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Patients who have lost large amounts of weight secondary to
healthy lifestyle changes or bariatric surgerymay suffer from
awide variety of contour irregularities that can be a source of
significant functional and psychosocial impairment.1–5 As a
result, body contouring is no longer just an artform but
rather a therapeutic science geared toward improving a
patient’s quality of life. Despite their efficacy, body contour-
ing procedures are imperfect in nature, requiring secondary
intervention in some patients to treat residual contour
irregularities. Secondary body contouring procedures come
with their own set of unique challenges necessitating modi-
fication by the surgeon when caring for this subset of
patients. Herein, wewill discuss themanagement of patients
seeking revisional body contouring procedures.

Preoperative Evaluation

Preoperative evaluation of patients seeking revisional sur-
gery is equally as important as the secondary procedure
itself. The plastic surgeon must facilitate an open discussion
regarding the patient’s concerns and expectations in an
empathetic and nonjudgmental manner.6 This is highly
important when managing patients seeking revisional sur-
gery as their outlook toward body contouringmay have been
sullied by their previous procedure. Furthermore, discor-
dance between the expectations held by the surgeon and

patient regarding outcomes is a frequent source of patient
dissatisfaction, which may result in further revisional sur-
gery or litigation.7,8

Surgeons should collect a thorough patient history during
the preoperative evaluation to assess the patient’s candidacy
for revision body contouring. Common comorbidities that
increase the risk of adverse outcomes include cardiovascular
disease, upper and lower airway disease, renal disease, and
diabetes.9 Additionally, the surgeon must be proficient in
screening for pathologies of the hematological system as a
hypercoagulable state increases the risk of venous thrombo-
sis during and after surgery.10,11 Smoking of tobacco prod-
ucts, particularly cigarettes, has been proven to increase the
likelihood of surgical site infection and wound healing
complications by two- and threefold, respectively.12 Sur-
geons are recommended to prescribe smoking cessation 4
to 6 weeks prior to surgery as it can reduce the incidence of
surgical site infections by 60% and wound healing compli-
cations by 52%.13

Collecting a comprehensive history of the patient’sweight
and body mass index (BMI) during the preoperative evalua-
tion is highly important when caring for massive weight loss
(MWL) patients. Weight stability should be reached prior to
undergoing body contouring surgery as this may result in the
patient undergoing potentially unnecessary revisional sur-
gery at a later date.14–16 It is preferable to operate on patients
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with BMIs of under 30 as these patients have significant
reductions in surgical complications; however, 45% of MWL
patients stabilize at BMIs greater than 30.17 In these cases,
surgeons must be judicious in their selection of surgical
candidates to ensure that the benefits of treating a functional
impairment outweigh the increased risk of surgical
complications.17

Patients with prior bariatric surgery frequently develop
severe protein deficiencies and microcytic anemia, both of
which increase the risk of complications due to their detri-
mental effects onwoundhealing.15,18,19As a result, 29% to 35%
of MWL patients experience wound healing–related compli-
cations that may require future revisional surgery.17,20 A
patient’s nutritional status can be gauged by both their BMI
and laboratory testing, with the latter providing information
that can aid in nutritional supplementation should it be
needed. A patient’s nutritional status for protein macronu-
trients is bestmeasuredusingprealbumin, given its short half-
life and consistency across varying levels of hydration.21

General Principles

Revision body contouring can be performed using a wide
variety of treatment modalities with treatment selection
being heavily dependent on the type and severity of a
patient’s contour irregularity. Common concerns of patients
seeking out revision body contouring include residual or
intrinsic skin laxity or soft-tissue excess, malpositioned
anatomic landmarks or surgical scars, aesthetically displeas-
ing postoperative scarring, and dog ear deformities.22–25

Skin Laxity and Soft-Tissue Excess
Deficiencies in preoperative planning and inappropriate tech-
nical selection are frequently responsible for under- or over-
correction of redundant skin and subcutaneous fat. When
evaluating patients, the surgeon must conceptualize both
skin tone and soft-tissue excess as separate entities. Failure
to do so became evident in the early years of liposuction
wherein many patients demonstrated evidence of increased
skin laxity following their procedure.26 Additionally, failure to
understand the limitations of a procedure can also result in
undesirable outcomes. For example, MWL patients with pro-
found skin laxity and soft-tissue excess of the lateral abdomen
would have limited correction of their contour irregularity
should they be treatedwith traditional abdominoplasty rather
than a vertical abdominoplasty.27 Classification systems with
algorithmic approaches for treating specific contour irregular-
ities, such as the Pittsburg rating scale, are powerful tools for
developing treatment plans that minimize the risk for further
revisional surgery.28,29

