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ABSTRACT

BACKGROUND: Acellular dermal matrices (ADM) have been extensively
used and have demonstrated several advantages. However, ADM increase
procedure’s cost and have been associated with complications such as seroma,
infection and mastectomy flap necrosis. Dermal autografts may represent a safe
alternative. Our study aims to perform a literature review and evaluate the efficacy
and safety of autologous dermal grafts for prosthetic immediate breast
reconstruction.

METHODS: This was a retrospective study including all patients who
underwent immediate breast reconstruction with autologous abdominal dermal
grafts after skin-sparing mastectomy in a 4-year period. Information was
extracted from patient’'s hospital records. Complications were recorded and
compared with published data.

RESULTS: Six patients for a total of six breasts were included. The
reconstruction with autoderm was successful in four patients (66.7%) and failed
in two patients (33.3%). The latter represented high risk patients for immediate
breast reconstruction (smoker and overweight) with mastectomy flap necrosis
and infected seroma from sentinel biopsy zone. Regarding complications: there
were three wound dehiscence/delayed healing, one mastectomy flap necrosis
and one seroma. There were two rippling and one capsular contracture as late
complications. No donor-site complications were reported. It was possible to
harvest a transverse rectus abdominis musculocutaneous (TRAM) flap in one of

the failed cases. Average follow-up time was 50.8 months.



CONCLUSION: The utilization of abdominal dermal grafts for immediate
prosthetic breast reconstruction may be a good alternative to ADM, particularly
in patients with low body mass index who are not candidates for autologous

reconstruction. Further studies are needed to validate this surgical option.

Level of Evidence: Level lll, therapeutic study.

KEY WORDS: mastectomy, breast reconstruction, acellular dermal matrix,

dermal autograft



INTRODUCTION

Breast cancer is the most common cancer affecting women worldwide, with
almost half of the patients undergoing some form of breast reconstruction. 2

Postmastectomy breast reconstruction techniques with tissue expanders
and/or breast implants have continuously improved over the past years, shifting
from the traditional total submuscular coverage technique to a “dual-plane”
approach.’3?% In this technique the upper half of the expander or prosthesis is
placed in a submuscular plane and the lower half in a subcutaneous plane, and
thus in a less protected position.3-® Acellular dermal matrices (ADM) can be used
to create a connection between pectoralis major muscle’s inferior border and
inframammary fold, providing implant’s lower pole coverage.3>

ADM are collagen-based meshes prepared from cadaveric skin that serve
as support for cellular ingrowth and angiogenesis’3%° and have been extensively
used for immediate breast reconstruction since 2005 due to several well
documented advantages.'® It has been shown to provide a better control not only
of the inframammary and lateral mammary folds but also of pectoralis major
muscle migration’3?, leading to superior aesthetic outcomes?46:8911 |n addition,
it extends the subpectoral space, allowing a greater initial expander fill which
translates in a reduction of in-office expansions and a shorter reconstructive
timeline and protects the device from being exposed in case of cutaneous
necrosis’ 3911 A decreased capsular contracture rate3489 and a protective effect
against radiation changes® were also reported. Nevertheless ADM add very

significant cost to the procedure and have been recently associated with



complications such as seroma, infection and mastectomy flap necrosis. *#57-9.11-
13

Autologous tissues may be a possible alternative if available. Dermal
autografts have been presented as possible substitute that can be used in the
same fashion as ADM with the advantages of being cheaper and readily
available. 145791113 |n women with larger and ptotic breasts a dermal flap can
be harvested and used to create the retropectoral pocket as Bostwick
described. In smaller breasts where harvesting this flap is not possible, dermal
autografts, such as lower abdominal dermal grafts, can be an option.'?
Nevertheless this is a recent technique with few studies published. Our study
aims to perform a literature review and evaluate the efficacy and safety of
autologous abdominal dermal grafts for prosthetic immediate breast
reconstruction after total skin-sparing or nipple-sparing mastectomy in a

preliminary clinical series.

MATERIALS AND METHODS

This was a retrospective review, performed in Porto, Portugal, at Centro
Hospitalar e Universitario de Sdo Joao, Faculty of Medicine Porto University from
January 2020 to March 2021. Approval was granted by the Ethical Committee of
this institution.

A research was conducted through PubMed/MEDLINE between November
2020 and March 2021 using the MeSH terms “Autoderm”, “Dermal autograft AND

breast reconstruction” and “Autologous graft AND breast reconstruction”.



Immediate breast reconstruction (two-stage expander/implant or direct-to-
implant) with autologous abdominal dermal grafts was offered to all patients with
negative sentinel lymph node biopsy proposed for immediate breast
reconstruction after total skin-sparing or nipple-sparing mastectomy in whom the
use of autologous flaps was not indicated or was not desired. All patients who
underwent this technique between January 2016 and January 2020 were
identified.

Data were extracted from patient’'s hospital records and included
demographic characteristics, body mass index, smoking history, medical history,
indications for mastectomy, type of breast cancer and breast cancer treatment.
Type of immediate reconstruction (two-stage expander/implant or direct-to-
implant), prosthesis and expander characteristics, including initial and final fill
expander volumes, number of expansions and time to complete expansion (when
tissue expanders were used) were also recorded.

Procedures performed in both reconstructed and contralateral breasts were
documented as well as duration of hospital stay.

Complications analyzed included wound dehiscence/delayed healing,
mastectomy flap necrosis (defined as significant tissue lost), infectious
complications, fluid collections (seroma or hematoma), rippling and capsular
contracture. Major complications were defined as those requiring an unplanned
hospital admission or reoperation. Reconstructive failure and donor-site
complications were also assessed.

Although all women are still being followed by a plastic surgeon in hospital
appointments we set follow-up time to our work as the time from first breast

reconstructive procedure to the end of this study, in March 2021.



Surgical Method

All patients were submitted to skin sparing or nipple-sparing mastectomy for
breast cancer treatment and immediate prosthetic breast reconstruction with
either tissue expander or breast implant. All procedures were performed under
general anesthesia. The patients received a dermal autograft for the lower pole
coverage of the device. The dermal autograft was harvested as a horizontally
oriented ellipse located in the lower abdomen as a miniabdominoplasty and
planed considering the breast dimensions. The evaluation of the dermal graft
dimensions are made with pectoralis major contraction and marked on the
abdomen with the patient supine. The lower incision line should start just above
the pubic hairline. The upper border of this incision should be located in a way to
allow primary wound closure preferably without undermining. For patients
presenting with lower abdominal scars, the ellipse for autoderm harvested was
centered on the previous scar

After induction of anesthesia, intravenous antibiotics were administered.

