important that all negative reviews are dealt professionally and with empathy, without divulging any patient details and professional secrets.

Team

Any good practice requires a dedicated, and a professional team of people sharing the same vision working together in a harmonious environment. As the leader of the team, it is the surgeon’s responsibility to create a comfortable work environment to nurture the team and ensure commitment and high professional standard. A dress code for the various team members creates a professional environment and the dress can prominently display the logo of your practice.

Front Desk Staff

As they are the first point of contact with the patient, it is very important that the front desk staff are pleasing, well-groomed, and professional in their conduct. They need to be well versed in English and the local language and should be well informed of the services offered in the practice. Among some soft and gentle conducts that make a difference is a personal call on the day of the appointment to confirm the appointment or a cancellation. All phone calls should be answered promptly, preferably within three rings. In telephonic conversations, it is better to have predetermined script. When a patient reaches the clinic, he/she should be made to feel welcome and comfortable—not just in terms of the place but also by the behavior and attitude of the staff. The staff should be facilitators for the patient and should help them with paperwork and insurance issues, etc. While the patient is waiting they could be offered healthy beverage and snacks.

Nursing Staff and Technicians

Nursing staff is needed both for an OPD setting and an inpatient facility. Besides being well trained in nursing, they also need to be well groomed, courteous, and professional in their conduct. As they will also be assisting in procedures, they should be technically well trained about the requirements for various procedures and the working of equipment so that it all feels seamless in front of the patient. In all, patient comfort, safety, and privacy should be paramount. If you have an inpatient facility then trained OT staff and technicians are a requirement. Having well-trained staff reduces stress during surgery, enhances your comfort, and improves results. The staff may need to be trained for some specific procedures that you do, such as hair transplants, LASERS, etc.

Administrative and General Staff

Besides the nursing and front desk staff, the administrative and general staff play an important yet background role in ensuring smooth accounting, salaries, housekeeping, maintenance of the clinic, and many other sundry tasks. The staff can be hired directly or through an agency. The agency may be expensive but provides replacements. The staff should be paid competitive market salaries, and the salary could have an incentive component.

The Art of Consultation

Today, the process of connecting with the surgeon begins much before the first human connect happens; it begins on a tastefully done Web site from which the patient will either mail or call the practice. The response to this mail or phone call is critical and the coordinator who responds must be well versed in the practice and should be able to define the needs of the patient and be able to share appropriate information whether as an e-brochure or a conversation.10

The décor of the practice must be elegant and patients should have adequate privacy while the coordinator plans the consultation. The waiting room walls could tastefully display diplomas, degrees, publications, and testimonials in addition to brochures about procedures. The coordinator must ensure that the waiting time for the patient is minimized and they may be offered healthy refreshment at the time.

While ushering the patient in, the coordinator can also alert the physician about the personality of the patient, any previous visits, or any red flags.

It is extremely important for the doctor to dress appropriately. The authors feel a formal apparel and shoes or scrubs with a doctor’s apron preferably with the name on it bring a substance to the meeting. The confidentiality and privacy of the meeting must always be ensured. In case 
students/observers are in attendance, permission for this must be taken from the patient prior to each meeting. The students must have an appropriate demeanor and refrain from making any comments during the consult.

While consulting a female patient it is critical to have another female in attendance. This female is usually a nurse but could also be a female colleague. It is also recommended that the physician not undress a patient, whether male or female, as this may be misconstrued by the patient.

During the consultation, it is important for the doctor to be unhurried and a good listener. Be aware of patients who are very profuse in their praise or very critical, patients whose concern for the deformity is far in excess of the deformity itself, patients who are very demanding and may have unrealistic expectations. It is recommended not to get too involved in the personal and social issues when consulting a patient.

Medical record keeping is a very critical part of the consultation and must be made in detail, including professional photography and surgical plans. It is important to discuss financial issues in a transparent manner and share practical estimates prior to the surgery. This is an important factor and it should be discussed by the doctor or staff who is experienced and skilled in the same. In the beginning of one’s career one may choose to conduct each discussion personally, but once the practice is established a reliable staff member may be deputed to perform this critical role.11

Informed consent is another important part of the consultation and the doctor should discuss the proposed surgery, alternatives, risks, and benefits, and this discussion should be carefully documented in the patient charts as this is an invaluable medicolegal document.12

Use of Technology

Photography and Data Storage

A picture is worth a thousand words. Clinical portrait photographs have become an integral part of an aesthetic practice patient record keeping. DSLR/SLR (digital single lens reflex or single lens reflex) camera with lens in the range of 90 to 105 mm is the preferred choice. A resolution of 3 to 5 megapixel with a fixed, colored background brings uniformity in photographs.13

With various available software, a virtual preoperative planning and surgery is also possible if good preoperative photographs are available. It is critical to have the same view with same light exposure in both preop and postop photographs. A designated photography room (with adequate lights and privacy) should be planned for in practice.

With the use of DSLR cameras more surgeries are being video recorded for learning and future reference. This generates very high volume of data, the storage of which is a big challenge. At any aesthetic center with an average three to four surgeries a day the data generated can be as high as 5 to 10 GB per day. Careful storage and an organized filing system helps in quick retrieval of video and photographs.

The commonly used storage devices are hard drives (HDD). They are handy and sturdy but have a low average life span (4–6 yr). Backup data can be stored on DVDs or Blu-ray disks. DVDs have a longer lifespan >25 years. DVD-Rs are not useful as backup storage tools due to inferior lifespan. An average DVD can store data of 4 to 5 GB, which is sufficient for storage of data generated on daily basis at a small aesthetic center. Blu-ray disks are another variant of storage devices with lifespan up to 100 years and storage capacity of 50 to 100 GB. Cloud storage apps provide for unlimited space for data storage which is easily accessible anywhere anytime. Be vigilant that data and patient privacy may not be secure if they are not end-to-end encrypted. Google drive, one drive, and drop box are some examples of nonencrypted cloud storage.

Clinical photographs and digital records mandate utmost safety and confidentiality. Cloud providers that offer local encryption and need passphrase to decrypt them are the safest data storage option but they come at a price.

For Surgical Planning

Aesthetic surgery involves surgery not only of soft tissue but also at the level of skeletal framework. CAD-CAM 
(computer-assisted designing and computer-assisted manufacture) have now become integral to achieving a good aesthetic result. While professionals are available to help in the planning and printing part, a basic knowledge is essential to understand and achieve good aesthetic results. Horas, Materialize Mimics are few examples.

For Better Communication

Technology can also be used for communication between doctors and staff for smooth functioning of planned aesthetic surgery. Various apps like WhatsApp, Viber, and Facebook Messenger are few examples to communicate the operative list, consumables to be arranged, sequence of surgery, any specific advice, etc.

Quality, Safety, Service

Quality is a perceptual attribute, defined as a measure of a standard of something as against another thing of similar kind. The quality of practice and results should match the peer standards; more importantly, quality is best perceived by the patients, who are at a totally different level of information, understanding, and expectations. Limiting uncontrolled variation in every aspect by setting up protocols and stringently adhering to them is the only way to achieve and maintain quality in practice.

Safety is paramount in surgery but in aesthetic surgery it is indispensable, simply because the patients can live with their problems. Aesthetic desire is considered a requirement above basic health needs by majority. Hence, any mortality or morbidity is looked upon far more harshly than any other specialty.

Service is the core of any practice, more so of aesthetic because of more demanding patients with remarkably high expectations. They want to feel and be treated differently from “unwell” patients. Many even do not want to be referred to as patients but as clients akin to the term used by the nonmedical beauty industry.

These three attributes of practice can be based on one indispensable character—integrity. Ability to look beyond money and acting in the best interest of the patient spells integrity of an aesthetic plastic surgeon. How to incorporate these attributes in practice is an individual prerogative, yet the authors feel the above are critical.

The Aesthetic Surgeon

A qualification in plastic surgery can be augmented with special training, extensive reading, and updating knowledge. Continuing academic and skills updates is essential. Aesthetic norms and demands keep changing. Aesthetic industry includes other beauty businesses like gyms, spas, saloons, fashion, etc. The aesthetic surgeon needs to learn an approach vis-à-vis these businesses where “clients” are wooed routinely with offers. The surgeon must work within legal and ethical boundaries, and developing peer relationships so as to get help when needed is a critical part of that.

Equipment

The cost of aesthetic practice has escalated due to the explosion of technology, which comes at a formidable cost. While some gadgets are more of a gimmick, many others may really make a difference to the quality of results by adding extra dimensions. Moreover, patients are observing the direct marketing by many companies and demand what is trending. For example, radiofrequency tightening of facial skin was in much demand only to fizzle out a few years later due to volume loss and accelerated sagging of skin it led to over a longer period.

It is indeed a demanding task for a plastic surgeon to manage patient demand, finances, and assess the true value of the technology over a period. It is advisable to directly talk to colleagues who are using the technology and seek a realistic opinion. Maintenance of equipment should be regularly done and documented for patient safety as well as legal protection. One must ensure all stipulated safety norms.

Communication and Interaction with the Patient

The patients interact with the aesthetic team at multiple levels.

Before the Consultation

It should be customary to get the patient to fill a form disclosing past illnesses, surgeries, injuries, allergies, and current medication. This document signed by the patient and a witness can serve as legal protection as well as a quick reminder before surgery for safety.

At the Consultation

Adequate time, honest and transparent discussion, writing down patient’s expectations, standard clinical photography, and thorough investigations are vital in establishing good doctor–patient relationship. A clear idea about possible complications with incidence should be given. A detailed Informed Consent Process should be followed and consent signed on the day of surgery by both the patient and the 
surgeon along with a witness identified by the patient. 
The surgeon should mention particular complications and the expectations that cannot be fulfilled, in his own hand-writing, and sign after showing to the patient.

Perioperative Communications

A cordial and empathetic demeanor is a basic essential. Documentation of intraoperative findings and major steps is desired by every patient nowadays. Postoperative instructions should be clear, comprehensive, and customized to patient’s needs. It is desirable to have templates for each surgery which can then be modified as per need.

Long-term

One happy patient is a potential advertiser of your services. Taking care of the smallest concerns, availing answering service via staff during critical periods, proactive enquiry about their well-being keeps the patient attached.

Protecting the Practice

Protection should be provided to the surgeon, the team, and the infrastructure and will include various insurances, indemnities, and AMCs. Prevention of sexual harassment at workplace (POSH) policies create confidence in the team and are mandated by the national laws in India (Table 2.3). Aesthetic surgeons are frequently called to work as a ghost surgeon by other specialty colleagues. This is a dangerous practice and must be avoided at all costs.14


Table 2.3 Protecting the practice









	
Protection for the surgeon


	
Protection for the teama


	
Protection of the infrastructure





	
Professional indemnity


	
Medical insurance


	
Insurance of the property (movable and immovable)





	
Medical insurance


	
Term life insurance


	
AMC of expensive machinery





	
Term life insurance


	
POSH policies in place


	
Fire safety and other building norms





	
Limited liability partnership


	
	
Local registration and biowaste disposal process according to national and local laws








Abbreviations: AMC, Annual maintenance contract; POSH, Prevention of sexual harassment at workplace.

a Take legal advice for all agreements and read the fine print of insurances.

Have a good support team in the form of a lawyer and a chartered accountant (CA). By auditing the accounts well, the CA can help to save more by getting tax breaks and identifying any losses or wasteful practices.

Conclusion

Establishing an aesthetic practice is a fulfilling and rewarding achievement that requires focused efforts (Table 2.4). Continuous up-skilling of the team and looking for opportunities such as medical tourism to expand the practice are critical to growing the practice. Continuing with various accreditations such as National Accreditation Board Hospitals (NABH) and Joint Commission International (JCI) helps instill patient confidence. Affiliations with professional organizations such as Indian Association of Aesthetic


Table 2.4 Summary








	
Defining the practice


	

•Location

•Type of practice (individual or group):

➢Investment type

➢Legal structure






	
Patient outreach and connections


	

•Print and digital media

•Legally acceptable patient outreach






	
Team


	

•The surgeon, dermatologist, nutritionist, and allied team

•Nurses and technicians

•Front desk and patient facing teams

•Administrative, legal, finance teams






	
Use of technology


	

•Photography, documentation of clinical and surgical data, communication with patients and within the team






	
Quality, safety, and service


	

•Clear vision and mission and alignment of quality processes to the same






	
Protecting the practice


	

•Insurances, indemnity, AMC, HR policies, appropriate licenses and approvals








Abbreviations: AMC, Annual maintenance contract; HR, human resource.

Plastic Surgeons (IAAPS) as well as International Society of Aesthetic Plastic Surgery (ISAPS) allow the use of their logo in your practice and reaffirms peer standing.
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Annexure 2.1

Indian Medical Council (Professional Conduct, Etiquette and Ethics) Regulations, 2002

6.1.1 Soliciting of patients directly or indirectly, by a physician, by a group of physicians, or by institutions or organizations is unethical. A physician shall not make use of him/her (or his/her name) as subject of any form or manner of advertising or publicity through any mode either alone or in conjunction with others which is of such a character as to invite attention to him or to his professional position, skill, qualification, achievements, attainments, specialties, appointments, associations, affiliations, or honors and/or of such character as would ordinarily result in his self-aggrandizement. A physician shall not give to any person, whether for compensation or otherwise, any approval, recommendation, endorsement, certificate, report, or statement with respect of any drug, medicine, nostrum remedy, surgical, or therapeutic article, apparatus or appliance, or any commercial product or article with respect of any property, quality or use thereof or any test, demonstration or trial thereof, for use in connection with his name, signature, or photograph in any form or manner of advertising through any mode nor shall he boast of cases, operations, cures, or remedies or permit the publication of report thereof through any mode. A medical practitioner is however permitted to make a formal announcement in press regarding the following:


•On starting practice.

•On change of type of practice.

•On changing address.

•On temporary absence from duty.

•On resumption of another practice.

•On succeeding to another practice.

•Public declaration of charges.


6.1.2 Printing of self-photograph or any such material of publicity in the letter head or on sign board of the consulting room or any such clinical establishment shall be regarded as acts of self-advertisement and unethical conduct on the part of the physician. However, printing of sketches, diagrams, picture of human system shall not be treated as unethical.

7.11 A physician should not contribute to the lay press articles and give interviews regarding diseases and treatments which may have the effect of advertising himself or soliciting practices; but is open to write to the lay press under his own name on matters of public health, hygienic living or to deliver public lectures, give talks on the radio/TV/internet chat for the same purpose and send announcement of the same to lay press.

7.12 An institution run by a physician for a particular purpose such as a maternity home, nursing home, private hospital, rehabilitation center, or any type of training institution etc., may be advertised in the lay press, but such advertisements should not contain anything more than the name of the institution, type of patients admitted, type of training and other facilities offered, and the fees.
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Introduction

Aesthetic surgery, also known as cosmetic/beauty surgery by lay public, is a branch of plastic surgery that deals with improving the normal. It differs from other surgical procedures in the sense that surgery is done to improve the appearance of the body in the absence of any disease. The aim is to improve the quality of life, body image, and self-esteem and not to treat any disease. This surgery is not need but want based. This aspect adds a different dimension to outcomes after aesthetic surgery. While there may be dissatisfaction due to poor results because of surgery-related complications, the patient may be unhappy because the final outcome does not meet the patient’s expectations.

In the past, aesthetic surgery was considered to be the domain of a select group of population mainly the wealthy and those in professions with major emphasis on appearance and beauty. The onset of new millennium has seen a rapid increase in demand for aesthetic surgery with a large number coming from the burgeoning pool of middle-income group. India is among the top five nations in which most aesthetic procedures are performed.1 With increasing demand, and the supply trying to keep pace with it, a large number of physicians which includes not just plastic surgeons but many from specialties such as Ear, Nose and Throat surgery, Dermatology, Gynecology, Oral and Maxillofacial surgery, and Dentistry are also jumping on to this bandwagon. The resultant increase in competition has led to aggressive marketing with promises made of excellent results. As a result, patients develop unrealistic expectations which are seldom achievable. While known complications of any surgical procedure may compromise the quality of result achieved, it is often the unrealistic expectations that lead to an unsatisfactory outcome. The improvement that is requested is often difficult to measure objectively and there may be gaps in the assessment of results among different observers. Many times the surgeon may have achieved a satisfactory outcome based on clinical and empirical evidence, yet it does not always improve the patient’s psychological well-being, self-confidence, or self-esteem.2 The exact magnitude of problem may be difficult to gauge on account of underreporting and also patients may not come forward with this problem. In one study, 14% of patients undergoing procedures for midface rejuvenation reported unsatisfactory results.3

Dealing with unsatisfactory outcomes is therefore an essential learning objective of a surgeon seeking to undertake aesthetic surgery as a career. The first part of this chapter will deal with preventing and avoiding having an unfavorable result. The second part will address dealing with unsatisfactory results.

