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Abstract

Background: Recent advancements in buttock aesthetics have largely focused on fat transfer, implants, and belt line lifts, all of which overlook
the specific needs of the lower pole of the buttock, especially the inferomedial region. These areas are characterized by ptosis, exaggerated
infragluteal creasing, and an L-shaped/boxy appearance, requiring targeted intervention.

Objectives: The authors of this study aim to investigate the utilization of an infragluteal thigh lift, termed the thong lift (TL), to correct isolated
lower buttock ptosis and L-shaped/boxy buttock deformity.

Methods: A retrospective chartreview and patient survey was conducted for consecutive patients who underwent the TL procedure at a single
surgical center between January 2017 and April 2024. Clinical data collected included patient demographics, indications, surgical history, and
postoperative outcomes. Patients were also administered a standardized satisfaction survey following the procedure to rate outcomes.
Results: In total, 26 consecutive female patients (mean age: 48.5 years, range, 27-69 years) underwent the TL procedure during the study pe-
riod. The average follow-up was 48.7 months. Patient satisfaction was high, with contour and scar quality rated as “good” to “excellent,” on
average. All patients (100%) reported improved aesthetic appearance and satisfaction with their outcomes. Only minor complications were re-
corded (15.4%), all of which were resolved.

Conclusions: Based on the results of this study, the TL is a promising technique that can be utilized to correct lower buttock ptosis and contour

irregularities overlooked by traditional techniques, offering a targeted solution with minimal complications and high patient satisfaction.

Level of Evidence: 4 (Therapeutic)

Buttock surgery is a staple of modern-day plastic surgery, with over
29,816 buttock augmentations (implants and fat transfer) and over
12,097 buttock lifts performed in 2023, according to the American
Society for Aesthetic Plastic Surgery annual report.! Although the
traditional approaches to buttock lifting surgery focus on optimizing
buttock volume and lateral contours, lower pole contouring often
times remains overlooked.>* Procedures like fat transfer, buttock
implants, and traditional buttock lifts add overall volume but lack
the precise control needed to treat specific lower buttock condi-
tions: isolated ptosis, excessive infragluteal creasing, and the
L-shaped or “boxy” deformity that is often seen in females.>®
These conditions can compromise and diminish the smooth con-
tours patients are often seeking, and they remain difficult to correct
with current treatments. Additionally, many patients undergo lower
pole or “banana-fold” liposuction in an attempt to enhance the
shape and contour of the lower buttock, but this often results in lax-
ity and ptosis of the skin in the area.”®

The thong lift (TL) procedure, presented in this paper, represents
an innovative advancement in buttock aesthetics. Dr Constantino
G. Mendieta, a well-regarded pioneer in the field of body contour-
ing, has been a major contributor to the development and naming
of the TL procedure; his work has been instrumental in advancing
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Figure 1. This illustration depicts the preoperative markings that should be made on
the patient in the prone position when performing the thong lift procedure. On the
left buttock, the traditional infragluteal thigh lift presurgical marking is shown. On the
right buttock, the thong lift marking is shown. With respect to the thong lift markings,
the patient should be examined from the posterior, with special attention paid to the
degree of lower buttock ptosis and its orientation in the lateral or medial directions.
The marking should be made using a pinch approximation technique, with 2/3 of the
pinch above the infragluteal fold and 1/3 below. The markings should extend to the
most lateral aspect of the infragluteal fold. The average width of the excision at its
maximum is ~8 cm. Notice the marked elevation/peak in the medial aspect of the
superior marking—this must be achieved while marking in order to achieve ideal re-
sults. Artist Credit: Jim McConologue.

the TL approach.g’10 The procedure effectively targets inferomedial
buttock ptosis and “boxy” lower contour deformities—deformities
that fat transfer, buttock implants, and traditional buttock lifts often
fail to fully correct.™ The TL is ideal for patients with isolated
lower buttock issues, including those with lower pole ptosis
from previous procedures. Patients, who have undergone exten-
sive liposuction, are at the highest risk for developing lower pole
ptosis of the buttock. The TL technique provides precise, anatom-
ically targeted correction of the inferomedial buttock—an issue that
cannot be resolved or corrected by simply adding volume to the
buttock.