Tumescent infiltration was used in the abdomen and applied before the
deepithelization (solution with 1 ml epinephrine 1:1000 in 1000 ml SF). This is
important as it provides skin turgor and a vasoconstrictive effect which facilitates
both deepithelization and the deep plane dissection so as to include as little fat
as possible.

The dermal graft was deepithelialized in situ with a n 10 blade, then excised
and defatted. The donor site was closed in a standard abdominoplasty fashion
without undermining in order to preserve the musculocutaneous perforators. This

strategy is important in the case a transverse rectus abdominis



musculocutaneous flap, free or pedicled, is needed in the future. This part of the
reconstruction was done concurrently with the mastectomy (performed by
general surgery).

The dermal autograft was then sutured with the superficial side up to the
inframammary fold, lateral mammary fold and inferior border of the pectoralis
major muscle with 2/0 vicryl™. The deep surface of the dermal graft was facing
the expander or breast implant. When a tissue expander is inserted, before the
final sutures are placed between the pectoralis major and the dermal graft, the
expander is inflated until the dermal graft is taut.

Two suction drains are inserted: one in the expander/implant pocket and the
other in the subcutaneous space between the dermal autograft and the
mastectomy flaps. We routinely drain both subcutaneous and submuscular
spaces. The mastectomy flaps are sutured. The drains are kept until there is less
than 30 ml of drainage in 24 hours.

Intravenous antibiotics are administrated at the start of the procedure and
oral antibiotics are continued for a week postoperatively. Two weeks after
surgery, the expansion process was initiated by weekly office visits until the target
volume was reached. Once the target volume was reached , 3 to 4 months were
allowed for consolidation after which the expander was changed for a permanent

implant.

RESULTS

A total of six patients submitted to unilateral immediate breast

reconstruction were enrolled in this study. All the mastectomies were therapeutic:



five nipple-sparing and one skin-sparing. Three patients had direct-to-implant
reconstruction and three had two-stage tissue expander/implant reconstruction.

The mean age was 50.3 years (range 40-65 years). The mean body mass
index (BMI) was 21.3kg/m? (range 19.0-27.1kg/m?). One patient was overweight
(BMI: 27.1kg/m?). Three patients had invasive ductal carcinoma stage 1A and
three had ductal carcinoma in situ (stage 0): two high grade and one intermediate
grade. One patient had hypertension and hyperlipidemia. There were two active
smokers (none of them stopped smoking before surgery) and four nonsmokers.
One patient underwent adjuvant chemotherapy, two had hormone therapy and
one had adjuvant chemotherapy and hormone therapy. No patients were
submitted to radiation therapy. The average duration of hospital stay in the first
breast reconstructive time was 8.8 days (range 2-15 days). The overall mean
device (implant or expander) volume in both groups was 253cc (range 200-
420cc).

A total of four patients successfully completed breast reconstruction using
autologous dermal grafts. Explantation was necessary in two patients who had
major complications namely mastectomy flap necrosis and fluid collection
(seroma). No patient had donor-site complications. The average number of
interventions in both groups was 3.8 (range 2-5) in the reconstructed breast and
1.2 (range 0-3) in the contralateral breast. The average follow-up time was 50.8
months (range 38.5-61.0 months). Complications reported in our study are
summarized in Table 1. Wound dehiscence/delayed healing occurred in three
patients (50%), mastectomy flap necrosis in one patient (16.7%) and a fluid

collection in one patient (16.7%). There were no infectious complications. Two
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women had major complications. Two rippling and one capsular contracture were
reported as late complications.

In women who underwent direct-to-implant reconstruction, the mean
implant volume was 280cc (range 210-420cc). In this group immediate breast
reconstruction using autoderm was successfully completed in two patients and
failed in one patient. This failure was due to mastectomy flap necrosis that
required surgical debridement and exchange to tissue expander. This patient was
an active smoker who had been previously submitted to a breast augmentation.
Out of the patients who completed reconstruction with autoderm one had delayed
wound healing managed conservatively. Both had late complications apparently
unrelatable to autoderm: one had rippling, treated with fat grafts, and one had
severe capsular contracture (Baker 4) that required change of prosthesis and
latissimus dorsi muscular flap.

In the two-stage group, the mean intraoperative expander volume was
227cc (range 200-280cc). The reconstruction with autoderm and expander was
successful in two patients. One did two in-office expansions and achieved a final
expander volume of 260cc within thirty days and the other patient did five in-office
expansions and reached a final expander volume of 400cc within forty-six days.
Out of these patients one reported no postoperative complications and the other
had wound dehiscence that resolved spontaneously. The reconstruction using
autoderm failed in a patient due to a fluid collection (seroma) in the axilla close
to the sentinel lymph node biopsy site that spread to the implant pocket and led
to delayed wound healing and a periprosthetic infection that failed oral antibiotic
treatment. This complication was treated with explantation and conversion to an

autologous reconstruction with TRAM flap. The latter was performed without
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complications despite the previous harvest of lower abdominal dermal graft. One
of the patients who completed reconstruction had rippling as a minor late
complication unrelatable to autoderm.

The bibliographic research gathered a total of eight articles published in
indexed journals. Studies reporting autologous dermal grafts reconstruction
postoperative outcomes are summarized in Table 2 and Table 3. The majority of
these articles are retrospective reviews, including a total sample of 56
patients.>”'" One of the articles is a prospective study with a sample of 21
patients that included comparison data for patients undergoing ADM.28 This study
showed a lower incidence of wound healing complications (including wound
dehiscence, mastectomy flap necrosis and fluid collection), infectious
complications and major complications, along with a greater intraoperative
expander volume in the group where reconstruction with autologous dermal
grafts was performed, suggesting autoderm has a safer profile than ADM.8
Explantation rate reported in these studies ranged from 0 to 10.5%.57811 In 2015
Lynch et al were the first reporting and comparing capsular contracture scores
between ADM and autologous dermal grafts in a prospective study, showing no

differences between both groups.®

DISCUSSION

This preliminary study suggests that dermal autograft in immediate breast
reconstruction may have a role for patients with low BMI who are not good
candidates for autologous techniques. A success rate of 66.7% was achieved in

this small clinical series. Explantation was necessary in two patients due to major
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complications. The classical donor area for abdominal based autologous
reconstruction (pedicled TRAM, free TRAM, DIEP) was not jeopardized as a
TRAM flap was successfully performed.