Redundant skin and subcutaneous fat following a primary
body contouring procedure can be due to a multitude of
factors. Natural changes to the integument and subcutane-
ous tissue due to aging can result in exacerbation of contour
irregularities, often requiring revisional surgery. Thinning of
the epidermis and dermis and a decrease in the number of
fibroblasts locatedwithin the dermis result in lower collagen
and elastin turnover, producing significant skin laxity.30

Location of Anatomic Landmarks and Scars
Malposition of anatomic landmarks and scars following the
primary surgery is often the manifestation of suboptimal
presurgical planning for an excisional or body lift proce-
dure.25 When planning any procedure, the surgeon must
account for the mechanical forces acting upon adjacent
anatomic landmarks and scars as some level of transposition
is expected postoperatively.16 Correction of malpositioned
landmarks and scars is best treated with secondary surgery,
though the suitability of this intervention is highly depen-
dent on the amount of residual laxity.

Postoperative Scarring
Aesthetically displeasing postoperative scarring frequently
results in patients seeking out revisional surgery. As such,
proper patient selection, meticulous wound closure, and
prophylactic intervention are key to minimizing the risk of
future scar revision. Patients who are nutrient-deficient,
smoke cigarettes, or have diabetes are at risk for the devel-
opment of widened or hypertrophic scars due to the detri-
mental effects these factors have on wound healing.31

Additionally, patients with darker skin tones are susceptible
to hypertrophic scarring.31

Minimizing the amount of tension imposed on the skin
through proper scar placement and layered wound closure
greatly reduces the risk of producing wide or hypertrophic
scars postoperatively, though this may also be an unavoid-
able consequence of certain body contouring procedures.32

For example, the substantial tensile force imposed on the
scar site following brachioplasty has the potential of causing
undesirable scarring. In cases such as these, surgeons should
inform the patient of these outcomes prior to surgery and
place the scar where it can be minimally visualized should
unappealing scarring occur.

Treatment of scar tissue can range from noninvasive
mechanical therapy to outright excision of the scar. A more
in-depth discussion regarding revisions of scar tissue is
presented in this issue of Seminars in Plastic Surgery [Scar
Revisions by Skochdopole et al]; however, we will highlight
several noninvasive treatment modalities employed for scar
management. Mechanical therapies such as scar massage,
compression garments, and silicone gel sheets are noninva-
sive and may be used for prevention and treatment of
postoperative scarring.33 While there is limited evidence
validating the anecdotal efficacy of scar massage and com-
pression garments, silicone gel sheets have demonstrated
significant efficacy as a prophylactic and therapeutic
agent.31,33–35 Laser therapy, both ablative and nonablative,
may also be used to treat postoperative scarring.31,35,36

Nonablative laser therapies, such as pulsed dye lasers, func-
tion by disrupting the vascular blood supply to the scar tissue
to decrease its size, while ablative therapies, such as CO2

lasers, induce rearrangement of collagen in the scar by
inducing dermal injury through the direct transfer of ener-
gy.37While optimal laser selection for different types of scars
is still being investigated, both pulsed dye and CO2 lasers
have been shown to be effective for treatment of hypertro-
phic scars.31
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Dog Ear Deformities
Dog ear deformities that do not resolve spontaneously
following the patient’s primary body contouring procedure
require revisional surgery. Small dog ear deformities may be
treatable with liposuction alone or by anchoring its margins
to the deep fascial plane with suture.38,39 Larger conical
deformities require excision of the dog ear and lengthening
of the scar with or without the use of liposuction.38

Liposuction and Fat Grafting

In addition to treating small areas of residual adiposity,
liposuction may be used in secondary excisional and body
lift surgical procedures for releasing postoperative adhesions
and fascial zones of adherence, respectively.40–42 Liposuction
as a standalone therapy is unable to effectively address
moderate-to-severe redundancies of skin and soft tissue
nor is it able to reposition incorrectly placed anatomic
landmarks or scars.28,29

Power-assisted liposuction (PAL) and ultrasound-assisted
liposuction (UAL) have arisen as popular technical modifi-
cations of conventional suction-assisted liposuction (SAL).
Both PAL and UAL have high utility in patients undergoing
revisional liposuction, as disruption of postoperative adhe-
sions using conventional SAL is a source of surgeon fatigue.42

