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EDITORIAL

GYNAECOMASTIA

G

ynaecomastia is made up of two Greek words - Greek – gyne (female) and mastos (Breast). It is 

a benign enlargement of the male breast resulting from a proliferation of the glandular component of the breast. It is clinically characterized by the presence of a rubbery or firm mass extending concentrically from the nipples. Fat deposition without glandular proliferation is termed pseudogynecomastia or lipomastia. It can be both unilateral and bilateral, the latter being the usual scenario. It was first described by Paulus Aegineta (AD 625-690) who thought that it was due to the formation of fat. He advocated excision of the excess tissue through a single submammary lunar incision

Pathophysiology:

Gynaecomastia results from an altered estrogen-androgen balance, in favor of estrogen, or increased breast sensitivity to a normal circulating estrogen level. The imbalance is between the stimulatory effect of estrogen and the inhibitory effect of androgen. Estrogens induce ductal epithelial hyperplasia, ductal elongation and branching, proliferation of the periductal fibroblasts, and an increase in vascularity. The histological picture is similar in male and female breast tissue after exposure to estrogen. The estrogen production in males is mainly from the peripheral conversion of androgens (testosterone and androstenedione) through the action of the enzyme aromatase, mainly in muscle, skin, and adipose tissue in the forms of estrone and estradiol. The normal production ratio of testosterone to estrogen is approximately 100:1. The normal ratio of testosterone to estrogen in the circulation is approximately 300:1.

Aetiology:

It is safe to suggest that 25% of Gynaecomastia are Physiological, due to relative estrogen excess, 25% idiopathic, 25% drug induced and 25% pathological i.e. secondary to certain diseases. Thus the aetiological factors of Gynaecomastia are:

· Idiopathic 

· Physiological causes 

· Neonatal 

· Puberty 

· Senile 

· Pathological causes 

· Primary Testicular Failure 

· Anorchia 

· Klinefelter's Syndrome - 10- to 20-fold increased risk for breast cancer.
· Bilateral Cryptorchidism 

· Acquired Testicular Failure – torsion, trauma, tumour 

· Mumps 

· Irradiation 

· Secondary Testicular Failure 

· Generalized hypopituitarism 

· Isolated gonadotrophin deficiency 

· Endocrine Tumours 

· Testicular 

· Adrenal 

· Pituitary

· Non-Endocrine Tumours 

· Bronchial carcinoma 

· Lymphoma 

· Hypernephroma 

· Hepatic Disease 

· Cirrhosis 

· Haemochromatosis 

· Renal failure

· Hyperthyroidism

· Malnutrition

· Drug induced 

· Oestrogens and oestrogen agonists - digoxin, spironolactone 

· Hyperprolactinaemia - methyldopa, phenothiazines 

· Gonadotrophins 

· Testosterone target cell inhibitors - cimetidine, cyproterone Acetate 

· Miscellaneous

· Androgen deficiency syndrome

· 5α reductase deficiency syndrome

· Familial gynaecomastia

· Malnutrition and Re-feeding gynaecomastia

Puberty gynaecomastia is transient, seen in 60% of boys as early 10 years of age. It peaks 13-14 years and its involution complete by 16-17 years. In the elderly males it is mostly seen between 50 – 80 years of age. Progressive testicular dysfunction, low Ser. Testosterone and elevated LH levels may account for this high incidence.

II World War – Prisoners developed Gynaecomastia few weeks after release and resumption of normal diet. The mechanism is similar to puberty gynaecomastia. Significant weight loss in malnutrition is associated with hypogonadism and with weight gain gonadotropin secretion and gonadal functions return to normal resulting in a ‘second puberty’ and hence gynaecomastia

Pathologic gynaecomastia can be caused by decreased production and/or action of testosterone, increased production and/or action of estrogen, or drug use. Malignancies that increase the serum human chorionic gonadotropin (hCG) (e.g., large cell lung cancer, gastric carcinoma, renal cell carcinoma, hepatoma) also cause Gynaecomastia. Increased production and/or action of estrogen can occur at the testicular level or at the periphery. At the level of the testes it can be due to testicular tumors or to ectopic production of hCG as is reported with carcinoma of lung, kidney, GI tract, and extragonadal germ cell tumors. In cases of peripheral conversion, which can be due to increased substrate or increased activity of aromatase gynaecomastia is seen in chronic liver disease, malnutrition, hyperthyroidism, and adrenal tumors.

Clinical:

The history should include:

· age of onset and the duration.

· recent changes in the size of the nipples

· presence of pain or discharge from the nipples.

· any history of mumps, trauma to the testicles, use of alcohol, or use of drugs (e.g., prescription medications, over-the-counter medications, recreational drugs).

· family history of gynaecomastia.

· history for sexual dysfunction, infertility, or hypogonadism (impotence, decreased libido and strength).

15% of patients give history of trauma which is just incidental. 

Examination of the patient must include:

· thorough examination of the breasts  - size and consistency

· any nipple discharge 

· axillary lymphadenopathy.

· examination the testicles – size, consistency, nodules or asymmetry.

· signs of feminization - body hair distribution, fat distribution, voice changes and other eunuchoid habits.

· Signs of chronic liver disease, thyroid disease, or renal disease.

50% of gynaecomastia are bilateral and amongst unilateral ones the left side is more commonly involved for no known reason.

Differentiating between true gynaecomastia and pseudogynecomastia/lipomastia is vital. The patient is made to lie on his back with his hands behind his head. The examiner then places his thumb on each side of the breast, and slowly brings them together. In true gynaecomastia, a ridge of glandular tissue will be felt that is symmetrical to the nipple-areola complex. With pseudogynecomastia, the fingers won't meet until they reach the nipple. Gynaecomastia can be detected when the size of the glandular tissue exceeds 0.5 cm in diameter.

Every effort should be bade to rule out CA. Male Breast by ruling out hard consistency, axillary lymphadenopathy, skin / pectoral fixity and blood stained nipple discharge.

Investigations:

· Patients with physiologic gynaecomastia do not require further evaluation.

· Further evaluation is necessary in patients with the following:

· Breast size greater than 5 cm (macromastia)

· A lump that is tender, of recent onset, progressive, or of unknown duration

· Signs of malignancy (e.g., hard or fixed lymph nodes or positive lymph node findings)

· Serum chemistry for evaluating for renal or liver disease.

· Free or total testosterone, leuteinizing hormone (LH), estradiol, and dehydroepiandrosterone sulfate levels to evaluate a patient with possible feminization syndrome.

· T3, T4 and TSH levels to rule out Thyroid diseases

· Mammogram and FNAC if the case merits - Early proliferative phase shows nodular pattern with increased tissue focally in the subareolar area. Late Fibrous phase has tissue radiating out from the nipple.

· testicular ultrasound if the serum estradiol level is elevated and the clinical examination findings suggest the possibility of a testicular neoplasm.


Histological Features: 

There are two stages of Gynaecomastia – proliferative phase and quiescent phase. Early proliferative phase of gynaecomastia is characterized by proliferation in the breast of both the fibroblastic stroma and the duct system, which elongates, buds, and duplicates. As gynaecomastia persists it enters the quiescent phase where there is progressive fibrosis and hyalinization associated with regression of epithelial proliferation and, eventually, a decrease in the number of ducts. When the cause of the gynaecomastia is corrected early in the course, resolution occurs by reduction in size and epithelial content with gradual disappearance of the ducts, leaving hyaline bands that eventually disappear.  

Classification:

Webster classified gynaecomastia into three types:

1. glandular; 

2. fatty glandular; 

3. simple fatty. 

Patients with a glandular component require surgical removal of the gland. In the fatty glandular form, surgery combined with liposuction gives good contouring. In the cases that are primarily fatty in nature, liposuction alone gives good results.

Another classification described by Simon in 1973 groups the patients into categories according to the size of the gynaecomastia:

· I - minor but visible breast enlargement without skin redundancy; 

· IIa - moderate breast enlargement without skin redundancy; 

· IIb - moderate breast enlargement with minor skin redundancy; 

· III - gross breast enlargement with skin redundancy so as to simulate a pendulous female breast. 

Groups I and II require no skin excision, but in group III the breast development is so marked that excess skin needs to be removed, and in these cases a mastopexy-type procedure is required. 

Medical Management:

No treatment is required for physiologic gynaecomastia. Reassurance and posture changes are all that is required. Pubertal gynaecomastia resolves spontaneously within several weeks to 3 years in approximately 90% of patients. Breasts greater than 4 cm in diameter may not completely regress. Identifying and managing an underlying primary disorder often alleviates breast enlargement.

If hypogonadism (primary or secondary) is the cause, parenteral or transdermal testosterone replacement therapy is instituted. Testosterone does have the potential of exacerbating the gynaecomastia with the aromatization of the exogenous hormone into estradiol. Drug induced gynaecomastia can be reverted by stopping the offending drug.

The duration of gynaecomastia decides the initial choice of therapy. It is unlikely that any medical therapy will result in significant regression in the late fibrotic stage (a duration of 12 months or greater). As a result, medical therapies, if used, should be tried early in the course of the disease.

· Clomiphene, an antiestrogen, can be administered on a trial basis at a dose of 50-100 mg per day for up to 6 months. Approximately 50% of patients achieve partial reduction in breast size, and approximately 20% of patients note complete resolution. Adverse effects, while rare, include visual problems, rash, and nausea.