In all patients, the initial expander volume or implant volume placed as well
as number of in-office expansions fell within the ranges documented to ADM and
dermal autografts by other authors as shown in Table 2.

A successful reconstruction was achieved in most of our patients with
results that pleased both the patient and the surgeon. Nevertheless our
explantation rate was quite high and not in line with the results by other authors
who have used dermal grafts for immediate breast reconstruction. The major
complications justifying explantation in our study (one case of mastectomy flap
necrosis and a case with fluid collection) were apparently unrelated to the dermal
graft itself. One third of our population was active smoker, which led to an
overrepresentation of this group and a possible increased number of
complications. Smoking is a well-known risk factor for tissue necrosis and wound
healing problems particularly relevant in the context of skin and nipple sparing
mastectomy. As none of our patients ceased consumption before surgery, this
group represented a high risk for developing postoperative complications
regardless the technique used. This may explain the case with mastectomy flap
necrosis reported in our cohort. Also, the patient who underwent surgical
debridement and exchange to tissue expander due to mastectomy flap necrosis
had previous breast augmentation. The seroma case observed in our population
presented with fluid collection did not start at the reconstructed breast but in the
axilla. This patient underwent autologous breast reconstruction with a pedicled

TRAM flap after explantation. The latter patient was overweight (BMI =
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27,1kg/m?), actually was the only in our cohort, a known risk factor for seroma.
Suggesting a patient’s predisposition to develop fluid collections. The fact is that
this patient also developed a seroma in the donor area of the TRAM flap.

Another detail we must take into consideration while analyzing our results
is the fact that rippling and capsular contracture appear to be complications
related to prosthetic breast reconstruction regardless the technique applied so
we do not assume they were specifically related to the use of dermal autografts.

Available literature shows ADM has emerged as an alternative in breast
reconstruction but it's not flawless and it was associated with considerable
economic costs and some complications’3911-13and it is not always available. On
the other hand autologous dermal grafts may be a good alternative as they are
readily available and provide equivalent aesthetic outcomes with similar
complications rate at lower costs.!457-9.11-13 Dermal autografts are autologous
tissues and so are potentially less immunogenic, more biocompatible and quickly
incorporated.’-%7-%11.12 This was demonstrated by two studies in which a sample
collection of the breast capsule was performed at the time of expander
exchange.”® Histologic analysis of the capsule showed dermal grafts were highly
revascularized and indistinguishable from the surrounding tissue.”® A total
integration was verified.”-® Complications reported in published series using ADM
are showed in Table 4. Three are retrospective and two are prospective studies,
representing a total of 502 patients.>#6815 Four series approached exclusively
ADM outcomes?®#%15 and one included comparison data for autologous dermal
grafts.

Published series using autologous dermal grafts showed complication rate

ranges similar to those reported for ADM, except for fluid collections whose rate
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was higher in ADM cohorts. Wound dehiscence/delayed healing ranged from 0
to 6.25%, infectious complications ranged from 0 to 14.3%, mastectomy flap
necrosis ranged from 0 to 15.8% and major complications (defined as those
requiring an unplanned hospital admission or reoperation) ranged from 0 to
10.5% as summarized in Table 3. 5781

A prospective study performed by Lynch et al compared both techniques
and demonstrated higher complication rates for ADM versus autoderm, as
previously described.?

Autologous dermal grafts from abdomen seem to be particularly suited for
lower BMI patients and do not preclude the use of TRAM flap as previously
described by Lynch et al®®, Rinker” and Selber et al''. A different perspective was
presented by Hudson et al® and Maguina et al'? who suggested abdominal
dermal harvesting eliminates the ability to perform breast reconstruction with
abdominal based flaps. The authors think that the abdominal wall may still be
used for autologous breast reconstruction after dermal graft harvest if certain
technical principles are applied.”'" The latter are described in the Material and
Methods section and refer to careful scar placement and limited upper
undermining. The dermal graft technique has few disadvantages basically limited
to a donor-site scar.'-57-9.11.12

Therefore, our study appears to demonstrate similar outcomes than those
published to date and thus, showing that autologous dermal grafts may represent
a viable alternative to ADM.

To our knowledge, this preliminary study reports the longest follow-up of
breast reconstruction with autoderm but has some limitations such as the small

sample size and the retrospective design. Further prospective randomized
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studies with a larger sample are needed to clarify whether autologous abdominal

dermal grafts are a safe and effective option for prosthetic immediate breast

reconstruction.

CONCLUSION

This retrospective review suggests a potential role for dermal autograft in

immediate prosthetic breast reconstruction. It may represent a safe and effective

alternative to acellular dermal matrices. Moreover it does not interfere with

abdomen as a donor area for autologous reconstruction if harvested correctly.
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TABLES

Table 1. Complications reported in our study (n=6)

Type of Reconstruction

Total (%)
Direct-to-implant (%) Two-stage (%)
No. Patients 3 3 6
Wound Dehiscence/ o o o
Delayed Healing 1(16.7%) 2 (33.3%) 3 (50%)
Mastectomy Flap Necrosis 1(16.7%) 0 (0.0%) 1(16.7%)
Infectious Complications 0 (0.0%) 0 (0.0%) 0 (0%)
Fluid Collections o o o
(Seroma/Hematoma) 0 (0.0%) 1(16.7%) 1(16.7%)
Rippling 1(16.7%) 1(16.7%) 2 (33.3%)
Capsular Contracture 1(16.7%) 0 (0.0%) 1(16.7%)
Major Complications 1(16.7%) 1(16.7%) 2 (33.3%)
Explantation 1(16.7%) 1(16.7%) 2 (33.3%)
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INSTRUCTIONS FOR AUTHORS

ENGLISH LANGUAGE EDITING

Manuscripts must be written in English, and authors are urged to aim for clarity, brevity, and accuracy of
information and language. All manuscripts must include a structured abstract. Authors whose first
language is not English should have their manuscripts checked for grammar and stylistic accuracy by a

native English speaker.