While highly effective at liposculpting, complications such as
subcutaneous burns and relatively high rates of seroma
formation make the prospect of using UAL undesirable to
some surgeons.43,44 VASER-assisted liposuction entails the
use of third-generation ultrasound technologies that employ
pulsatile bursts of ultrasonic energy, therebyminimizing the
risk of thermal injury to the skin and subcutaneous tissue.45

In addition to its improved safety profile, VASER-assisted
liposuction demonstrated a 53% improvement in skin retrac-
tion and a 26% reduction in blood loss when compared with
conventional SAL, potentially reducing the need for further
revisional procedures.45

SAFE liposuction, described by Wall Jr., is a highly
regarded approach to circumferential SAL for mild-to-mod-
erate soft-tissue excess.46,47 The first two phases of SAFE
liposuction, fat separation and aspiration, minimize the risk
of suction-induced avulsion injury to the vasculature, while
the final phase, fat equalization, provides a thin fatty layer to
facilitate postoperative wound healing and to minimize the
formation of postoperative adhesions.46,47 Using this meth-
odology,Wall Jr. was able to achieve a complication rate of 3%
(all seromas) without any patients requiring further truncal
body contouring.46

When compared with more invasive body contouring
procedures, liposuction produces minimal scarring and
results in rapid postoperative recovery; however, the tech-
nique is not without its shortcomings.48 Postoperative con-
tour irregularities frequently observed in patients
undergoing liposuction include residual skin laxity, under-
or overresection, cannula line deformities, and puckered
scars at the incision site. Skin laxity following lipoaspiration
is a result of either poor skin retraction following surgery or
inappropriate use of liposuction monotherapy in a patient

who was better suited for excisional or body lift surgical
procedures.26,28,29 Cannula line deformities are the manifes-
tation of superficial liposuction and are best avoided by
targeting deeper fatty tissue.49 Depressions and puckered
scar tissue at the incision site are the result of excessive
lipoaspiration and failing to turn the suction off prior to
inserting or retracting the cannula, respectively.49 Cannula
line deformities or depressions at the incision site are best
treated with autologous fat grafting (AFG) should they not
spontaneously resolve.42,49

Seroma formation is one postoperative complication of
liposuction, especially when combined with excisional sur-
gery, occurring in 3% to 19% of patients.46,50,51 Proper
technique, use of progressive tension sutures and/or drains,
and employment of compression garments are all ways
surgeons can reduce the risk of seroma formation in patients
undergoing liposuction.44,49

AFG is frequently employed to treat soft-tissue deformities
and to improve contour.40,41,52Resorption of fatty tissue is the
most common complication associatedwithAFGandoccurs in
around 45% to 48% of patients.52–55 While resorption is
unpredictable, the literature suggests that maintaining the
viability of adipocyte-derived stem cells by using proper
technique will help lower the risk of graft loss.56 Surgeons
may overcorrect areas with fat graft in anticipation of resorp-
tion;however, surgeonsshouldnotoverindulge in thispractice
as this may result in central necrosis of the graft.56

Upper Extremity

Body contouring procedures of the upper extremity are
frequently employed to treat ptosis and soft-tissue excess
of the arm. These contour irregularities are corrected using
liposuction or brachioplasty with or without liposuction.
Prior to the development of treatment algorithms for upper
extremity body contouring, liposuction monotherapy was
associated with poor aesthetic outcomes, with 22% of
patients reporting dissatisfactionwith their procedure citing
postoperative skin laxity as the primary cause for dissatis-
faction.26 Since then, several treatment algorithms havebeen
developed to prevent such problems.28,29 In 2005, El Khatib
designed a treatment algorithm which recommended that
SAL monotherapy be exclusively used in patients with mild-
to-moderate soft-tissue excess with minimal ptosis.29 Using
this methodology, only 5% of the author’s patients had
notable skin laxity following their procedure.29

Patients with severe soft-tissue excess and moderate-to-
severe ptosis are best treated with brachioplasty techni-
ques.29 In short, brachioplasty is a technique that improves
the contour of the arm by resecting superfluous skin and
subcutaneous tissue down to themuscular aponeurosis with
subsequent closure of the wound margins.57 Despite the
procedure’s efficacy, up to 29% of patients undergoing bra-
chioplasty have complications, with 21% of patients seeking
revisional surgery.58 The majority of patients seeking revi-
sional surgery following brachioplasty seek treatment for
undercorrection of their primary contour irregularity or
aesthetically displeasing scarring.58
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Poor excisional design is a frequent cause for undercor-
rection of redundant skin and subcutaneous fat during
primary brachioplasty occurring in about 12% of patients.59