· Tamoxifen, an estrogen antagonist, is effective for recent-onset and tender gynaecomastia when used in doses of 10-20 mg twice a day. Up to 80% of patients report partial to complete resolution. Tamoxifena is typically used for 3 months before referral to a surgeon. Nausea and epigastric discomfort are the main adverse effects.

· Other drugs used less frequently include danazol, a synthetic derivative of testaosterone and testolactone, a peripheral aromatase inhibitor.

· Almost all drug trials in gynaecomastia are riddled with the problems of too small sample size and being non-randomized, non blind and uncontroled. Unknown long term side effects of these drugs also remain a discouraging factor.

Surgical Management:

Patients seek treatment because of anxiety, social embarrassment and fear of cancer. After the quiescent stage is reached (2 years) gynaecomastia is unlikely to regress or respond to medical therapy. Thus indications of surgery are

· Distress and psychological trauma

· No underlying treatable condition

· Hormonal treatment has failed

The surgical techniques in offer are:

1. Open subcutaneous mastectomy

2. Endoscopic assisted subcutaneous mastectomy

3. Liposuction assisted mastectomy

· Conventional

· Power assisted

· Ultrasound assisted - Ultrasound helps in emulsification and cavitation of glandular tissue

The surgical plan is according to Simon’s Classification and is as follows:

· Grade I and IIA – Liposuction or subcutaneous mastectomy through circum-areolar incision or both

· Grade IIB – Letterman skin resection + nipple transposition

· Grade IIB & III – 2 cm wide skin de-epithelilized all around the NAC

· Grade III massive – standard reduction mammoplasty

Liposuction has gained favour because it 

· avoids saucer deformity

· less risk of NAC ischemia and distortion

· less chances of haemorrhage, haematoma, seroma and infection

All tissue removed should be sent for histological examination in order to exclude malignancy, as about 1% of all primary breast tumours arise in men and breast cancer accounts for 0.7% of all male cancers

Summary:

Gynaecomastia can be physiological, pathological, drug induced and idiopathic. Physiological gynaecomastia itself requires no treatment unless it causes discomfort or embarrassment to the patient. The results of hormone therapy are disappointing, and surgery is therefore the mainstay of treatment. It is a cosmetic operation, and as such should not leave the individual with ugly, raised scars. The nipple areola complex must be left in the correct position and symmetrical with the other side, with minimal scarring. A smooth contour is important and a central crater should be avoided.

VIEWS

ALL ABOUT FILLERS

In the quest to eradicate the signs of aging, cosmetic plastic surgery patients continue to demand better results with less recovery time. Recent advances in technology aim to meet those demands, giving plastic surgeons and patients many options for facial augmentation. The products mentioned below represent a partial listing of injectables receiving ongoing attention.

As the largest plastic surgery organization in the world and the foremost authority on cosmetic and reconstructive plastic surgery, the ASPS welcomes the introduction of new and exciting therapies and products. The society, however, cautions that without meaningful scientific evaluation, physicians may be unwilling to use products until there is convincing evidence of their safety and efficacy.

Collagen (Bovine based)

Since the 1980s, injectable collagen has been used as a soft-tissue filler. Collagen is a naturally occurring protein that supports various parts of the body including skin, tendons and ligaments. Commonly used injectable collagen is made from purified cow skin to fill wrinkles, lines and scars on the face. The primary risk of injectable collagen is allergic reaction. Injectable collagen absorbs into the body. More than 265,000 collagen injection procedures were performed in 2006, according to the ASPS.

	Injectable 
	Description 
	Purpose 
	Possible Side Effects/Risks 
	Results 
	Regulatory Status 

	Zyderm/ Zyplast
	Collagen injection made from purified cow skin.
	Fills wrinkles, lines and scars on face and around lips.
	Allergic reaction. Requires skin test prior to procedure.
	Immediate, lasts up to 6 months.
	FDA Approved


Human Tissue Derived Collagen
A group of human-derived collagen products are currently available in the United States. The tissue, harvested using sterile techniques from donors or grown in a laboratory, are processed to form an injectable human collagen matrix.

	Injectable 
	Description 
	Purpose
	Possible Side Effects/ Risks 
	Results 
	Regulatory Status 

	Cymetra (Micronized Alloderm) 
	Injectable human tissue collagen matrix derived from cadaver tissue, screened for contami-nation.
	Filler for lips, nasolabial folds, deep wrinkles and lines.
	Bruising
	Multiple treatments needed; lasts 2 months
	FDA Approved

	CosmoDerm/ CosmoPlast 
	Derived from human tissue that has been purified and grown in a laboratory. Doesn't need a skin test.
	Approved for frown lines, crow's feet, forehead lines, smile lines, vertical lip lines, marionette lines, lip border and for certain scars. Cosmoderm is used for superficial lines, while Cosmoplast is used for more pronounced wrinkles.
	Bruising
	Immediate,
lasting up to six months depending on the area treated
	FDA Approved

	Fascian 
	Injectable derived from donor-fascia (connective tissue made of collagen) of the thigh muscle.
	Stimulates collagen formation, adds bulk.
	Bruising
	Lasts up to 6 months
	FDA Approved

	Autologen
	Injectable collagen prepared from the patient's skin. Small pieces of skin are harvested from the patient, processed and prepared for injection or frozen for later use.
	An alternative to traditional collagen injections.
	Bruising, time consuming and expensive
	2 or 3 treatments over a 6 to 8 week period to produce collagen; not permanent
	Not required


Human Derived Product
	Injectable 
	Description 
	Purpose 
	Possible Side Effects/ Risks 
	Results 
	Regulatory Status 

	Plasmagel 
	Plasma emulsion (protein) made of patient's blood and Vitamin C complex.
	Soft tissue filler to add volume.
	Bruising
	Lasts up to 3 months
	Not required


Fat
Fat injections have been used for years to add volume, fill wrinkles, lines and enhance the lips. Fat injections involve taking fat from one part of the patient’s body (abdomen, thighs or buttocks) and reinjecting it beneath the facial skin. Unlike bovine collagen, allergic reaction is not a factor as the fat is harvested from the patient’s own body. Results are variable, but can be permanent. More than 52,000 fat injection procedures were performed in 2006, according to the ASPS.

Botulinum toxins

First used to treat eye disorders, botulinum toxins have been used for neck spasms, cranial nerve disorders and eye spasms. For cosmetic purposes, the bacteria is used for the temporary improvement of moderate to severe wrinkles in the glabellar region. When injected into facial muscles, botulinum toxins block nerve impulses, temporarily paralyzing muscles and smoothing wrinkles. Currently Botox® is the only form of botulinum toxin approved by the FDA for cosmetic purposes in the glabellar region, but two others, MyoblocTM and Dysport®, are under FDA review for cosmetic use.

More than 4 million Botox® injections were performed in 2006, according to ASPS. Botox injections were the most popular minimally-invasive cosmetic procedure in 2006. Sixty-five percent of all Botox® procedures were performed on people between the ages of 30 –55.

	Injectable 
	Description 
	Purpose 
	Possible Side Effects / Risks 
	Results 
	Regulatory Status 

	Botox
	Botulinum toxin type A
	Smoothes wrinkles, reduces hyperhydrosis
	Bruising, numbness, droopy eyelids, body may become immune
	Can begin to take effect 5-7 days, maximum effect in two weeks
	FDA approved for use in the glabellar region.

All other use considered off label.

	Myobloc 
	Botulinum toxin type B; Requires larger dose than Botox but takes effect more quickly. Myobloc has a longer shelf life than Botox. May serve as alternative to patients resistant to botulinum toxin type A.
	Smoothes wrinkles
	Bruising, numbness, droopy eyelids, body may become immune
	Can take effect in 4-6 hours, maximum effect in 2 weeks
	In use outside U.S.

FDA approved only for cervical dystonias.

All other use considered off label.

	Dysport 
	Botulinum toxin type A; Requires larger dose than Botox but manufacturer claims injections are stronger and last longer with patients returning twice a year rather than four treatments with Botox.
	Smoothes wrinkles
	Bruising, numbness, droopy eyelids, body may become immune
	Can begin to take effect 5-7 days, maximum effect in two weeks
	In use outside the U.S. FDA decision pending.


Hyaluronic Acid
Hyaluronic acid exists naturally in all living organisms and is a natural component of connective tissues, including the skin. Hyaluronic acid has been used to treat joint pain. Restylane® is a soft tissue filler made of hyaluronic acid, manufactured by recombinent technology which adds volume to minimize wrinkles and lines. As the substance naturally occurs in humans and all animals, allergic reactions are rare. According to the ASPS, more than 770,000 hyaluronic acid injection procedures were performed in 2006. Captique™ is another soft tissue filler made of hyaluronic acid which received FDA approval in 2004. Hylaform® and Hylaform Plus® are soft tissue fillers composed of hyaluronic acid extracted from rooster combs - both received FDA approval in 2004. Two additional tissue fillers composed of hyaluronic acid, Perlane® and Restylane® Fine Line, are used outside the United States but are not approved by the FDA.

	Injectable 
	Description 
	Purpose 
	Possible Side Effects/ Risks 
	Results 
	Regulatory Status 

	Juvederm (24HV, 30, 30HV)
	Hyaluronic acid gel
	Temporarily corrects moderate to severe facial wrinkles and folds
	Temporary redness, pain/tenderness, firmness, swelling, and bruising at injection site; should not be used in patients with severe allergies, particularly allergies to bacterial proteins
	Immediate; corrects facial wrinkles of folds for up to six months or longer
	FDA approved

	Restylane 
	Non-animal derived hyaluronic acid.
	Soft tissue filler that adds volume to wrinkles around the nose and mouth.
	Redness, bruising, tenderness, swelling, pain, itching
	Immediate, lasts six months to one year
	FDA approved for filling moderate to severe wrinkles around the nose and mouth.

