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Plastic surgery training in 
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ear Sir, 

Plastic surgery training in Europe differs considerably. 
he aim of this study was to provide an overview of training
rograms across Europe and to evaluate whether strengths 
f individual programs are implementable internationally. 
In the academic year 2019–2020, national delegates of 30 

ountries - the 27 member countries of the EU, and Norway,
witzerland, and the UK - were invited to complete a ques-
ionnaire on plastic surgery training, covering demograph- 
cs, curriculums, theoretical courses, and examinations. 

Representatives of sixteen countries (Austria, Belgium, 
ulgaria, Czech Republic, Finland, France, Greece, Italy, 
uxemburg, Malta, the Netherlands, Poland, Slovenia, Swe- 
en, Switzerland, and the UK) completed the questionnaire. 
n the literature and on national board websites, detailed in-
ormation on training in four additional countries (Germany, 
orway, Portugal, and Spain) was found. A summary of the
esults is shown in Table 1 . 
Fifteen countries (75%) have a centralised organisation 

f training, which may either be coordinated by the gov- 
rnment, a medical chamber, or an independent council. In 
ost countries with a decentralised organisation, training 

s organised by university hospitals. A decentralised organ- 
sation may impose imparity amongst trainees from differ- 
nt training centres and a good cooperation between train- 
ng centres must avoid differences in candidate selection, 
cope of the training scheme and career opportunities. 
Certification criteria for training centres may include an 

greement between training centre and government and/or 
 university, the ability to provide a certain percentage of
he training, and the ability to provide certain numbers and 
ypes of procedures. It is important that each training cen- 
re covers a population large enough to allow both adequate
umbers of procedures and variety in pathology. Trainees 
ust be provided the ability to actively participate in all 
elds to maximise their progress. 1 

The average number of trainees per 100,000 inhabitants 
s 0.4 (range: 0.1–0.7). Slovenia has noticed that many plas- 
ic surgeons have left the public health system to pursue a
areer in private practices, leaving plastic surgery units un- 
erstaffed. As a result, more training positions have become 
acant in Slovenia over the past few years. 
Training in private practices is allowed in ten countries 

50%). Private practices are foremost useful in providing 
esthetic surgery training. Off all subspecialties, 53.7% of 
rainees feel the least trained in aesthetic surgery 2 , and the
verage trainee in the UK could certify in cosmetic breast
nd body contouring surgery but no other areas of aesthetic
urgery. 3 As a rapidly growing part of our speciality, each
rainee should get the opportunity to be trained appropri-
tely in aesthetic surgery. 
Nineteen countries (95%) have a surgical core training 

ith an average duration of 22 months (range: 12–30). spe-
iality training in plastic surgery has a mean duration of 49
onths (range: 30–72) ( Figure 1 ). Six countries (30%) have
 rotation system. Training in Czech Republic includes two
onths of burns and two months of hand surgery. In Bul-
aria, Italy, the Netherlands, Poland, Slovenia, and the UK
rainees are subjected to strict rotations as well. 
The domain of the speciality defines the scope of the

raining scheme in each country. Subspecialties, such as 
and surgery and craniofacial surgery, are covered by plas-
ic surgeons in some countries, but are outsourced to other
pecialties (e.g. orthopaedics and maxillofacial surgery) in 
thers. 4 

The amount of theoretical courses varies from 0 to
80 h. The German Association of Plastic, Reconstructive 
nd Aesthetic Surgeons (DGPRÄC) offers almost 100 courses 
er year. 5 Scandinavian trainees must attend at least five
ourses that rotate between Finland, Sweden, Norway, and 
enmark, or replace it with another suitable European 
ourse. Malta has no purely theoretically courses. 
All countries use continuous evaluation. Logbook-based 

valuations are used in 17 countries (85%). Fifteen countries
75%) have a numerical benchmarked system in place, with
ndicative numbers of procedures that must be met. The
ean number of exams during and/or at the end of train-

ng is three (range: 0–22). Three countries (15%) organise
o examinations at the end of training. Only the UK organ-
ses practical exams (three sets of vivas), which are part of
he intercollegiate speciality examination. Some countries 
ave adopted the EBOPRAS exam as the standard for grant-
ng specialist status in plastic surgery and/or as an alterna-
ive to the national exam. 
The five-year success rates of candidates are shown in

able 1 when data was available. 
The differences in plastic surgery training across Europe 

re mainly due to variances in healthcare system and the
omain of the speciality. Addressing these differences to 
reate more uniformity might be hard. Theoretical courses 
n preparation of a validated European accreditation (e.g. 
BOPRAS exam) can be harmonised internationally regard- 
ess of these differences. Additionally, trainees should be 
iven the opportunity to use the unique characteristics of

http://dx.doi.org/10.1016/j.bjps.2022.02.071
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Table 1 Characteristics of plastic surgery training in Europe. 
Austria Belgium Bulgaria Czech 

