Operations


I was asked to review a malpractice case several years ago.  A well-trained plastic surgeon had performed a “new” operation to rejuvenate his patient’s face.  This procedure had been proselytized at several medical conventions and was “all the rage” for restoring youth to the face.  This surgeon was familiar with the anatomy and had performed similar dissections on patients who had suffered facial trauma.  With the patient’s acknowledgement that this was the first time he had performed the operation for strictly cosmetic reasons, the procedure was carried out.


The patient developed cosmetic problems with one of the eyelids.  The eye was in no danger but the asymmetry was aesthetically problematic and she was concerned.  The surgeon shared her dismay and referred her to see one of the “inventors” of the operation.  At the visit, he noted the position of the lid and advised leaving things alone temporarily.  Give the healing process of the body a chance to fix things.  This was very good advice.


Inexplicably, the second surgeon changed his mind.  This may have been because of pressure from the patient.  In an event, the second operation was a failure.  Yet another surgeon was consulted and a cascade of misjudgments led to many operations, all with unsatisfactory results.  Over a 2 year period, the patient underwent over 50 operations.  She was now suing only the first surgeon because a completely normal appearance was now unattainable.


This short history is important in revealing several truths about cosmetic operations, the patients who undergo them and the surgeons who perform them.  Some are self-evident while others may be unfamiliar to patients.  They should be quite familiar to surgeons, however.  

No cosmetic operation is “necessary”.


This is probably a self-evident statement but sometimes gets lost in the passion of my profession.  If a patient comes into the office with a malignant melanoma, an operation is necessary.  Anyone who would decline the surgical treatment would be strongly advised of their plight and asked to reconsider.  On the other hand, patients sometimes want to know if the “need” a facelift.  Of course not.  No one “needs” a facelift, eyelid surgery, a nose job, or breast augmentation.


A patient may benefit aesthetically from and operation and find it psychologically and even professionally rewarding.  The decision to proceed is based on the analysis of cost and risk versus the benefit.  It is always a judgment call ultimately to be made by and only by the patient.  

The responsibility of the surgeon where elective cosmetic surgery is concerned is to outline the facts the specific situation that brings the patient to the office.  The might decline to do an operation because, in his opinion, the risks outweigh the benefit.  The expectations of the patient may be unrealistic. But even where the patient seems to have everything to gain, no surgeon should ever pressure a patient to have a cosmetic procedure.  It is unwise and unethical.

Operations are planned trauma


Every operation, no matter how delicately and precisely performed, is a form of trauma.  As a consequence of this physical violation, a cascade of biologic events begins that is referred to as “wound healing”.  This was discussed earlier in the book. 


Any surgeon who recommends an operation must know the consequences of the biologic and physiologic events set off by an operation.  In cosmetic surgery, the essential question is this: “Does the anticipated result warrant the necessary trauma inflicted by the operation?”  The surgeon’s job is to educate and possibly veto the procedure.  The ultimate decision to proceed rests with the patient. An informed decision requires that the consequences of an operation, both positive and negative, be understood.  When the benefits of the operation substantially outweigh the negative side effects and risks, the decision to proceed makes sense.

The Law of Diminishing Returns


As a consequence of a given operation, the tissues involved have acquired scar tissue, altered blood supply, altered anatomic relationships, and possibly other negative changes as well.  Any further operation will add to these negative effects. 


Furthermore, less dramatic results are expected of subsequent operations.  The tissues become more rigid and less adaptable with each subsequent procedure.  The blood supply is compromised more and more so the healing process (dependent on the blood supply) becomes less predictable.  The combination of added injury and less predictable results with each operation makes the results of the very first operation critical.


I think anyone reading this book can picture in their mind a celebrity with an utterly strange look after one too many facelifts.  The features become distorted and there is loss of animation. In spite of the weirdness, there seems to be some bravado for having endured several needless operations.  The resulting artificiality is the product of too many operations.  After the penultimate procedure, the tissues become rigid due to multiple bouts of scarring.  With each operation, some animation of the face is lost as well as texture and vitality in the skin.  In the end the face looks mask-like.  These celebrities don’t look young, they look ridiculous.