All other use considered off label.

	Restylane Fine-lines 
	Non-animal derived hyaluronic acid.
	Soft tissue filler that adds volume.
	Redness, swelling, tenderness, especially at sight of injection; acne-like formations are rare
	Immediate, may last up to 1 year
	In use outside U.S.

Not FDA approved for any use in the U.S.

	Perlane 
	Non-animal derived hyaluronic acid.
	Soft tissue filler that adds volume to wrinkles and folds in deep layers of skin.
	Pain, redness, swelling, itching, discoloration, and tenderness at the point of injection
	Immediate; 
lasts six months to one year; subsequent injections may require less Perlane
	FDA approved for the correction of moderate to severe facial folds and wrinkles.

	Captique
	Non-animal derived hyaluronic acid.
	Soft tissue filler that adds volume.
	Bruising, swelling, rare allergic reaction
	Immediate, may last up to 1 year
	FDA approved for filling moderate to sever facial wrinkles and folds around the nose and mouth

	Hylaform
	Hyaluronic acid extracted from rooster combs.
	Soft tissue filler that adds volume.
	Redness, swelling, people with sensitivities to avian products may have an allergic reaction
	Vary, may last up to 6 months
	FDA approved for filling moderate to severe wrinkles around the nose and mouth.

All other use considered off label.

	Hylaform Plus 
	Hyaluronic acid extracted from rooster combs. Contains large hyaluronic gel acid particles.
	Soft tissue filler that adds volume.
	Redness, swelling, people with sensitivities to avian products may have an allergic reaction
	Vary, may last longer than 4-6 months
	FDA approved for filling moderate to severe wrinkles around the nose and mouth.


Semi-permanent Fillers
Two additional soft tissue fillers being used for their wrinkle reducing and volume-adding qualities are Sculptra®  and Radiesse® (formerly RadianceTM). Radiesse® - received FDA approval for cosmetic applications in Decemeber 2006 - is composed of calcium hydroxylapatite, which has been used in the body for multiple applications including cheek and chin implants. Radiesse® is injected into the face adding volume through microspheres that are suspended in polysaccharide carriers until encapsulation occurs. Sculptra®, which is made of synthetic polylactic acid contained in microspheres, is approved by the FDA for restoration and/or correction of the signs of facial fat loss (lipoatrophy) in people with human immunodeficiency virus. Any other use is considered off-label. 
	Injectable 
	Description 
	Purpose 
	Possible Side Effects/ Risks 
	Results 
	Regulatory Status 

	Radiesse (Bioform) 
	Microspheres of calcium hydro-xylapatite suspended in an aqueous gel carrier.
	Reported to last 1-2 years. The body forms collagen around the micro-spheres that adds bulk.
	According to manu-facturer, clumping, lumping, and nodules can appear when injected into the lips. Little risk of allergic reaction.
	Immediate, according to the manu-facturer.
	FDA approved for correction of moderate to severe wrinkles and folds.

	Sculptra 
	Synthetic polylactic acid contained in micro-spheres.
	Restores lost facial volume in people with HIV. The body forms collagen around the micro-spheres.
	Redness, bruising, lumping and granulomas
	Immediate, and typically last two years according to manu-facturer.
	Approved by FDA for restoration and/or correction of lipoatrophy in HIV patients.

In use outside the U.S. as New Fill, to fill wrinkles.


Non-resorbable/"Permanent" Filler
Unlike other dermal fillers that eventually become absorbed by the body, ArteFill® is the first injectable to provide a permanent support solution to fill wrinkles and prevent further wrinkling.
	Injectable 
	Description 
	Purpose 
	Possible Side Effects/ Risks 
	Results 
	Regulatory Status 

	ArteFill 
	Contains 20% tiny, round, non resorbable, smooth particles (polymethyl methacrylate microspheres) and 80% purified bovine collagen gel with 0.3% lidocaine. Microspheres not absorbed by the body; provide support for wrinkle correction
	Indicated for the correction of nasolabial folds (a.k.a. smile lines)
	Skin test required

Lumpiness, granulomas, persistent swelling or redness, increased sensitivity at injection site, rash, itching

Contraindications:
-lip augmentation
-patients with known lidocaine hypersensitivity
-patients with bovine allergies

Not for patients with known susceptibility to keloid formation
	Immediate results

One or two touch up injections at intervals of at least two weeks may be required to achieve desired results
	FDA approved as non resorbable aesthetic injectable implant for correction of nasolabial folds


STOP TRIVIALIZING OUR SPECIALTY

The obsession with cosmetic surgery is obscuring the real work plastic surgeons do treating cancer patients and burn victims. They said the demand for cosmetic surgery fuelled by the media's coverage of celebrities and TV programmes was having a negative effect. The British Association of Plastic Surgeons even said some people saw them in a similar vein as hairdressers.  Instead, the surgeons said they were doctors who were there to heal people.  

Understanding 

To stress their point, they gave examples at a London press briefing of people who had benefited from their work. In one case, a club bouncer who had had his nose cut off in a sword attack was given a new nose through nasal reconstruction.  A man who developed tongue cancer had part of his tongue removed and rebuilt, hardly impairing his speech. 

And two children, born with cleft palates, were almost indistinguishable from their peers by the age of two. 

Association chairman Chris Khoo said: "One of the things that come across in the TV programmes is that there is a quick fix for anything, but sometimes we have to say no to treatment and people don't understand. 

"This obsession tends to trivialise what the speciality can do.  "Our members treat cancer patients, burn victims and babies with cleft palates.  They enable people to live full and active lives, but this does not always come across.”

"We are not saying cosmetic surgery is not important, because it is and many of us do it, but just that we are getting things out of perspective." Martin Kelly, a consultant plastic surgeon at the Chelsea and Westminster Hospital who specialises in facial reconstruction, warned the obsession with cosmetic surgery meant that some unsuitable surgeons were carrying out work, leaving the NHS to pick up the tab for repairing the damage. 

Scarring 

And he added: "We are primarily doctors and not just further along the spectrum from hairdressers. 

"We are here to heal and help people." Another of the effects of the obsession was that the benefits of stem cell research and tissue regeneration, which could lead to the avoidance of scarring, were also being missed. 

Patrick Mallucci, a consultant plastic surgeon at London's Royal Free Hospital, said: "Great advances are being made. It is not going to happen this week or next week, it is something for the future. "But all we hear is cosmetic surgery." 

Brendan Eley, chief executive of the Healing Foundation, a charity for people with disfigurements, said: "I have a lot of sympathy for plastic surgeons.”No other area of medicine has to put up with such misconceptions. They are unsung heroes whose work can transform the lives of their patients." 

(Source: http://news.bbc.co.uk/1/hi/health/4355487.stm)

IS BREAST AUGMENTATION GOOD FOR ANY AND EVERY LADY?

People of all ages strive to look like the celebrities who are personified in magazines, television, and on the big screen. Celebrity fashions, hair styles, body shapes and, yes, even breast sizes become goals that many strive to achieve. Teenage girls are especially susceptible to the real or perceived pressures to look like the famous faces (and bodies) they admire. As a result, more and more girls in the 16-20 age range are showing a greater interest in breast augmentation surgery.  Not surprisingly, there is great controversy surrounding breast augmentation surgery for teenage girls. This leads to the question, "What is the ideal age for breast augmentation surgery?" Unfortunately, there is no exact answer to this question. However, there are some guidelines that most experienced cosmetic surgeons follow to determine whether or not a patient is a candidate for breast enlargements. 

Age 
Many highly skilled cosmetic surgeons will not perform breast augmentation surgery on women younger than age 18. It should be noted that a woman's body, including the breasts, will continue to develop and grow into her early 20's. It may be more prudent to postpone any surgery decisions until the woman is fully developed. 

Physical health
Breast augmentation candidates will be in good physical health and within a reasonable weight for their body size. 

Mental health
Breast enhancement surgery should not be used as a quick-fix to enhance self-esteem or to correct negative body image issues. While larger, perkier breasts can give women new or renewed self-confidence, patients should not be under the misconception that larger breasts will magically make their lives more meaningful or perfect. Realistic expectations should be discussed with the cosmetic surgeon prior to any procedure. 

Current life situation
Pregnancy, breastfeeding, aging and weight loss can dramatically change a woman's breasts and lead a woman to consider breast augmentation. Women who are pregnant or nursing should delay any breast enlargement surgery until her body has returned to "normal." Future pregnancies, aging and weight gain or loss can still have an effect on the breasts, even if the woman has implants. 

Every woman's body, life situation and personal goals are unique. When breast augmentation surgery is done for the right reasons, with the right expectations, by a highly-trained cosmetic surgeon, most women are very satisfied with the outcome.
 (Source: http://www.theage.com.au/news/lifeandstyle/beauty/computer-trained-to-improve-hotness/2008/10/15/1223750130894.html?page=2)

NEWS

INDOCLEFTCON 2009

 (Personal communication with Dr. Karoon Agarwal, Workshop Organizer and Head of the Department of Plastic Surgery, JIPMER, Pondicherry)

The 8th Annual Conference of Indian Society of Cleft Lip Palate and Craniofacial Anomalies was held from 12-15th February 2009 at JIPMER, Pondicherry and was organized by the Department of Plastic Surgery in a newly constructed Auditorium in the Institute campus.  It was attended by 83 Plastic Surgeon, 51Maxillofacial surgeons, 79 post graduates, 22 Orthodontists, 5 other dentistry specialists, 8 Speech Language Pathologists, 2 Paediatric Surgeons 3 Anaesthesiologists and a host of under graduate students.