Republic 
Finland France Germany Greece Italy Luxembourg Malta The 

Netherlands 
Norway Poland Portugal Slovenia Spain Sweden Switzerland United 

Kingdom 

Inhabitants (x10 6 ) 9.0 11.5 7.0 10.7 5.5 67.0 83.0 10.7 60.4 0.6 0.5 17.3 5.4 38.0 10.3 2.1 46.9 10.2 8.6 66.7 
Level of 
organisation 

Central Central Central Central Decentral Central Decentral Decentral Central Central Central Central Decentral Central Central Central Central Decentral Central Central 

Number of 
training centers 

11 8 5 8 5 22 15 20 1 1 16 7 12 2 7 10 50 

Training in private 
practices 

Yes No Yes Yes Yes No Yes No No No Yes Yes No No No No Yes No Yes Yes 

Number of 
trainees 

50–55 40 14 20–30 15–20 162 60 200 1 1 100 80 60 15 200 10–15 30 325 

Number of 
trainees per 
100,000 
inhabitants 

0.6 0.3 0.2 0.3 0.4 0.2 0.6 0.3 0.2 0.2 0.6 0.2 0.6 0.7 0.4 0.1 0.4 0.5 

Annual positions 10 8 3–5 5–10 4–6 27 10–15 40 0–1 0–1 14–17 8–10 10 1–5 37–41 5 10 30–50 
Duration of 
medical school † 

(months) 

72 72 72 72 72 72 72 72 72 72 60 72 72 72 72 72 72 66 72 60 

Duration of 
foundation 
training † (months) 

9 N/a N/a N/a 6 N/a N/a N/a N/a N/a 24 N/a 18 N/a 12 6 N/a 18 N/a 24 

Duration of 
surgical core 
training † (months) 

15 24 24 30 18 12 24 24 24 24 24 21 ∗∗ 24 24 N/a 24 24 12 27 24 

Duration of 
speciality 
training † (months) 

57 48 36 30 60 60 48 48 36 48 60 41 ∗∗ 48 48 60 48 36 48 45 72 

Numerical 
benchmarked 
system 

Yes Yes ∗ Yes Yes Yes No Yes No Yes No No Yes Yes Yes No Yes Yes Yes Yes Yes 

Number of exams 1 4 8 1 2 1 1 4 6 4 1 9 0 22 6 2 0 0 2 1 
Five-year success 
rate of candidates 

95% 95% 99% 90% 96% 100% 95% 100% 95% 90% 100% 90% 66–73% 

∗ There is a numerical benchmarked system in place for Flanders, not for Wallonia. 
∗∗ Currently, training takes longer, but this will be gradually reduced to 21 months of surgical core training and 41 months of plastic surgery training by 2023. 

† The shortest possible curriculum; does not consider possible extensions or variances between training centers within one country. 
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Fig. 1 Duration of training in European countries. Medical school has a mean duration of 71 months (range: 60–72 months). Eight 
countries have a foundation program with a mean duration of 15 months (range: 6–24 months). Nineteen countries have a surgical 
core training with a mean duration of 22 months (range: 12–30 months). speciality training has a mean duration of 49 months (range: 
30–72 months). 
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raining programs to maximise their development. The vari- 
nce may provide an opportunity to learn from one another
nd to grow as a speciality on an international level. 
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Dear Sir, 

We could not help but notice that amongst previous plas-
tic surgery literature, numerous colleagues have been her-
alded as “fathers of plastic surgery”. We certainly con-
cur that their contribution to the advancement of our spe-
cialty is indeed indisputable. Every discipline needs role
models and divergent thinkers. A simple query on Pubmed
and Google scholar using keywords “father of AND plastic
surgery” resulted in a myriad of fathers. Several examples
of the latter are presented in Supplemental Table 1; how-
ever, the list is not exhaustive and some of the fathers may
not have been identified by our query. 

We started brainstorming to identify female colleagues
who have also made major contributions to our specialty.
Our inclusion criteria consisted of female plastic surgeons
who have invented a concept or surgical method and signif-
icantly contributed to the evolution of plastic surgery. Due
to reference limitations, we present five esteemed female
plastic surgeons who should in our opinion, be heralded as
Mothers of plastic surgery. It must be noted that we identi-
fied many more names than this current listing. 