Good plastic surgery is anonymous


This creates a problem for good plastic surgeons.  All of you have seen, but weren’t aware of, someone who has had good plastic surgery.  It is natural and unrecognizable. You might see someone you presume is about 40. I’m sure they are delighted that you don’t know the real age is 55.  And they are out there.  You just don’t know who they are.  Good plastic surgery is anonymous.  


The corollary to this is that bad plastic surgery advertises itself.  Everyone has seen someone in an airport or restaurant that has had a bad facelift.  It’s obvious.  

Every operation has risk


This, too, is probably taken for granted.  It should not, however, be forgotten.  The difficulty for the surgeon is to put the risks in their proper perspective.  
There has undoubtedly, in the history of medicine, been a patient who died as a result of having a mole removed.  The likelihood of such a catastrophic outcome from a trivial procedure is negligible, even in the hands of poorly trained surgeon.  Nevertheless, when a patient signs the consent for mole removal, it states that death is possible.  The idea gets planted and, because of it’s gravity, occasionally blocks out the consideration of all the other possible complications.  These other complications or side effects of the procedure may be fairly common.  It’s extremely unlikely, but possible.  It is probably more likely that the patient would die in an auto wreck getting to the patients office than by have the mole removed.


Obviously, if you’re petrified about death from mole removal, it’s unlikely much attention will be paid to the reminder that a small scar will remain after surgery.  There is always a scar, even if it is small and inconspicuous.  The patient who has been petrified by the statistically insignificant chance of death finds, after surviving the operation, that there is a scar.  “Where did this come from?  Nobody told me there was going to be a scar!”  This sort of thing happens more than you might expect. 

This is an exaggerated example to get the point across.  Operations hold risks that may be quite serious but are rare in cosmetic surgery cases.  It would be stupid to undertake operations with significant serious risks for purposes of aesthetics only.  But there are complications or unwanted side effects of operations that may occur with a certain degree of regularity.  Well-trained and experienced surgeons know what they are.  Communicating the realities to patients may be difficult.


Operative consents may be inclusive, but they don’t really frame the realities of surgery accurately.  They are legal documents.  Generally when documents are fashioned at the behest of attorneys, they hinder the information exchange between two normal human beings.  Consultations with patients take time from the surgeon and language skills are important.  Different potential patients require adjustments in the teaching process before an operation.


It really is the responsibility to frame the risks and side effects of any cosmetic operation in a way that reassures when even a catastrophic catastrophe is by chance negligible but warns when even modest but common problems may be encountered.  In my career, I have never had a patient die after an elective cosmetic operation. But each and every one had, at least a small scar or healing wound for a period of time.  So I spend a lot of time talking about the complications and side effects of an operation that are commonly encountered.  I don’t spend much time talking about death.


The internet is a boon and a bust at the same time for plastic surgeons.  Some patients come well and properly informed.  This can save time and redundancy does help cement knowledge in one’s brain.  Other times patients suffer information overload.  They may be influenced by opinion or incorrect facts or improper assumptions of their own condition.  Their knowledge based has to be deconstructed.  Accurate facts have to be reaffirmed and readjusted while erroneous facts and opinions need to be discarded altogether.

There is no way to shrink skin.


One of the unmistakable and misunderstood “laws of biogeometry” is that the more skin that has to be removed as part of an operation, the longer the incision has to be.  If plastic surgeons had skin treatment or salve that would shrink skin, our profession would change completely.  We can’t.  We are left with the barbaric option when it comes to the handling of excess skin, we have to amputate it.