Unlike traditional buttock lifts or infragluteal thigh lifts—which are
best for high/upper thigh laxity and lateral contour correction (infero-
lateral thigh laxity)—the TL targets the inferomedial buttocks to cre-
ate a firm, lifted, and rounded look."*'® By specifically addressing
inferomedial ptosis, the TL procedure is able to correct L-shaped or
boxy appearances of the buttock, often caused by factors like prior
liposuction, weight loss, genetics, or aging."”2°

The TL procedure can be combined with other surgeries, such as
the Brazilian butt lift (BBL) or buttock implants. Integrating the TL
technique with buttock augmentation offers a distinct advantage,
enhancing both volume and contour, leading to an improved aes-
thetic outcome for patients.?"22 This combined approach could im-
prove patient satisfaction, especially for those who desire an
overall improvement in the appearance and contour of their
buttocks.

Because buttock aesthetics grow in popularity, particularly
among patients who are seeking natural-appearing and anatomical-
ly specific results, the TL technique is a valuable tool that can be uti-
lized by the plastic surgeon to enhance contour through the
correction of lower buttock ptosis and smoothening of the
L-shaped curve. In this paper, the authors will outline the TL proce-
dure in depth and explore its ability to deliver excellent aesthetic
outcomes, while also assessing its promise in being an effective

Video 1. Watch now at http:/academic.oup.com/asjopenforum/article-lookup/doi/
10.1093/asjof/0jaf100

addition to the existing repertoire of procedures for full buttock re-
juvenation and contouring.

METHODS
Study Population

Patients underwent the TL procedure by 1surgeon at a single private
practice facility between January 2017 and April 2024. A retrospec-
tive chart review of all included patients was performed, and a survey
was distributed to each patient to assess outcomes/results and pa-
tient satisfaction. Specifically, patient age, previous procedures, indi-
cation for TL, time to follow-up, postoperative complications, and TL
type were recorded from patient charts. No patient was excluded
from the study, and all patients were females. Informed consent
was acquired from all patients. Photograph consent forms were ob-
tained from patients if their photographs were included in this publi-
cation. No IRB approval was obtained for this study, and all ethical
considerations align with the Declaration of Helsinki.

Preoperative Evaluation/Markings

Each patient was examined, and the amount of lower buttock ptosis
and degree to which the ptosis was evaluated. The amount of skin
to be removed with an infragluteal horizontal excision was deter-
mined by pinching the skin, with ~2/3 of the pinch located above
the infragluteal fold and 1/3 of the pinch below the infragluteal
fold. These marking lines extended to the most lateral aspect of
the infragluteal fold, and, in the authors’ experience, the average
width of the excision at its maximum length was ~8 cm, on average.
An illustration of the presurgical markings is showcased in Figure 1,
and the entire preoperative marking process can be watched in de-
tail in Video 1.

Surgical Technique

All procedures were performed in an accredited outpatient surgical
facility under general anesthesia. Each patient was placed in a prone
position, and the areas to be excised were injected with 1/2% lido-
caine with epinephrine. A preoperative image is shown in
Figure 2A. A tailor tack was performed with staples on both sides
to assess how much tissue will need to be excised and to estimate
and preview the results of the tissue excision before any actual inci-
sions are made (Figure 2B). This step is crucial in the TL procedure
because it helps to ensure symmetry. After making the appropriate
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Figure 2. This patient is a 59-year-old female who presented with lower buttock
ptosis, especially in the inferomedial region. The patient underwent the thong lift
procedure, and her progression through the procedure and postoperative result
is depicted in this 5-series figure. (A) A preoperative image. (B) The patient before
the start of the operation with the R side tailor-tacked. No incisions have been
made yet. (C) The patient midway through the procedure with incisions having
been made on the left buttock first. (D) The patient immediately postoperatively
on the operating table in the prone position. The natural and aesthetic final buttock
contour can be appreciated. It is evident that there is minimal wrinkling medially, as
the specified layered closure technique was utilized to minimize the wrinkling effect.
However, the mild wrinkling that can be seen will subside significantly in the first 1to
3 months after the procedure and will be completely resolve 4 to 6 months postop-
eratively. (E) The patient immediately postoperatively on the operating table in the
prone position. The natural and aesthetic final buttock contour can be appreciated.