The main hall was named “Dr. CR Sunderajan Hall” in memory of Dr. C.R. Sunderajan, who was the teacher of many plastic surgeons of today. The CMEs were organized at ‘Dr. V. Settu Hall’, which was named after another senior plastic surgeon from Chennai. Both these stalwarts unfortunately passed away a month before this meeting.

INAUGURATION:

The conference was inaugurated by the senior most Plastic Surgeon in South, living legend Dr. Sam C. Bose, Ex-Professor and Head of the Department of Plastic Surgery at Madurai Medical College.  Dr. Ashok Kumar Das, the Ag. Director of JIPMER presided over the function. 
The inaugural ceremony was held on 12th February 2009.  During the inauguration all the Past Presidents of the society, the Visiting Faculty and Oration Speakers were honoured.  Dr. Subodh Singh, whose film “Smile Pinky” was nominated for the Oscar, was felicitated.  Inaugural function was followed by two inaugural key-note addresses by the eminent faculties.

First key note address was delivered by Brian Sommerland on ‘The worldwide challenge of cleft lip and palate- the role of India”.   He felt that some of the best Indian centres are ideally placed to act as teaching and mentoring centres for the rest of Asia and Africa.  India can evaluate which of the techniques developed in the west are appropriate for more widespread use.

The second key note address was “The skeletal basis of the cleft deformity” by Dr. K.S.Goleria. He emphasized that facial skeleton is the foundation of the appearance. Hence he presented the thoughts on the contribution of the skeleton to the cleft lip & palate deformity and other craniofacial anomalies.

ORATIONS:

There were three prestigious Orations during the conference. The Millard Visiting Professor Oration was delivered by Court B Cutting, USA.  He spoke on “Personal journey in understanding primary cleft Repair”. Mr. Cutting spoke on the learning process and development of many new techniques for improving the results in cleft lip and palate.  The second oration, the Founder’s Lecture, was delivered by Dr. C.P. Sawhney, New Delhi.  He dwelt on “Rationale with my experience in the Management of Unilateral Cleft Lip”. Dr Sawhney was very candid in his oration and explained the development of the triangular flap technique by him. The “Braithwaite Oration” was delivered by I.T. Jackson, USA.  He spoke on “One Stage Profile Correction of Face”.  Befitting to his impression Dr Jackson presented the role of LeFort I, Mandibular osteotomy and septo-rhinoplasty in one surgery to improve the total profile of cleft lip and palate patients.

PANEL DISCUSSIONS:

There were four panel discussions during the conference and all were very well attended by the delegated and faculty with good interaction throughout the panel discussions.

The first panel discussion was on “Expectations and Implications for Maxillary Expansion in cases of Cleft”.  This was moderated by Dr. Ashok Utreja with the following panelists: Dr. O.P. Kharbanda, Orthodontist; Dr. A.K. Singh, Plastic Surgeon; Dr. Gopal Krishnan, Oral and maxillofacial surgeon.

The second panel discussion was a unique panel of anaesthetists on “Anaesthesia Protocol for Cleft Children”.  This was moderated by Dr. Karoon Agrawal with the following panelists: Dr. Pankaj Kundra (Convenor), Pondicherry; Dr. Vibhavari Naik, Hyderabad and Dr. Aruna Parameswari, Chennai. The discussion was on the basic criteria for fitness of the children for surgery under general anaesthesia. The consensus was 10 gram% haemoglobin is optimum however many centres are accepting 8 gm% haemoglobin for the surgery. Apart from Haemoglobin, the nutritional status and the body weight are important for anaesthetic fitness. The children with recently treated upper respiratory tract infection may have bronchospasm during emergencies; hence such children should to be taken for anaesthesia with caution.

The third panel was on “Basic Principles of Craniofacial Surgery” which was moderated by Dr. Ramesh Sharma.  The panelists were
Dr. Sanjeev Deshpande; Dr. Mukund Jaganathan and Dr. Nitin Mokal, all from Mumbai. It was a useful panel for the surgeons who intent to start and practice craniofacial surgery.

The fourth panel discussion was on “The Nuances of Cleft Orthognathic Surgery” moderated by Dr. David Tauro and the panelists were: Dr. Adi Rachmiel, Israel; Dr. Veerababu; Dr. N.R. Krishnaswamy and Dr. Sherry Peter. Many finer points in relation to cleft orthognathic surgery were discussed.

KEY NOTE ADDRESS & MASTER LECTURES:

There were land mark key notes and Master Lectures by the experienced visiting faculty from abroad as well as India.  The speakers were: Dr. Adi Rachmiel: Master Lecture “Distraction osteogenesis in cleft patients” and Key Note “ Treatment of Facial Asymmetry by Distraction Osteogenesis”, Dr. Court B Cutting: Key Note “Velopharyngeal Incompetence”, Dr. Daniel Chiung-Shing Huang: Master Lecture “Long term results of orthognathich and orthodontic treatments”, Dr. H.S.Adenwalla: Master lecture “The palate speech and pharyngoplasties. Questions that haunt me after 50 years of cleft surgery”, Dr. I.T. Jackson: Master Lecture “Craniofacial Surgery – Newer Aspects”, Dr. Peter Mossey: Key Note “WHO collaborating centre for Craniofacial Anomalies Research at the University of Dundee”, Dr. Virender Singhal: Master Lecture “Craniofacial Microsomia and Craniofacial Distraction” and Key Note “Medicine in Ancient Egypt”

GUEST LECTURES:

There were 19 invited Guest Lectures during this conference which were delivered by the eminent faculty drawn from India and abroad.  The topics of the invited guest lectures were chosen to cover all the aspects of cleft and craniofacial anomalies. The invited guest speakers were Dr. A. Gopalakrishana, Dr. Ashima Goyal, Dr. Ashok Utreja, Dr. Daniel C.S. Huang, Dr. Jyotsna Murthy, Dr. Krishnamurthy Bonanthaya, Dr. Mukund Jagannathan, Dr. Nitin Mokal, Dr. NKK. Prasad, Dr. P.V.Narayanan, Dr Rajesh Powar, Dr. S.N. Deshpande, Dr. S.P. Bajaj, Dr. Seema Rekha Devi, Dr. Srinivas Gosla Reddy, Dr. Subodh Kumar Singh, Dr. Syed Altaf Hussain, Dr. T.C. Chandran and  Dr. V. Bhattacharya.

FREE PAPERS:

There were 29 free papers presented during the conference which covered the Surgery, Speech Therapy, care of dental problems, Orthodontia and Psychological aspects in patients with cleft and craniofacial anomalies.  To make free papers attractive, the organizers distributed the free papers between the guest lectures and important events during the conference, which was very effective and motivated all the delegates to attend and listen to all the free papers.  Further to make it more attractive a ‘Competitive Free Paper Session’ was organized in which five free papers were selected and were adjudged for the write-up and their presentations. The paper entitled “A comparative study of two different incisions for bilateral cleft lip repair using 2D-photo analysis: A retrospective study” presented by Dr Suneela Rani was adjudged the best free paper.

PRE-CONFERENCE-BRAIN STORMING SESSION:

A unique brain storming session was organized on 12th February 2009, as a Pre-Conference workshop. This was organized under the auspices of the ‘Smile Train’ in the Central Hall of Super Speciality Block in JIPMER.  The Convener of this programme was Dr. Mukunda Reddy.  The Theme of the workshop was “to develop a protocol for the management of cleft lip and palate patients in the developing countries”.

The management of cleft patients in India was deliberated extensively during the programme.  However, no consensus could be reached.  This was the preliminary effort towards developing the consensus protocol.  This session achieved the objectives drawn by the convener, the Smile Train and the organizing committee.


CME SESSIONS:

Two CME sessions were organized during the conference which was a new venture on the part of the organizing committee to involve the students for the management of cleft and craniofacial anomalies. The idea was to catch them young and catch them early, so that the awareness is wide and effective.  

The first CME was specifically designed for the Dental Under-graduate and Post-graduate students.  The Coordinators of the CME were Dr. S. Balanand, and Dr. A. Balamani.  The faculty was drawn from India, as well as abroad.  This was attended by 79 dental students.

The second CME was a unique venture to involve the Speech Therapy students in the management of cleft lip and palate.  The delegates were from many colleges from Pondicherry, Chennai and Bangalore. 76 delegates participated in the CME programme. The Programme Director was Mr. N.D. Rajan, Mrs. Roopa Nagarajan was the Course Chairman and Dr. S. Gopalakrishnan was the Convener.  The faculty was drawn from Department of Speech, Language and Hearing Sciences, Sri Ramachandra Medical College, Chennai.  The feed back of students attending the CME was very encouraging and met the aims and objectives of the CME designed by the organizing committee.