For editors and reviewers to accurately assess the work presented in your manuscript you need to
ensure the English language is of sufficient quality to be understood. If you need help with writing in

English you should:

¢ Ask a colleague who is a native English speaker to review your manuscript for clarity.

e Visit the Springer English language tutorial that reviews a number of grammatical rules that
should be followed when writing in English.

e Use a professional language editing service. Two such services are provided by our affiliates
Nature Research Editing Service and American Journal Experts. Springer authors are entitled
to a 10% discount on their first submission to either of these services; simply follow the links

below.
English language tutorial
Nature Research Editing Service
American Journal Experts

Please note that the use of a language editing service is not a requirement for publication in this journal

and does not imply or guarantee that the article will be selected for peer review or accepted.

If your manuscript is accepted it will be checked by our copyeditors for spelling and formal style before

publication.
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ETHICAL RESPONSIBILITIES OF AUTHORS

This journal is committed to upholding the integrity of the scientific record. As a member of the
Committee on Publication Ethics (COPE), the journal will follow the COPE guidelines on how to deal with

potential acts of misconduct.

Authors should refrain from misrepresenting research results which could jeopardize their entire
scientific endeavour. Maintaining the integrity of the research and its presentation can be achieved by

following the rules of good scientific practice:

e The manuscript has not been submitted to more than one journal for consideration.
e The manuscript has not been published previously (partly or in full), unless the new work
concerns an expansion of previous work; please provide transparency on the re-use of

material to avoid the hint of text-recycling (“self-plagiarism”).



e Asingle study is not split up into several parts to increase the quantity of submissions and
submitted to various journals or to one journal over time (e.g. “salami-publishing”).

¢ No data have been fabricated or manipulated (including images) to support your
conclusions

* No data, text, or theories by others are presented as if they were the author’s own
(“plagiarism”). Proper acknowledgements to other works must be given (this includes
material that is closely copied (near verbatim), summarized and/or paraphrased), quotation
marks are used for verbatim copying of material, and permissions are secured for material

that is copyrighted.
Important note: the journal Aesthetic Plastic Surgery uses software to screen for plagiarism.

e Consent to publish has been received from all co-authors and responsible authorities at the
institute/organization where the work has been carried out before the work is submitted.
e Authors whose names appear on the submission have contributed sufficiently to the

scientific work and therefore share collective responsibility and accountability for results.
In addition:

e Changes in authorship or in the order of authors are not accepted after acceptance of a
manuscript.
e Upon request, authors should be prepared to send relevant documentation or data in order

to verify the validity of results. This could be in the form of raw data, samples, records, etc.

If there is a suspicion of misconduct, the journal will carry out an investigation following the COPE
guidelines. If, after investigation, the allegation seems to raise valid concerns, the accused author will be
contacted and given an opportunity to address the issue. If misconduct has been proven, this may result

in the Editor-in-Chief’s implementation of the following measures, including, but not limited to:

e If the article is still under consideration, it may be rejected and returned to the author.



e If the article has already been published online, depending on the nature and severity of the
infraction, either an erratum will be attached to the article, or in severe cases, the article
will be completely retracted. The reason must be given in the published erratum or
retraction note.

e The author’s institution will be informed of the investigation.
DISCLOSURES OF POTENTIAL CONFLICTS OF INTEREST

Authors must disclose all relationships or interests that could influence or bias the work. Although an
author may not feel there are conflicts, disclosure of relationships and interests affords a more
transparent process, leading to an accurate and objective assessment of the work. Awareness of real or
perceived conflicts of interests is a perspective to which the readers are entitled and does not imply that
an inappropriate relationship. Examples of potential conflicts of interest that are directly or indirectly

related to the research may include but are not limited to the following:

e Research grants from funding agencies (please provide the research funder and grant
number)

e Honoraria for speaking at symposia

e Financial support for attending symposia

e Financial support for educational programs

¢ Employment or consultation

e Support from a project sponsor

e Position on advisory board or board of directors or other type of management relationship

e Multiple affiliations

e Financial relationships, for example equity ownership or investment interest

e Intellectual property rights (e.g. patents, copyrights and royalties from such rights)

* Holdings of spouse and/or children that may have financial interest in the work

In addition, interests that go beyond financial interests and compensation (non-financial interests) that
may be important to readers should be disclosed. These include but are not limited to personal
relationships or competing interests directly or indirectly tied to this research, or professional interests

or personal beliefs that may influence your research.



The corresponding author collects the conflict of interest disclosure forms from all authors. In author
collaborations where formal agreements exist, it is sufficient for the corresponding author to sign the
disclosure form on behalf of all authors. The corresponding author should include a summary statement
in the text of the manuscript in a separate section before the reference list that reflects what is recorded

in the potential conflict of interest disclosure form(s).
See below examples of disclosures:

e Funding: This study was funded by X (grant number X).
e Conflict of Interest: Author A has received research grants from Company A. Author B has
received a speaker honorarium from Company X and owns stock in Company Y. Author Cis a

member of committee Z.
If no conflict exists, the authors should state:
Acknowledgement: The authors declare that they have no conflict of interest.
Conflict of Interest Form

STATEMENT OF HUMAN AND ANIMAL RIGHTS

When reporting on studies that involve human participants, authors should include a statement that the
studies have been approved by the appropriate institutional and/or national research ethics committee
and have been performed in accordance with the ethical standards as laid down in the 1964 Declaration

of Helsinki and its later amendments or comparable ethical standards.

If doubt exists whether the research was conducted in accordance with the 1964 Helsinki Declaration or
comparable standards, the authors must explain the reasons for their approach, and demonstrate that
the independent ethics committee or institutional review board explicitly approved the doubtful aspects

of the study.
The following statements should be included in the text before the References section:

Ethical approval: “All procedures performed in studies involving human participants were in accordance
with the ethical standards of the institutional and/or national research committee and with the 1964

Helsinki declaration and its later amendments or comparable ethical standards.”



The welfare of animals used for research must be respected. When reporting experiments on animals,
authors should indicate whether the institutional and/or national guidelines for the care and use of

animals were followed.

For studies with animals, the following statement should be included:

" " All applicable institutional and/or national guidelines for the care and use of animals were followed.”

If articles do not contain studies with human participants or animals by any of the authors, Springer

recommends including the following sentence:

" "This article does not contain any studies with human participants or animals performed by any of the

authors.”
For retrospective studies, please add the following sentence:

" "For this type of study formal consent is not required.”