Prevention

Various causes of unsatisfactory results after aesthetic surgery are listed in Table 3.1. Preventive measures start at initial assessment and are continued throughout the management of the patient.


Table 3.1 Causes of unsatisfactory results in aesthetic surgery









	
Preoperative


	
Operative


	
Postoperative





	
Poor communication


	
Poor execution


	
Complications which may cause unexpected morbidity





	
Unclear objectives


	
	
Complications that may compromise the final outcome





	
Faulty assessment of problem


	
	
Poor compliance with postoperative management





	
Unrealistic expectations


	
	



	
Doubtful motivation


	
	



	
Body dysmorphic syndrome


	
	





Initial Assessment

First step in avoiding an unsatisfactory result starts at the first consultation. This is done by proper case selection and identifying patients who are more likely to be unhappy with the result regardless of what may be achieved. These patients fall under following categories.

Unclear Objectives

These persons are not clear about the problem and the improvement sought. They are vague and generally unhappy with their body image and expect the surgeon to describe what is wrong with them, describe their flaws, and how they are to be addressed. Aesthetic surgery is about what the patient wants, and not what the surgeon thinks is wrong with the patient. If the patient is unable to describe what is needed or is vague about his/her assessment of the existing deficiency or not clear about the goals, one should tread carefully before operating on such a patient. Multiple consultations may sometimes be required to understand the problem and help the patient develop clarity on what aesthetic surgery can achieve. If there is a mismatch of objectives between the surgeon and the patient, surgery should be avoided.

Very often the surgeon may notice a flaw which the patient may not have noticed, (e.g., a retruded chin in a patient requesting a rhinoplasty). Although not a rule, it is generally unwise to suggest that to the patient. If correction of this flaw is going to significantly enhance the result of requested surgery, the surgeon may suggest this additional surgery, but the final choice is left to the patient without any undue pressure from the surgeon. A note of such an offer and patient’s response should be made in the medical record.

Unreasonable or Unrealistic Expectations

The second most common patient in this category is the one with unreasonable or unrealistic expectations. This is often seen in patients requesting rhinoplasty and they carry pictures of models from magazines and ask for a nose of a particular type seen in these pictures. There is a general myth among public that plastic surgeons can achieve any desired shape. While it may even be possible to give someone the nose like the one in the picture, the person will never look like the person in the picture and therefore will be dissatisfied. Such patients need to be counseled very carefully and extensively. Surgery should be offered only after the patient has developed an understanding of realistic and achievable goals.

Extraneous Motivation

This is a patient who has questionable self-motivation and is requesting surgery to please someone else. It may be a spouse or a partner, a parent, a sibling, or a friend. It may be a failed relationship, or trying to get a job based on his/her appearance. The extraneous motivation is generally an indication to proceed carefully and the decision will be based on the extent of deficiency sought to be improved and how the patient perceives it. It is not an absolute contraindication but will require careful consideration. The primary indication should be based on patient’s perception of the problem rather than how others perceive it. Unfortunately we live in a society where others’ perception of appearance may be a necessary requirement for a successful career and this aspect also has to be given some weightage. Many a times the parents prevail upon the patient, for example, a surgery before marriage.

Body Dysmorphic Disorder

One of the keys to avoid an unhappy patient after cosmetic surgery is the ability to identify a patient with body dysmorphic disorder (BDD). Patients with this disorder are preoccupied with an imaginary defect in their physical appearance or have a distorted perception of their body image.4,5

This disorder was first introduced by American Psychiatry Association in 1980.6 Features of this disorder are:


•Preoccupation with one or more perceived defects or flaws in physical appearance that are not observable or appear slight to others. They cause significant distress or impairment in social, occupational, or other important areas of functioning.

•Repetitive behavior like looking at a mirror repeatedly.

•Sometimes accompanied by eating disorders.


There is a high prevalence of BDD in patients seeking aesthetic procedures including aesthetic surgery. Many of these patients take multiple selfies from various angles and point to flaws which are seen in the photos even when they are not so obvious in their actual appearance. They tend to seek unnecessary cosmetic treatments and surgery. They have unrealistic expectations and seek results which are not achievable. They may focus on any part of the body, but the incidence of BDD is highest in patients seeking cosmetic rhinoplasty.7 Even if a satisfactory result is achieved by a procedure, they may shift their attention to another part of the body.4

It is important for the surgeon to make a thorough clinical assessment of patients’ concerns and should there be any suspicion of BDD, psychiatric consultation should be sought. This can sometimes be difficult because of the stigma that people may attach to seeing a psychiatrist.

Most surgeons consider BDD to be a clear contraindication to surgery.8,9 However, others believe that patients with mild-to-moderate BDD with no significant impairment in overall functioning, localized appearance concerns, and realistic expectations may benefit from surgery.10,11 Choosing these patients is of paramount importance and will require help of a psychiatrist. A frank discussion with the patient may help convince the patient to visit a psychiatrist with the hope that he may recommend surgery.

Besides above, patients with following features should be red flagged and decision to operate or not is made after due consideration:


•Patients appearing to have obsessive compulsive behavior.

•Patients who demand immediate surgery without due consideration.

•Patients who are excessively flattering.

•Patients with past history of litigation.

•Patients with unkempt appearance.

•Patients who seek multiple consultations and criticize other surgeons.


A young aesthetic surgeon at the beginning of his career may be tempted to take on this type of patients but it is wise to seek a second opinion from another more experienced colleague. With experience, identification of such patients comes as a second nature and one would often call this to be a gut feeling of a red flag which must never be ignored.

Preoperative Counseling

Once the decision to undertake a procedure has been made, the next step is presurgical counseling. The purpose of this is to revisit the flaws that are going to be corrected, what can and cannot be corrected, point out any asymmetries that the patient may not have noticed, go over the required preoperative work-up and need for informed consent, alternatives to surgery offered, potential benefits and risks and complications of the procedure, postoperative recovery and care, and the time required for the results to become observable. A meticulous record of this counseling must be maintained.

Preoperative photographs are taken and reviewed jointly by the surgeon and the patient. A checklist of the flaws to be corrected is made and the procedure that is going to be used is explained to the patient. One way is to use photos to illustrate this, explaining specifically the incision and subsequent scars. Some surgeons like to use computer software to show the results that are likely to be achieved. Any asymmetries need to be specifically pointed out at this stage because minor asymmetries after the surgery are a rule rather than exception and are one of the frequent causes of unhappiness. A note is also made of flaws that may be present or patient may perceive them to be present but which are not going to be correctable.

It is imperative that all potential complications of the procedure be explained to the patient. These should include local and general anesthesia-related complications as well. Patients with history of tobacco consumption in any form, drug addictions, and comorbidities need to be warned about increased risk of postoperative complications. Often there is a dilemma about some rare complications and whether to inform the patient about them or not. The rule is to inform the patient of all common complications and also rare complications which can have grave consequences. An example here is the risk of blindness after blepharoplasty. Even though it is a very rare complication, it is a significant one and it should be a part of the informed consent. Many surgeons would shy away from doing so for fear of losing the patient. One gradually learns to give this information without scaring the patient away.

The scars which can occur as a consequence of the operation need to be explained, along with variations in wound healing among different people. A note should be made of any other scars on the body which may give an indication about patient’s tendency toward forming hypertrophic, keloidal, hypo- or hyperpigmented scars. Informing the patient about potential postoperative complications is an art which requires good communication skills and is learnt over the time. It is important to be honest in one’s intention in which case it is very unlikely that explanation of complications will make one lose the patient. One also needs to discuss the possible alternatives to the treatment or procedure offered, the expected outcome, and additional care which may be required during the follow-up.

It is also important to inform the patient about the time required for the results to be visible. It is better to explain that the final result is achieved by a continuum of healing processes which will occur over a period of time. This time is variable and a general range can be given but there is no fixed time after surgery when the results will become visible. In most cases this process may take 6 months to a year.

Another information that patients often seek is that how long the results will last. The longevity of results achieved by surgery depends upon factors such as patient’s biological clock of aging, lifestyle, stress levels and stress management, nutritional factors, extent of physical activity, and general lifestyle. A healthy and stress-free lifestyle is imperative to have the results last long but this is not under surgeon’s control. This explanation will often satisfy many patients who expect the results to be permanent.

Informed Consent

The next step after preoperative counseling is to take informed consent. Most hospitals have a common informed consent for all operations and not procedure-specific consents. It is advisable to have printed procedure-specific hand-outs which are given to the patient and a note of this having been done is made in the record. For further details, refer to Chapter 4 on “Ethical and Legal Considerations in Aesthetic Plastic Surgery” in Volume VI.

The Operation

The surgeon must have adequate training and be comfortable with the proposed procedure. One should choose the procedure that gives consistently good results. Sometimes another alternate procedure may give excellent results but not consistently in a specific surgeon’s hands. Surgeon’s experience should be the guide to the procedure and not what is dictated by the patient. Often the patient may have read about a technique in the media and demand the same, or the surgeon may have seen some wonderful results shown by another surgeon at a conference and this may be a temptation to change the time-tested technique. One may end up doing a new technique where one is at the bottom of the learning curve. This increases the risk of complications, and therefore must be carefully and cautiously considered before embarking on such a journey. When in doubt one should opt for a time-tested technique. In case one is not familiar with the technique requested, there is absolutely no harm in admitting ignorance. If the patient continues to insist, it is better to seek a second opinion and refer the patient to a colleague who is familiar with this new technique.

Postoperative Complications

Regardless of meticulous technique and care, there will be patients who develop postoperative complications. Table 3.2 gives a list of common postoperative complications after aesthetic surgery. Managing complications may need a reoperation for excessive bleeding. One should act expeditiously in such cases and not delay reoperation. When patients are counseled adequately preoperatively, they accept such an eventuality without fuss. Venous thromboembolism (VTE) is a rare but life-threatening complication. There must be a protocol in place for VTE. Surgical site infections, wound healing problems, and skin necrosis result in increased morbidity and have to be managed with tender loving care.

Table 3.2 Common complications of aesthetic surgery








	
Major complications


	
Minor complications





	
Hematoma


	
Scarring





	
Seroma


	
Skin necrosis





	
Surgical site infection


	
Irregularities and asymmetry





	
Venous thromboembolism


	
Pigmentation





	
Excessive blood loss


	



	
Implant-related complications


	





Follow-up

It must be ensured that the patient remains on regular 
follow-up as required by the surgeon and is compliant with management protocol advised. In case of default, a communication should be sent to the patient stressing the need and importance of follow-up. This communication should be a part of the medical record.

Management of a Patient with Unsatisfactory Result

In spite of the surgeon’s best efforts in case selection, preoperative counseling, good operative and postoperative care, there may be patients who either have unfavorable results or are unhappy even when the results are deemed to be good. Such patients may present in one of the following manners:


•Persistent nuisance and demand for either a refund or a reoperation free of cost.

•Threaten physically.

•Defamatory posts on social media.

•Threaten to commit suicide.

•Lodge complaints with the Medical Council and seek disciplinary action.

•Threaten with a medical negligence lawsuit and proceed with the same seeking compensation.


The first principle of managing such patients is not to break communication with them. Many surgeons may abandon these patients which can make matters worse. No matter how unpleasant the patient may become, the communication channels must always be kept open and the senior most member of the team must assume the responsibility of counseling the patient. In many cases, all that is required is to wait and give ample time for recovery and reassure the patient. In patients who continue to complain, it is advisable to explain that best possible care has been given, and where available by showing photographs of the results. If this doesn’t work, the patient may be referred to a senior colleague explaining the situation and requesting for a complementary consultation. Sometimes a reoperation may be required either due to a complication or because the procedure did not achieve the expected result. The fees for the reoperation have to be handled with care. It will vary from patient to patient and will also depend upon the nature of the problem.

Some patients become intimidating and threaten with physical violence. In such situations, the surgeon must take necessary safeguards to protect himself. Sometimes a police complaint may need to be lodged if violence is seriously anticipated.

Some patients may be significantly disturbed and feel suicidal. They need to be counseled extensively and referred to a psychiatrist.

Of late, damaging doctor’s reputation on social media has become common and is difficult to manage. It requires vigilance of such posts and a social media consultant may be required to identify them before they become viral. A timely response to such posts is required as a damage control measure; in rare cases legal action against such posts may be considered.

Although there is a general perception that patients who are dissatisfied after aesthetic surgery are highly likely to lodge a complaint with a consumer court and seek compensation, it may not be true. Because of this perception many insurance companies do not offer medical negligence indemnity insurance for aesthetic surgery. This is based on misconceptions rather than facts. There are no data available in India as to the extent of malpractice claims against plastic surgeons in comparison with other specialties. In a study of malpractice claims between years 1985 and 2010 in the United States, plastic surgery claims were 3.6% of the total closed claims, and indemnity payment for plastic surgery procedure was 1.86% of total payments for all medical specialties combined.12 These figures suggest that even in the United States, claims associated with plastic surgery represent a small fraction of other specialties.

In an online search of medical negligence cases of aesthetic surgery by plastic surgeons which were decided by National or State Consumer Disputes Redressal Commission, and all High Courts and Supreme Court of India, the author came across only one case in which compensation was awarded to a patient who claimed to have had an unsatisfactory result after rhinoplasty.13 It is possible that many of the medical negligence cases related to aesthetic surgery are settled out of court. Some insurance companies have now started offering indemnity insurance for aesthetic surgery procedures at a premium. The best defense against such a situation is to practice evidence-based medicine, maintain good records, and invest in a good medical indemnity insurance.

Conclusion

Dealing with unsatisfactory results starts with minimizing their risk and incidence by having adequate training and practicing safe and evidence-based medicine that is supported by peers and backed by literature. When faced with an unhappy patient, good communication, continued access, and resolving queries are the keys to prevent confrontation and litigation. Meticulous record keeping, working knowledge of medical negligence law, and a good malpractice indemnity insurance are essential safeguards against malpractice claims.
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Preamble

To preserve the credibility, confidence, and reverence bestowed upon physicians since the days of “Lord Dhanvantari,” every physician must observe sublime ethical principles even during a crisis; otherwise, one may open floodgates to legal penalties. With the rapidly altering attitude of people toward lifestyle and self-image in the modern competitive society, aesthetic surgery has got tangled in several ethical and legal issues. Conjoined forces of globalization, advertising using mass media, and deviations from old-fashioned beliefs, supplemented with a litigious outlook among people, have clogged the path for a conscious assistance in sound decision making. Hazards associated with aesthetic surgery necessitate thorough deliberation and reasoned evaluation in every patient.

A critical review of the risk and benefit ratio, furthered by a defensive approach, is imperative to safeguard ethical principles in aesthetic surgery. Ethical principles are indispensable while dealing with all the concerns regarding the cognitive and emotional state of a patient. For instance, how does a surgeon respond to a patient who displays evidence of body dysmorphic disorder?

There is a dire need to shield and educate unsuspecting people from the growing lunch-time cosmetic procedure clinics that callously offer unsafe treatments. The author strongly endorses acceptance of aesthetic surgery as a part of the medical reality, implementation of a comprehensive training program, and a postgraduate qualification for aesthetic surgery, which must be suitably conducted at recognized institutions endorsed by a University or a Statutory Authority.

“A memorandum is written not to inform the reader, but to protect the writer”

 “No insurance company ever makes a mistake in your favor”

Dr Robert M. Goldwyn1

“Why does the patient want this procedure and does he or she have realistic expectation and understand the limitations of the surgery”

 “Trust your judgment; good judgment usually comes from bad experiences. Remember, you can just say no!”

Dr Rod J. Rohrich2

Historical Aspects

In India, we have been blessed with a code of medical ethics since the days of Charaka and Sushruta. With an unwavering belief in “Altruism” and “Karma; upright actions have solemn values” the foundation for medical ethics and morality was fabricated. The “Hippocratic Oath” (500 BC Greek; first code of medical ethics) is a time-honored doctrine for professional and ethical conduct for medical professionals, highlighting “Do whatever is the best for the patient; patients come first” and “primum non nocere: do no harm.”3

The term “Medical Ethics” was coined by a British physician Thomas Percival (1794) and the title of his book was Medical Jurisprudence. The first “Code of Medical Ethics” implemented by the American Medical Association (1847) was an adaptation of Percival’s code.4 Mercier’s verdict (1936) in the French Court pronounced the contractual nature of surgeon–patient relationship. A histrionic shift in medical ethics was witnessed in 1970s consequent to better alertness about “procedural justice.” Thereafter, medical ethics slowly reconfigured itself as “bioethics.” Currently, aesthetic surgery is passing through an identity crisis as well as an acute ethical dilemma.5–10

Bioethical Principles in Aesthetic Plastic Surgery

Conforming to the beliefs of “Biomedical Ethics”8–12 there are well-defined standards to serve as the ethical basis of a current aesthetic surgery practice.