This may be seen in patients who are treated using a small,
transverse scar in an attempt tominimize the size of thefinal
scar. Wide and thick scarring is frequently seen postopera-
tively in patients who undergo brachioplasty, with 11% to
41% of patients developing hypertrophic scar tissue.58,59 In
contrast to other contour irregularities, aesthetically dis-
pleasing scars following brachioplasty are largely unavoid-
able due to the magnitude of the tensile forces imposed on
the incision site.60–62 Plastic surgeons largely compensate for
this complication by placing the scar where it is least visible.
Plastic surgeons typically place brachioplasty scars in the
medial, posterior, or posteromedial position, with the latter
becoming increasingly popular due to its perceived superi-
ority in hiding the brachioplasty scar.63,64 Recently, evidence
has arisen that the posteromedial scar position allows for
improved scar healing.64 In a study conducted by Simone
et al, posteromedial scars exhibited shorter displacement
and were found to be under decreased tensile stress when
compared with scars placed along the bicipital groove.64 In
instances where the scar has displaced significantly, an
elliptical resection of the scar tissue can be used to reposition
the scar line should sufficient laxity exist.

Inability to close the wound margins during brachioplasty
and postoperative wound dehiscence are two severe compli-
cations associated with the procedure. Segmental closure of
thewoundmargins early into the resection is vital to ensuring
that the wound can be closed because the nonresected skin
becomes rapidly edematous following resection.50,62 Wound
dehiscence occurs in approximately 3% to 23% of patients who
undergo brachioplasty for reasons similar to that of aestheti-
cally displeasing scars.58,59 Many patients have wound dehis-
cence at the axillary component of the incision line due to the
wide range of motion exhibited by the glenohumeral joint.
Layered closure of wound edges and strict movement restric-
tions minimize the risk of dehiscence.

The median antebrachial cutaneous nerve is highly sus-
ceptible to injury during brachioplasty, with injury resulting
in loss of sensation to the medial aspect of the arm.50,62,63

Injury to the nerve is largely avoided by identifying it prior to

resection. The nerve is best visualized at the distal aspect of
the medial arm where it travels superficial to the brachial
fascia after piercing through it 10 cm proximal to the medial
epicondyle.65 Avulsion brachioplasty, described by Knotts
et al, is a technical alternative to conventional brachioplasty
that greatly reduces the risk of injuring such neurovascular
structures.63 Like liposuction-assisted brachioplasty, avul-
sion brachioplasty uses liposuction to treat soft-tissue excess
in the arm; however, the resultant skin laxity is avulsed off of
the arm as opposed to excised, thereby eliminating the risk of
transecting the underlying neurovascular structures during
the procedure.63

Extension of the conventional brachioplasty to the lateral
trunk allows the surgeon to treat patterns of skin laxity and
soft-tissue excess of the axilla and lateral chest wall seen in
MWL patients. Laxity of the lateral chest wall, in particular,
can result in an inferior displacement of the lateral aspect of
the inframammary fold. L-brachioplasty, described by Hur-
witz and Holland, extends the excision of the conventional
brachioplasty to include both the axilla and lateral chest wall
by making an inverse-L excision (►Fig. 1). This technique,
when used in conjunctionwith excision of upper back rolls, is
able to elevate the inframammary fold to aid in breast
reconstruction.60,66,67

Lower Trunk

Body contouring procedures of the lower trunk are among
the most frequently performed aesthetic surgeries in the
United States, with abdominal liposuction and abdomino-
plasty beingmost frequently performed.68 Despite the many
advances in abdominal body contouring surgery, secondary
surgical procedures are performed in 13% to 28% of
patients.69,70 Technical selection for revisional surgery of
the abdomen is largely determined by the patient’s presen-
tation; however, plastic surgeons must account for changes
in the vasculature of the abdominal wall following the
primary body contouring procedure.71

Patients with a history of abdominal surgery with exten-
sive undermining, such as abdominoplasty, have varying
levels of disruption to the vasculature of the abdominal
wall and overlying tissue. This is particularly important as