INFORMED CONSENT

All individuals have individual rights that are not to be infringed. Individual participants in studies have
the right to determine how personal data is gathered and used, especially when identifiable
photographs are used. It is important that all participants give their informed consent in writing prior to
inclusion in the study. Identifying details (names, dates of birth, identity numbers and other
information) of the participants that are studied should not be published in written descriptions,
photographs, and genetic profiles unless the information is essential for scientific purposes and the
participant (or parent or guardian if the participant is incapable) has given written informed consent for
publication. Complete anonymity is difficult to achieve in some cases, and informed consent should be
obtained if there is any doubt. Masking the eye region in photographs of participants is inadequate
protection of anonymity. If identifying characteristics are altered to protect anonymity, such as in

genetic profiles, authors should provide assurance that alterations do not distort scientific meaning.



TYPES OF MANUSCRIPT SUBMISSIONS

e Original Articles

e (CaseReports

e Multimedia Articles

e Dynamic Manuscripts
e Invited BookReviews
e Invited Editorials

e Invited Discussion (author is asked by the Editor in Chief to write a Discussion on their paper;
the Discussion will follow the original article in print)

e Invited Commentary (an expert on a specific topic is asked by the Editor in Chief to write on
the topic)

e Invited Response (author is asked by the Editor in Chief to write a response to a published
Letter to the Editor)

e Historical Notes
e Innovative Techniques
e Review Articles

e |Letter To The Editor
DOUBLE-BLIND PEER REVIEW

This journal follows a double-blind reviewing procedure. Authors are therefore requested to submit two

separate files for their manuscript:

e Atitle page including all authors and affiliations
e Ablinded manuscript without any author names and affiliations in the text or on the title
page. Self-identifying citations and references in the article text should either be avoided or

left blank.
EVIDENCE- BASED MEDICINE

This journal requires that authors assign a level of evidence at the end of the Abstract whenever
Evidence-Based Medicine rankings are applicable. This excludes Review Articles, Book Reviews and
manuscripts that concern Basic Science, Animal Studies, Cadaver Studies, and Experimental Studies.

Author assignments may be subject to review and modification by the Editor-in-Chief.
Example: author should include entire phrase at the end of the Abstract:

" "Level of Evidence: Level Il, therapeutic study.”



EBM ratings will be based onascale of 1-5 as follows:

Level I: Evidence obtained from at least one properly designed randomized controlled trial.

Level Il: Evidence obtained from well-designed controlled trials without randomization.

Level lll: Evidence obtained from well-designed cohort or case-control analytic studies, preferably from

more than one center or research group.

Level IV: Evidence obtained from multiple time series with or without the intervention, such as case

studies. Dramatic results in uncontrolled trials might also be regarded as this type of evidence.

Level V: Opinions of respected authorities, based on clinical experience, descriptive studies, or reports of

expert committees.

No level of evidence is needed for Basic Science, Animal Study, Cadaver Study, and Experimental Study

Articles.
MANUSCRIPT PREPARATION FOR ONLINE SUBMISSION

Manuscripts are submitted to Aesthetic Plastic Surgery online via Editorial Manager. This will allow for
quick and efficient processing of your manuscript. Please log directly onto the Editorial Manager site at
http://www.editorialmanager.com/apsu/ and upload your manuscript files following the instructions

provided on the screen.

Please note: If you have already registered on Editorial Manager, please use your provided username
and password and log in as 'Author’ to track your manuscript or to submit a new manuscript. (Do not

register again as you will then be unable to track your manuscript).

If you are a first-time APS author, please click the 'Register' button and enter the requested information.

Upon successful registration you will be sent an e-mail with instructions to verify your registration.

If you have any questions or are unable to submit your manuscript online via Editorial Manager, please

contact the Managing Editor at:

Suzann McClenahan

Aesthetic Plastic Surgery Editorial Office
1002 Stonebriar Drive

Verona, Wisconsin 53593 USA E-

mail: apsurg@tds.net


http://www.editorialmanager.com/apsu/
mailto:apsurg@tds.net

COPYRIGHT INFORMATION

Submission of a manuscript implies: that the work described has not been published before (except in
the form of an abstract or as part of a published lecture, review, or thesis); that it is not under
consideration for publication elsewhere; that its publication has been approved by all coauthors, if any,
as well as by the responsible authorities at the institute where the work has been carried out; that, if
and when the manuscript is accepted for publication, the authors agree to automatic transfer of the
copyright to the publisher; that the manuscript will not be published elsewhere in any language without
the consent of the copyright holders; that written permission of the copyright holder is obtained by the
authors for material used from other copyrighted sources; and that any costs associated with obtaining

this permission are the authors' responsibility.

A copyright transfer statement signed by the corresponding author must be uploaded to Production via

MyPublication after acceptance of a paper.

COPYRIGHT TRANSFER STATEMENT

MANUSCRIPT SPECIFICATIONS

Title Page

The title page should include:

e The name(s) of theauthor(s)

e A concise and informativetitle

e The affiliation(s) and address(es) of the author(s)

e The e-mail address, telephone and fax numbers of the corresponding author

e Include a short title (not to exceed 30 characters in length, including spaces between words)

for use as a running head

e Disclosure of any commercial interest that they may have in the subject of study and the

source of any financial or materialsupport

e An Abstract of not more than 250 words that states concisely the background, methods,

results, and conclusions of themanuscript.
e A level of Evidence statement at the end of the Abstract.

e A maximum of six keywords, separated by a comma, that can be used for indexing purposes



Manuscript Text

Original Articles, Reviews, and Case Reports should be structured in the following order: Abstract,
Introduction, Materials and Methods, Results, Discussion, Conclusion, Acknowledgements, Compliance
with Ethical Standards, References, Figure Legends, and Tables.

e Use anormal, plain font (e.g., 12-point Times Roman) for text

e Double-space the text

e Use italics foremphasis

e Use the automatic page numbering function to number the pages

e Do not use field functions

e Use tab stops or other commands for indents, not the space bar

e Use the table function, not spreadsheets, to make tables

References

Reference citations in the text should be identified by numbers in brackets. The in-text references and
the reference list at the end of the manuscript should be in citation order. Authors are fully responsible
for the accuracy of their references. Only works referred to in the text and already accepted for

publication should be listed.
Types of references

(1) Articles from journals: Name(s) and Initials of all author(s), year in parentheses, full title, journal

name as abbreviated in Index Medicus, volume followed by a colon, first and last page numbers.
Berci G, Paz-Partlow M (1998) Electronic imaging in endoscopy. Surg Endosc 2: 227-233

(2) Articles from electronic publications: Name(s) and initials of all authors, year in parentheses, full title,

journal name as abbreviated in Index Medicus, DOl number, and publication date.