Autonomy: Each person has a fundamental right to self-determination or self-governance and to accept or refuse any proposed procedure.

Beneficence: Should promote only what is good for the patient. Beneficence is the only fundamental principle of medical ethics.

Compassionate care: Patients who are conscious about their appearance and who feel socially disliked are the most probable to benefit from aesthetic surgery.

Dignity: Need to ensure that patients’ expectations toward the result are realistic.

Non-maleficence: Primum non nocere.


•Every physician is duty-bound to cause no harm to the patient. It is more important not to harm your patient than to do them good.

•Each of the patients is to be treated ethically on an equal opportunity basis.

•Risk-and-benefit analysis of aesthetic surgery necessitates a protective approach.

•If the procedure is not in the patients’ best interests, the surgeon has the right to decline to perform the procedure.

•Aesthetic surgery undertaken by physicians with no recognized qualification or training is a gross violation of the ethical principle of “Non-maleficence.”

•A physician has to be equipped with skills to cope up with bad news, treatment failures, patient suffering, medical futility, and death.


Consent and Regulation

History of Surgical Consent

Atrocities committed at Nazi concentration camps during 
the Second World War (WWII) faced intense criticism from the society. The doctors became targets of public condemnation for conducting nonconsensual trials on patients. “Nuremberg trial” was momentous for the cohorts of informed consent, a term which later formed the “keystone” of policies for human experimentation.13 The idea that physicians should fully inform patients about medical details in order to aid in their care dates back to the American doctor Hooker (1849), but was not adopted into practice. Consequently, Helsinki Declarations I and II (Modern Version of Hippocratic Oath), adopted first in 1964 at the 18th World Medical Association (WMA) General Assembly, Helsinki (updated last in 2013 at the 64th WMA General Assembly, Brazil), became WMA’s best-known ethical doctrines for medical research involving human subjects.14,15 The Bolam judgment (1957), Bolam v/s Friern Hospital Committee, often referred to as “Bolam criteria,” established that standard of care should be judged by an appraisal with the views of an accountable organization of doctors, and adduced revolutions in the law governing the duty of doctors on disclosure of all information to patients regarding risks.16 It also incorporated a physician’s obligation to take rational care to assure that the patient is aware of material risks involved in any recommended treatment and of any equitable alternative or variant. It secured the foundation for the concept of “Informed Consent.”

In case of Sidaway v/s Bethlem Royal Hospital and Others (1985), it was observed that “doctor’s duty is to exercise rational skill and care with a duty to inform patients during the process of gaining consent” as per the provision of the standard of information agreeing to the “Bolam criteria.”17

Consent for Surgery

“Consent” for any surgery or invasive procedure is defined as “anticipated and firm authorization to acquire an explicit treatment, based on sufficient material information provided towards the expected progress and risks with the possibility of its success and alternate options to it.” The word “consent” (an essential obligation) means controlled contract and approval to definite treatment that is free of coercion and deception. “Consent” is perhaps the only principle that runs through all aspects of healthcare provisions today. For any legitimate and effectual consent, three constituents have to be mandatorily included:18–20


•Capacity: Capability to understand all the information on the forthcoming fears of his or her decision-making ability and aptitude.

•Disclosure: Offer all possible information pertinent for taking decision. (Written consent needs to be printed in common man’s language in the local vernacular script.)

•Voluntariness: Right to exercise his or her decision-making capacity without being exposed to outside force such as intimidation, manipulation, or unjustified influence.


As defined in the Medical Consent Act of 1999 by the General Assembly of Commonwealth of Pennsylvania,21 a parent or legal guardian of a minor may confer upon an adult person, who is a relative or family friend, the power to consent to medical or surgical treatment on minor under the supervision of a physician, licensed to practice, and to exercise parental rights to obtain records and information. In the Indian setting, the relationship between a surgeon and his or her patient is a contract and thereby covered under the Indian Contract Act (1982) and the Indian Penal Code. The Medical Council of India, Section 7.16 defines: before performing an operation the physician should obtain in writing the consent from the husband or wife, parent or guardian in the case of a minor, or the patient himself as the case may be.22 Owing to a lack of proper guidelines in Indian consent laws, hospitals and doctors face a dilemma about the best course of action in many gray areas, which needs to be rectified by the concerned professional regulatory bodies.

Modern medical education tends to discourage physician paternalism while emphasizing the importance of patient autonomy and beneficence; however, these two principles are often at odds with each other. It is symbolic of the legal and ethical expression of the basic right to have one’s autonomy and self-determination. Any surgeon who performs an operation without a valid consent will be liable under both tort and criminal law and the consequences would be payment of punitive damages, imprisonment, or both.23

Consent can be given in the following ways:


•Advance consent: Consent given by a patient in advance.

•Expressed consent: It may be oral or written. Despite both consents being of equal magnitude, written consent is considered superior due to its evidential value.

•Implied consent: It may be implied by a patient’s conduct. Anyone coming for consultation on his or her own volition amounts to implied consent for a clinical diagnosis. However, if the assessment involves an examination of the private parts or genitalia, it is suggested to obtain the patient’s permission orally.

•Consent and age:

➢Children <12 years: Consent of the parents or guardian only.

➢Children between 12 and 18 years: Consent of both, the patient and parents or guardian.

➢Adult patient above 18 years: Consent of the patient only.

•Proxy consent: Proxy consent for a minor, incompetent, emergency patient or dead person can be taken from spouse or blood relatives or other relatives, biological parents or guardian, teacher or warden who brings the child to the doctor, or a stranger who brought such a patient (e.g., in accident cases) or the Medical Superintendent or the person nominated in an Advance Medical Directive.

•Surrogate consent: Generally, courts have held that consent by family members with written authorization by two doctors sufficiently protects the patient’s interest.

•Tacit consent: It means implied consent understood without being stated.


Signature of a witness must also be taken in all the written consents.18–23

Condition of Legal Consent


•Surgeon is legally bound to extend truthful information and to ensure the understanding by patient and witness.

•A mentally competent patient has the right to refuse to consent to treatment for any rational or irrational reason or no reason at all, even if he or she could die or suffer from significant harm as a result of this choice.

•It is better to underpromise and overdeliver than to overpromise and underdeliver.

•The patient ought to understand risks, benefits, and cost of the procedure, including the risks of not having the procedure.

•If the patient’s expectations are unrealistic and unattainable, it is better to say “NO” and clarify that they cannot be achieved.


Informed Consent

“Informed Consent” was a ceremonial expression used by attorney Paul Gebhard (1957), on behalf of American College of Surgeons in a malpractice suit at US Court.24,25 It was argued that (Fig. 4.1):
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Fig. 4.1 Sample for informed consent in aesthetic surgeries.



•A patient agrees to a health intervention based on his or her understanding of it.

•The patient has multiple choices and is not compelled to choose a particular one.

•Consent incorporates giving authorization.


Informed consent is included in the doctrines of Article III and IV of the Indian Constitution, which enshrine human rights. Articles 21, 32, and 36 to 51 authorize that personal freedom is sacrosanct and no one can be forced to undergo a particular treatment, unless complied by legal condition. Article 14 guarantees Equality before Law including identical protection of not only any citizen of India, but also all the people within the territory of India.25 Any procedure performed without effective informed consent amounts to a breach of the rights to self-determination regardless of improvements in the patient’s health. Regrettably, most malpractice claims are not results of technical faults, but are due to inadequate communication between the patient and the surgeon.26–28 “Adequate information” must be furnished by the doctor or a member of the treating team. Informed consent is a keystone of patient-surgeon liaison and respect for autonomy. No one can consent on behalf of a competent adult. “Informed consent is meant to protect people from being coerced into decisions that someone else thought were in their or the state’s best interest.”29–31

Informed consent is the legal obligation of a healthcare provider to educate the patient about the potential benefits and harms of a treatment, while shared decision-making highlights the implication of a scrupulous discussion of all options available to a patient, allowing the patient to direct the treatment decision that is most consistent with his or her values. Consent given for a specific treatment or a procedure will not be legitimate for conducting any other procedure. Any additional procedure may be performed without consent, only if it is necessary to save the life or preserve the health of the patient and it would be unreasonable to delay until the patient regains consciousness and takes a decision. Any consent obtained during the course of surgery is not acceptable.25–31

A fresh, written, informed consent must be obtained before every surgical procedure including a re-exploration procedure. Informed consent for anesthesia must be taken by the anesthesiologist as only he or she can impart essential anesthesia-related information and explain the risks involved. Video recording of consent can be done with prior approval.


•Informed consent is mandatory and more than just a signature on a form.

•Potential risks and benefits must be conveyed for all procedures including aesthetic surgery by sharing all evidence the patient may need to comprehend the benefits and risks of the proposed and all possible alternative procedures.

•Patients receiving both oral and written statements retain higher recollection about the risks of various techniques compared to patients getting only verbal communication.

•When a person signs a legal consent for any surgical process but subsequently feels that he or she did not truly consent and can demonstrate misinformation provided to them at the time of signing may annul the said consent’s authenticity. Regretfully, a person might challenge the legitimacy of the consent at a future date, claiming that he or she had understood the significance of the consent but had failed to fully apprehend the concerns.


Informed Consent and “Informed Refusal”

An informed consent is the origin of “informed refusal.”25–31 Informed refusal is a newer principle that could be considered the reverse of informed consent, but is less talked about. The law endorses the credence that refusal is a patient’s right. For instance, a patient who is well-versed with the facts, possible treatment, and risks can refuse to proceed with the treatment for some reason. An informed refusal, in its entirety, demands realistic disclosure of all probable risks linked with not pursuing the suggested treatment.

A critical feature of informed refusal is defense against malpractice litigation; thus, an “informed refusal” must be well documented and be added to the patient’s medical record. It is suggested to clarify details in a simple way or use a translator if there is a language barrier between the parties. Informed refusals should ideally be signed in the presence of a witness for verification purposes. A patient can withdraw consent while the procedure is being performed and the doctor is obliged to stop unless stopping the procedure puts the patient’s life at risk, in which case the doctor has to stop once that risk no longer exists. The procedure can only continue once the patient’s concerns are addressed and resolved and he or she agrees to the same. Professional indemnity will not cover lapses in attaining a valid consent as a lack of it is considered to be intentional error or omission.25–31

Informed Consent for Use of Images on Social Media

Casual sharing of images, photographs, and videos divulging intricate anatomy and operative details on social media or live TV shows amounts to violations of the ethical code of professional conduct, etiquette, and ethics regulations of Indian Medical Council.22 The Social Media Task Force, instituted by American Society of Plastic Surgeons (ASPS), underscores that “no communication with the public be false, fraudulent, misleading or deceptive.”32–34 Images placed online entail the patient’s consent, with prior information that once posted online, the images might be perpetually discoverable.34 Patients have every right to reject utilization of their private images. With additional advancements in digital technology, social media grows to be a crucial component of modern life and thus allows publicity and display tools with caution to observe customary social media rules.34–37 A recent survey concluded that 59 to 70% of patients planning plastic surgery portrayed the Internet as a useful medium for assessing surgeons and understanding surgical procedures. Almost 60% of plastic surgeons opined that the Internet and social media have proved valuable for the running of surgical practice.34 Apart from the eternal online presence of photographs, videos, or blog posts, surgeon or patients must also understand the following:34–37


•Surgeons have no control over posted content and it can be circulated to unintended viewers.

•Surgeons should offer the opportunity to assess photographs or videos prior to posting online.

•Must obtain consent for the use of photos on social media at the time of operation.

•It also implies a “quid pro quo” that could put the patient in a position in which he or she does not want to dissent for fear that they are not living up to their implicit “bargain,” wherein precision of the surgery merits a return from the patient by consenting to social media posts.


Even if the Internet provides ample information, it cannot replace the face-to-face consultation which always should remain a detailed process, covering both the risks as well as the limitations of alternative procedures. Patients regularly perusing reality TV reported a larger influence from TV media to pursue surgery, with surgery reality shows seemingly representing reality.38 Social media plays a big role in our lives today. Remember that even if you have secured your settings for who can view your postings, all of your information is being collected, mined, and stored on the social media platform servers—perhaps is stored forever. 

Most social media platforms don’t delete user data as at the moment; posts and photos exist in perpetuity. Data are everywhere not just on social media but most of the Cyber Space. Think before you shout. Because the echo is forever.


•All social media platforms lack privacy and that content will exist forever. 

•Maintain a professional boundary between you and your patient.

•Protect patient privacy and confidentially at all times.

•Obtain consent for uploading a video or image even if the patient is not directly identifiable.

•Truthfulness and accuracy are simple standards and should be upheld as much as possible.


According to the guidelines of 2011 by American Medical Association (AMA): “physicians must recognize that actions and content posted online may have negative effect on their reputation among patients and colleagues, may have consequences for their medical careers and can harm public trust in the medical profession.” Many surgeons are resorting to platforms such as Instagram, Facebook, and Snapchat. This sort of exposure has enlightened a greater number of potential customers to different aesthetic surgeries, allowing people to easily find, observe, and compare procedures to correct perceived body or facial imperfections.36–38 Privacy of the patient and health condition is non-negotiable. Health information is considered among the most sensitive information.39 Special permission is necessary for use of an image for any media communications and promotions. Once granted, this permission is extended to all images, including photographs and videos. 

Posting about Patients on Social Media Unethical “Medutainment”

Using the patient–physician relationship as a source of entertainment, sensationalizing a procedure for the audience in order to increase notoriety or attract patients is often disguised as efforts to educate the public, to enhance learning and to allay patient fears regarding surgery. This is not responsible marketing, it is unethical and utterly demeans the surgeon’s protective duty toward the patient as does objectifying women.40 However, individuals can modify or withdraw their consent in writing at any time. Social media use is crucial for many surgeons and tremendous openings are created for educating patients, advertising, and interactions. Diligently avoiding The HIPAA violations is an important part of upholding online efficiency. The Privacy Rule strikes a balance that permits important uses of information, while protecting the privacy of people who seek care and healing.40–42

Importance of Photographic Records and Documentations43–45


•The photographer must ensure that the end product of his photography is treated with the same respect as is accorded to other records of the patient.

•Every patient has a right to refuse to be photographed or to withdraw consent. If a patient decides to withdraw consent, the records must not be used.

•Preoperative photography is obligatory for each and every patient to record any pre-existing asymmetries or defects.

•The patient may notice the asymmetry postoperatively and may attribute it to the surgery.

•In case any intraoperative or postoperative complications develop, it is vital to maintain a full record including photographs of all meetings, detailing the progress of the treatment.

•In case of a legal proceeding in court, these photographic records of complications and treatment are sole admissible defense and will save the surgeon from most liabilities.

•The Medical Council of India (Professional Conduct, Etiquette and Ethics) Regulations, 2002 (4) states that every physician shall maintain the medical records pertaining to his or her indoor patients for 3 years from the date of commencement of the treatment.22

•Disposal of any unwanted photographs is another aspect of confidentiality and there is a need for good net security in hospitals.42–44


As per the recent Medical Photography Policy towards Best Practice, developed in response to the British Standards Institution (2014) and Institute of Medical Illustrators (2018):45 All images taken of patients constitute a part of the patient’s record irrespective of who has taken the photograph or what device has been used. Clinicians are not permitted to keep personal collections of patient recordings which are not sufficiently consented or recorded in the first instance. Reproduction or copies of recordings may be provided to clinicians for teaching purposes, provided sufficient consent has been sought (Section 7). Reproduction recordings must be transported securely (Section 19) and always stored on secured media devices.


•Any unauthorized photography is a criminal act breaching the General Data Protection Regulation (GDPR)/Current Data Protection and Sections 2 and 8 of the Human Rights Act. The patient has the legal right to expect that their recording(s) is treated in accordance with the Caldicott Principles and that they will be managed appropriately at all times.

•Confidentiality is patient’s right under the GDPR and may only be waived by the patient or by someone legally entitled to do so.

•In all cases of clinical recordings, care must be taken to respect the dignity of the patient and to be aware of the religious beliefs and ethnicity of the patient.

•Recordings of the unconscious patient may be taken, provided that informed consent is obtained beforehand or retrospectively.