Let’s soften the blow of the Law of Biogeometry (a word of my own invention) a little.  There are fudge factors that skilled plastic surgeons use.  Inherent in skin, particularly youthful skin, is elasticity.  This can be utilized to decrease the length of an incision (and the resulting scar) but just little.  A good surgeon can also manipulate the shape of incisions to reduce scar length and conspicuousness by design and placement.  Again, this is a minor advantage still living by the rules of Biogeometry.  It is true, also, that dermal damage can shrink skin.  This is one of the positive side effects of laser resurfacing.  Unfortunately, this shrinkage is very modest.


So we’re left having to play by certain rules.  The design of an operation can’t ignore this.  If part of the operative plan includes removal of skin, the incision must necessarily lengthen.  One of the reasons that endoscopic facelifts have marginal results is that the small incisions (admirable intent) allow only a small amount of skin removal.  The vast majority of facelift patients need a sizeable amount of skin removed for a good result and therefore longer incisions.  Ditto for abdominoplasties (tummy tucks) and breast reductions.


Another misconception is that exercise can “tighten” the skin.  This is nonsense.  It may be possible, through enhancement of muscle volume, to take up excess skin.  The amount to make any significant difference would probably make anyone look like a body builder if it were possible at all.


In the end, when aesthetic improvement requires reduction in the surface area of skin, the only alternative is the barbaric technique of amputation.  The more skin, the longer the incision.  

Mini-operations


It is admirable to try to increase aesthetic benefit while reducing morbidity of an operation.  Morbidity refers here to the unwanted side effects of an operation-incision length, bruising, swelling, pain, and scarring.  The endoscope allows the surgeon to accomplish anatomic manipulations through relatively small incisions which can be places in the most inconspicuous of areas.  Where surplus skin is not a cosmetic issue, these procedures have role.


Unfortunately, many cosmetic results are dependent upon the elimination of excess skin.  This is true of all breast reductions and abdominoplasties.  It is true of most facelifts.  Operations done through small incisions cannot (by the Law of Biogeometry) remove substantial amounts of skin.  If skin removal is essential to a satisfactory aesthetic result, these operations are doomed to fail.


The aesthetic goal, related to the anatomic starting point, requires selection of the proper operation.  The patient with heavy jowls and the neck of an iguana will be poorly served by a “band aid facelift”.


The unscrupulous cosmetic surgeon may suggest that mini procedures are the newest and best way to go.  Often times this is a bait and switch tactic.  Patients are told (accurately) that they are poor candidates for the mini procedure and the more extensive, yet effective, alternative is recommended.  Other times, the mini procedure may be the only technique that the charlatan knows how to do.  In this case the operation may be performed and the patient then must be convinced, after the fact, that the result is good when, indeed, it is not.

 Harmony of the Face.


Most patients age synchronously.  That is, aging effects the brow, eyelid, cheeks and neck in roughly a similar fashion.  This is a vast generalization, but applies more often than not to patients concerned with facial aging.  The significance of this observation is related to selection of an operation for facial rejuvenation.  If a “limited operation is selected, it is possible that by ignoring the rest of the face, the end result may look unnatural.


Consider the face with jowls and a heavy neck.  A “mini-facelift” is performed and the neck is ignored, by design, in the operation.  The patient is left with a tightened and resuspended cheek (presuming the operation is done right in the first place) but a totally unsatisfied neck.  By contrast, the result can look very odd.  The facelift is given away and age is not camouflaged because the neck still hangs.


It turns out that very few patients are really good candidates for “mini-operation”.  They do exist, but remain in the minority.  Over the years I have seen many patients who expected to look better after a lesser procedure-didn’t want the down-time and all the recovery.  What they actually got was an ersatz operation with ersatz results.

Unwanted leftovers.


One of the hottest topics in the past two years in plastic surgery of the breast was the elimination of skin after breast reduction or mastopexy (breast lift) through miniaturized incisions.  In violation of the Law of Biogeometry, but with the best of intentions, a host of operations were advanced that could accomplish all that was needed to reduce and reposition the breasts but with limited incisions.  The leftover skin was dealt with in a host of creative ways.  One spokesperson for the technique even stated at a national meeting that an operation that resulted in a horizontal incision below the breast was “malpractice”.  He since then has recanted.