Lee SW, Gleason NR (2000) Port site tumor recurrence rates in a murine model of laparoscopic
splenectomy decreased with increased experience. Surg Endosc, DOI: 10.1007/s004640000231, August
9, 2000

(3) Books: Name(s) and initials of all author(s), year in parentheses, title, edition, publisher, place of

publication.



Roy C (1997) Ultrasound of the Abdomen (Exercise in radiological diagnosis). Springer, Berlin

(4) Chapters in edited books: Names and initials of all authors, year in parentheses, title of chapter. In:
names and initials of all editors, title of book, publisher, place of publication, first and last page

numbers.

White ME, Choyke PL (1988) Duplex sonography of the abdomen. In: Grant EG, White M (eds) Duplex
Sonography, Springer, New York, pp 129-190

Tables

e Alltables are to be numbered using Arabic numerals

e Tables should always be cited in text in consecutive numerical order

e For each table, please supply atable heading

e The table title should explain clearly and concisely the components of the table

e Identify any previously published material by giving the original source in the form of a

reference at the end of the tableheading

e Footnotes to tables should be indicated by superscript lower-case letters (or asterisks for

significance values and other statistical data) and included below the table body

Figures (lllustrations)

e Allfigures are to be numbered using Arabic numerals

e Figure parts should be denoted by lowercase letters

e Figures should always be cited in text in consecutive numerical order
e For each figure, please supply a figurecaption

e Make sure to identify all elements found in the figure in the caption

e Identify any previously published material by giving the original source in the form of a

reference at the end of thecaption

e Individual, high-resolution (300+) TIF or JPG files (not Word) must be submitted for each

figure in thearticle.
ARTWORK INSTRUCTIONS

Common graphics files such as GIF, JPEG, EPS, TIFF and many others are supported. Do not

upload figures as PDF files.



All figures must be numbered using Arabic numerals. Figure parts should be denoted by lowercase
letters. Figures should always be cited in text in consecutive numerical order. For each figure, include
the figure legends at the end of the manuscript text. Name your figure files with "Fig" and the figure

number, e.g., Figl.eps.

Photographs must be submitted in color. Photographs of patients in which the subject is identifiable

must be accompanied by written permission from the individual in the photograph before publication.

If you include figures that have already been published elsewhere, you must obtain permission from

the copyright owner(s) for both the print and online format.

Every clinical article must include high resolution pictures of minimum 2 patients with matching lighting and
target area size. A video of the procedure must be included for technical articles along with illustrations

prepared by a medical illustrator.

The required pictures for any rhinoplasty article include front, profile and head tilted back high
resolution views of the face above the shoulder (there is no need to include shoulder on a rhinoplasty

picture). A quarter view picture of the face is highly recommended but is not a requirement.

All the graphics included in the article should be in color.

All breast related articles should include at least front and profile views. A quarter view is optional.

A frowning view is highly recommended with any forehead rejuvenation article that includes removal of

the frowning muscles.

Vector Graphics: The preferred format is EPS; for halftones, please use TIFF format. MSOffice files are

also acceptable. Vector graphics containing fonts must have the fonts embedded in the files.

Line Art: Must be black and white with no shading. Ensure that all lines and lettering within the
figures are legible at final size. All lines should be at least 0.1 mm (0.3 pt) wide. Scanned line
drawings and line drawings in bitmap format should have a min. resolution of 1200 dpi.
Halftone Art (photographs, drawings or paintings with fine shading, etc.): If magnification is
used in photographs, indicate this by using scale bars within the figure. Halftones should have a

minimum resolution of 33 dpi.



Combination Art (combination of halftone and line art) should have a minimum resolution of 600 dpi.

Color Art: Photographs must be submitted in color. Color art is free of charge for online publication. If
the print version will be published in black and white, make sure that the information will be visible;
many colors are not distinguishable when converted to black and white. You may choose to use
patterns rather than colors in such instances. Color illustrations should be submitted as RGB (8 bits/
channel). Lettering and Numbering in Figures: Helvetica and Arial (sans serif fonts) text are preferred.
Keep lettering size consistent throughout (preferably 2-3 mm / 8-12 pt). Avoid shading and other text

features, and do not include titles or captions within your figures.

Guidelines for Sizing an Image: The final size of the image depends on its content. It should be

displayed for best viewing and should therefore be neither too small nor too large. Before sizing, the

images must be cropped. Frames must be deleted.

While sizing, the layout of the journal must be considered. The graphics operator must have access to
the figure captions.

The following are the criteria for determining the correct size:

e Letter size: The size should neither be smaller than 6 pt nor larger than 14 pt. The optimum is 8-12 pt.
If there are similar graphics in one article, the letters should also have the similar letter size.

Make sure that the figure lettering is always well readable

* Content to be displayed: In halftone images bones or cells or any other structures in the images must
be clearly visible.

¢ Images of similar content have to be sized consistently within a article.

The maximum size and the optimal size for the typesetting process are determined by the journal
layout. If possible, the image should have the optimal layout size.



Optimal layout size:

Double column
Column + 1 gutter +sub-column
Column

YV V V V

Sub-column

Note: If the image size is slightly (x 10%) larger or smaller than the optimal layout size, always enlarge or
reduce the figure to the optimal size.

These rules Double Column +1 Column Sub-column Max. column
are valid for column gutter + sub- length

all layouts. column

The values for

the global

standard

layouts are

given in Table

6. Layout

Global large 174 mm 129 mm 84 mm 39 mm 234 mm
Global 160 mm 118 mm 76 mm 34 mm 216 mm
medium

Global small 122 mm 80 mm 198 mm
condensed

Global small extended 119 mm 78 mm 195 mm



MULTIMEDIA ARTICLE & DYNAMIC MANUSCRIPT SUBMISSION (I.E. STREAMING VIDEOS)

Multimedia articles are papers where the heart of the article is the video and, generally, only an abstract
and references are included. Dynamic articles are regular articles with video(s) included as electronically

supplementary material.