Legal Concerns on Use of Media in Aesthetic Surgery

Post-PIP Scandal, there has been a mounting demand for execution of strict regulations on cosmetic procedures including Botox and dermal fillers as well. France enacted the “Kouchner law” in 2002 and the UK government published the “Keogh Report” (by NHS medical director Professor Sir Bruce Keogh) in April 2013.46 The Care Standards Act 2000 introduced autonomous Healthcare National Minimum Standards for aesthetic surgery clinics which was amalgamated by the National Care Standards Commission in England and was replaced by the “Care Quality Commission” under the Health and Social Care Act 2008, sections 62 and 63.47.

Aesthetic/Cosmetic surgery tourism is a fast growing market and in a global society the reasons for seeking cosmetic surgery abroad may vary significantly. As Sir Bruce Keogh’s review of the industry recently reported, rising demand for cosmetic enhancement has been driven by a number of socio-economic and technological factors, leading to the normalization of serious and potentially harmful cosmetic interventions. In response to the Keogh Review, there have been some developments but not enough to fully protect the cosmetic surgery consumer. 


•The General Medical Council also issued new guidance which sets out the standards they expect from doctors who provide cosmetic interventions, including stipulations to market their services responsibly, seek a patient’s consent themselves rather than delegate this to somebody else and consider patients’ vulnerabilities and psychological needs when making decisions with them about treatment options. While this presumably will not do anything to prevent poorly qualified doctors from offering their services as a cosmetic surgeon, it will, at least, allow prospective consumers of cosmetic surgery services to ascertain whether the surgeon in question is appropriately qualified. 

•This could look like the model in France where, following the enactment of the Kouchner law 2002, regulation is much stricter, consent procedures are far more detailed, and additional safeguards regulating advertising and requiring a ‘cooling-off’ period, to allow the consumer to reflect on the decision, have been brought in.

•The Royal College of Surgeons, UK (2016) incorporated a new regulation to guard patients undergoing aesthetic surgery from “aggressive marketing.” It also included the initiative to make a roster of duly certified surgeons, who are suitably qualified to take on definite procedures.

•Issues arising from reality TV shows that project distortion and misinterpretation of surgical results, thus infringing upon the informed consent process and autonomy.

•No communication made with the public should be false, fraudulent, make unjustifiable claims of results, and should not misrepresent one’s level of expertise, professional qualification, etc.

•Postings on social network are not to reveal distinctive personal information about patients. Identifying marks or tattoos should be covered or eliminated and all metadata attached to images must be scrubbed to prevent patient identification.

•Body parts not essential for understanding the procedure shown should be deleted.


Importance of “Cooling-off” Period


•The “cooling-off” period is the mandatory minimum time between the consultation where the proposed treatment and its risks are explained and the consultation wherein the decision is taken to proceed with the treatment or otherwise.

•Patients should be examined preoperatively by the surgeon himself or herself and be provided with full and transparent written and verbal information on the procedure and the potential risks.

•The decision to undergo the procedure should be voluntary and the doctors must not pressure patients to make rushed decisions which they may end up regretting, and they must give the patients enough information so they can make an informed choice.

•This two-stage consent with a “cooling-off” period encourages a period of reflection during which the patient has the opportunity to consider the full implications of the proposed procedure and ask additional questions before embarking upon the treatment. This is to avoid hasty decisions and the patients must be told that they can change their minds about whether to proceed with treatment at any point.

•The time frame which depends on the level of invasion and risk of a procedure is specified for each modality and may vary from country to country. The defined “cooling-off” period is mandatory and cannot be decreased, even at the patient’s request. In France, a cooling-off period is set even for Botox and dermal fillers.47

•In cases where a cosmetic surgery patient is not given a “cooling-off” period, the patient may be entitled to later make a claim for cosmetic surgery compensation.

•Knowing that the procedure may be deficient to honor the targets of a patient with BDD (body dysmorphic disorder), a plastic surgeon “ought not to perform” the operation. This is because mutually understood and agreeable expectations cannot be fulfilled within the patient–surgeon relationship.48–50


Body Dysmorphic Disorder

BDD is defined as an obsession with an inexplicable or trivial flaw in physical appearance and is a “mental disorder.”48–50 People with BDD consider themselves as to be ugly or deformed, avoid social interactions, and look at surgery as a remedy to improve their self-image. Many patients with BDD repeatedly consult specialists, including plastic surgeons or dermatologists, in pursuit of a panacea to mend their physical appearance. The exact origin of BDD is not known, but is common during the teen years or early adulthood. Most experts agree that many cases of BDD go unrecognized. One red flag to doctors is when patients repeatedly seek plastic surgery for the same or multiple perceived physical defects.

Average onset is 16 years of age (American Psychiatric Association, 2000). While BDD is prevalent in approximately 2% of the general population, the prevalence may be as high as 7 to 15% in the plastic surgery population. According to a major analysis of cosmetic surgery, done by the Medical Defense Union (MDU), an increasing number of patients are suing plastic surgeons over faults during operations designed to improve their appearance.

Common areas of concern for people with BDD48–50 include skin imperfections including wrinkles, scars, acne, and blemishes, and facial features often involving the nose, but it also might involve the shape and size of any feature, or any visible scar or disfigurement. Patients with such personality disorders will have unrealistic expectations and regardless of the outcome will continue to be irresolute. Thus, proposing aesthetic procedures may not serve the interests of such patients.

Obligation of Results

In case of obligation of results, the surgeon is expected to comply with the commitment to reach a specific result. For the obligation of results, the guilt is irrelevant for contractual breach, being enough for the patient to prove that there was no performance that was promised, but not fulfilled by the obligator.51 The obligation of means does not require the concrete result of a purpose, but the commitment to employ all care and techniques available for achieving the desired results. The patient is responsible for proving that the obligator did not comply with the obligation. Furthermore, even if a plastic surgeon eventually commits to the achievement of certain results, the nature of the obligation is not defined by it, and there is no change of the legal category, which is still the same obligation of providing a risky service, even if it is performed due to force majeure.

Teen Aesthetic Surgery

They think like adults but behave like children.52–54 When teens and young adults are considering aesthetic surgery, surgeon must consider both the psychological and physical maturity of young patients seeking aesthetic procedures and ensure that the patient possess the intellectual maturity to understand what is involved in the procedure(s), as well as the risks that are inherent in both the surgery and the anesthesia to be administered.53 Equally important is determining whether the patient’s expectations are realistic. According to the American Society for Aesthetic Plastic Surgery, in 2017 more than 229,000 cosmetic procedures, such as nose reshaping, breast lifts, breast augmentation, and liposuction, were performed on patients between 13 and 19 years of age. It is recommended that teenagers discuss potential cosmetic surgery with their parents before consulting a doctor. A significant number of surgeons choose not to perform certain cosmetic procedures on anyone under the age of 18. They feel that young people’s bodies are not yet fully developed, and their considerations are still emotionally immature; consequently, teenagers may be contemplating cosmetic surgery for less than valid reasons. Nevertheless, many teenagers benefit from certain cosmetic procedures. It was not until 2004 that the American Society of Plastic Surgeons clarified its position against breast augmentation for patients younger than 18 years. The FDA guidelines suggest waiting until 22 years of age before using gel implants. Only, very essential surgery should be done for teenagers. The consult should be done in the presence of a parent, and even if the teen is above legal consenting age, parental supervision is still needed. A cooling-off period, informed consent under parental supervision, and time to rethink are essential. If a problem is severe enough to cause psychological problems, a psychologist can help in arriving at a decision.52–54

Medical Tourism and Aesthetic Surgery: Perils and Profits

Medical tourism in India is growing at a predicted rate of 30% giving it the fourth or fifth position in top global destinations of medical tourism, aesthetic surgery being a part of it. India is experiencing a deluge of medical tourists from the United States, United Kingdom, Canada, Europe, and countries of the Asia Pacific region due to its low cost and high-quality medical services with no or little waiting time. However, a recent survey in Plastic Surgery News raised concerns: “but safety is in question.” Scores of hospitals in India are accredited and follow exacting compliance with quality and safety norms as approved by international organizations. The Indian government actively supports medical tourism. It provides “M” multiple entry visa for medical tourists, with validity up to 1 year, and has offered tax breaks to hospitals catering to medical tourists. Globalization has further smoothed the growth of medical tourism. Several challenges including post-treatment care, lack of uniform standards, brain drain, and increased expenses for local people call for immediate attention. While the exact motives for seeking cosmetic surgery abroad may vary, the most common reason is finance.55,56

When a person elects to travel abroad to undergo cosmetic surgery, the usual risks of surgery may be magnified on account of various causes. Yet there is little clear evidence to suggest that cosmetic surgery abroad is necessarily dangerous. In a recent study “Sun, Sea, Sand and Silicone,” a fruitful attempt was made to track women from different countries, who were undergoing cosmetic surgery in foreign countries. Stark cultural variances were observed in their inclinations and decisions regarding procedures. Sixty-six percent of them were travelling to India or Thailand for breast augmentations and 88% were opting South Korea for eyelid, jawbone, and nose surgery. Those considering traveling to another country to undergo a cosmetic procedure should know the risks associated with the procedure beforehand and ensure that their doctor’s facility is licensed in that country. Despite the accreditation strategies, physical safety and legal protection of medical tourists are still uncertain.

Effects of Stress on Economy and Disasters

Plastic surgeons have complained of working harder for the same or lesser income in recent years. A recent survey postulated that incomes of plastic surgeons have remained steady despite plastic surgeons increasing their surgery load by an average of 41% over the last 10 years and that plastic surgeons have adjusted their practice profiles in recent years.57–59 They have increased their caseloads and shifted their practices toward cosmetic surgery, most likely with the goal of sustaining their income. The strategy appears to have been successful in the short term. Challenges and competition among plastic, cosmetic, reconstructive, and other providers are getting all the more intense. Uncontrolled cosmetic and aesthetic services are an international frontline for surgical, minimally invasive, and nonsurgical options, with several players including Ophthalmology, OBorGYN, ENT, as well as medical spas. Overcoming these undercurrents requires a strategy with a solid foundation: head-and-shoulders above the competition. The analysis reveals that an additional number of surgeons lead to lower fees as most patients are considered to be price-driven. Such a situation is conducive to discounting or EMI and is on a path of even becoming the industry norm. Increasing competition and falling prices for aesthetic surgery may not be a passing barricade for incomes of plastic surgeons unless proactive measures are taken.58 As per a recent survey by the American Society of Plastic Surgeons (ASPS): The growth was driven largely by increases in minimally invasive procedures, 
(i.e., Botox, lasers, and soft tissue fillers). It was concluded that a balance of two types of procedures might be the best strategy. “A purely minimally invasive practice seems to be vulnerable to fluctuations in the economic windfalls, while a purely surgical practice would remain unaffected.” According to Global Data, a data and analytics company; between 70 and 100% of all the aesthetic procedures performed in the United States are either delayed, postponed, or canceled due to a global pandemic situation like 
Covid-19. These situations may arise in future as well, and we need to adapt to the regulations, as they are considered to be elective and nonessential.58

Physician–Patient Sexual Relationships

A registered practitioner must not only act professionally but also be seen to act professionally (Chapter 7.4 of Ethical Code of Conduct, Etiquette and Ethics Regulations—2002 updated 2016).22 A physician, being in a position of trust and power, has a duty to act in the interest of his/her patient. She or he must not indulge in any intimate sexual act with patients or exploit them in any manner. The American Medical Association60 has termed any sexual contact with a concurrent patient or a relative of the said patient as professional misconduct. It states that a physician should terminate the professional relationship before initiating a dating, romantic, or sexual relationship with the concurrent patient. Sexual or romantic relationships with former patients are unethical if the physician uses or exploits trust, emotions, or influence derived from the previous professional relationship. Across the world and practically by all Ethical Boards and Societies: Physicians who enter into sexual relationships with their patients face the threats of deregistration and prosecution. There are many instances wherein physicians have been struck off the register of the General Medical Council (UK) for such violations.61 In Canada, if a physician engages in sexual activity with a current patient and does not terminate the professional relationship, it is considered sexual misconduct by provincial medical regulatory colleges, even if the relationship is consensual. The Medical Board of Australia, in its guidelines on sexual boundaries in the doctor–patient relationship, calls any sexual relationship with a patient, regardless of the patients consent, as unethical and unprofessional.61–65


•Sexual misconduct is an abuse of the doctor–patient relationship and can cause significant and lasting harm to patients.

•Patients have a right to feel safe when they are consulting a doctor.

•Sexual relationships between surgeon and patients can conflict with the fiduciary responsibility (legal or ethical relationship of trust with one or more third parties).61–65


Sexual Boundary Violation

Any form of sexual relation between physicians and patients is considered sexual abuse.61–65 A bench of Chief Justice of Delhi High Court in 2018 directed the Medical Council of India to adopt “guidelines on sexual boundaries for doctors” framed by the Indian Psychiatric Society (IPS) to be followed by medical practitioners while examining and treating patients: IPS Task Force has well-defined guidelines for Sexual Boundary Violation (SBV): “elephant in the room.” It was concluded that sexual relationships between physicians and patients always harm both the patient and the physician. Trust, which is central to an effective physician–patient relationship, is inevitably damaged.62


•In view of the power gradient that exists in the doctor–patient relationship, the onus is on the doctor to ensure he or she does not enter into a sexual relationship with a patient.

•The doctor should not touch a patient inappropriately under the guise of a physical examination for his or her own sexual gratification.

•For whatever reason, if a doctor feels it imperative to have a romantic or sexual relationship with a patient (if this does not involve the breaking of any laws), then the doctor should ensure the patient’s care is “handed over” properly to another doctor.

•Any nonconsensual sexual activity would amount to sexual abuse or molestation or rape and doctors would be chargeable under Indian Penal Code Section 376-C (d), which relates to sexual abuse, sexual molestation, adultery, and sexual harassment in the workplace.

•Similar care should be extended to communications with students, colleagues, and other professionals in the multidisciplinary team.


From the above it can be concluded that it would be inappropriate for the physician to get involved in any kind of intimate relationship with their patient whether consensual or not. It would not only attract penal provisions but will lead to professional misconduct resulting in suspension of license. Doctors need to be aware that SBVs can occur in all gender dyads.

Medical Malpractice Insurance: Aesthetic Surgery

Medical malpractice insurance is a critical part of practicing medicine and more so for aesthetic surgery procedures. It has been noted that compared with other specialties, plastic surgery has one of the highest proportions (13%) of physicians facing a malpractice claim. Multiple studies have shown that breast-related surgeries account for 37% of overall claims against plastic surgeons, making it essential for physicians beginning their practices to have an understanding of the types of malpractice policies available.66

Two primary categories are occurrence coverage and claims-made coverage.


1.Occurrence policies provide coverage for events insured during the specified policy period. This is the more expansive, since there is no cap on the extent of time that passes before a claim is made. Thus, such policies are riskier for insurers and the most expensive for policyholders.

2.Claims-made policies provide coverage for insured events as long as two conditions are met:

a.The insured event has occurred.

b.The policyholder reports the event within the specified coverage period. Premiums for claims-made policies are much more reasonable than the premiums for occurrence policies.

Surgeons can obtain separate and additional coverage to claims-made policies through tail coverage, which provides coverage for claims reported after the policy has expired or been canceled. Nose coverage protects physicians for events that took place before a policy took effect.

In India, most of the service providers do not cover aesthetic/cosmetic surgery procedures and it is vital to read the policy document very carefully. Also, almost all indemnity policies do not cover legal defense in criminal cases. The factors that are most important in standard, standalone policy of any professional insurance company are:


•Sum insured.

•Premium payable and often insurance companies refuse to pay for legal defense.

•The minimum deductibles.

•In the professional indemnity policy, you need to be aware of the AOY:AOI ratio (any one year: any one 
incident). The ratio is generally either 1:1 or 1:2 or 1:4:66

➢If the ratio is 1:1 then you are covered for the entire 100% for any one incident.

➢If the ratio is 1:2 then for one year you are covered for 50% of the sum insured for one incident.


Important Applicable Legislation and Law

A. IPC section 354B; use of (criminal) force to woman with intent to disrobe: Any man who assaults or uses criminal force on any woman or abets such act with the intention of disrobing or compelling her to be naked shall be punished with imprisonment of either description for a term which shall not be less than 3 years but which may extend to 7 years, and shall also be liable to fine.

B. IPC Section “376C; (d)”: Whoever, being on the management of a hospital, abuses such position or fiduciary relationship to induce or seduce any woman either in his custody or under his charge or present in the premises to have sexual relationship with him, such sexual relationship not amounting to the offence of rape, shall be punished with rigorous imprisonment of either description for a term which shall not be less than 5 years, but which may extend to 10 years, and shall also be liable to fine.