Wide horizontal stitch
through Y up to single
vertical stitch through X

r

Figure 3. This illustration depicts the specialized closure technique that should be
utilized when suturing the incision at the conclusion of the procedure. The incision
must be closed in layers using a running 3-0 Vicryl suture in the subcutaneous tis-
sues, a running 4-0 Monocryl suture in the dermis, and a running subcuticular 4-0
Monocryl suture. When each layer of the closure is performed, the superior flap
bite must be vertical, whereas the inferior bite is longer in width horizontally. This
specific technique is utilized to minimize the wrinkling that may be encountered dur-
ing closure, because there is indeed a sizable discrepancy between the length of
the shorter superior incision and the longer inferior incision. Artist credit: Jim
McConologue.

markings and removing the staples from the tailor tack, the final inci-
sions were made and the tissue specimens were removed (Figure 2C).
A small portion of subcutaneous tissue was removed along the infra-
gluteal fold, and oftentimes there is significant fibro-fatty tissue deposit
in the inferior medial buttock that should be removed. The flaps were
undermined 1cm in each direction, and 7 mm Jackson—Pratt (JP)
drains were placed and brought out through the inferior aspect of
the sacrum. A drain is always placed in this procedure to manage post-
operative fluid accumulation. When feasible, a 3-point suture is utilized
to reduce dead space and shearing forces by securing the deep sub-
cutaneous flap tissue to the underlying deep tissue. In cases where a
3-point stitch can be placed, the drain must be carefully manipulated
out of the stitch path to allow for proper placement. However, there
are anatomical regions where the tissue depth or density (excess tis-
sue) hinders effective placement of a 3-point stitch. In these instances,
although the drain must remain in place, the 3-point stitch may be omit-
ted because of technical limitations. The incision was then closed in
layers with a running 3-0 Vicryl (Ethicon, Inc., Somerville, NJ) suture
in the subcutaneous tissues (3-point stitch), a running 4-0 Monocryl
(Ethicon, Inc.) suture in the dermis, and a running subcuticular 4-0O
Monocryl suture. With each layer of the closure, the superior flap
bite should be vertical and the inferior bite should be long and horizontal
(Figure 3). This technical modification is an important aspect of the proce-
dure that serves to minimize the amount of wrinkling during the closure,
because there is a sizable discrepancy between the length of the shorter
superior incision and the longer inferior incision. All incisions were
dressed with SurgiSeal (Adhezion Biomedical, LLC, Hudson, NC) and
Hypafix Tape (Stockholm, Sweden) in the earlier part of the study and
more recently with SYLKE (La Jolla, CA) dressing (Figures 2D, E, 4). For
venous thromboembolism, prophylaxis compression stockings and
Venodyne (Cardinal Health, Dublin, OH) sequential compression de-
vices were utilized intraoperatively and postoperatively until the

G20z Jequieidag |z uo 1senb Aq L£98228/001Jelo/10lse/e601 0 L/10p/aoIME/WNIojUSdOlSE 0o dNo"oIEPED.//:SARY WO PEPEOIUMOQ



Aesthetic Surgery Journal Open Forum

Video 2. Watch now at http:/academic.oup.com/asjopenforum/article-lookup/doi/
10.1093/asjof/0jaf100

patient was able to ambulate. A full video outlining the surgical tech-
nique can be seen in Video 2.