MEETING OF GENETIC STUDY GROUP:

A meeting of Genetic Study Group “INDCRAN” was organized on 13th February under the leadership of Dr. Peter Mossey in the Board Room.  This was attended by 35 members and discussed the protocol, objective and methodology of genetic study on cleft lip and palate at length.  Dr. Peter Mossey answered almost all the queries raised by the study members. There was very good interaction and participation among the attending members.

POSTERS:

There were 23 posters presented during this conference which covered different aspects of cleft and craniofacial anomalies. Majority of the posters were on rare cleft and craniofacial anomalies.  This was exhibited in the Multipurpose Hall which was attended by all the delegates.  Simultaneously there was e-poster which was available for viewing in Board room at designated computer terminals. To make the posters interesting a competition was organized and the best poster was awarded.  The judges were Dr. S.P. Bajaj, Dr. A. Gopalakrishnan and Dr. Dinesh.

ADDITIONAL FEATURES:

During the conference certain new facilities and programme were organized for the benefit of delegates. Operative video presentation session in which 35 operative video cds and DVDs were made available to the delegates for free continuous independent viewing during the conference.

There were three dedicated computer terminals exclusively for the delegates. Two dedicated internet terminals were available for the delegates and the whole auditorium complex was made WI FI for the use of delegates without any extra charges. There were three dedicated computers provided for the display of e-posters. This was very popular amongst the young delicates and postgraduate & undergraduate students.

The Indocleftcon2009 had many features which were implemented for the first time in ISCLPCA conference. The participation was unprecedented. There were two CMEs for the UG and PG students. There was a competitive free paper session which improved the quality of free paper presentation. The free papers were interspersed between the major lectures so that there was good audience though out the conference. E-poster was introduced along with poster display on the boards. The interaction during the conference was very good. And finally all the delegates were satisfied with the scientific deliberations and the conference organization. 

AESURG 2009

The Annual Meeting of Indian Association of Aesthetic Plastic Surgeons was held in Radisson Hotel, Khajuraho from March 27 to 29, 2009. The beautiful temple city formed the perfect backdrop for this conference as the sculptures in the walls of these world heritage temples have defined the concept of beauty and remained a yardstick of aesthetic enhancement. 

Day 1 ISAPS SYMPOSIUM         

The ISAPS Symposium was chaired by Dr. Vakis Kontoes of Greece and was inaugurated by the opening remarks of the ISAPS President, Dr. Bryan Mendelson from Australia. Dr. Abdul Reda Lari of Kuwait started the scientific proceedings with his deliberation on ‘Vertical Reduction Mammoplasty’. True to his style he was ready to offer the golden tips – while defining the medial pillar he insisted on going straight down without undermining but on the lateral side he advocated developing a plane between the subcutaneous and glandular tissues right up to the axilla, in order to remove the lateral axillary fullness. Thus he avoided any liposuction for this lateral fullness. He went on to emphasize that vertical mammoplasty is a concept and not just scar. It narrows the base of the breast, increases its projection, elevates the inframammary line and its results improve with time and are invariably long lasting.

Dr. Luis Toledo of Dubai while discussing about Face Lift, how he does it, felt that practicing this surgery was challenging in Dubai where people from 54 nationalities reside. A judicious mix of removal of excess skin, SMAS placation, adding malar fullness, elevation of the tail of eyebrows and understanding the ethnic and demands of the patient are all that are required. 

Dr, Des Fernandes of South Africa deliberated upon the ‘Mid face Lift’. His innovative use of a long spinal needle and 4’o or 5’o Proline to engage the drooping midface fat and repositioning them at a desired level to take care of the tear trough deformity and heavy naso-labial folds was indeed intriguing. His self designed contraption to prevent hairs from coming in the way while tying knots in the hairy scalp was also a revelation! 

Dr. Fernandes also demonstrated a simple closed method to lift the tip of the hooked nose via a small 2mm columellar incision using a looped 4’o praline suture. Enumerating its advantages he felt that it was minimally invasive, pain free, improved breathing, could be repeated and had minimal post operative swelling, but he insisted on overcorrecting the deformity every time.

Dr. Fernandes also talked about ‘Skin needling for acne scars, stretch marks and wrinkles’ and felt that the procedure produced rejuvenation as a result of induction of growth factors. Needles arranged on rollers producing 3mm deep needle holes, were according to him, an alternative to radio-frequency and he felt that it helped in removing scar collagen and creating normal collagen. Needling ruptures dermal vessels which in turn bleed and releases platelets which produce growth factors EGF, TGFα, TGFβ2 and TGFβ3 etc. These in urn promote collagen synthesis.

Dr. K.S. Bhangoo spoke on Profiloplasty of the Face. Once again the common pitfalls were identified and addressed – for defining the lower jaw line he advocated liposuction along and below the mandibular free border and never on it in order to avoid skeletonization.  While placing chin implants he advised respecting the manufacturer’s mid line mark on the implant and secure it in place by passing a suture through it. For lip augmentation he advocated a dermis-fat graft – 2 grafts directed from the commisure to the midline so that if required they can be overlapped in the midline to give a pout. 

Dr. C.S. Lades spoke on the use of LED phototherapy in Plastic Surgery. He used it in multiple Basal Cell cancers in the face, to remove wrinkles from the face and to salvage failing flaps in the face. Low Emission Diode transmits a lot of energy over a long period in contrast with IPL, which does so in a short span of time.

Dr. Lades also deliberated upon ‘Intermittent Suction and Avoidance of Seromas’ by Eurosets drains.

Dr. Pavel Brychta of the Check Republic discussed the circumferential belt lipectomy in massive weight loss patients. He insisted on bringing the tumescence fluid to body temperature and cautioned against co-mordidities like diabetes and hypertension. 

Dr. Vakis Kontes while discussing ‘Standard face Lift with SMS and Laser Blepharoplasty Step by Step’ elevated the SMS flap divided it into two by a vertical incision, used the lateral part to hitch up the sagging SMAS while used the medial part as a vascularized MAS flap to restore malar fullness. He insisted on trimming the skin flap just enough to avoid any tension. A laser blepharoplasty after the surgery invariably helps to enhance the results. Deep wrinkles in upper lip can also be addressed with minimal downtime.

Mr. Bryan Mendleson gave a masterly demonstration of the anatomy of mid cheek. He showed how the layers of SCALP continue on to the face – galea aponeurotical as the SMS and loose areolar tissue layer as Facial soft tissue spaces – preseptal, pre zygomatic, pre masseteric and buccal, facial ligaments and Facial Nerve branches. In the aging face the facial ligaments are the sites of depression – nasolabial, tear trough region and loose folds of skin like the jowls and the puffy eyelids are the lax unsupported spaces. With this concept of basic anatomy behind us he went ahead to discuss ‘The lower facelift using the pre-masseter space approach’. Dissection is carried out up to the anterior border of masseter in the pre-masseteric space without any danger to the facial nerve twigs as they run well protected by the ligaments. 

Dr. Marcos Sforza of Brazil while discussing a ‘Simplified treatment of lower eyelid retraction’ enumerated the common causes – excessive removal of skin or fat, damage to orbicularis muscle, palpebral scarring or laxity, proptosis, maxillary hypoplasia and hereditary. Treatment too was different depending upon the aetiology – warm compresses, massage, tarsorraphy, lateral canthal release + medial tarsorraphy were all indicated from time to time, but the policy of wait, watch, reassure and further wait should never be abandoned in a hurry.

The evening had a brief inaugural function in which the ISAPS President Mr. Bryan Mendleson told the delegates about the organization, its initiation in 1970, its over 1700 members in 86 countries, its newsletter, its website, its academic activities worldwide and its 33 years old Journal. This was followed by a breath-taking Sound & Light programme in the Western Group Temples of Khajuraho.

Day 2         

The proceedings of the second day started with Dr. Pavel Brychta discussing his experiences of post bariatric surgery body contouring. Dr. Luis Toledo talked about ‘Fat Grafting and Stem Cells 1985-2009’ and felt that adipose stem cells had many advantages over embryonal stem cells – no ethical/religious issues, present in abundance, easy to harvest, and easy to use. They tolerate ischemia for sufficient period at 4 degree C and so clinical research in adipose biology is practical and useful.

Dr. Dinesh Bhargava introduced the concept of lateral tension abdominoplasty in which the maximum tension is taken by the lateral sutures and the skin in the midline is allowed to fall tension free over the pubic hair line. He felt that the skin excess was not vertical but circumferential so skin excess should be excised more laterally and by doing so inadvertently the hip will be pulled up too! He felt that this was a torsoplasty and not simply abdominoplasty. Dr. Ashish Davalbhakta also emphasized the same principle. He felt that the standard abdominoplasty does not address the flanks, the horizontal laxity and the epigastric bulge. Ted Lockwood gave the concept high lateral tension lipo-abdominoplasty which not only reduces the tension in the midline but also efficiently tightens the flanks, narrows the waist and pulls the thigh skin up producing greater rejuvenation.

Dr. Shrirang Purohit talked about VASER – Vibration Amplification of Sonic Energy and Resonance in which fat specific frequency is delivered by a platinum probe and the surrounding non adipose tissue is least effected. The complications of liposuction – uneven aspiration, loss of contour, sagging and waviness are not seen with VASER. The skin shrinkage is because of the heat delivered in the sub-dermal area and the effluent aspirate is fat rich, of very high quality and least traumatic. Post-operative hyperaesthesia at times lasts 4-6 weeks.