Now it is possible that redundant skin might be able to be hidden in an unobtrusive place.  There’s nothing wrong with that.  Sometimes a plastic surgeon can even use it to his advantage.  I use excess skin of the abdomen to fashion new navels.  But surplus skin just doesn’t “go away”.  Many of these breast reshaping operations, done with the best of intentions, left patients with skin that didn’t “go away”.  In the business, plastic surgeons refer to them as “dog-ears”.  To remove them, an incision along the crease of the lower breast is needed to delete the excess.  In then end, the horizontal scar is still on the chest, but the patient has gone through two separate procedures.


I think that thoughtful surgeons who are trying to improve the results of operations through technical adjustments need encouragement.  They do have good intention and the patient stands to benefit if the strike upon a good idea.  But certain principles have to be considered.  As far as we know, nothing travels faster than the speed of light.  Physicists embrace this as a law in their description of systems in the universe.  Similarly, nothing really shrinks skin.  It doesn’t go away and surgeons have to factor this in when they design operations.  It's just one of those annoyances of the profession that we can never choose to ignore.

Consider the Source


It is my impression that surgeons who favor, to a fault, lesser operations are uncomfortable or incapable of performing more thorough operations.  This is clearly a pointed observation but I am convinced it is, for the most part, true.  This does not mean that the only solution, to any problem, is the boldest operation.  The patient, however, understandably will lean towards that demands less of them-less downtime, less money, less risk, less scarring.  Because of this, the strategy of the marketplace is to oversell the capabilities of this type of surgery.  It is important for the patient, as a consumer, to understand both the market psychology as well as their own in considering surgical choices.

Where “New” Operations Come From


In my career I have attended many professional meetings and heard, literally, hundreds of papers describing new operations or modifications of existing procedures.  Except for the very rare exception, these lectures describe operations that are successful.  Complications, when reported, are optimistically quantified and qualified.  Patient satisfaction is reported to be high.


How can this be?  Surely, there must be operations that surgeons attempt that don’t work.  We all have been involved them but keep them to ourselves.  As scientists, we all rationally understand that there is just as much to learn from an operation that doesn’t work as one that does.  Nevertheless, the results of procedures that fail are kept under wraps.


Furthermore, from the manner in which surgeons present their findings, there is a definite sales pitch going on.  For some reason, the surgeon turns proselyte.  Audiences tend to be very receptive and many look forward to adopting the “latest technique” in their own practice.  Many times this is met with disappointment or even failure.  Still, these operations at best fade away.  They are never renounced when they don’t work.


Profit is seldom a motive for this behavior.  It is unlikely that a surgeon would ever profit directly from a technique of his own making.  There are no kickbacks from other practitioners.  


Reputation is another story.  The Shakespearean struggle for reputation motivates even well learned doctors to interpret their results in less that totally objective ways.  I don’t see this as being knowingly dishonest.  I see it simply as human nature.  


Good operations generally take their position on the surgical stage, adjustments are made, and they become part of panoply of procedures that good surgeons can choose from.  Bad operations, like old soldiers, just fade away.  The only problem is that there are patients who suffer at the hands of these “old soldiers” before they are totally discarded.


The lesson here is simple.  Don’t be the first on your block to buy a new operation.  Let someone else try it out first.  It is the duty and utter moral necessity that a surgeon informs a patient of his experience with a particular operation, especially if he has never performed it before.  As long as this is understood by the patient and physician, there is nothing wrong, ethically, with being the first.  Good surgeons generally prepare themselves well (usually over prepare) for a change in direction of their surgical plan.  But there do exist the enthusiasts who see themselves as pioneers and overestimate their skills and under think the execution of a new procedure.