C. Sections 80 and 88 of the IPC (Indian Penal Code) contain defenses for doctors accused of criminal liability. Under Section 80 (accident in doing a lawful act) nothing is an offence that is done by accident or misfortune and without any criminal purpose or awareness in the doing of a lawful act in a lawful manner by lawful means and with proper care and attention.

D. In Section 88, a person cannot be accused of an offence if she or he performs an act in good faith for the other’s benefit, does not intend to cause harm even if there is a risk, and the patient has explicitly or implicitly given consent.

Landmark Court Judgments

A. The Supreme Court of India in the case AIR 1989 SC 1570 held that if a doctor has adopted a practice that is considered “proper” by a reasonable body of medical professionals, who are skilled in that particular field, he or she will not be held negligent only because something went wrong. It was further laid down that when a doctor is consulted by a patient, the doctor owes to his or her patient certain duties which are:


•Duty of care in deciding whether to undertake the case.

•Duty of care in deciding what treatment to give.

•Duty of care in the administration of that treatment.


Doctors must exercise a conventional degree of skill; however, they cannot give a guarantee of a cure or warranty of the perfection. If the doctor has adopted the right course of treatment, skills, and has worked with a method and manner best suited to the patient, she or he cannot be blamed for negligence, if the patient is not cured. The apex court interalia observed that negligence has many expressions: active, collateral, comparative, concurrent, criminal, gross, hazardous, active and passive negligence, willful or reckless negligence, or negligence per se.

B. The Full bench of Hon’ble Supreme Court of India in a case (AIR 2004, SC 4091: (2004) 6 SCC 42) concluded that extreme care and caution should be exercised while initiating criminal proceedings against medical practitioners for alleged medical negligence. In a well-drafted order, the apex court touched upon the idea that bonafide medical practitioners should not be put through needless harassment. The court said that doctors would not be able to save lives if they were to tremble with the fear of facing criminal prosecution.

“Medical profession is one of the oldest professions of the world and is the most humanitarian one. There is no better service than to serve the suffering, wounded, and the sick. Inherent in the concept of any profession is a code of conduct that underlines the moral values that govern the professional practice and is aimed at upholding its dignity. In the recent times, professionals are developing a tendency to forget that the self-regulation which is at the heart of their profession is a privilege and not a right and the profession obtains this privilege in return for an implicit contract with society to provide good, competent and accountable service to the public. It must always be kept in mind that a doctor’s is a noble profession and the aim must be to serve humanity, otherwise this dignified profession will lose its true worth.”
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Introduction

The concept of regenerative medicine within the scope of aesthetic plastic surgery is the idea of restoring one’s youth, and improving beauty and function using or stimulating the body’s own cells and tissue. The term “regenerative medicine” was first coined by Dr William Haseltine in 1999 when he used it to describe advancements in tissue engineering to replace human tissue.1 For facial aging, it has been recognized that volume loss, soft tissue descent, dermal thinning, and sun damage are the main physical signs of aging, and these findings have created a shift toward rejuvenation through serial replacement and regeneration of lost and damaged tissue. Although fillers and implants have been used for this purpose, volume enhancement by fat is ideal as it is natural, easily obtained, autologous, and biocompatible.2 In addition, fat graft has been shown to improve the quality of skin and improve scars, contractures, and radiation damage.3 Furthermore, it is an appealing principle of plastic surgery to replace “like with like.”4

The idea of fat grafting and its reparative and regenerative properties were first described by Neuber in 1893 when he used autologous fat harvested from the arm to fill depressed facial scars.5 Lexer, a craniofacial surgeon, published on the use of fat grafting for different anomalies including posttraumatic, hemifacial microsomia, knee ankylosis, and in conjunction with tenolysis.6,7 Fat harvest was done surgically and later by sharp curettes, but true noninvasive liposculpture was first invented by Giorgia Fischer and his father Arpad Fischer in 1974, when they designed the first suction cannula system to harvest fat.8 Illouz modified it to blunt cannulas and he was one of the first to use lipo-harvested fat as a filling product, calling it “fat cell graft.”9 In 1986, Ellenbogen utilized 4- to 6-mm “pearls” of sharply minced fat as particulate grafts to improve facial atrophy wrinkles, nasolabial folds, and for chin augmentation.10 However, all the published authors noted the unpredictable success of fat uptake, and it was not until Dr Sydney Coleman described a standardized technique of harvesting, preparing, and injecting fat in 1998 that structural fat grafting became popularized in aesthetic and reconstructive surgery.11,12 Coleman first described harvesting, processing using centrifugation (separating oil, blood, and fluid), and injecting using 1-mL syringes with small multiple passes.11 He stated that the key to long-term graft survival lies in the technique of “miniscule amounts,” thus increasing the surface area of contact of fat with its surrounding tissues.2

Fat Cells

Two different theories have been proposed to explain the mechanism of fat survival, namely “host cell replacement” and “cell survival theory.”13–15 In 1923, Neuhof and Hirshfeld founded the “host cell replacement theory” when they microscopically examined fat and found that the transplanted tissue underwent degeneration initially. These dying cells stimulated phagocytosis and transformation of “wandering cells” into embryonal fat cells with metaplasia into normal mature adipose tissue and sometimes connective tissue.16 Peer et al stated that the final amount of fat survival depends on the number of viable adipocytes that are grafted and then survive.17 We now know that aspirated adipose tissue is made up of two constituents, adipocytes with lipid inclusions and the progenitor cells.13 Studies on adipocyte viability have shown that mature adipocytes are more fragile and are susceptible to trauma and ischemia compared to the more resistant preadipocytes, which have a lower metabolic rate and need for nutrition.13,14,18,19 Experimental studies on transplanted fat pads in mice clearly showed three zones from the periphery to the center of the graft: the surviving area of 300 microns (adipocytes survived), the regenerating area (adipocytes died, adipose-derived stromal cells survived, and dead adipocytes were replaced with new ones) and the necrotic area (both adipocytes and adipose-derived stromal cells died).20 This and similar studies form the basis of grafting in small aliquots so that the fat cells are no more than 1 mm from a source of nutrition, i.e., a particle size close to 2 mm in diameter. After grafting, the surviving adipose tissue is long lasting as has been shown in many studies and borne out in personal experiences. Cohen et al showed progressive improvement in facial volume two years after facelifting combined with anatomical and regenerative fat grafting.21

Adipocyte-Derived Stem Cells

Adipocyte-derived stem cells (ADSCs) were first described by Zuk et al in 2001. He discovered ADSC from adipose tissue as an alternate source of adult multipotent stem cells.22 Unlike mesenchymal stem cells (MSC) derived from bone, ADSCs can be obtained relatively painlessly and in large quantities from fatty tissue and are easily processed. Fat tissue contains 500 times more MSCs than bone marrow; the number is mostly independent of host age.23 The ADSCs belong to the large group of MSCs that are present in several adult and fetal body tissues and share several common features.24 These cells have the capability of self-renewal and differentiating into other mesodermal derivatives including fat, cartilage, muscle, and bone as well as being induced to form endoderm and ectodermal tissues.22,25,26 ADSCs have become the most commonly used regenerative cell whether in native form or as culture amplified product.26 ADSCs secrete factors that promote angiogenesis and antiapoptosis and also have paracrine properties.27 They are immune modulating, anti-inflammatory, antifibrotic in addition to supporting cell proliferation and maturation when cografted with fat tissue.28,29 They may also reverse many of the toxic changes induced by radiation therapy; fat grafts and ADSC are beginning to be used to reverse radiation dermatitis and fibrosis.30

Stromal Vascular Fraction

ADSCs are found within the perivascular adipose stroma, and therefore need to be extracted from the surrounding stroma in order to be utilized. Fat tissue can be subjected to collagenase digestion and the resulting infranatant after centrifugation is known as stromal vascular fraction (SVF). It contains multiple different types of cells including ADSCs, pericytes, endothelial progenitor cells, hematopoietic cells, and fibroblasts.31,32 Mechanical dissociation of fat can also produce SVF, but at lower cell counts than enzymatic 
digestion.33 The regenerative properties of SVF are attributed to the many types of growth factors and cytokines that are secreted by the cells within the stroma, particularly when stimulated by ischemia. These growth factors stimulate and promote regeneration through angiogenesis, cell development, and new tissue growth.34,35 Studies have shown that SVF-enriched fat grafts, also known as cell-assisted lipotransfer (CAL), are retained better than just fat graft alone.36–39 A unique form of SVF was developed by Yao et al who describes SVF-gel which is a product that has been processed to have high concentrations of ADSCs and other SVF cells without the proinflammatory lipids, and has been shown to produce higher long-term volume retention and rejuvenation effects.39 Our preferred technique for enzymatic isolation of SVF is the Celution system (Lorem Cytori), mostly used in research studies. For mechanical SVF (not Nanofat), we use Lipocube (Lipocube, Inc.), which creates a cell aggregate SVF that approximates 80 to 85% of the cell counts with similar profiles and viability as enzymatically dissociated SVF.33

Nanofat

Tonnard et al first described the concept of “nanofat.” Their group mechanically emulsified fat tissue into a liquefied form without connective tissues and called it “nanofat” for facial rejuvenation.40 Tonnard et al’s group was able to isolate 1.975 × 106/100 mL of SVF cells by enzymatic digestion of their nanofat. Although lower than the cell count of enzymatically obtained SVF, it still contains a significant supply of SVF cells that can be injected through smaller gauge needles (27 gauge). One of the most commonly used mechanical isolation devices for nanofat production is the Tulip Nano Transfer kit (Tulip Medical, Inc.). This method consists of harvesting the fat to obtain 1.5- to 2.5-mm fat parcels using a multihole syringe cannula. These parcels are then made progressively smaller by serial passage through connectors (2.4, 1.4, and 1.2 mm diameters). The emulsified fat is then passed through a device with a two-layered filter of 600 and 400 microns, to reduce the size of the parcels to pass easily through a 27-gauge needle or 25G cannula. However, the overlapping small-sized filters actually trap more extracellular matrix, removing the component where the regenerative SVF cells reside, thus reducing the SVF content.

LipocubeNano was developed as a mechanical isolation device (Lipocube, Inc.) to maximize the amount of matrix and optimize the cell counts of the nanofat.33 It uses sharp blades inside a closed cubical device to “chop” the fat particles rather than squeeze them through progressively smaller channels and grids. In a comparative study by Cohen et al, LipocubeNano produced a cell count of 2.24 × 106/mL with a cell viability of 96.75%, while the TulipNanoTransfer method produced 1.44 × 106/mL with a cell viability of 96.05%. LipocubeNano produces three different fat products, millifat, microfat, and nanofat, which are used to perform structural grafting in the deep fat compartments, the superficial compartments, and dermis, respectively.33 This nanofat can pass through 27-gauge needles, penetrate skin when used with microneedling devices, and could be compounded with liposomal and/or exosomal transport vehicles into a unique biocreme for transdermal delivery.41

Platelet-Rich Plasma

Platelet-rich plasma (PRP) is another form of autologous tissue product that has been popularized for its regenerative properties. It was first described by Marx et al alongwith its use for growth factor enhancement in bone grafts in the oromaxillofacial specialty.42 PRP contains a high concentration of platelets, defined as a platelet count of 1 million/mL. The alpha granules in platelets contain multiple growth factors such as platelet-derived growth factor (PDGF) and vascular endothelial growth factor (VGEF) which are angiogenic, and transforming growth factor-β (TGF-β), epidermal growth factor (EGF), and fibroblast growth factor (FGF) which support cell proliferation.42 Platelets release these factors upon activation by a process of degranulation. In vitro studies have shown that PRP enhances proliferation of ADSCs in culture while in vivo studies have shown improved volume retention with the addition of PRP to fat grafts in some studies.43–47 The results have been conflicting in the literature due to inconsistency in the method of PRP preparation, dosing, and lack of objectivity in assessment of end points.48–50 Platelet-rich fibrin (PRF) is a new form of platelet concentrate and is called second-generation PRP that has been described as easier to utilize in the clinical setting than PRP, with studies showing improved fat graft retention when cotransplanting with PRF compared to PRP.51

Methods for Harvesting and Cell Preparation

Fat harvesting techniques depend on the amount of fat to be grafted, which can be divided into three categories: small volume (<100 mL), large volume (100–200 mL), and mega-volume (>300 mL).52 The objective of fat grafting is to harvest the fat with minimal adipocyte damage, process the lipoaspirate to eliminate cellular debris, oil, and any infiltrated solution, and safe injection of the processed fat with long-lasting results.

Donor Site and Preparation

The impact of donor site, if any, on the qualities of fat graft is an unsettled matter. The lower abdomen and inner thighs have been shown to have higher concentrations of ADSCs and higher expression of growth factors.53 However, other studies have shown that there is no significant difference in cell viability depending on donor site or long-term volume outcomes.54,55 The choice of donor site usually depends on the location of intended fat grafting for ease of positioning or patient preference and on the location which has most fat to be harvested. Tumescent infiltration as described by Klein in 1990 is used to make the harvest easy and as bloodless as possible.56,57

Methods of Harvest

Fat can be harvested by liposuction using either a pump or syringe or by direct surgical excision. Pump-assisted liposuction is a quick and effective method for harvesting large amounts of fat, but may be destructive to adipocytes.58 However, other studies have shown that when adding tumescent solution, there is no difference in cell viability or number of cells harvested between syringe and suction-assisted liposuction.59 Further in vitro studies comparing handheld syringe, suction-assisted lipectomy, and ultrasound-assisted lipectomy showed no significant difference in the volume of fat grafts harvested.60,61 Cannula size can also affect the graft viability; the larger the diameter of the cannula (6 mm compared to 2- or 4-mm cannulas) the less cellular damage there is, leading to higher graft viability albeit at the cost of greater donor site trauma and potential irregularities.62 Our preference for small volume harvesting is to use cannulas with 1.8- to 2-mm holes (Khouri Harvest Cannula, Marina Medical); for larger volumes, harvest is performed with a 4-mm basket cannula using a power-assisted liposuction device.

Waterjet-assisted liposuction is a technique where tumescent fluid is sprayed into the tissues as a fine jet that simultaneously dislodges the fat parcels and helps in extracting them gently swimming in fluid while also washing the fat. This results in a pure fluidy lipoaspirate that is easy to inject and has high cell viability.63

Microfat, Millifat, Nanofat

There are three recognized types of fat grafts dependent on size: millifat (parcel size <2.4 mm), microfat (<1.2 mm), and nanofat (400–600 μM), as described earlier.64 Millifat parcels are harvested using 2- to 2.5-mm cannulas with 1.5- to 2-mm holes. Micro- and nanofat grafts can be harvested through cannulas with 1.0 mm and 500-micron hole diameters or can be downsized from millifat with serial passages or a device like LipocubeNano. Millifat is used for deep structural and volume augmentations. Microfat grafts are used in the superior aspects of the SOOF, the subgaleal forehead, in certain areas of the nose, in the subcutaneous aspect of the perioral and chin tissues, and in other areas of superficial losses, including the hands. Nanofat is used as a graft in the lower subcutaneous region of the eyelids and in dermal rejuvenation.

Methods of Fat Processing

The goal of fat processing is to create a high concentration of fat to be grafted, maximize the number of ADSCs, preserve viable adipocytes, and remove debris and fluids while minimizing contamination. The lipoaspirate contains blood (which accelerates graft degradation), free oil, and cellular debris that need to be removed prior to injection to prevent inflammation at the injection site. The methods that have been used include centrifugation, filtration, washing, and gravity separation.60,65–67 There is no definitive consensus on which method is better in terms of volume retention.60,65 The Coleman technique recommends centrifugation at 3,000 rpm for 3 minutes. Centrifugation produces a force that puts positive pressure on the fluids and grafted fat; fluid being heavier moves peripherally, pushing the fat centrally. A distinction must be made between g force and rpm. The “g” force is the centrifugal force exerted on the fat by spinning. The force depends on the rpm, diameter of the device (length of the “arm”) and also the angle. Centrifuges may either be of fixed angle variety or the free-swinging type where the tubes project out at 90 degrees to the spin axis. It is better to calibrate the g force at specific rpm for a specific centrifuge to ensure common reporting standards. The optimal centrifugal force for fat grafting has been varied, with one study by Ferraro et al showing 250 g (1,300 rpm) with better density of adipose tissue, good cell viability, and preservation of progenitor cells while >3,000 rpm showed significant cell damage.68 Another study by Kurita et al recommended 1,200 g (3,000 rpm) as the optimal force.69 Small and medium volumes have also been filtered and partly “dehydrated” by filtering in gauze. A study by Salinas showed centrifugation at 1,200g and gauze rolling of fat to be equivalent with 91 and 90% cell viability. It is however tedious to process large volumes of fat by centrifuge or gauze. Large volumes are usually processed by gravity sedimentation in sterile jars or processed in commercial devices like the Puregraft (Puregraft, Inc.). The washed fluid fat is grafted by manual syringes or by reversing the vibration infusion system.