PANEL DISCUSSION

A panel discussion on ‘Periorbital Rejuvenation’ had 5 panelists. Mr. Bryan Mendelson spoke on ‘Advanced Technique of upper lid blepharoplasty – tarsal fixation and lower lid blepharoplasty – contouring’. Dr. K.S. Bhangoo deliberated upon peri-orbital rejuvenation in which besides upper and lower eyelid blepharoplasty he talked about corrugator resection, endotine blepharoplasty, fat fillers, correction of tear trough deformity, and Botox. Dr. Kathrena Andjalkov Sforza talked about the importance of Canthoplasty for major laxity and Canthopexy for minor laxity in aesthetic blepharoplasty and the correct interpretation of the Snap Test. 

Dr. Rakesh Kalra of Dehradun gave a brilliant disposition of Oriental Blepharoplasty – its anatomy and the surgical steps. The absent supratarsal folds and the epicanthal folds hiding the medial canthi comprise the deformity. He also cautioned that pre aponeurotic fat pad is large in amount and at a lower level in these eyelids. He insisted on creating the supra-tarsal fold 8mm from the lid margin using 8’o silk in a 3 layered closure. Post operative eye packs and suture removal after 72 hors were his recommendations. Dr. Vakis Kontoes talked about the use of laser in the peri-orbital region and evaluation of SSTT for rejuvenation of this region. The Simple Suture Traction Technique (SSTT) plicates the lower lateral reticulum and so smaller amount of skin resection is needed.

Dr. Devansh Sharma’s lecture on ‘Interface Surgery’ was very well organized. Surgery for modifying facial features, Profileplasty, Orthognathic surgery and surgery on the non-occlusal facial skeleton all together comprise Interface Surgery. Patient complains of ugly smile, face not being photogenic or not liking his/her profile. We evaluate the patient, see the photographs – front and profile on grid, and cephalograms and make a management plan. Thus conditions like Micrognathia, Prognathism, Maxillary hypoplasia, Long face are diagnosed and a treatment plan is chalked. Surgical interventions are thus tailored to the case specific deformity – orthognathic interventions, onlay implants, step genioplasty, rhinoplasty etc.

Prof. A.K. Singh of Lucknow while discussing the application of cranio-facial principles in aesthetic surgery talked about adequate exposure, inconspicuous incisions, use of tissue glues, resorpable plates and BMP with bone graft or Hydroxyapatite. Dr. Sandeep Sharma of Baroda highlighter the guidelines for a day care cosmetic surgery unit. He felt that such arrangements were meant to reduce hospital cost, increase patient compliance and privacy, have fewer chances of wound infection, DVT and pneumonia and disrupt patient’s personal life less. Disadvantages include unexpected admissions because of surgical or anaesthetic reasons, errors in diagnosis, restriction in parentral drug therapy, absence of post operative monitoring and anxiety about going home. 

Dr. Anup Dheer’s disposition of Fat Transplant was very informative. He showed its applications in rejuvenating aging face by restoring volume in tear trough area, rejuvenating hands, adding volume to the breasts and buttocks, while correcting depressed scars and correction of Velo-pharyngeal incompetence. Dr. Neeta Patel showed the utility of fat grafting in a case of Romberg’s Disease. Instead of free tissue transfer or allograft she chose free fat grafting because of the non-ending supply of fat, because fat contours well, is inexpensive when compared to fillers and there is an element of stem cell transfer perhaps.

Dr. Manoj Khanna’s presentation on lip augmentation with dermis graft was very well planned and easily understood. He opined that the Upper Lip is 8.7cm +/- 1.4cm and the Lower Lip is 9.3 cm +/- 1.5cm in length. Dermal grafts give stable, long lasting and predictable results and can be done in local anaesthesia. The pocket for it is created just below the vermilion margin by 3 incisions. The graft is placed thus between the skin and the muscle and hitched to the muscle. Other alternatives for lip augmentations like fillers, gortex and PTFE - which are expensive, fat injections – which give inconstant results are no match to the dermal grafts.

A sponsored session on Botox had two presentations. Dr. Reema Arora gave a hands on demonstration of Botox injection for vertical forehead wrinkles and spoke briefly about the product. Dr. Kuldeep Singh discussed the atypical indications of Botox – developmental asymmetry, post traumatic, post surgical and in facial nerve palsy. A session on Anti Aging was moderated by Dr. Neeta Patel and it had 5 speakers Dr. Mohd.Ali, Dr. Promod Vora, Dr. Praveen Verma, Dr. Melody Hart and Dr. Michael Tayler.

Day 3        

In the morning Dr. Hans Fabtan Blaschke started the proceedings with his lecture on ‘Beauty and the Beast’ and felt that appearance today remained the last bastion of discrimination in the society. Dr. Ramesh Sharma gave a brilliant presentation on ‘Photography in Aesthetic Surgery’ How to standardize the views of the face, where to keep the light source, the choice of background, the equipment and the scope of morphing, all were discussed with abundant clarity. The face should have a neutral expression because a simple smile can lift the malar region and give a rejuvenated appearance!

A Panel discussion on Hair Transplantation was moderated by Dr. Lokesh Kumar and it has 3 panelists – Dr. Sandeep Settur, Dr. Manoj Khanna and Dr. K. Ramchandran. From evolution of Hair Transplant to patient selection criteria to the technical details and post operative care every item was discussed in great details. The innovative instruments being used in India and popularized by Dr. Khanna, the Kolkata Slit was also highlighted. The importance of creating a team for this surgery was emphasized by every panelist.

The last session of the meeting had three interesting presentations. While Dr. Sailesh Patel of Ahmedabad talked about ‘Long term outcome of Laser assisted Repigmentation of Vitiligo in critical areas’, Dr. Rajiv Agarwal of Lucknow presented a new technique for repair of acquired split ear deformity using a free conchal cartilage sandwich graft and Dr. Ravi Tah presented his experience of correction of tuberous breasts. 
CONGRATULATIONS
Dr. Subodh Kr. Singh of Varanasi is the kind hearted, hard working and ever smiling doctor of Pinki, whose story ‘Smile Pinki’ won the Oscar for its creator Ms. Megan Mylan. The Director came all the way to the holy city to shoot the film. The Oscar winning film shows how the girl's family is informed by a social worker that a free surgery is possible at the Varanasi-based G S Memorial Hospital and how the girl's life changes after the operation which was performed free of cost by Dr. Singh under the auspices of the Smile Train programme. 

[image: image1.jpg]



Dr. Subodh Kumar Singh flanked by the Director Ms. Megan Mylan and Pinki on his left and Pinki’s father on his right on the red carpet in front of Kodak Theatre
Dr. Ashok Gupta of Mumbai has been decorated with Padmashree by the Honourable President of India. Dr. Gupta has been an outstanding teacher of our specialty and by organizing the ever popular annual Aesthetic Surgery Tutorials he has helped to train a new generation of Plastic Surgeons in the field of Aesthetic Plastic Surgery. This honour has come to the Plastic Surgical fraternity after almost a decade. Prof. Matangi Ramakrishnan and Prof. N.H. Antia have in the past been the recipients of this rare honour.
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Her Excellency the President of India Smt. Pratibha Patil honouring Dr. Ashok Gupta with Padmashree

ACROSS SEVEN SEAS

COMPUTER IMAGING FOR BREAST AUGMENTATION
A local breast augmentation plastic surgeon is the first to offer patients in the greater Philadelphia and Southern New Jersey areas an opportunity to plan procedures more accurately using a technologically advanced computer imaging system. Dr. Evan Sorokin (http://www.delawarevalleybreasts.com), a board-certified plastic surgeon performing cosmetic and reconstructive procedures such as breast enlargement in New Jersey says that his patients are already benefiting from his practice's newly acquired digital imaging system, which offers the next generation of imaging technology and allows women to preview and compare possible surgical outcomes before surgery.

"I'm very excited to see how this system is already helping my patients clarify their goals," Dr. Sorokin says. "Today, since breast augmentation patients in New Jersey have so many options to choose from, I am always looking for new ways to simplify the decision-making process. My patients definitely appreciate being able to compare their options visually, and the system factors in each patient's skin and tissue type to more accurately reflect cosmetic surgery results."

The Axis Three Portrait 3D system, which Dr. Sorokin recently installed in his Marlton, New Jersey office, uses a specialized system to take multiple-angle photographs of the patient's current shape. The surgeon then uses software to combine these images into a three-dimensional model that the surgeon can adjust to demonstrate possible surgical outcomes based on the type, size, projection, and placement of the breast implant.

"One big benefit of the Axis Three imaging system is that it uses photos of the patient herself and takes her own, unique tissue characteristics into account when it renders an image," explains Dr. Sorokin. "Many surgeons offer photo galleries to help patients understand their options more clearly, but there is a big difference between seeing someone else's results with different implant types, and seeing those options on your own shape. It's much more personal."

The new system offers highly customizable options for the surgeon to adjust for different implant types, placement options, and sizes, helping ensure that the breast enlargement patient and her New Jersey plastic surgeon have the same goals in mind.

"Computer imaging is a useful tool, but women still should be careful to find a surgeon who is highly skilled and can deliver on the results they envision," explains Dr. Sorokin. "A skilled surgeon uses computer imaging to create a visual, very personal reference that can start the discussion about breast implant options. This helps New Jersey women understand their choices better and make decisions they can feel confident about."