Postoperative Care and Infection Risk
Mitigation

A mandatory follow-up visit was conducted on postoperative Day 1
for all patients. Because JP drains were placed intraoperatively, pa-
tients had their drains typically removed between postoperative
Days 5 to 7, depending on output and clinical assessment. Patients
were instructed to avoid buttock shearing and were given detailed
postoperative instructions and guidance on appropriate movement
and positioning. Specifically, they were advised to avoid any sliding
or frictional movement between the buttocks while seated, such as
scooting or shifting 1 gluteal region while the other remains fixed.
Patients were advised to lift themselves vertically using armrests or
support surfaces when adjusting their seated position and to stand
by evenly shifting their weight through both legs. Additionally, lying
and sitting in symmetrical positions were strongly encouraged, and
patients were advised to minimize lateral torque or twisting of the glu-
teal region. Otherwise, patients were permitted to ambulate freely
and sleep in the supine position without restriction.

Preoperative antibiotic prophylaxis consisted of 1 g intravenous
Vancomycin (Hospira, Lake Forest, IL) after induction and
Tobramycin (Hospira; dosing based on weight gram/kilogram and
normal dosing at induction). Betadine (Purdue Products L.P.,
Stamford, CT) was applied intraoperatively, and betadine-soaked
gauze was secured to the perianal region using staples.
Postoperatively, all patients received 500 mg oral Clindamycin
(Pfizer Inc., New York, NY) 3 times daily for 2 days. With regard to
wound dressing, SurgiSeal was applied initially postoperatively and
was removed on postoperative Day 5. Patients were then instructed
to apply Hypafix Tape (BSN Medical GmbH, Hamburg, Germany) for
an additional 2 weeks. Patients were also instructed to maintain
good hygiene and clean the area carefully to further minimize the
risk of infection. Utilization of a postoperative garment was determined
on a case-by-case basis for each patient and was based on which pro-
cedures were performed. For patients who underwent additional lipo-
suction, a standard postoperative compression garment was
recommended to be worn at all times for 2 weeks and then only at night
for 1 week. In cases where no liposuction was performed, a gauze

Figure 4. This patient is a 52-year-old female who presented with lower buttock
ptosis, especially in the inferomedial region. The patient underwent the thong lift
procedure and is shown here immediately postoperatively on the operating table
in the prone position. The natural and aesthetic buttock contour can be appreciated.
It is evident that there is minimal wrinkling medially as the specified layered closure
technique was utilized to minimize the wrinkling effect. However, the mild wrinkling
that can be seen will subside significantly 1to 2 months after the procedure and will
completely resolve 4 to 6 months postoperatively. Jackson—Pratt drains should be
placed before closure and brought out through the inferior aspect of the sacrum. All
incisions were dressed with SurgiSeal and Hypafix Tape in the earlier part of the
study, and more recently with SYLKE dressing.

dressing secured with mesh brief panties was utilized. No additional
compression garments were utilized in those instances.

Patient-Reported Outcome Measures

All patients were contacted postoperatively and asked to complete a
comprehensive questionnaire regarding their procedure, outcomes,
and overall satisfaction. The survey utilized in this study was an
expert-designed form designed to measure patient-reported satis-
faction. Patients were contacted through email or phone following
their surgery, typically 1 year postoperatively, to ensure an appropri-
ate recovery period before patient outcomes were obtained. Patients
were able to rate various parameters about their outcome using a
Likert Scale (1-10). A score of 10 on the scale represents the best pos-
sible patient-reported outcome for a specific measure or parameter,
whereas a score of 1 represents the worst possible outcome for that
measure or parameter. All patients rated their results for each of the
following parameters: (1) the improvement in lower buttock ptosis, (2)
the improvement in contour of the lower buttocks, (3) visibility of the
scar at the incision site, and (4) quality of the scar at the incision site. A
basic set of statistical analyses was performed using the results from
the patient survey. The mean, standard deviation (SD), and range of
all patient scores from the Likert Scale were calculated.