Fig. 1 A 71-year-old patient before (a) and after (b) undergoing primary abdominoplasty and brachioplasty. Note how extending the
brachioplasty excision into the axilla and lateral chest wall is able to correct the inferiorly displaced lateral aspect of the inframammary fold in
addition to modest correction of the patient’s upper extremity ptosis.
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the majority of patients undergoing secondary abdomino-
plasty were initially treated with abdominoplasty for their
primary intervention.23,69Huger zone II, the vascular system
that supplies the inferior abdomen, is largely sacrificed by all
abdominoplasty techniques; however, Huger zone I, the
vascular supply of the midline abdomen, is variably affected
depending on the level of undermining performed.72 Simi-
larly, the blood supply to the umbilicusmay be altered due to
transection of the umbilical stalk or compression of the stalk
by a large umbilical hernia.73 In these cases, the surgeon
must take extra measures to minimize the risk of umbilical
necrosis during the secondary abdominoplasty. Parsa et al
found success in delaying the umbilicus 2 weeks prior
to secondary abdominoplasty. This measure augments the
umbilical blood supply of the underlying subcutaneous fat
and fascia, providing the best chance of umbilical survival.73

Should patients present with umbilical necrosis following
primary abdominoplasty or flap delay, a neoumbilicus can be
reconstructed during secondary abdominoplasty.74

Secondary liposuction may be used as a standalone or
adjuvant therapy for treating soft-tissue excess. Standalone
liposuction has utility in treating mild soft-tissue excess,
particularly at the lateral aspect of the abdominal wall and
flanks.71 Patients undergoing liposuction of the upper abdo-
men in conjunction with secondary abdominoplasty can do
so in a safer manner than primary abdominoplasty because
of the delay phenomenon.

Patients with residual mild, infraumbilical vertical skin
laxity and soft-tissue excess may be treated with direct
excision with or without adjuvant liposuction.75 Vertical
abdominoplasty techniques, such as the fleur-de-lis and
corset abdominoplasty, are indicated for patientswith severe
vertical and horizontal skin laxity and soft-tissue excess
(►Fig. 2).2 Most patients undergoing this technique as a

revisional procedure exhibit extensive horizontal laxity due
to improper technical selection during the primary proce-
dure. Vertical abdominoplasty produces midline vertical
scar; however, removal of extensive soft-tissue excess is
prioritized over scar aesthetics in these cases. Bilateral
vertical flank incisions can also be utilized to avoid the
midline abdominal scar. Liposuction can be safely performed
with traditional abdominoplasty; however, the surgeon
must preserve a single deep superior epigastric artery per-
forator bilaterally to avoid flap necrosis.51,72

Patients with a high-riding transverse scar or a misposi-
tioned umbilicus frequently seekout revisional surgery. Both
contour irregularities are best treated with secondary
abdominoplasty, though this may not be possible due to
insufficient skin laxity.25 For optimal cosmesis, the nadir of
the transverse abdominoplasty scar should be placed 6 to
9 cm superior to the anterior vulvar commissure (or penile
base in men) and should extend in superolateral fashion to a
point just inferior to the anterior superior iliac spine.25,76

Patients with insufficient abdominal laxity for repeat
abdominoplasty are best served By undergoing noninvasive
treatment modalities for scar revision.25

For optimal aesthetic results, the umbilicus should be
located in the area between the midpoint and the intersec-
tion between the upper two-thirds and lower one-third of an
imaginary line extending from the xyphoid to pubic sym-
physis (►Fig. 3).75 It should be noted, however, that the
umbilicus is rarely midline, with more than 55% of patients
exhibiting lateral deviation of umbilicus by 2% or more of the
transverse length of the abdominal wall.77 Selecting the new
positioning of the umbilicus is heavily dependent on the
native location of the umbilicus, the amount of surrounding
abdominal laxity, and the status of its vascular supply.73,75 In
patients with a viable umbilical stalk and sufficient skin

Fig. 2 A 35-year-old patient with soft-tissue excess of the abdomen (a, b) who was treated with fleur-de-lis abdominoplasty and rectus diastasis
repair. The patient’s procedure was complicated by seroma formation postoperatively (c, d) and was subsequently treated with surgical excision
of the seroma (e, f).
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laxity, the umbilicus can be transposed via secondary
abdominoplasty, though a vertical scar will be necessary
should there be significant cranial transposition of the
umbilicus during the procedure.25 Additionally, patients
with a high-riding umbilicus may have their umbilicus
“floated” inferiorly, though this allows for shorter transposi-
tion than traditional abdominoplasty.73,75 A neoumbilicus
may also be created in cases of disfigurement or absence of
the umbilicus due to previous compromise from surgery.
This new umbilicus is formed in the ideal location from
neighboring abdominal skin and soft tissue.78