While the system cannot approximate every detail with total accuracy, Dr. Sorokin has found that the images created by the Axis Three system very closely mirror his patients' ultimate results. "Even though I use advanced techniques to minimize swelling and shorten recovery time, I still advise patients that it can be several weeks before their breast implants 'settle' into a lower, more natural position. Having the vision of her final results through computer imaging helps a patient see that this phase of the surgery is only temporary and reminds her -what she can look forward to. Axis Three computer imaging really does represent the state of the art when it comes to breast enhancement procedures."

(Source: http://www.24-7pressrelease.com/press-release-rss/new-computer-imaging-system-for-breast-augmentation-in-new-jersey-94545.php)

STEM CELL FACELIFT

Injectable fillers, microdermabrasion and laser facial rejuvenation procedures are some of the most popular anti aging solutions on the market, but an innovative facelift procedure made with stem cells is on the horizon. The official ‘Stem Cell Facelift’ is currently undergoing comprehensive testing by researchers and plastic surgeons around the world.

The treatment is one of the latest non-invasive facial procedures designed to tighten and tone the skin, reduce the appearance of wrinkles and improve the contours of the face. This no-needle facelift works by injecting the patient’s own stem cells into key facial compartments so that the skin can begin to restore and repair itself naturally.

Most adults store an excess number of stem cells in the lower abdominal area, an area that is often considered to be a ‘problem area’ for men and women who want a smooth and sculpted midsection.  While this procedure won’t eliminate a large amount of fatty tissue from the abdominal region, it does involve extracting a high number of stem cells from the fat, and transplanting these cells into the face.

Dr. Vincent Giampapa,  a Certified Anti-Aging Medical Physician and Board Certified Plastic and Reconstructive Surgeon is leading the demonstrations in Miami, and will use only local anesthesia to numb the facial tissues and extract the fat needed for the transplant. Plasmetic.com reports that this procedure will cost approximately $5,000, and the result may be the ‘long term improvement that enhances skin quality and youthful contours of the face’, and that ‘the skin and fatty layers are induced to produce more of their own cells’ as a result of the treatment.  Downtime is just under one week, and patients can resume their makeup and skincare routine shortly after the healing period is over.

(Source : http://cosmeticsurgerytoday.wordpress.com/2008/10/24/stem-cell-facelift-the-next-anti-aging-breakthrough/)

FULL FACE TRANSPLANT

A leading French surgeon says he has now effectively carried out a full face transplant after two operations in the same number of weeks.  Professor Laurent Lantieri, who has performed three of the world's six partial face transplants, said every feature had now been transferred. 

In a lengthy operation in the first weekend of April, a team in Paris transplanted the entire upper part of a man's face. 

Approval for a full face transplant was given in the UK nearly four years ago. Professor Peter Butler of London's Royal Free hopes to carry out a definitive procedure including the throat area and all of the scalp within the next 12 months.
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Professor Laurent Lantieri

World faces
The first partial face transplant was carried out by doctors in Amiens in 2005 on Isabelle Dinoire, a 38-year-old woman who had been mauled by her dog. She received a new nose, chin and lips. 

Despite concerns that her body might reject the donor's tissue, she is said to have adapted extremely well to her new face - not just physically but also psychologically. Since then partial face transplants have also been carried out in China and the US. In the Chinese case, the patient - who had been mauled by a bear - has since died. 

Last year in Cleveland doctors claimed the most extensive face transplant yet, replacing 80% of a woman's face with that of a dead donor's. 

Choosing patients 

Three other face transplants have also been carried out in France.  At the end of last March, surgeons at the Henri Mondor Hospital in Paris spent 15 hours on the face of a man whose original features were blown off in a shooting accident. But in this latest operation on a 30-year-old man severely burned in a 2004 accident, doctors claimed to have broken new ground. As well as transplanting hands at the same time, the upper half of the man's face, including the scalp, forehead, nose, ears and upper and lower eyelids were transferred - in what is understood to be a first. 

"Now that we have realized this part, there's not really much point talking about the full face transplant anymore. Technically it is done," Professor Lantieri said. "You transplant according to the patient's need." 

His team will carry out two more such procedures in the next few months as part of a trial which saw five operations approved. Once the results are reviewed, he says he hopes to see the procedure more widely available in specialist centers within the next few years. 

In the UK, Professor Butler says he has been approached by 34 patients who have expressed interest in a transplant but rigorous selection procedures had slowed the process down. "We have been working through the psychological issues of transplantation, would this person have a significant difficulty with this type of change of appearance? The interesting thing with people with facial injury is that you have an idea of how they have already coped with facial change." 

Mixed-up 

But he also stressed that contrary to popular perceptions of people inheriting the faces of the dead, "you get is a hybrid, something between the donor and the recipient. What you get is more like the recipient than the donor". Professor Iain Hutchinson, an oral-facial surgeon at Barts and the London Hospital and head of the charity Saving Faces, said the debate about the first full face transplant had long been "academic". 

"The race is already won. The first face transplant was done by the French. The ethical boundaries have been crossed," he said. "But we have to remember that there are significant hazards attached to this - the side effects of the immunosuppressant drugs patients must take for the rest of their lives for instance. 

"The issue here remains that this is a huge operation - but not a life-saving one." 

(Source: http://news.bbc.co.uk/1/hi/health/7987746.stm)

24 KARAT GOLD THREAD LIFT

A Japanese beauty company has unveiled a unique facelift treatment designed to reduce wrinkles, tighten up the skin and even boost collagen production - all with the power of 24 Karat Gold.

The facial treatment costs nearly $3,000, and involves inserting permanent gold threads directly under the skin.  This encourages the facial tissues to produce more collagen as a result of the injury to the skin.
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The threadlift technique is already used as a mini-facelift, but this treatment is different than the conventional facelift because of the golden threads used to create the ‘mesh’ framework.  Gold threads are implanted into the skin to create an invisible net; this helps support the skin tissues while strengthening the skin fibers.

The gold facelift only requires local anesthetic, and the procedure can be performed in a few hours. TrendHunter.com reports that the same process can be used to tighten up the skin on the hands, legs, abdomen and buttocks.

(Source & Picture Credit:  TrendHunter.com)
SPIRAL FLAP FOR BREAST AUTO-AUGMENTATION

Women who desire a breast reshaping, have had major weight loss, or are unhappy with the toll age has taken on their breasts can breathe easier. An innovative procedure to correct severely deflated, sagging breasts left looking like "pancakes" was presented at the American Society of Plastic Surgeons (ASPS) Plastic Surgery 2008 conference in Chicago. The procedure corrects misshapen breasts by lifting and restoring them to a more natural, full shape and position without the use of breast implants. 

"In the past several years I've seen more women in their 50s who are unhappy with their breasts," said Dennis Hurwitz, MD, ASPS Member Surgeon and course instructor. "These women have had numerous pregnancies, waited later in life to have children, lost a lot of weight, or simply haven't aged well and want to restore their figure. The breast irregularities these patients share are unique. These are extreme cases - not your 'run of the mill' augmentation patients who simply want to enlarge their breasts from an A to C cup." 

The procedure presented at Plastic Surgery 2008 uses unwanted tissue and fat from the patient's tummy, along the bra line, or beneath the upper arm, shapes it into a breast mound and secures it with absorbable sutures into a tissue sheet that acts like a sling to hold the flap into position. This "spiral flap" is mobile enough to permit artistry in shaping, positioning and enlarging the breast. According to Dr. Hurwitz, the breasts are not only enlarged and better-shaped; they are soft and shift naturally with changes in body position. Patients also get the dual benefit of body contouring. 

Currently, the majority of these patients are treated with conventional breast surgery, generally with less patient satisfaction. However, the "spiral flap" technique should not be substituted for standard breast implant augmentation, augmentation with breast lift, or breast reduction in all patients. While the procedure may be an option for a small percentage of women (post-pregnancy or as a result of aging) with extremely flattened chests who have ample excess skin around their mid torso, the majority treated with this technique are massive weight loss patients. 

"For these women, so much volume and skin elasticity is gone that a basic breast augmentation or lift just doesn't produce optimal results," said Dr. Hurwitz. "By using the patients own tissue, they get a more natural augmentation with the dual benefit of body contouring."

(Source: http://www.medicalnewstoday.com/articles/124896.php)

GENDER IDENTITY DYSPHORIA

The Family Court in Australia has allowed a 17-year-old girl to have her breasts removed so she can be more like a boy. The teenager, code-named "Alex", was on court-ordered hormone medication from the age of 13 to prevent menstruation and breast development. She returned to the court in December 2007 asking for a double mastectomy to make it easier for her to pass as a boy.

The Chief Justice of the Family Court, Diana Bryant, decided it was in the teenager's best interests to have the surgery immediately rather than wait until turning 18.

The teenager had been diagnosed with "gender identity dysphoria", a psychological condition in which a person has the normal physical characteristics of one sex but longs to be the opposite sex.

Justice Bryant told The Age: "In the end, it wasn't a particularly difficult issue because the only real issue was, 'Would he (Alex) have it at 17 or once he's 18?' Then, he doesn't need permission.

"So the issue was, 'Was there any likelihood he would change his mind in the meantime, and was it in his best interests to have it at that time?'

"Overwhelmingly, the evidence was that it was in his interests. And I made that order. I wanted to make it quickly so that he could have the operation straightaway."

But ethicist Nick Tonti-Filippini said mainstream medicine did not recognize hormone treatments and surgery as treatment for gender dysphoria. He said it was a psychiatric disorder qualifying under American guidelines as a psychosis because "it's a belief out of accordance with reality".

