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Presacral Donor Site for Lip Augmentation

Paul E. Chasan, M.D., and Shahrad R. Rahban, B.S.
La Jolla, California, USA

Abstract. For over a century surgeons have been in search of
the perfect tissue filler. In recent years lip augmentation has
become quite popular. Despite the numerous methods em-
ployed to enhance the fullness of lips, autogenous free dermal
fat grafting (FDFG) still remains a preferred method. FDFG has
been extensively investigated clinically as well as histologi-
cally. However, despite its efficacy, FDFG has failed to gain
widespread clinical acceptance. One reason has been concern
about donor-site morbidity. In this paper, we describe a method
of lip augmentation, which utilizes a dermal fat graft from the
presacral region. This site is optimal because it has thick skin
with minimal hair follicles and leaves a minimal scar.
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Technique

The patient is placed on the operating room table in the
prone position. The area just above the anal verge is
infiltrated with 1% lidocaine with epinephrine. An el-
lipse, at least 6 cm in length x 2 cm in width, is deepi-
thelialized (Fig. 1). The dermal fat graft is then removed
in total and divided into an upper/lower lip on the back
table. The presacral wound is closed in layers with in-
terrupted No. 3-0 Monocryl sutures. After this is dressed,
the patient is placed in the supine position. The lips are
infiltrated with 1% lidocaine with epinephrine. The der-
mal fat graft is then contoured appropriately and the
majority of fat is removed. Three small incisions are
made in each lip, and a subcutaneous tunnel is developed
with small curved Iris scissors. The tunnel is stretched by
spreading the scissors on withdrawal. Using a Kelly
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clamp, the instrument is inserted from the lateral access
incision in the lip and brought out through the midline
incision. The graft is brought in through the midline and
brought out through the initial lateral access incision. A
clamp is then applied to the graft at this point. Another
Kelly clamp is placed through the other lateral access
incision. The graft end is grasped, and the graft is then
pulled through. Following this, a Kelly clamp is placed
on each end of the graft, exiting the lateral incisions. A
to-and-fro motion is used to seat the graft in a midline
position. A small technical point is that the midline in-
cision should be significantly larger than the lateral in-
cisions, approximately 5 mm, in order to pass the graft
into the lips. This incision heals quite well. Enlarging the
incision has not been a problem. All incisions are closed
with No. 5-0 Prolene sutures. Then 1% hydrocortisone
cream is applied to the lips postoperatively, twice a day
for 10 days.

Discussion

There are many techniques described for lip augmenta-
tion. Each of them has significant merits and disadvan-
tages. Collagen has been used for lip augmentation for
many years. Although it gives an excellent augmenta-
tion, its effect usually lasts 2-3 months and it requires a
considerable amount of collagen. Fat injections have
been utilized in the lips. This leads to considerable swell-
ing of the lips, only for the patient to be disappointed in
1 or 2 months with almost-complete absorption of the fat.
There is rarely lasting augmentation and often a lumpy
appearance, despite multiple sessions. Gortex tubules
and sutures have been used in the lips with limited aug-
mentation and have a definite “rubber band” feel of a
foreign object in the lips. Alloderm is a recent product,
representing the newest series of attempts to provide an
“off-the-shelf” soft tissue augmentation for the lips. We
have found that Alloderm reabsorbs almost completely
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Fig. 1. Pre-op markings. Fig. 2. Post-op incision.

Fig. 3. Pre-op.

Fig. 4. Three months post-op.



P.E. Chasan and S.R. Rahban

and rather quickly. V=Y advancement flaps for lip aug-
mentation have been utilized with some good success,
however, there appears to be only a modest augmentation
and significant scarring within the lips.

Living autogenous grafts have been used to enhance
facial defects since the turn of the century. In 1914,
Lexer [1] utilized free dermis to repair nasal defects, and
in 1920 Eitner [2] utilized free dermis to enhance buccal
defects. Shortly after, in 1931, Figi [3] described the use
of free dermal fat grafting (FDFG) for correction of a
depressed frontal sinus fracture. This was the earliest
report of FDFG in the American literature, Since then,
numerous clinical and histological studies have demon-
strated the efficacy of FDFG in recontouring of facial
defects [4-8]. There are several obvious advantages of
FDFG over other tissue fillers such as alloplastic mate-
rials. Dermal fat grafts are completely histocompatible
and therefore are free from foreign-body reactions. Since
they revascularize, dermal fat grafts have a good long-
term viability and are more resistant to infections. Fur-
thermore, the inherent properties of the tissue make it
soft and pliable for easy sculpting. Although free from
volume loss, alloplastic materials are firm and produce
an obvious discrepancy in texture and feel that is unac-
ceptable in delicate structures such as the lips.

Despite these advantages, some surgeons are reluctant
to use FDFG because of potential complications such as
donor-site morbidity, graft resorption, and epithelial cyst
formation. A desirable donor site should have minimal
hair and a thick dermal component and leave an incon-
spicuous scar. The most commonly utilized donor sites
have included the suprapubic abdomen, groin crease, and
buttock. The problem with these sites is that in order to
avoid hair-bearing skin, a visible scar is often produced.
The suprapubic area has a disadvantage in patients with
a high pubic hair line in which removing the hair follicles
is quite difficult. The presacral region is an optimal do-
nor site because the skin is thick, has minimal hair fol-
licles, and can tolerate an incision well. A vertically ori-
ented incision in this area heals quite well and even the
skimpiest undergarments cover it (Fig. 2).

Graft resorption is also a common concern. As with all
autologous fillers, there is varying degrees of resorption.
Free fat grafts provide adequate bulk but resorb very
quickly. In our experience, FDFG provided the longest-
lasting effects with the right amount of bulk (Figs. 3 and
4). The variation in resorption is not clearly understood.
A high dermis-to-fat ratio appears to decrease resorption.
We have found that the optimal graft thickness is a der-
mal width of 1.0 and 1.5 cm. A study by Stark demon-
strated that dermal fat grafts larger than 1.0 cm in thick-
ness resulted in excessive resorption [9]. Conley and
Clairmont also noted that the larger grafts resorbed more
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extensively compared to smaller, more vascularized
grafts [10].

An infrequent complication encountered with FDFG is
epithelial cyst formation secondary to retained epithelial
elements. Although clinical evidence of epithelial cyst
formation is rare [4-8,10], careless deepithelialization
technique and poor donor-site selection can increase the
risk of cyst formation. The lack of coarse hair in the
presacral region make it a desirable donor site.

Conclusion

Although many types of lip augmentation procedures
have been described, the optimal result with the fewest
disadvantages still appears to be the dermal fat graft.
With meticulous deepithelialization technique, appropri-
ate graft size, and wise donor-site selection, many of the
once-concerning complications of dermal fat grafting
can be avoided. The sacral area is an excellent choice for
a donor site because it provides excellent graft material
and the scar is inconspicuous.
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