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Lipoabdominoplasty – 19 years evolution 
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          Abdominoplasty is one of the most frequent procedures to improve body contour.  The first abdominoplasty operation describing the surgical principles of mostly techniques during XX Century (1). It was created the expression abdominal lipectomy meaning resection of the abdominal panniculus. This resection can be done by horizontal, vertical or circular incision after wide undermining (2), (3). 
           Afterwards liposuction technique was developed with significant improvement on the aesthetic results (4). In young patients liposuction on abdomen may achieve outstanding results. However when patients present redundant panniculus, it is useful to perform combine with abdominoplasty (5). Nevertheless, high rates of local complications after to associate operations (seroma formation, hematoma, sloughing of the skin, panniculus necrosis), as well as systemic complications, used to occur with plastic surgeons` patients around the world. I became disappointed with those problems that I took a radical decision doesn’t performing such combining operations (6). During 10 years I did anatomical studies of the abdominal wall and per and postoperative complications analyses. I concluded the most problems were due panniculus undermining when perforator vessels sectioned causing interruption of the arterial blood supply and venous and lymphatic stasis.
          To avoid those complications I developed a new approach through which the perforator vessels are preserved during abdominoplasty combining with liposuction (7,8). So, these are the roots of lipoabdominoplasty which are the basic principles of liposuction procedure combining abdominoplasty avoiding severe complications during and after operation. Several presentations during congresses and other publications were done to introduce the new technique (9, 10).
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Ear Reconstruction after Traumatic Amputation

To perform ear reconstruction caused by traumatic amputation is a continuous challenge because each patient presents several peculiarities that must be evaluated preoperatively and during surgical planning. Numerous causes may partially or totally destroy the auricles. It is useful to identify the origin of the amputation. The cartilage of the avulsion segment of the ear is not recommended implanting in any region of the patient’s body during the first aid at the emergency room; the behavior of the auricular cartilage is not favorable for reconstruction (1, 2).
The operation is performed basically in two surgical stages (3). During the first one a new  auricular framework is excavate on costal cartilage creating all anatomical and aesthetic segments (4). The new frame is embedded subcutaneously following the surgical planning (5,6). The second surgical stage of reconstruction is performed 6 months later when the new auricle with its new skeleton is lifted from the mastoide region.  I developed a new cervical cutaneous flap to be rotated and sutured to cover the raw area on the mastoid region, improving surgical results (7). A skin graft is removed from posterior side of the opposite ear and sutured on the posterior aspect of the new auricle. A compressive dressing is done behind the new ear which is removed seven days later. Afterwards another dressing is changed every ten days during at least two or three months (8). 
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EAR RECONSTRUCTION ON CONGENITAL DEFORMITIES 

To reconstruct an ear on congenital anomalies requires proper evaluation before operation due to several deformities (1). It is necessary adequate analysis before surgical planning (2,3,4). It is useful to classify the abnormalities to choose the adequate technique. There are five groups: anotia, agenesis of the ear, severe microtia, moderate eutopic microtia and moderate ectopic microtia (5). In all kinds of abnormalities the operation is performed under general anesthesia in two stages. It is mandatory creating two anatomical elements: 1 - a new auricular framework; 2 – cutaneous covering for the new ear.  The new frame is excavated by sculpture and is introduced subcutaneously through a tunnel in the mastoid area. On severe microtia the lobule is created by rotation back and downward determining the lower segment of the ear. The remnant cartilage is removed creating the new conchal cavity (6,7). On patients with anotia it is necessary to create the new lobule on the same body of the new auricular framework (8). The second stage is performed six months after the first one by cutaneous incisions following the posterior border of the new auricle. Afterwards the new ear is lifted by dissection bellow the fascial flap which covers the all posterior aspect of the auricle (9). Follow the operation skin graft is done. To reconstruct on moderate microtia all remnants cartilage and skin are employed during surgery. Total reconstruction of the auricle is a useful method to reinstate the harmony of the face giving to the patient improvement in his inside well being(10).
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