"What you are trying to do is make a biological reality correspond to that false belief."

The Chief Justice said Alex had not had any urgent plans to proceed with further surgery when he turned 18. She did not make Alex wait for the mastectomies until of age because the teenager had been living as a boy since the age of 13.

"Everyone was absolutely adamant that he wasn't going to change his mind. He was very comfortable . . . that he was going to continue on this path."

The written judgment is due to be published soon.

Justice Bryant said it was better for the teenager to have the surgery at 17 because this was an age where she would qualify for support from state social services.

This was also a crucial time in her development: "It's a year when he's really cementing his friendships with peers that will stand him in good stead for moving into university and the wider world, and it was very important to him that he be able to do that confidently as a boy."

Justice Bryant said having breasts constrained Alex socially. She had to avoid being hugged by friends, could not go to the beach and had to wear binding. "So it was quite an impediment to his social development, which everyone thought was very important." 

The decision was not irrevocable: "You can have prostheses and things. So if he changed his mind later on, it's reversible."

Justice Bryant said she heard evidence from medical experts and from Alex, her counsellor and an independent children's lawyer, and  she called in the Office of the Public Advocate "because I wanted a contradictor". The evidence was overwhelmingly in favour of the surgery, she said. 

Mr Tonti-Filippini said he was also concerned that in previous Family Court cases involving gender dysphoria, the medical experts had been confined to a small group of Melbourne doctors who work with sex changes. Mr. Tonti-Filippini said a Melbourne man who had had sex-change surgery at 22 was now suing his doctors because he regretted the decision and felt they had not explored his doubts at the time.
 The Family Court's 2004 ruling allowing Alex to take hormones provoked a debate about when children are old enough to make serious medical decisions. 

There was another furore about a Family Court ruling in 2007 allowing a 12-year-old girl code-named "Brodie", who also wanted to be a boy, to begin a course of puberty-suppressing hormones. The court was told  that Brodie had threatened self-harm at the prospect of her periods starting.
It was later claimed by a relative that Brodie's mother had had postnatal depression and had "brainwashed" the child by buying her boy's clothing from the time she was a baby and fostering boyish behaviour. Brodie's father had opposed the hormone move.

(Source: http://www.theage.com.au/national/court-lets-girl-17-remove-breasts-20090503-arem.html?page=-1)

FORTHCOMING EVENTS

May 28 - 30, 2009

20th Annual Meeting of EURAPS
Venue: Barcelona, SPAIN

Contact: Dr. Juan Barret
Email: euraps@umcutvech.in
URL:  www.euraps.org
May 29 - 31, 2009

AO Craniomaxillofacial Principles Basic Course
Venue: Mumbai

Contact: Dr. Samir Kumta
Email: inquire@goin.org; samirkumta@gmail.com
URL:  www.synthes.com
June 19 - 22, 2009

13th. Turkish Society of Aesthetic Plastic Surgery Congress & ISAPS Course
Venue: Hilton Convention Centre, Istambul, TURKEY

Contact: Ayhan Numanoglu, Renato Saltz MD
URL: www.isapscourse2009.org
June 25 -27, 2009

5th Congress of World Society of Reconstructive Microsurgery
Venue: Okinawa, Japan
URL: http://wsrm2009.jp
July 1 – 3, 2009

SUMMER SCIENTIFIC MEETING OF BAPS
Venue: Royal Armouries, Leeds, U.K.
Contact: Heln Roberts, Sr. Administrator, BAPS, 35-43 Lincoln's Inn Fields, London WC2A 3PE 
Tel: 020 7831 5161
Fax: 020 7831 4041

Email: judy.richards@bapras.org.uk
URL: www.bapras.org.uk
July 4, 2009

CLEFT LIP NOSE DEFORMITY SYMPSIUM
Venue: Department of Plastic Surgery, K.G’s Medical College, Lucknow
Contact: Dr Rajiv Agarwal 
Tel: 91 522 2257446
Fax: 91 522 2258802

Email: cleftsymposium@gmail.com
July 12 - 14, 2009

IMCAS ASIA - 2009
Venue: Bangkok, THAILAND

Email: imcascongress@wandoo.fr
URL:  www.imcas.com
August 3 & 4, 2009

BREAST RECONSTRUCTION -APSI Ethicon Accredited Course
Venue: Auditorium, Tower Block II, Government General Hospital, Madras Medical College, Chennai
Contact: Organising Chairman, Right Hospital, 1 Prof. Subramanium Street, Kilpauk, Chennai 6000 
Tel: 91 44 26403939; 91 44 26403999 

Tel: 91 44 28360888
Email: righthospitals@yahoo.co.in
August 5 - 9, 2009

APSICON-2009 – 44th Annual conference of the Association of Plastic Surgeons of India 

Venue: Temple Bay Beach resort, Mahabalipuram, Chennai, INDIA
Contact: Prof. G. Balakrishnan
Tel: 91 44 26403939; 91 44 26403999 

Tel: 91 44 28360888
Email:  righthospitals@yahoo.co.in
September 4 - 6, 2009
3rd Annual National Conference of Society of Wound Care and Research

Venue: India Habitat Centre, New Delhi, INDIA
Contact: Dr. V.K. Tiwari, Department of Plastic, Burns and Maxillofacial Surgery, Safdarjung Hospital, New Delhi, 110029 INDIA
Tel: +91-11-26707265, 26163697
Mob: +91-9810161546

September 10 - 13, 2009

CLEFT 2009 - 11th INTERNATIONAL CONGRESS ON CLEFT LIP AND PALATE AND RELATED CRANIOFACIAL ANOMALIES
Venue: Fortaleza-BRAZIL
Contact: Av. Adolfo Lutz, 100, Cidade Universitária Barão Geraldo, Campinas – São Paulo – Brazil – CEP 13083-880

Tel: 55- 19- 37499700
Fax: 55- 19- 32895380

Email: sobrapar@sobrapar.org.br
URL: www.cleft2009.org.br
September 12 - 14, 2009

8th WORLD SYMPOSIUM ON CONGENITAL MALFORMATION OF THE HAND AND UPPER LIMB

Venue: Hamburg, Germany.
URL: www.worldcongenital2009.info
September 20 - 26, 2009

11th Congress of ESPRAS & ISAPS Course 

Venue: Rhodes Palace Hotel, Rhodes, Greece.
Contact: Prof. Andreas Yiacoumettis 

Tel: 30-22920-60610
Fax: 30-22920-27530

Email: gerasimosk@zita-congress.gr
URL: http://www.espras2009.org
October 3 & 4, 2009

HYPOCON 2009
Venue: Pushpanjali Hospital, Agra, INDIA.
Contact: Dr. K. Panjwani, 24 Church Rd. Bagh Farzana, Agra 282002 INDIA
Tel: +91-9837022276
Email: hypocon2009@gmail.com
URL: www.hypocon2009.com
October 7 -10, 2009

10th Asian Pacific Congress of IPRAS

Venue: Keio Plaza Hotel, Tokyo, JAPAN.
Contact: Eriko Kosaka
Tel: +81-3-6425-8671
Fax: +81-3-5779-4978

Email: iprasapx@avila.jp
URL: http://iprasapx.umin.jp/
October 22 & 23, 2009

HEAD & NECK RECONSTRUCTION -APSI Ethicon Accredited Course
Venue: Amrita Institute of Medical Sciencs, Kochi
Contact: Dr. Subramania Iyer

Email: subu@zyberway.com
November 10 & 11, 2009

Intructional Course for Adult Brachial Plexus Injuries: Pre congress workshop of the 8th Asia Pacific Federation of Societies for Surgery of the Hand (APFSSH, 2009)

Venue: Chang Gung Memorial Hospital, Taipei, Taiwan

Contact: Division of Reconstructive Microsurgery, Department of Plastic Surgery, Chang Gung Memorial Hospital, 5, Fu-Hsing Street, Kuei-Shan, Taoyuan 333, Taiwan 

Tel: 886-3-3281200 Ext.3355
Fax: 886-3-3972681 

Email: micro@adm.cgmh.org.tw
URL: http://bpi2009.idv.st
November 13 - 15, 2009

8th  Congress of Asia Pacific Federation of Societies for Surgery of the Hand (APFSSH)
Venue: Kaoshing, Taiwan.
Contact: Dr. David Chin Chuang
Email:
" 

 dearchang@gmail.com


November 29 – December 3, 2009

IPRAS 2009 – The 15th World Congress of International Confederation for Plastic, Reconstructive and Aesthetic Surgery
Venue: New Delhi, INDIA

Contact: B-18, Swasthya Vihar, Vikas Marg, New Delhi-110092, INDIA
Tel: +91-11-23231871 

Fax: +91-23222756
Email: desk@ipras2009.org
URL: www.ipras2009.org
December 19 & 20, 2009

HAIRCON 2009 – I Annual Meeting of Association of hair Restoration Surgeons (AHRS)
Venue: Ahmedabad, INDIA.
Contact: Col. Tejinder Bhatti
Email: dearbhatti@gmail.com
June 21 – 25, 2010
15th Meeting of International Society of Burn Injuries
Venue: Swissotel The Bosphorus, Istambul, TURKEY. 
Contact: Congress Secretariat, Taskent Caddesi No. 77/4, Bachelievler, 06490, Ankara, TURKEY
Tel: +90 312 212 7393
Fax: +90 312 215 0835
Email: isbi2010@isbi2010.com
URL: http://www.isbi2010.com
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