Adipocyte-Derived Stem Cells and Stromal Vascular Fraction Isolation

There have been several described methods for isolating SVF from aspirated fat and can be categorized as either enzymatic or mechanical. Our preferred method for enzymatic digestion is the Cytori method, a closed automated processing system (Cytori Therapeutics, Inc.). Compared to other systems, this processing system yields a higher percentage of endothelial cells, progenitor cells, and ADSCs per supply and reagent dollar spent.70

Our preferred mechanical method of SVF production is using the Lipocube technique. Mechanical disintegration requires 10 times less starting fat tissue compared to enzymatic digestion and delivers a high viable cell yield.71 The LipoCube kit allows for easy mechanical digestion at point of care. Once done, the homogenized material is centrifuged in a dedicated centrifuge (cell drive) to get the SVF pellet that can be resuspended to inject or supercharge the fat. This method can also be adapted for enzymatic digestion.

Platelet-Rich Plasma

Not all PRPs are equal due to diverse kits used to produce the product. Inconsistencies in the quality and composition have made evaluation of scientific material very difficult. A classification has been proposed based on qualitative parameters and another based on the quantitative aspect to define the “dose” of platelets delivered in any study.72,73 There are many available commercial kits to help process PRP but unfortunately differ in platelet concentration outcomes and purity. Additional factors such as the gauge of needles, speed of blood aspiration, type of anticoagulant, centrifugation speed, and the temperature during process (ideal 21–24°C) may all affect the quality.74 In general, double centrifugation systems give better purity and concentration of platelets than the single-spin systems. The practitioner is well advised to study these factors before choosing a system for his/her practice.

Methods of Reinjection

Fat grafting or reinjection of the harvested cells is based on the well-known principles of recipient site vascularity to improve survival of any grafted tissue.75 Fat grafts that are up to 600 microns away from a nutrient source either survive or get regenerated.20 Neovascularization is estimated to occur at about 1 mm/d. Khouri et al recommend graft size to be less than 2 mm to avoid central necrosis.76 Fat grafting may be done using syringes or by power-assisted devices. In the syringe technique, fat is injected only during withdrawal of the cannula and distributed in small aliquots or threads, fanning out to varying depths, tunnels, and planes.2,14 In order to increase the surface area-to-volume ratio of the graft to the vascular recipient bed, microaliquot injections are recommended, with no more than 0.1 mL injected at a time.2,77 The Coleman technique uses 1-mL luer-lock syringes, other injection devices such as the Cellbrush (Lorem Cytori) and automatic, computerized injection devices (Lipopen, Juvapen) are very effective alternatives. Pickle forks can be used to release scar bands prior to injection of the fat in scarred areas. A vibratory device without suction can also release and recruit tissue or one can use a skin hook and 16-gauge needle to release areas of dimpling by subscission (popularly called Rigottomy to honor Dr Gino Rigotti). Microautologous fat transplantation (MAFT) is a precision graft gun, first introduced by Lin and colleagues in 2007 in Taiwan. It delivers preset tiny volumes set to between 0.0067 and 0.0083 mL with each trigger release and has been appreciated by some clinicians, particularly for the hand and facial rejuvenation.78,79 Tonnard et al introduced a sharp needle technique called SNIF (sharp needle intradermal fat) for intradermal injection of nanofat. It is useful to treat the radial wrinkle lines of the lips (barcode), the face, neck, and décolletage as well as to nonhealing wounds, areas of scarring, and radiated skin.80

Aesthetic Applications of Regenerative Cells

Autologous tissues are excellent fillers for rejuvenation, contouring, and filling defects as they are readily available, biocompatible, and natural. Fat grafting with and without the combination of added regenerative cells has become more popularized in the field of aesthetic surgery as patients are looking for a safe and more permanent options.

Pre- and Postoperative Care in Fat Grafting

All patients should undergo preoperative risk stratification particularly for thromboembolic disease and cardiac disease and be off of all tobacco products. A single dose of antibiotic and 10 mg of dexamethasone are given 1 hour before the procedures to control postoperative edema. Postoperatively, Arnica can be used for bruising, and oral steroids are prescribed by some for reduction of swelling; icing should be avoided as it may compromise graft survival.81 PRP may help in reducing bruising and swelling.82 Perioperative antiretrovirals are prescribed in patients with history of herpes 
simplex.83 Swelling is usual after fat grafting and may vary in extent and duration. Patients must maintain a healthy diet and must not do strenuous exercise or go for weight loss as it may compromise the results. Patients should wear compression garments for donor site but avoid tight garments on the recipient area and pressure to the gluteal area must be avoided for 6 weeks after gluteal fat grafting.84

Facial and Neck Rejuvenation

Facial fat grafting for rejuvenation is perhaps one of the most common applications of regenerative medicine in the field of aesthetic surgery, first popularized by Coleman in the mid-1990s.11,85 Changes to the aging face include loss of volume, descent of tissues, and facial skeleton losses. Rohrich and Pessa described anatomical fat compartments of the face that are distinctly separated by septal borders.86 Some are superficial to the muscle and are tightly attached to the skin with numerous fibroseptal bands, and others are deep to the muscles of facial expression and are billowy, cloudlike structures used to cushion and facilitate movement of the muscles that lie above them. It is by observing how these different compartments change over time that one can understand how to perform a precise, anatomic volume enhancement rather than grafting fat randomly to all layers (Fig. 5.1).86
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Fig. 5.1 (a, b) Superficial and deep fat compartments of the face.



Our concept is to look at aging as a dynamic process that can be modeled and understood anatomically and eventually physiologically, tissue-by-tissue and cell-by-cell. Almost like viewing a movie and reversing the frames, facial aging is best appreciated by analyzing the patient’s own journey by looking at old photographs and understanding how the patient’s parents have aged.

Marten and Elyassnia see similar findings and state that the aging face can be categorized into three problems: aging and breakdown at the skin surface, tissue sagging and skin redundancy, and facial hollowing and atrophy. Skin resurfacing procedures can treat most problems at the superficial skin level and the tissue sagging can be addressed with facelift and neck lift. However, facial hollowing and atrophy cannot be corrected with either of these two methods alone and this is where fat grafting is crucial to restoring a youthful and more full appearance. Fat grafting can be used in combination with the facelift to correct facial contour and atrophy.81 Specifically, for advanced facial rejuvenation, fat grafting alone is not recommended, as facial hollowing rarely occurs without associated sagging tissues. In an attempt to “fill out” the redundant skin, one must then overfill with fat, which often leads to an unnatural look. Instead, fat grafting can be used in conjunction with a lift, typically prior to the start of the facelift, to more precisely correct hollowed areas.81

Author’s Approach to Facial Rejuvenation with Fat Grafting and Regenerative Cells

The injectable tissue replacement and regeneration (ITR2) is a method of using regenerative cells to reduce and potentially reverse facial aging.21 This method evaluates the anatomic areas of volume loss topographically, and addresses the anatomic losses of different tissues (skin, fat, and bone) by replacement with different sizes of autogenous fats that are chosen specifically for the area (Fig. 5.2). The fat grafts are supplemented with regenerative ingredients including matrix, ADSCs, SVF cells, growth factors, and PRP.21 Cohen et al describe a systematic approach consisting of syringe aspiration of fat, simple washing, gravity separation and processing to get three types of products. A portion is set aside as millifat (2- to 2.5-mm parcels) and the rest is processed into microfat (1-mm parcels) and nanofat (500 μM) using the Nanocube kit (Lipocube, Inc.). Injection starts in the deep compartments and moves superficially (Fig. 5.3). Millifat is allocated to the deep temporal region along the preperiosteal lateral supraorbital brow, the upper/lower hemilip at the commissures, glabella, medial supraorbital rims and nasal radix, nasal dorsum, tip and columella (through the domes of the nasal tip), chin mandibular border and gonial angle, and buccal fat compartment. Microfat is grafted in a superficial plane for the marionette lines and perioral tissue, superficial temporal fat, medial brows, central/inferior/lateral subcutaneous forehead, and the upper and lower lids, tear trough, nasojugal groove, subcutaneous fat of the chin and jawline, and submental crease. Nanofat is delivered topically either through microneedling or as a topical biocreme. Cohen et al have shown that patients who underwent ITR2 in conjunction with facelift had improved volume by 74% at 18 to 24 months.83 Tonnard et al also described nanofat grafting for facial rejuvenation and its ability to significantly improve skin quality particularly when used with other adjuncts including Vitamin C and botulinum toxin.87 Nanofat is not typically used for restoration of volume due to the paucity of mature adipocytes. Figs. 5.4–5.7 show our ITR2 treatment plans for two patients who also underwent extended deep plane facelifts.
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Fig. 5.2 Description of millifat/microfat/nanofat.
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Fig. 5.3 Millifat/microfat for superficial and deep fat compartments, areas of bone loss, and tissue regeneration of the face, and nanofat for superficial fat replacement.
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Fig. 5.4 Injectable tissue replacement and regeneration (ITR2) treatment plan for a 63-year-old woman presenting with moderate-severe skin laxity and volume loss.
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Fig. 5.5 Pre- and post 1-year ITR2 and extended deep plane facelift.
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Fig. 5.6 ITR2 treatment plan with facelift/neck lift, quad blepharoplasty for a 64-year-old woman presenting with moderate laxity and panfacial volume loss. Patient declined fractional laser treatment.
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Fig. 5.7 Pre- and post 6-months ITR2 extended deep plane facelift/neck lift and quad blepharoplasty.



Rhinoplasty with Fat

Fat grafting for rhinoplasty is a less invasive method to correct imperfections of the nose, particularly in those patients not wanting to undergo formal rhinoplasty and for patients looking for a more permanent option than synthetic fillers. It is also a useful technique to correct minor imperfections post rhinoplasty and is safer here than using fillers.88 It is useful to improve the over thinned skin on the dorsum, hide any residual humps, inverted-V deformity, visible osteotomy lines, and improve underprojected dorsum.89

Cardenas et al described a method of injecting fat to the radix, dorsum, and supratip regions at the time of open rhinoplasty, both prior to incision as well as at the end of the rhinoplasty, to hide imperfections with no irregularities noted at 36-month follow-up time.90 Kao et al also described using the MAFT-gun technique for primary augmentation rhinoplasty for Asian patients wanting to correct their nasal dorsum in a series of 198 patients. Using computer-generated photographic guidance and MAFT-gun set to deliver fat parcels of 0.0067 to 0.0056 mL, the fat was transplanted from deep to superficial layers by a nasal tip approach. Satisfactory long-term improvements were obtained and the mean volume of fat delivered each session was 3.4 mL without any major complications noted.79 Sessions were repeated one to three times in some patients. Asian patients with thick skin, who mainly require dorsal augmentation and tip definition may prefer this method.

Our preferred technique of minimally invasive primary rhinoplasty utilizes fat grafting for pyriform augmentation, for elevation of tip projection and columellar strutting.91 This procedure allows for long-lasting and possibly permanent correction of subtle nasal changes of aging and some aesthetic nasal deformities especially when there is no associated bulbous tip. Fat is injected around the pyriform aperture along the preperiosteal surface avoiding penetration of the nasal mucosa. This will soften the appearance of the maxillary dental protrusion, elevate the nasal base and tip, reduce the depth of the nasolabial folds, and improve the aging lip. Then a needle incision is made at the midline of the nasal tip and the cannula threaded between the medial crura. Once the cannula reaches the nasal spine, retrograde injection is performed halfway up the columella to the junction of the medial and lateral crus, and this creates a supratip break. Several columns of fat may be placed. For patients with a high radix or dorsal hump, fat injection is performed on the preperiosteal glabella to augment and blend the glabella and medial brows into the nasal radix.91

The next generation of minimally invasive rhinoplasty is the use of autologous fluid cartilage, obtained and then processed from the shaving procedure of the cartilage septum. Trivisonno et al demonstrated use of fluid cartilage for patients with nose defects of the dorsum, alar cartilage defects, internal nasal valve collapse, and minor congenital nose imperfections including pinch-nose deformity, to enhance the radix, soften supratip break points, and even corrections of the septum.92

Neck Rejuvenation

Neck rejuvenation is typically done in conjunction with the neck lift and plication of platysma muscles. Regenerative approaches include nanofat and microfat grafting subdermally into the deep rhytids with improvement of color and depth. We also perform widespread fat grafting using an automatic technique into the décolletage. Cohen et al has shown that transdermal delivery of nanofat topical biocreme following fractional laser therapy (or microneedling) improves the appearance of fine lines, depth of nasolabial folds, and overall texture of the tissue than laser resurfacing alone.41

Breast Augmentation

Fat grafting to the breast have been described as early as 1895 when Czerny used a lipoma to correct missing portions of the breast.93 As surgeons began grafting liposuctioned fat to breasts, the American Society of Plastic Surgeons (ASPS) in 1987 expressed concerns for increased risk of inducing cancer or obscuring detection of breast cancer. Many subsequent studies showed no increase in breast cancer risks, and no confusing radiographic alterations associated with fat grafting.94–97 The ASPS subsequently reversed its position, stating that “Fat grafting may be considered for breast augmentation and correction of defects associated with medical conditions and previous breast surgeries; however results are dependent on technique and surgeon expertise.”98 A special caveat of breast fat grafting is that sequlele such as fibrosis or nodules must be avoided by correct technique to avoid confusion with a diagnosis of malignancy. Appropriate mammographic screening is performed prior to and also a year later to establish a new baseline.

A patient considering breast augmentation by fat graft should have the correct expectation from the procedure. Fat gives an overall soft and modest enhancement and cannot match the effect produced by silicone implants. Fat is not to be grafted inside the gland substance but into the subcutaneous, subglandular, and submuscular planes; usually the former two. Some surgeons also graft inside the muscle. The volume of fat grafted in one session is limited by the available space and the compliance of tissues to stretch. Patients with tight skin may be prepared by using BRAVA, an external expansion vacuum device that is worn for 3 to 4 weeks prior to surgery (Fig. 5.8). This has been shown to allow for “mega volume” (>300 mL) grafting with long-lasting results, especially in patients undergoing breast reconstruction.97,99 In compliant breasts (i.e., most postpartum women) BRAVA is not necessary. Typically, an average augmentation of 1 cup size can be achieved by 250 to 400 mL of fat per breast.97 Fat graft is quite effective in improving the upper pole fullness and cleavage. In addition, subtle and moderate chest wall asymmetry, wide cleavage, breasts with low takeoff of the superior pole, Poland’s syndrome, and tuberous breast deformities all can benefit from fat grafting.100
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Fig. 5.8 External expansion with BRAVA device.



Fat grafting with simultaneous placement of implants, or composite breast augmentation, is becoming a popular technique for breast augmentation. It allows for a more natural appearance, and helps obviate the need for submuscular implant placement by creating a thicker skin flap as well as give more flexibility with type of implant placement by camouflaging implant visibility; however, the volume of grafted fat bears no relation to the volume of implant.101

Our preference is to use vibratory infiltration of tumescent fluid to the donor site as it helps in hydrostatic separation of graft particles into uniform parcels of 2.5 to 3.5 mm as determined by the hole size of the cannula.102 Once in the canister the fat is decanted and cleaned with Ringer’s Lactate and the flow is reversed and the fat is automatically reinfused and delivered again with vibration. In patients undergoing primary augmentation with fat, above technique suffices (Fig. 5.9). In those having composite breast augmentation, implants are first placed in the pocket of choice. Typically, the implant sizer is placed first, followed by the fat grafting. When ideal aesthetics are achieved, the sizer is removed and replaced with the selected implant. With experience, additional fat can be grafted even with the implant in position such as in patients with rippling (Fig. 5.10). In patients with various deformities, fat grafting allows symmetrization allowing two equal implants to be used (Fig. 5.11).
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Fig. 5.9 Breast augmentation with fat in a 52-year-old woman with postpartum breast hypoplasia: pre- and post 1-year fat grafting with 350 mL to each breast.
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Fig. 5.10 Composite breast augmentation in a 32-year-old postpartum woman with breast hypoplasia: pre- and post 1 year with 250-mL high-profile silicone implants (placed submuscular) with 120-mL fat grafting to each breast. Fat grafted to superior-medial and inferior-lateral breasts, parasternal and décolletage areas.
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Fig. 5.11 (a, b) Composite breast augmentation in a 30-year-old woman with tuberous breast deformity: pre- and post 1-year 325-mL implants (subfascial) and 250-mL fat to each breast. Fat grafted primarily to inferior poles.