RESULTS

A total of 26 patients underwent the TL surgical procedure. All pa-
tients were operated on using the exact same technique as de-
scribed above. The mean age was 48.46 years (range, 27-69
years), and the mean follow-up period was 48.7 months (range,
12-110 months; Table 1). The average BMI was 21.52 kg/m2. Among
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Table 1. Summary of Patient Demographics

Characteristic

Value

Average follow-up (months)

Gender, n (%)
Female 26 (100)
Male 0 (0)

48.7 (12-110)

Indication for procedure, n (%)

Complications, n (%)
Major 0(0)
Minor 4 (15.4)
Seroma 2 (50)
Scar revision 1(25)
Wound dehiscence® 1(25)

Cosmetic/appearance of buttock

23 (88.5)

Post-GLP-1 weight loss

3(1.5)

Previous procedures, n (%)
Breast augmentation 19 (73.)
Liposuction 13 (50)
BBL 7 (26.9)
Mastopexy 7 (26.9)
Abdominoplasty 6 (23.1)
Facelift 5(19.2)
Thigh lift 3(11.5)

BBL, Brazilian butt lift; TL, thong lift. ®<1 cm wound opening.

26 patients, 26.9% of patients (7/26) had a previous BBL surgery,
11.5% of patients (3/26) had a previous thigh lift, and 50% of patients
(13/26) had previous liposuction performed. Approximately 11.5% of

Figure 5. A 59-year-old female with lower buttock ptosis, particularly in the infero-
medial region of the buttock. (A, C) Preoperative; (B, D) at 6 months, following the
thong lift procedure, liposuction of the hips, and fat transfer to the buttocks
(Brazilian butt lift). A total of 300 cc of fat was harvested from each hip and 100 cc
from each outer thigh. Ultimately, a total of 140 cc of fat was transferred to the upper
pole of the buttocks. Complete resolution of the inferomedial buttock ptosis can be
seen, offering a smooth and natural contour. Note: the 2 incisions visible in the lower
back are the access sites utilized for liposuction.

(3/26) patients had undergone significant weight loss from GLP-1
medication. In addition, 46.2% of patients (12/26) underwent combi-
nation procedures where TL was combined with either implants
and/or a BBL. Two patients underwent TL with concurrent BBL and
implants. Seven patients underwent TL with concurrent BBL only,
whereas 3 patients underwent TL with concurrent implants only.
About 7.7% (2/26) of patients had hypertension, and about 3.8% of
patients had diabetes (1/26). Approximately 11.5% (3/26) patients
had a history of smoking. A comprehensive table outlining all relevant
patient demographics and characteristics for each patient can be
seen in Supplemental Table 1. The average specimen dimension
was 8 x 32 cm, which was the typical volume of excess tissue that
needed to be excised in order to adequately address the lower but-
tock ptosis and achieve the desired contour enhancement the pa-
tients desired.

Before and after results of 2 different patients can be seen in
Figures 5 and 6. Both patients presented with inferomedial buttock
ptosis with an L-shaped and boxy deformity. They underwent the TL
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Figure 6. A 41-year-old female with lower buttock ptosis, particularly in the infero-
medial region of the buttock. This patient had previously undergone high-definition
liposuction of the buttocks, a procedure commonly found in the history of patients
presenting with this type of buttock contour. (A, C) Preoperative; (B, D) at 1 year fol-
lowing thong lift procedure. Complete resolution of the inferomedial buttock ptosis
can be seen, offering a smooth and natural contour.

procedure, resulting in full correction of the lower buttock ptosis and a
natural and aesthetic buttock contour. In Figures 5 and 6, 1year- and
6-month postoperative results of patients are shown, respectively.