Upon submission of multimedia or dynamic articles, the author will be required to submit the video in

the following format:

e The video should not exceed 9minutes.

e Anaudio narration in English must accompany the video.

e The maximum size for all files (including videos) in the submission 350 MB.

e Videos must be in one the following formats: MPEG-1, QuickTime or Window media video
(WMV).

e Videos in the QuickTime format cannot be mpg4.

e The video file must be playable on a Windows-based computer.

e No music sound tracks.

e Avoid "fancy" videotransitions.
e Annotation of anatomic structures is encouraged.
e No authored DVDs.

e There should be a “manuscript” submitted with the video that includes a title page, abstract

and key words, as well as references if needed.



DYNAMIC MANUSCRIPT

A dynamic manuscript is a print article with imbedded video material. Up to 3 (one minute maximum
each) videos per manuscript submission will be accepted. Make sure to note in your manuscript the
placement of the video clips. All standard instructions for manuscript and video submission should be

followed for a dynamic manuscript submission.

CROSSCHECK

Submissions to Aesthetic Plastic Surgery are now being checked for plagiarism via CrossCheck.
CrossCheck, a multi-publisher initiative, screens published and submitted content for originality and
detects instances of overlapping and similar text in submitted manuscripts. This will ensure that the

journal is actively combating plagiarism and is publishing only original research.

RESEARCH DATA POLICY

The journal encourages authors, where possible and applicable, to deposit data that support the
findings of their research in a public repository. Authors and editors who do not have a preferred

repository should consult Springer Nature’s list of repositories and research data policy.

List of Repositories

Research Data Policy

General repositories - for all types of research data - such as figshare and Dryad may also be used.

Datasets that are assigned digital object identifiers (DOIs) by a data repository may be cited in the
reference list. Data citations should include the minimum information recommended by DataCite:

authors, title, publisher (repository name), identifier.

DataCite

Springer Nature provides a research data policy support service for authors and editors that can be
reached at researchdata@springernature.com.

This service provides advice on research data policy compliance and on finding research data
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STROBE Statement—Checklist of items that should be included in reports of cohort studies

Item
No

Recommendation

Page No

Title and abstract

1

(a) Indicate the study’s design with a commonly used term in
the title or the abstract

(b) Provide in the abstract an informative and balanced summary
of what was done and what was found

2; “This was a
retrospective study”

2, 3; “Information was
extracted from patient’s
hospital records.
Complications were
recorded and compared
with published data.” “The
reconstruction with
autoderm was successful in
four patients (66.7%) and
failed in two patients
(33.3%).” “Regarding
complications: there were
three wound
dehiscence/delayed
healing, one mastectomy
flap necrosis and one
seroma. There were two
rippling and one capsular
contracture as late
complications. No donor-
site complications were
reported. It was possible to
harvest a transverse rectus
abdominis
musculocutaneous
(TRAM) flap in one of the
failed cases.”

Introduction

Background/rationale

2

Explain the scientific background and rationale for the
investigation being reported

4, 5; “Nevertheless ADM
add very significant cost to
the procedure and have
been recently associated
with complications such as
seroma, infection and
mastectomy flap necrosis.
Autologous tissues may be
a possible alternative if
available.”

Objectives

3

State specific objectives, including any prespecified hypotheses

5; “Our study aims to
perform a literature review
and evaluate the efficacy
and safety of autologous
abdominal dermal grafts
for prosthetic immediate
breast reconstruction after
total skin-sparing or
nipple-sparing mastectomy
in a preliminary clinical
series”

Methods

Study design

4

Present key elements of study design early in the paper

5, 6; “This was a
retrospective review,
performed in Porto,
Portugal, at Centro
Hospitalar e Universitario
de Séo Jodo, Faculty of
Medicine Porto University
from January 2020 to
March 2021. Approval was
granted by the Ethical
Committee of this
institution.

A research was conducted
through
PubMed/MEDLINE
between November 2020
and March 2021 using the
MeSH terms “Autoderm”,
“Dermal autograft AND




breast reconstruction” and
“Autologous graft AND

LR}

breast reconstruction”.

Setting

5 Describe the setting, locations, and relevant dates, including
periods of recruitment, exposure, follow-up, and data collection

5 “All patients who
underwent this technique
between January 2016 and
January 2020 were
identified.

Data were extracted from
patient’s hospital records

«

Participants

6 (a) Give the eligibility criteria, and the sources and methods of
selection of participants. Describe methods of follow-up

(b) For matched studies, give matching criteria and number of

exposed and unexposed

6, 7; “Immediate breast
reconstruction (two-stage
expander/implant or direct-
to-implant) with
autologous abdominal
dermal grafts was offered
to all patients with
negative sentinel lymph
node biopsy proposed for
immediate breast
reconstruction after total
skin-sparing or nipple-
sparing mastectomy in
whom the use of
autologous flaps was not
indicated or was not
desired. “. “... we set
follow-up time to our work
as the time from first breast
reconstructive procedure to
the end of this study, in
March 2021.”

Nao aplicavel

Variables

7 Clearly define all outcomes, exposures, predictors, potential
confounders, and effect modifiers. Give diagnostic criteria, if
applicable

6 “... demographic
characteristics, body mass
index, smoking history,
medical history,
indications for
mastectomy, type of breast
cancer and breast cancer
treatment. Type of
immediate reconstruction
(two-stage
expander/implant or direct-
to-implant), prosthesis and
expander characteristics,
including initial and final
fill expander volumes,
number of expansions and
time to complete expansion
(when tissue expanders
were used) were also
recorded.” “Complications
analyzed included delayed
wound healing/wound
dehiscence, mastectomy
flap necrosis (defined as
significant tissue lost),
infectious complications,
fluid collections (seroma or
hematoma), rippling and
capsular contracture. Major
complications were
defined as those requiring
an unplanned hospital
admission or reoperation.
Reconstructive failure and
donor-site complications
were also assessed.”

Data sources/

8* For each variable of interest, give sources of data and details of

6 “Data were extracted
from patient’s hospital

measurement methods of assessment (measurement). Describe comparability | records”
of assessment methods if there is more than one group
Bias 9 Describe any efforts to address potential sources of bias Néo aplicivel

2




6 “All patients who

Study size 10 Explain how the study size was arrived at . .
underwent this technique
between January 2016 and
January 2020 were
identified.”