In patients having secondary corrections of aesthetic deformity such as capsular contracture, simultaneous implant exchange with fat (SIEF) technique described by Del Vecchio is utilized.103 Some if not all of the fat is grafted prior to removing the implant and/or capsule to prevent loss of breast shape and provide a mound that can then be either added to or modified with mastopexy as needed (Fig. 5.12). If this maneuver is not done, one is left with an amorphous, floppy, bag of excess breast tissue and skin.
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Fig. 5.12 (a, b) Fat grafting with mastopexy in a 48-year-old woman: pre- and 1-month postop after removal of 400-mL silicone implants and vertical mastopexy with 375-mL fat grafted into each breast.



Increasingly, many patients are seeking removal of their breast implants for one reason or another. Again, the SIEF technique is performed; grafting the breast, then removing the implant and/or capsule, temporarily tacking the mastopexy in position and adding additional fat as needed (Fig. 5.13). Once the grafting is completed, the skin is de-epithelized and/or excised and the mastopexy completes the procedure. The capsule is left in place to degenerate unless it looks abnormal or there is seroma in the presence of a previous textured implant; when a total or near total capsulectomy is indicated, the serum and capsule are sent for cytology and pathology.
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Fig. 5.13 (a, b) Fat grafting after implant removal in a 46-year-old-woman with multiple right breast contractures: pre- and post-implant removal and fat grafting 220 mL to each breast in the subglandular and subcutaneous planes. Fat is grafted with implant or sizer in place taking care to make sure above the capsule.



Postoperative Care

Patients are advised to wear a surgical support bra and compression garments in liposuctioned areas postoperatively for 3 to 8 weeks, to avoid strenuous activities, maintain their usual diets, and not to use ice to the breasts. In BRAVA-assisted grafting, the device is applied from the first postoperative day for 3 weeks to help maximize the graft survival and stretch the host tissues.

Body Contouring and Gluteal Augmentation

The truncal region is a frequently addressed area for aesthetic surgery. Advances in liposuction have resulted in better contouring with less trauma and greater precision. The idea of composite body contouring includes circumferential liposuction and fat grafting to specific areas.104 Many surgeons now report variations of high-definition liposculpture with and without fat grafting based on Hoyos and Millard’s original article.105 For improving muscle definition and shape, fat may be grafted along the muscle borders as well.106–108

Gluteal Augmentation

Silicone implant–based gluteal augmentation has now been replaced by fat-based techniques, which have been widely popularized in the media (wrongly called Brazilian butt lift).84,109 Fat is typically removed from the flanks, lower back, and torso with simultaneous augmentation of the buttocks, enhancing the “S-shaped” body contour. Fat grafting also avoids the complications associated with silicone implants including infections, extrusion, seroma, migration, and contracture.84

Patients should be marked while standing, noting the areas to be liposuctioned as well as the zones of adherence that may need to be released. There are four general frame shapes including A, V, H, and round. These shapes should be evaluated with the patient in order to achieve the personal goals of an aesthetic body contour. The patient is usually prepped and draped in the prone position first. Tumescent infiltration is done first. If Vaser is used, it is done for 1 minute for each 100 mL of tumescent fluid and/or until the fat “softens.” Fat is then harvested using power-assisted liposuction with 4- and 5-mm flared Mercedes tip cannulas with removal of the subscarpal fat. Judicious removal of fat from the sacral region is particularly important to exaggerate lumbar lordosis and enhance perceived gluteal projection. The fat is collected in a sterile container, and is decanted and rinsed with Ringer’s lactate or Normal Saline. Clindamycin 300 mg may be added to the solution. The fat is transferred either using 60-mL syringes for injection or autoinjected using power-assisted vibration with the roller pump reversed.

Technique of fat injection is incredibly important here and must be done in small aliquots with a 3.7-mm cannula in an antegrade and retrograde fashion, fanning motion. No more than 5 to 10 mL of fat should be injected with each pass and in multiple planes for even homogenous distribution. The planes should always be in the superficial or deep subcutaneous space. No fat is placed below the muscular fascia or into the muscle as described by Del Vecchio’s safe gluteal augmentation technique.110,111 Avoidance of deep muscular layers is critical to avoid accidental intravenous injection. The correct angling of the cannula parallel to the injection plane is important and ultrasound guidance is a valuable safety adjunct in order to help avoid the danger zone110 (Fig. 5.14). Overcorrection can cause compression and death of transplanted fat.84 Figs. 5.15 and 5.16 show our preop and 6-month postop images of liposculpture with gluteal augmentation.
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Fig. 5.14 Danger zone of the buttock and area with greatest risk of gluteal vessel injury and fat embolism.
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Fig. 5.15 (a−d) Gluteal augmentation with fat in a 29 year-old-woman: pre- and post 6-months follow-up with liposculpture of the flanks and abdomen with bilateral subcu­taneous gluteal augmentation with 400 mL per buttock.
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Fig. 5.16 (a−d) Gluteal augmentation with fat in a 28-year-old-woman: pre- and post 6-months follow-up with liposculpture of flanks and abdomen with bilateral subcu­taneous gluteal augmentation with 300 mL per buttock.



Genital Rejuvenation

Vaginal rejuvenation was first introduced into the medical literature in 2007 and has increased in interest in the past several years, along with the introduction of scrotal rejuvenation in 2018.112 Genital rejuvenation can be considered for local hair loss, atrophy, excess tissue, and skin laxity. Regenerative cells are an integral part of genital rejuvenation in combination with resections, Mons liposuction, muscle tightening, and laser.113 Fat is harvested and processed as described previously. Fat grafting is done using blunt 1.5- to 2-mm cannula by retrograde technique, depositing small aliquots to each labia major starting by superior entry. The Mons pubis may also require fat grafts. Micro and nanofat are used in vaginal mucosa, introitus, and at the G spot enhancement of sexual sensation.114 PRP has also been used alone or in combination to rejuvenate the exterior and interior with further improvement of lichen sclerosus as well.113,115 A recent study by Menkes et al studied 50 women with genitourinary syndrome of menopause.116 Women received microfat in the labia majora and nanofat in the vagina. The women’s vagina health index and female sexual distress scale-revised showed significant improvement following treatments and with 80% of patients normalized at 6-month follow-up.116

Hand Rejuvenation

Throughout history, how worn and aged one’s hand appears has been a way to distinguish social class, so it is no wonder that many patients have had interest in improving the aesthetic appearance of their hands. The elderly or aged hand has poor skin quality with pigmentations, skin laxity, visible veins and tendons, and loss of subcutaneous fat emphasizing arthritic appearance.111,117 There have been qualitative measures to grade the soft tissue atrophy of the hand including Zhou’s Grading system and the Merz Hand Grading Scale to evaluate the improvement following hand rejuvenation. Fat grafting is the most superior way to achieve younger looking hands due to its ease of technique and ability to truly rejuvenate the skin changes from the inside.118 The Coleman technique has been used to prepare the fat for grafting. The point of entrance is the dorsal wrist fanning out toward the dorsum of the hand.117 Using small syringes, the fat is injected while withdrawing the cannulas in small aliquots of 0.3 mL or less. Many small tunnels should be formed to maximize surface area. At the end, the hand should have a puffy slightly overfilled appearance. An additional small volume of fat should be injected at the base of each finger.118 Microfat is used for subcutaneous replacement and nanofat microneedling and biocreme for dermal and skin regeneration (Fig. 5.17). The patients are given a pump container with the Nanofat Biocreme, which they keep refrigerated and use until it is gone.
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Fig. 5.17 Fat grafting for hand rejuvenation in 61-year-old-woman with microfat injected to dorsum of hand through single incision at hand/wrist junction and nanofat microneedling. A total of 12 mL injected per hand.



Hair Restoration

Androgenic alopecia occurs due to androgens (dihydrotestosterone) causing “miniaturization of hair follicles” or the depletion of the anagen stage, with increase in the resting hair follicles and telogen.119 Current ways to treat androgenic alopecia include drugs such as finasteride, minoxidil (which have systemic effects) and surgical procedures including hair transplantation, which is considered the gold standard in hair restoration. Male pattern loss in females is not so easily managed by hair transplantation. The use of stem cells for treatment of alopecia has seen a growing interest as multipotent stem cells can regenerate hair follicles with sebaceous organs in the skin.119 Cohen was the first to transplant enzymatically obtained SVF into a woman with androgenic alopecia in 2009, which led to a number of clinicians and researchers to utilize cell therapy methods to address this distressing condition. Adipose tissue has been found to have an antiadrenergic effect through conversion of the DHT into weak 3-alpha diol through a 3-alpha reductase activity.120 Fukuoka et al injected ADSCs medium intradermally into 22 patients with alopecia for a total of six sessions, and hair numbers were found to be significantly increased after treatment in both men and women.121 The most promising published study to date is the STYLE trial by Kuka et al, a randomized, blinded controlled multicenter trial of 71 patients. The patients were randomized into four groups: Puregraft fat with high-dose adipose-derived regenerative cells (ADRCs), Puregraft fat enriched with low dose of ADRCs, Puregraft fat alone, and saline injections in the fourth group. At week 24, there was a statistically significant difference in hair count between the low-dose ADRC group and no fat saline control group.122

Correction of Permanent Filler Complications

Several permanent nonreversible fillers have been used for aesthetic purpose on the face, breasts, body, and buttocks in the past three decades by qualified and unqualified practitioners. Chief among them are polyacrylamide, polymethyl methacrylate (PMMA), Bio-alcamid, and silicone oils. Initially touted as safe, it soon became apparent that they may cause terrible complications even after several years out in the future. One of the authors is seeing increasing numbers of patients with almost incorrigible problems resulting several years after permanent filler injections. The problems are mainly in the face and buttocks but have also been seen in breasts, hands, genitals, nose, and feet. The presentations include cold abscesses, hot abscesses, Peau d’ orange skin, inflammatory masses, nodules, repeated inflammations, chronic sinuses, contour problems, hardness of tissues, pain, paralysis, migration, and tissue atrophy. The patients continue to suffer without reliable treatment; attempts at removal often result in deformity, nerve damage, or persistent sinuses.

The fillers cause chronic low-grade inflammation, space effects, pressure, and fibrosis leading to atrophy of all tissue layers, dermal thinning, and loss of anatomical layers. Chronic/recurrent sinuses and nonhealing ulcers, chronic ill health, and deformity often lead to reactive depression. Ultrasound scans show “snow storm” appearance with total loss of tissue layers. On magnetic resonance imaging (MRI) they appear hyper intense on T2-weighted and short tau inversion recovery (STIR) images with peripheral rim enhancement in case inflamed. MR images reveal the distribution and pattern of fillers. Unfortunately, in most cases, it is distributed diffusely in several layers and is nearly impossible to remove without oncological types of resections.

There is no consensus or guidelines on how to treat them. Mere injections of corticosteroids, especially in superficial tissues, do not address the problem at all and leads to further atrophy and deformities. Internal laser “melting’ of fillers is promoted by some but is not logical and leads to nonselective destruction, further compounding the problem. Since this is a problem of tissue destruction, chronic inflammation, and intense fibrosis, a regenerative approach is more logical.

Regenerative fat cells, nanofat, SVF, and culture amplified ADSC-enriched fat have been found to be very useful. Over the last 6 years, an algorithmic protocol has been developed as follows. Briefly, the patient is examined clinically and by MRI. The problem is then classified as abscess like, localized large fillers deposits, diffuse inflammatory mass, or a combination. When possible (lakes, abscess, and large pools of fillers) filler is evacuated through mini-incisions or by facelift approach for face. This helps to reduce filler load. Transmucosal incisions are forbidden, although patients request them; this is to prevent introduction of infection and to avoid nerve damage. In inflammatory masses with acute exacerbation, systemic high-dose pulse steroids (we use prednisolone as 30-, 30-, 20-, 20-, 10-, 10-mg tapering pulse) along with antibiotics are used first. Deep injections of diluted corticosteroid (triamcinolone 5 mg/mL) also help to provide rapid improvement. This is followed by injection of autologous ADSCs or nanofat at several points at different depths at 2-cm intervals. Softening is observed after 3 to 4 months. Vaser-assisted liposuction is performed to soften the mass, remove fat plus filler, and create channels in which more fat with or without ADSC (or SVF) is grafted. Vaser is safe when used in superficial planes and with adequate hydration of tissues and lower powers (typically 50%). 
This step is repeated once or twice more after a minimum gap of 4 months. One can usually observe progressive decrease of fibrosis and resistance to cannula with each session. Dermal scars, ulcers, and sinuses usually heal and good improvement in tissue texture and vitality is observed (Fig. 5.18). Tissue restoration after necrosis has also been reported in such cases with injections of SVF.123,124
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Fig. 5.18 Chronic ulceration and granuloma following injection of permanent fillers post rhinoplasty. She underwent two sessions of nanofat grafting by sharp needle intradermal fat (SNIF) grafting technique 5 months apart. Result 10 months after the second session.



Once the tissue vitality has been restored, procedures like scar revisions, facelifts, body lifts, and larger volume fat grafts (for gluteal area) may be performed safely to achieve specific goals (Fig. 5.19). Particularly in the gluteal area, the loose floppy skin flaps may be overlapped after deep de-
epithelization of one flap (Fig. 5.20). Fat grafting is done conservatively and in multiple sessions for gradual corrections, mindful of the fact that the host tissues are far from normal and we do not want fat necrosis to add to the problems. Migration of fillers from buttocks into the tissue planes of the thighs is seen sometimes; this is treated by open drainage, negative pressure dressings, and delayed fat grafting. Regenerative cells have enabled treatment of such previously incorrigible problems in a safe and fairly predictable way, adding yet another application of fat and stem cells.
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Fig. 5.19 (a, b) Scarring, soft tissue destruction, and deformity of left side following multiple procedures to deal with filler complications: incisional drainage, resections, laser destruction, and steroid injections. She also had deep fibrotic nodules in the right cheek. Result after one session of micro and nanofat grafting followed by two sessions of ADSC-enriched fat grafting and scar revision.
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Fig. 5.20 (a, b) Destruction of buttocks after radical debridement done for life-threatening invasive sepsis following permanent filler injections. Reconstruction by scar excision, removal of filler residues, double breasting of de-epithelized flaps, and ADSC-assisted fat grafting (450 mL of fat and 85 million cells per side) at a second stage. Result 8 months after fat grafting.



Complications and Safety Profile of the Use of Regenerative Cells

Use of regenerative cells as described in this chapter has been associated with very few complications especially when correct techniques were used.125–127 Complications may be subdivided into mild or serious, early or late, aesthetic or potentially medical issues. Swelling and bruising are common early side effects and need not be considered as complications unless excessive or prolonged. Bruises may leave behind hemosiderin deposits in the skin, resulting in prolonged grayish discoloration difficult to treat. Lactoferrin (an iron chelator)-based creams have been found useful.128

Excessive volumes or large boluses can result in fat necrosis; the dead fat can produce prolonged edema, induration, and mild inflammatory signs. Ultrasonic therapy sessions twice weekly have been found to be useful to reduce problems, although it will not influence the fat survival. Both fat necrosis and hematoma can get secondarily infected. Infection after fat grafting is rare; however, fat grafting is to be treated as a proper surgical procedure with rigorous aseptic technique. It is desirable to reduce the time spent by the fat ex vivo and ensure prompt grafting both to enhance survival and reduce infection. Irregularities and asymmetries may be prevented by technical accuracy but cannot be eliminated altogether; this may require touch-up procedures.

In the medium time frame from 1 to 6 months, the major concern is the retention of volume. With correct technique, stable results may be noted at 4 months, prior to this fat may decrease in volume up to 49% but may recover volume due to regeneration from the precursor cells. It is best therefore to delay any touch-up corrections for at least 6 months. Excessive growth of the fat is seen rarely, especially if the patient gains weight. This can be addressed by Vaser-assisted gentle liposuction.

The initial concerns about stimulating malignancies in the breast or of masking underlying malignancy have been laid to rest and breast fat grafting is now a standard 
procedure.98 Wrong technique, specifically injecting large boluses using bigger syringes can lead to failure of 
vascularization. Dead fat in breasts can degenerate into oil cysts and calcific nodules (dystrophic calcification).129 This complication can be reduced drastically by paying attention to graft particulate size and proper distribution in the host bed. Small oil cysts and small calcifications visible only on radiological imaging are more common. Calcification produced by fat grafting is however mammographically different from the microcalcifications of cancer; but it is best to avoid this by using good technique.