A retrospective review of all patients was performed, and a ques-
tionnaire was sent to all patients. According to the patient-reported
outcomes rating, the improvement in lower buttock ptosis received
an average rating of 9.4/10 (SD: 0.99; range, 6-10; Table 2). The con-
tour of the lower buttocks was also rated at 9.4/10 (SD: 1.02; range,
6-10). The visibility of the scar at the incision site was rated 7.4/10
(SD: 2.17; range, 3-10), whereas the quality of the scar at the incision
site received a rating of 7.8/10 (SD: 1.39; range, 5-10). These data, as
well as the median values, are summarized in Table 2.

There were no major complications (0/26) observed. However,
4/26 (15.4%) patients did experience minor complications. Minor
wound dehiscence (<1cm wound openings) occurred in 1/26 (3.8%)
cases but resolved with local wound care, including debridement
and topical ointment-based dressing changes ~2 weeks postopera-
tively. Additionally, 2/26 (7.7%) patients developed seromas, both of
which required 2 aspirations each before fully resolving. Lastly, 1/26
(3.8%) patients required a scar revision surgery, where a localized

re-excision was performed because of stretching of the skin and re-
sidual redundancy of the skin.

DISCUSSION

The results were generally positive in all 26 patients who underwent
the TL procedure, and the majority of patients were very pleased with
the contour and scar appearance. Scores for patient satisfaction indi-
cate that the TL successfully meets aesthetic demands, including cor-
recting ptosis and obtaining a symmetrical, rounded buttock.

Surgeons perform the TL introduce cuts in areas where scarring is
less apparent, which leads to aesthetically pleasing treatments with
minimal visible scarring.>*?® Additionally, controlled excision and
precise closure of the TL prevent the development of scar complica-
tions and optimize long-term patient outcomes.?”2%

Technical Considerations

A key technical feature of the TL is the difference in incision lengths
between the upper and lower half, reflecting the anatomy of the but-
tock and allowing for accurate control of the lower pole shape. The
superior incision is relatively narrow and has a medial upside-down
parabolic indentation at the upper edge, whereas the inferior one
is longer and horizontal in shape, allowing for trimming away the ex-
cess tissue and shaping the lower pole (Figure 1). This is achieved by
closing the shorter incision with vertical sutures, whereas the longer,
more inferior incision is closed with horizontal sutures, a special tech-
nique further discussed later in the paper. This design ensures the
smaller upper side is securely attached to the larger, lower side,
evenly distributing tension around the wound and avoiding pucker-
ing or other defects in the suture line.

The vertical sutures on the shorter end and horizontal sutures on
the longer end are an optimized closure strategy for the incision, re-
ducing tension while aiding the overcorrection goal (Figure 3). This
method is utilized to mitigate the potential wrinkling that could occur
postoperatively because of the significant disparity in the lengths of
the upper and lower incision. Furthermore, precise intraoperative
lines—generally 23 cm above the infragluteal fold and 13 cm below—al-
low for a precise excision that provides the ideal combination of lift and
natural buttock profile. The average excision width in the authors’ expe-
rience is ~8 cm. At the end of the procedure, as noted in Video 2, one
may notice a “splaying” of the buttocks, which describes the stretched-
out visual appearance of the buttock when the patient is lying in the prone
position. This may look abnormal at first but has not proved to be prob-
lematic in our series, as there have been no complications because of
this. Once the patient stands up, the “splaying” of the buttocks resolves.

Thong Lift vs Standard Infragluteal Thigh
Lift

The most significant difference between the TL and traditional infra-
gluteal thigh lift is the fact that it targets not the thigh, but the buttock
itself. The classic infragluteal thigh lift is useful for medial thigh laxity,
butit cannot adequately address inferomedial age-related sagging or
the boxy shape of the lower buttock.23' TL’s singular focus thus com-

plements the range of body contouring procedures by correcting the
particular shape of the lower buttock that thigh lifts cannot cover.*®
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Table 2. Patient-Reported Outcome Measure/Satisfaction Ratings

proveme owe our of lower butto bility of the scar a Quality of the scar at the
buttock pto e o e 0 e

Average patient rating (SD) (Likert Scale 1-10)® 9.4 (0.99) 9.4 (1.02) 7.4 (2.17) 7.8 (1.39)

Median 10 10 8 8

Range 6-10 6-10 3-10 5-10

SD, standard deviation. °In the Likert Scale questionnaire administered to patients, a score of 10 represents the most optimal patient-reported outcome, whereas a score of 1

indicates the least optimal patient outcome.