Quantitative variables 11 Explain how quantitative variables were handled in the analyses. | & D3t were extracted
from patient’s hospital

If applicable, describe which groupings were chosen and why records (...) recorded.”

Statistical methods 12 (a) Describe all statistical methods, including those used to Néo aplicével uma vez que
este trabalho nao se

control for confounding acompanhou de analise
estatistica.

(b) Describe any methods used to examine subgroups and

interactions

(c) Explain how missing data were addressed

(d) If applicable, explain how loss to follow-up was addressed

(e) Describe any sensitivity analyses

Results

‘s % BT 9 “A total of six patients

Participants 13 (a) Report numbers of individuals at each stage of study—eg eubmitted to unilateral

numbers potentially eligible, examined for eligibility, confirmed | immediate breast

L. . . . reconstruction were

eligible, included in the study, completing follow-up, and enrolled in this

analysed study.””Three patients had
direct-to-implant
reconstruction and three
had two-stage tissue
expander/implant
reconstruction”

(b) Give reasons for non-participation at each stage 9" Explantation was
necessary 1n two patients
who had major
complications namely
mastectomy flap necrosis
and fluid collection
(seroma).”

(c) Consider use of a flow diagram Nao aplicével

Descriptive data 14*  (a) Give characteristics of study participants (eg demographic, 9 “The mean age was 50.3

clinical, social) and information on exposures and potential

confounders

years (range 40-65 years).
The mean body mass index
(BMI) was 21.3kg/m2
(range 19.0-27.1kg/m2).
One patient was
overweight (BMI:
27.1kg/m2). Three patients
had invasive ductal
carcinoma stage 1A and
three had ductal carcinoma
in situ (stage 0): two high
grade and one intermediate
grade. One patient had
hypertension and
hyperlipidemia. There
were two active smokers
(none of them stopped
smoking before surgery)
and four nonsmokers. One
patient underwent adjuvant
chemotherapy, two had
hormone therapy and one
had adjuvant
chemotherapy and
hormone therapy. No
patients were submitted to
radiation therapy. The
average duration of
hospital stay in the first
breast reconstructive time
was 8.8 days (range 2-15
days). The overall mean
device (implant or
expander) volume in both
groups was 253cc (range
200-420cc).”



(b) Indicate number of participants with missing data for each
variable of interest

(c) Summarise follow-up time (eg, average and total amount)

Nao aplicavel

9 “The average follow-up
time was 50.8 months
(range 38.5-61.0 months).”

Outcome data

15*%  Report numbers of outcome events or summary measures over

time

9-11 “A total of four
patients successfully
completed breast
reconstruction (...)One of
the patients who completed
reconstruction had rippling
as a minor late
complication unrelatable to
autoderm..”

Main results 16

(a) Give unadjusted estimates and, if applicable, confounder-adjusted
estimates and their precision (eg, 95% confidence interval). Make clear
which confounders were adjusted for and why they were included

(b) Report category boundaries when continuous variables were categorized
(c) If relevant, consider translating estimates of relative risk into absolute
risk for a meaningful time period

Nao aplicavel

Nao aplicavel

Nao aplicavel

Other analyses 17

Report other analyses done—eg analyses of subgroups and interactions, and
sensitivity analyses

10, 11; “This patient was
an active smoker who had
been previously submitted
to a breast augmentation”
“The reconstruction using
autoderm failed in a patient
due to a fluid collection
(seroma) in the axilla close
to the sentinel lymph node
biopsy site that spread to
the implant pocket and led
to delayed wound healing
and a periprosthetic
infection that failed oral
antibiotic treatment.”

Discussion

Key results 18

Summarise key results with reference to study objectives

12 “This preliminary study
suggests that dermal
autograft in immediate
breast reconstruction may
have a role for patients
with low BMI who are not
good candidates for
autologous techniques.”

Limitations 19

Discuss limitations of the study, taking into account sources of potential
bias or imprecision. Discuss both direction and magnitude of any potential

bias

15 “(...) has some
limitations such as the
small sample size and the
retrospective design.”

Interpretation 20

Give a cautious overall interpretation of results considering objectives,
limitations, multiplicity of analyses, results from similar studies, and other
relevant evidence

12-15 “A success rate of
66.7% was achieved in this
small clinical series.
(...)The dermal graft
technique has few
disadvantages basically
limited to a donor-site
scar.”

Generalisability 21

Discuss the generalisability (external validity) of the study results

15 “Therefore, our study
appears to demonstrate
similar outcomes than
those published to date and
thus, showing that
autologous dermal grafts
may represent a viable
alternative to ADM.”

Other information

Funding 22

Give the source of funding and the role of the funders for the present study
and, if applicable, for the original study on which the present article is
based

Nao aplicavel




*Give information separately for exposed and unexposed groups.

Note: An Explanation and Elaboration article discusses each checklist item and gives methodological background and
published examples of transparent reporting. The STROBE checklist is best used in conjunction with this article (freely
available on the Web sites of PLoS Medicine at http://www.plosmedicine.org/, Annals of Internal Medicine at
http://www.annals.org/, and Epidemiology at http://www.epidem.com/). Information on the STROBE Initiative is

available at http://www.strobe-statement.org.



	APS 2017 Instructions for Authors1.pdf
	STATEMENT OF HUMAN AND ANIMAL RIGHTS
	INFORMED CONSENT

	APS 2019 Instructions for Authors R p.8.pdf
	TYPES OF MANUSCRIPT SUBMISSIONS
	DOUBLE-BLIND PEER REVIEW
	EVIDENCE– BASED MEDICINE
	MANUSCRIPT PREPARATION FOR ONLINE SUBMISSION
	COPYRIGHT INFORMATION
	MANUSCRIPT SPECIFICATIONS
	ARTWORK INSTRUCTIONS
	 Double column
	MULTIMEDIA ARTICLE & DYNAMIC MANUSCRIPT SUBMISSION (I.E. STREAMING VIDEOS)
	DYNAMIC MANUSCRIPT
	CROSSCHECK
	RESEARCH DATA POLICY
	AFTER ACCEPTANCE
	OPEN CHOICE
	AUTHOR PROOFS
	http://www.springer.com/journal/266