Fat grafting of buttocks has seen a huge rise in numbers since 2011 but several fatal and non-fatal pulmonary fat embolisms reported in the past decade led ASPS to declare fat grafting of the buttock region as the most dangerous aesthetic procedure.130 Fat entering the rich venous plexus deep to the gluteus maximus was suspected. A special ASERF task force was established to investigate these fatalities which concluded that this complication is entirely associated with intramuscular grafting of fat in gluteus maximus.131 Safety guidelines include using larger bore blunt cannulas, avoiding intramuscular entry, keeping cannulas pointed toward the skin, injecting while moving the cannula, patient in jack-knife position, and constant awareness of cannula tip.132 Grafting by vibratory devices is a useful tool that expands the spaces, distributes the fat better, and has been shown to be safe.133 Performing the surgery using local anesthesia with sedation offers another layer of protection since the muscle tone is intact and the patient will react if muscle is breached.

Even nonfatal fat emboli may lead to long-term pulmonary insufficiencies in survivors as the fat does not break down unlike blood clots.134 Fat emboli may migrate to the arterial side via a patent foramen ovale (PFO) and result in strokes. Up to 2 to 10% of the population may have PFO, which explains strokes in survivors and fat emboli in the cerebral circulation in the fatalities.135

The Future Direction of Regenerative Cells

The results of clinical applications in diverse fields of aesthetic and reconstructive plastic surgery are very exciting and promising. This field is also an area where clinical applications have gone far ahead of basic science, although the latter is playing catch-up. There is a need for better standardization of techniques and quantitative prognostication of cell counts, survival percentages, and volumes. This requires well-controlled animal and clinical studies. Studies directed at customization of the regenerative cells toward specific applications, cellular subtypes, synergy with growth factors, use of cell-free growth factors, exosomes, and cell-free matrix could result in greater precision and new applications.136,137

The role of scaffolds is almost in its infancy, although in the laboratory, scaffolds have been shown to enhance and control the growth of the stem cells. Another future direction is the seeding of biosynthetic constructs with autologous stem cells to prefabricate implants that will integrate with host tissue. What we know so far is a tantalizing preview of vast future possibilities in the field of regenerative medicine to maintain and enhance human quality of life and longevity.
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Introduction

Aesthetic or beauty is defined as “quality that gives pleasure to the mind or senses.” It depends on many variables, which are subjective, such as harmony of form or color, excellence of artistry, originality, symmetry, and proportions. Aesthetic is much more than one can define or measure. Aesthetic perception and sense differs from person to person. Beautiful for one may not be attractive for the other. Concept of attractiveness is dependent on race, age, sex, and above all personal biases. That is why it is true to say “beauty lies in the eyes of the beholder.”

Knowledge of anatomy of the face is essential for assessing a patient for aesthetic surgery. This knowledge is beyond the terms of usual anatomy. The face needs to be anatomically normal with appropriate dimensions. It should be free from scars or unwanted pigmentation. The structures should be placed in specific relationships with specific proportions. These are known as “canons.” But aesthetic surgeons need to see the anatomy of face with the eyes of the client as well as that of the society. So the angle of observation, perception, and analysis has to be a little different.

Our knowledge of facial anatomy has evolved due to extensive research on cadavers and live human beings in past 20 years. The procedures to rejuvenate the face have also evolved over the past decades. A treatment plan can be customized based on the changes related to aging, unlike the “one solution for all problems” in the past. Facelift is no more considered the only solution for facial rejuvenation.

To create a youthful face we need to understand the anatomical changes that occur in the face.

The factors that affect facial aging include gravitational pull of the tissues, sun damage, hormonal changes in women, decreased blood circulation, weight fluctuation and volume changes, attenuation of ligaments of the face, and skeletal resorption.1

There are significant differences in the facial appearance and aging pattern of different races, (i.e., Asian, Caucasian, Oriental, & African). The factors affecting aging more or less remain the same but the facial structure and type of skin varies. The morphology of the face differs according to the race.2

History

India has contributed significantly to the history of anatomy, although it is not recognized in most of the literature and we could not carry forward this history in India because of lack of research work. Rishi Sushruta’s (600BC) work was accounted in “Sushruta Samhita” particularly on the facial anatomy much before Hippocrates, Galen, and Celsius.3–5

Beginning of 20th century, the anatomy was limited to the skin, fascia, muscles, and skeletal structure with their neurovascular supply. That was the basis of earlier face rejuvenation surgeries performed by Hollander, Lexer, Joseph, and Passot from 1907 to 1926.6

In 1968 Tord Skoog described superficial fascial layer.7 In 1976 Mitz and Peyronie described anatomical extent of superficial musculoaponeurotic system (SMAS) that was originally coined by Paul Tessier. These were the major changes in the understanding of facial anatomy. This is the basis of present day rejuvenation methods of the face.7

In 1989, Furnas described retaining ligaments8 and their role in aging of facial skin. Subsequently, in 1997 Whetzel and Mathes9 published a study on vascular supply of the facial skin and SMAS. Our understanding of the anatomy of the face is continuously evolving.

Applied Anatomy of Face in Relation to Aesthetic Surgery

Shape, angles, contours, proportions, and symmetry define standard of beauty in the face. Our right side is almost a mirror image of left side of face but fluctuations in genetic expression may lead to differences on the two sides.

There may be small differences that are not generally noticeable unless carefully assessed (e.g., brow levels, eye size, lip shape, nostril size etc.).

There are other factors that contribute to asymmetry such as muscular overactivity, (e.g., unilateral frontalis, zygomaticus, or masseteric overactivity) or sleeping position that may lead to asymmetrical sagging and facial lines.

Larger differences may indicate some growth and development disorder to the extent that it is easily visible and at times unaesthetic, (e.g., hemifacial atrophy, cleft lip and palate, trauma, diseases, etc.). In my opinion, asymmetry that is not noticeable by average people is minor asymmetry and if it is obvious to people it may be referred as major asymmetry.

Additional features of face that are considered attractive include prominent lateral brows, lateral canthal slant, high cheek bones, chiseled jawline, facial dimples, etc. A birthmark or naevus located in a specific part of the face may add as a beauty mark or mark of distinction unlike multiple moles or naevi.

There are several clinical practical methods to evaluate facial aesthetics such as Ogee curve described by Little10 and double Ogee curve.11 When seen in three-quarter view, the soft tissues of ideal youthful midface form an “S”-shaped curve in the midface and the whole face as double ogee curve, with the convexity of the upper ogee at the lateral brow and of the lower ogee at the upper midface.

For a surgeon to plan a facial treatment, there has to be an easy and reproducible standard method to assess the face. It allows proper documentation for mutual understanding with the patient and for medicolegal purpose.

Facial anatomy has been studied and analyzed extensively to find out what could be the anatomical criteria of beautiful faces. These are anthropometric and cephalometric studies.

Anthropometric Anatomical Criteria

Neoclassical Canons

In representing the human form, sculptors have developed many guidelines called as “canons,” which is derived from Greek word kanon meaning “rule” or “rod,” a unit of standard measurement.12

Vertical Canons


•Two sections canon divides face in two-halves. The height of vertex to endocanthion is equal to the height of endocanthion to gnathion (Fig. 6.1a).

•Three sections canon divides face into equal thirds. The height of trichion to nasion, nasion to subnasale, and subnasale to gnathion are equal (Fig. 6.1b).

•Four sections canon divides face in four equal parts. The height of vertex to trichion, trichion to glabela, glabela to subnasale, and subnasale to gnathion are equal (Fig. 6.1c).

•Lower face canon. The height between subnasale to stomation is half the height between stomation and gnathion (Fig. 6.1d).
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Fig. 6.1 (a–d) The vertical canons. (a) Two sections canon divides face in two-halves. The height of vertex to endocanthion is equal to the height of endocanthion to gnathion. (b) Three sections canon divides face into equal thirds. The height of trichion to nasion, nasion to subnasale, and subnasale to gnathion are equal. (c) Four sections canon divides face in four equal parts. The height of vertex to trichion, trichion to glabela, glabela to subnasale, and subnasale to gnathion are equal. (d) Lower face canon. The height between subnasale to stomation is half the height between stomation and gnathion. Gl, Glabella; Gn, Gnathion; N, Nasion; Sn, Subnasale; St, Stomation; Tr, Trichion.



Horizontal Canons


•Horizontal canon 1 (orbital canon): The intercanthal distance (ICD) equals the eye fissure length (EFL) (Fig. 6.2a).

•Horizontal canon 2 (orbitonasal canon): The ICD equals nasal width (NW) (Fig. 6.2b).

•Nasofacial canon: The width of the ala equals one-fourth the distance between the right and left zygion (Fig. 6.2c).

•Orofacial canon: Oral commissure length is equal to distance between medial corneal limbi (Fig. 6.2d).

•Orofacial canon: Oral commissure length is equal to one and a half times of interalar distance (Fig. 6.2e).

•Face is also divided vertically into fifths with the distance equal to the ICD (Fig. 6.1f).
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Fig. 6.2 (a–f) The horizontal canons. (a) Horizontal canon 1 (orbital canon): the intercanthal distance (ICD) equals the eye fissure length (EFL). (b) Horizontal canon 2 (orbitonasal canon): the ICD equals the nasal width (NW). (c) Nasofacial canon: the width of the ala equals one-fourth the distance between the zygions. (d) Orofacial canon: oral commissure length is equal to the distance between medial corneal limbi. (e) Orofacial canon: oral commissure length is equal to one-and-a-half times of interalar distance. (f) Face is also divided vertically into fifths with the distance equal to the ICD. Al, alare; EFL, eye fissure length; En, endocanthion; Ex, exocanthion; NW, nasal width; OCD, intercanthal distance; OCL, oral commissure length; Zi, zigion.



Inclined Canons


•Nasoaural canon: The inclination and proportion of the nasal dorsum is equal to that of ears (Fig. 6.3a).

•Nasofrontal angle: Forehead makes an angle with the nose of 130+/-7 degrees in males and 134+/-7 degrees in females (Fig. 6.3b).
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Fig. 6.3 Inclined canons. (a) Nasoaural canon: the inclination and proportion of the nasal dorsum is equal to that of ears. (b) Nasofrontal angle: forehead makes an angle with the nose of 
130+/-7 degrees in males and 134+/-7 degrees in females. NF angle, nasofrontal angle.



However, studies using direct anthropometry and photogrammetric analyses in white and Asian subjects found variations in these proportions, with the width of the eyes and nasal widths often being either less than or greater than the ICD.13 Other studies of Indian, African American, Turkish, Chinese, and Korean subjects have reported that some of the neoclassical canons may fit a few subjects and they do not represent the average facial proportions.14–16

In the past, human forms and canons were depicted in a way the artist preferred, but for reconstructive and cosmetic surgery, realistic sizes and proportions are assessed using anthropometric techniques.17

Angles and Proportions of Aesthetic Nose

Twentieth century saw the development of objective measurements and proportions. Jacques Joseph (1865–1934) strongly emphasized the importance of nasal profile for cosmesis of face. He defined the angles and proportions of an aesthetic nose. There are 16 nasal proportion indices that determine length, width, slope, and angle of nose. There are three main angles: nasofrontal, nasolabial, and nasal tip angle and two main inclinations dorsum and columella. Nasal index is the width divided by length times 100 (NI = width/length × 100). This index classifies nose into Leptorrhine, Mesorrhine, and Platyrrhine. Mario González-Ulloa (1913–1995) introduced the concept of profile-plasty. He believed that the glabela, subnasale point, and pogonion should be in line and should be perpendicular to Frankfurt horizontal.18

Concept of Golden Proportion

R.M. Ricketts popularized the concept of “golden proportion” in facial surgery. Egyptians originally defined the golden proportion. The Greek Letter phi (f) is used to indicate the number 1.618 and the aesthetically attractive ratio is 1:1.618 (Fig. 6.4).19 Ricketts advocated the use of golden proportion for planning orthognathic surgery. Generally, these canons in themselves do not have great practical value for soft tissue procedures because there are individual variations and desires. Measuring the face cannot replace the surgeon’s judgment.
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Fig. 6.4 The golden proportion of face: the aesthetically attractive ratio of the face is 1:1.618. Lc, the point at the lateral canthus of the eyes; Ln, the point at the lateral rim of the nose; Me, soft-tissue menton; St, Stoma; Tr, trichion.



Cephalometric Analysis

It is the study and measurement of human head, with the help of radiography. It comprises of fixed hard and soft tissue landmarks (Fig. 6.5). It helps to analyze the facial planes and angles. Horizontal planes are Frankfurt, Sella-Nasion, Basion-Nasion, Palatal, occlusion, and mandibular planes. The vertical planes are facial, A-Pog line, facial axis, and esthetic planes. These planes allow us to measure angles. Down’s analysis provides diagnostic information for orthognathic surgery. On the other hand, Steiner separately analyzed skeletal, dental, and soft tissue for treatment planning.20
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Fig. 6.5 Cephalometry with facial planes and angles. Horizontal planes: Frankfurt horizontal plane, Sella-Nasion, Basion-Nasion, Palatal occlusion, Mandibular planes. Vertical planes: facial axis, A-Pog line, esthetic planes. S, sella; N, nasion; P, porion; Or, orbitale; Ar, articulare; A, subnasale; B, supramentale; Pog, pogonion; Gn, gnathion; Me, menton; Go, gonion.



A Frankfurt horizontal line passing through trichion, glabela, subnasale, menton will give us horizontal proportions of the face. Assessment of vertical proportions helps in identifying asymmetries that may be missed in gross examination.

The Frankfurt plane (auriculo-orbital plane) was the term established at the World Congress on Anthropology in Frankfurt, Germany in 1884 for a standard guideline to determine anatomical position of the human skull. A plane passing through the inferior margin of the left orbit (left orbitale) and the upper margin of external auditory meatus (the porion) is parallel to the surface of the earth.21

Cephalometric analysis is used in dentistry and facial plastic surgery, to measure the size and spatial relationships of the teeth, jaws, and cranium. An additional soft tissue imposition in the radiology along with the fixed bony points helps a facial plastic surgeon to understand the soft tissue and bony relationship. It is important when diagnosing facial forms in connection with planning for orthodontics and skeletal surgery (Fig. 6.6).
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Attending Doctors to use them for Medical Teaching | Scientific Presentations.
14. I also agree to co-operate fully with the Dr. | Attending Doctors and to follow to the best of my ability his | her instructions

and recommendations about my care and treatment.

15. lunderstand that there are risks associated with different type of Anesthesia.  hereby give my consent for any / all types of Anesthesia that
may be required for the Operation.
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Dr. | Attending Doctors responsible for any discrepancies in the Bills | Accounting at the Hospital, during the
course of the treatment.
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experience and the capability of the Assstant Surgeon justfes such a deciion.

6) As with any procedure, 1 am aware of the general and specific complications pertaining fo
this procedure(s). Therefore, in additon to consenting o the performance of the particular

procedure(s), I also consent and authorize the rendering of such ofher care and freatment a5
‘my Surgeon or his designee reasonably believes necessary, should one of more of these and
other unforeseen events occ.

7)1 give consent to the adminisfration of blood or blood prodict ransfision during this
procedie and immediate post-operative period. I have been informed that despie carefil
canin inccrtancevih sl andtetona gilstions, theeae e nnces of

ife threatening infections such as AIDS, hepalits and ofher viruses o diseases a5 yet
unknown for which screening testdo nof exist. I also understand that reactions
‘may oceur which incude but are not limited to fever,rash and shortess of breath, shock and
inrare occasions death.

) conenttothe photogaphy o televing of the proceds o be pefomed r he puose
of advanci

ing: ediucation;oris scientific journals provided my identity
s ot revesie by e pickee o descepios i he secompanyig st 1a.an ot o S

qualified observers, as may be authorized by the___
ts regulatory laws and agencies.

9) Having understood the above I give my consent and bsolve.
doctors and the saffin the event of any complicaton.

e Name Dae T

Pafent
Wimess
Doctor
Toterpreter

‘CONSENT OF THE PATIENT REPRESENTATIVE/ SURROGATE

‘The patient is unable to consent because __ and | __ (namerelaionship tothe

‘patient), therefore consent forthe patient. I acknowledge that [ have had an opportumiy fo
discuss this procedure as stated above with the doctor or doctor’ designee and hear by

‘consent to this procedire.

S5 Name Dae T
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