Patients may also undergo secondary abdominoplasty for
the treatment of residual or previously untreated rectus
diastasis. Rectus diastasis is characterized by aponeurotic
laxity of the linea alba as a result of chronic distention or
congenitalweakness of the abdominalwall.79Most frequent-
ly, rectus diastasis presents as a centrally located epigastric
bulge in a patient with a history of truncal obesity or
pregnancy; however, patients can present with abdominal
pain or discomfort, back pain, or urogynecological symptoms
in rare cases.79,80 Plication of the rectus sheath is the gold
standard treatment for rectus diastasis. There are several
techniques that may be employed for rectus diastasis repair,
though plastic surgeons typically use an open approach (via
abdominoplasty) and plicate the anterior rectus sheath.
Recurrence of rectus diastasis is uncommon following plica-
tion, with studies reporting recurrence in only 0% to 4% of
patients.80–82

Lower Body

Lower body lift procedures are powerful tools for correcting
the significant skin laxity and soft-tissue excess observed in
the lower extremity and trunk of MWL patients. Ted Lock-
wood, the visionary behind the lower body lift, emulated the
principles of the modern facelift by incorporating fascial
suspension to the lower extremity and trunk.27,83 Since first
described, the circumferential lower body lift has evolved
substantially, with many centers developing their own
approaches to these challenging cases.84 Despite the proce-
dure’s innate ability to correct superfluous tissue of the
trunk and lower body, 42% to 78% of patients experience

complications, with wound dehiscence and seroma forma-
tion being most common (►Fig. 4).85–87 These complica-
tions, along with the unpredictable nature of skin and soft
tissue in MWL patients, are responsible for the procedure’s
associated 8% to 28% revision rate.88–90

Residual laxity and soft-tissue excess are frequently ob-
served in patients following a circumferential lower body lift
procedure (►Fig. 5). Residual or relapsed tissue excess of the
lateral thigh at the level of the inferior gluteal fold, also
known as a saddlebag deformity, occurs in around 8% of
patients postoperatively. This deformity is most effectively

Fig. 3 A 59-year-old patient before (a) and after (b) undergoing abdominoplasty and reduction mammaplasty. Note that the umbilicus is located
in the area between the midpoint and the intersection between the upper two-thirds and lower one-third of an imaginary line extending from the
xyphoid process to the pubic symphysis.

Fig. 4 A 59-year-old patient before (a, b) and after (c, d) undergoing
fleur-de-lis abdominoplasty, circumferential lower body lift, and
medial thigh lift. The medial aspect of the patient’s left and right
lower extremities exhibited fullness postoperatively secondary to
seroma formation and residual soft-tissue excess, respectively. A
natural contour was achieved by excising the seroma of the left
lower extremity and performing liposuction of the right lower
extremity (e, f).
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treated with a secondary lateral thigh lift.89 Abducting the
leg during the primary procedure maximizes the amount of
tissue excised and may decrease the likelihood of the patient
developing a postoperative saddlebag deformity.91,92

Gluteal autoaugmentation is often incorporated into the
circumferential lower body lift to restore the volume and
projection of the buttocks that is lost inMWL patients.89 Flap
transposition can be used to rejuvenate the buttocks; how-
ever, these techniques do not restore volume to its lateral
aspect and have variable efficacy overall.89 AFG is frequently
employed for gluteal autoaugmentation as a secondary sur-
gery. In contrast to flap transposition techniques, AFG can
effectively treat the superior and lateral aspects of the
buttocks, thereby giving the patient an hourglass shape.93

When performing gluteal autoaugmentation with AFG, the
surgeon should stay clear of the imaginary triangle formed
by the intragluteal cleft apex andmedial third of thebuttocks
bilaterally.93 This region, aptly named the “danger zone,”
should be avoided due to the high density of neurovascular
structures within it.93 Lastly, surgeons should remain in the
subcutaneous plane when performing this procedure to
avoid the risk of fat embolism.89,93,94

Conclusion

Body contouring procedures are high-impact therapies with
the potential to significantly improve a patient’s quality of
life. While these procedures have been demonstrated to be
highly efficacious, complication rates are high, with many
patients requiring revisional surgery. Technical selection, if
surgery is indicated, is highly dependent on the patient’s
contour irregularity. Plastic surgeons must also consider
postsurgical changes to the patient’s anatomy following
the primary procedure. While highly prevalent in the field

of plastic surgery, revision body contouring is severely
underrepresented in the literature. We encourage plastic
surgeons to publish their experiences with these procedures
so that we may achieve the best outcomes for our patients
going forward.
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