Postoperative Wrinkling and Resolution

Wrinkling of the lower buttock skin near the incision is a common
postoperative occurrence in the early stages of healing, typically im-
proving significantly within the first 1to 2 months after surgery. For ex-
ample, 1 patient in this study experienced severe wrinkling 2 weeks
postsurgery which gradually subsided by the 1- and 3-month time
points. The wrinkling was fully resolved by the 6-month follow-up vis-
it, leaving a visible scar with no wrinkling. In most patients, the wrin-
kling should be expected to completely subside anywhere between
4 and 6 months postoperatively. Such distribution of tension on the
wound is sufficient in that it heals irrespective of the differences in
length of the incisions made, naturally allowing the early creases to
gradually remodel over time. As such, the development of wrinkling
in the early stages of healing is an expected process and should be
explained to the patients as such. It could take up to a few months for
the wrinkling and folds to resolve after surgery. This clarification is es-
sential for ensuring high postoperative satisfaction, because it reas-
sures patients that mild wrinkling will not affect the long-term
aesthetic outcome. Instead, it is a temporary phase in the skin’s nat-
ural adaptation process after surgery.

Blending Thong Lift With Other Techniques
to Achieve Better Results

The TL can be complemented with other cosmetic surgeries, includ-
ing the BBL and implants, to optimize inferomedial buttock contour-
ing for patients seeking additional augmentation. This is especially
helpful for patients presenting with both lower buttock ptosis and
generalized volume loss. Fat grafting or implants combined with
the TL create a better buttock contour, restoring shape and volume
simultaneously.3?3 These procedures allow surgeons to establish
an anatomically accurate profile, achieving the desired aesthetic out-
come of a naturally firm appearance.

These combined procedures are often helpful in patients with no-
table anatomical variations arising from significant weight loss or lipo-
suction. Several patients who underwent the TL procedure had
concurrent BBLs and implants to correct both lower buttock ptosis
and restore volume. These patients achieved a natural and full-
appearing buttock and were overwhelmingly satisfied with their results.
This hybrid technique corrects the L-shaped defect while restoring
a youthful profile to the lower pole, resulting in optimal patient
satisfaction.

In all combined procedures, the TL is performed last. For patients
undergoing buttock augmentation with implants, the access incision
typically achieved through a paramedian approach is incorporated

into the TL excision. This allows for a single, concealed incision site
and improved aesthetic outcomes. If fat grafting is performed, it is
completed after implant placement but before the closure of the TL
incision.

Limitations

There are several limitations to this study. The greatest limitation is
the small sample size of 26 patients, which limits the greater gener-
alizability of the findings from this study. Additionally, this study is a
single-center, single-surgeon study. This may have introduced bias
into the study with regard to patient selection, surgical technique,
and outcome assessment. A multicenter study including multiple
surgeons would be useful to validate the results of this study.
Lastly, utilizing more precise and targeted measurement tools for
patient-reported outcome measures (PROMs) in buttock procedures,
such as Body-Q—which, like Breast-Q, is designed for body contour-
ing—would have enabled us to perform a more robust analysis of
PROMs and overall patient satisfaction.

CONCLUSIONS

The TL technique can be utilized to correct lower buttock ptosis and
contour irregularities that are not effectively corrected by conven-
tional techniques, such as fat transfer, implants, or traditional buttock
lifts. It anatomically targets the inferomedial lower buttock and is par-
ticularly suited for patients with L-shaped or boxy deformities. The TL
can also be combined with procedures such as the BBL and buttock
implantation, further expanding its applicability for structural correc-
tion and volume enhancement.

Supplemental Material

This article contains supplemental material located online at
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