In burn surgery we highlight Zora Janzekovic, Mother of
burn surgery . Due to unfortunate political polarization, it
took her several decades until her life-saving technique of
early tangential excision and grafting was introduced to the
world. 1 

The pioneer of lymphoedema surgery, Mother of lymph
node transfer , Corinne Becker, published her first studies
already in the 1980s. 2 Her concept of lymph node trans-
plantation advanced the methods to treat lymphedema by
addressing the etiology of lymphedema. Her research in the
laboratory and her clinical work has led to a subspecialty of
lymphoedema surgery. 
Department of Plastic Surgery, Chelsea and Westminster
Hospital NHS Foundation Trust, London, United Kingdom

R. Kisyova, G.J. McArthur, J. Atkins
Department of Plastic Surgery, Chelsea and Westminster
Hospital NHS Foundation Trust, London, United Kingdom

T. Tondu, F. Thiessen
Department of Plastic, Reconstructive and Aesthetic

Surgery, University Hospital Antwerp, Edegem, Belgium
Faculty of Medicine and Health Sciences, Antwerp

University, Wilrijk, Belgium
E-mail address: ginovissers@doctor.com (G. Vissers)

© 2022 British Association of Plastic, Reconstructive and Aesthetic 
Surgeons. Published by Elsevier Ltd. All rights reserved. 
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What about the mothers of 
plastic surgery? 
A prolific Finnish plastic surgeon, Sirpa Asko-Seljavaara
already in 1983 presented a paper at the 7th Congress of
the International Society of Reconstructive Microsurgery ti-
tled Freestyle free flaps. 3 This paper provided the concept
for perforator flap surgery; any skin island can be harvested
when a supplying vessel is identified and dissected. There-
fore, she is the Mother of Perforator flaps . 

Julia Terzis is well-known for her research and clinical
work concerning peripheral nerves and regeneration. 4 Her
work in the field of restorative microsurgery and especially
her work and innovations in the treatment of facial paraly-
sis have inspired generations of plastic surgeons. Hence, we
herald her as the Mother of Peripheral Nerve Microsurgery .

Another pioneer in peripheral nerve research is Susan
MacKinnon. She has focused her work on nerve allotrans-
plantation and nerve regeneration 5 which has had an enor-
mous impact on our knowledge of nerve transfers in distal
nerve injuries. We would call her the Mother of Limb Nerve
Repair . 

Although single parent families can do well, we feel that
the acknowledgment of both parents in plastic surgery can
help our community thrive. The recognition of pioneering
female plastic surgeons would also provide good role mod-
els for both the modern-day male and female residents. And
moreover, perhaps we should just forget gender and de-
scribe these pioneering plastic surgeons - both fathers and
mothers – simply as the innovators of plastic surgery. 

Funding 

The funding of this article was from departmental sources
only. 
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ear Sir, 

It has been well established that bacterial biofilm causes 
hronic inflammation on breast implants. Cutibacterium ac- 
es is a Gram-positive, anaerobic/airtolerant rod that can 
enerate biofilm, being one of the microorganisms causing 
rosthetic-related infections, such as breast implants. 1 , 2 

Capsular contracture (CC) is a known local complication 
nd is reported in 5.2% to 30% of patients with breast im-
lants. 3 However, although it is well established that bac- 
erial biofilm has a role in capsular contracture (CC), few 

tudies investigate specifically biofilm production of C. ac- 
es in breast implants. 4 

Therefore, our objective was to compare the behavior in 
erms of biofilm production between C. acnes strains iso- 
ated from breast implants and from other sites. 

We prospectively collected (from 2017 to 2019) 72 C. 
cnes strains isolated from two different origins, 40 from 

reast implants in patients whose implant was removed 
r replaced (22.5% causing CC) and 32 from other loca- 
ions (abscess, wound exudate, biopsy, blood, sterile liq- 
id, catheter) and tested them by terms of biomass (using 
he crystal violet staining assay) and metabolic activity (us- 
ng the XTT [2,3-bis-(2–methoxy-4-nitro-5-sulfophenyl) −2H- 
etrazolium-5-carboxanilide] tetrazolium salt assay). 
Diagnosis of colonized breast implants were performed 

y culture of sonicate. From the patients who had their
reast prostheses removed, we defined CC as those that met
aker III and IV criteria. 
Optical density (OD) absorbance values of the strains 

btained by CV and XTT were used to classify semi- 
. Terzis J, Faibisoff B, Williams B. The nerve gap: suture under
tension vs. graft. Plast Reconstr Surg 1975; 56 :166–70 . 

. Mackinnon SE. Future perspectives in the management of nerve 
injuries. J Reconstr Microsurg 2018; 34 :672–4 . 

Andrew Lindford 
Patrik Lassus 

Virve Koljonen 
Department of Plastic Surgery, University of Helsinki and 

Helsinki University Hospital, Park Hospital, P.O. Box 281, 
Helsinki 00029, Finland 

E-mail address: Andrew.Lindford@hus.fi (A. Lindford) 

2022 British Association of Plastic, Reconstructive and Aesthetic 
urgeons. Published by Elsevier Ltd. All rights reserved. 
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he role of biofilm 

roduction in Cutibacterium 

cnes strains isolated from 

reast implants 
uantitatively biofilm production according to the method 
escribed in Stepanovic et al. 5 Specifically, the cut-off OD 

ODc) was defined as three standard deviations above the
ean OD of the negative control and strains were classi-
ed as follows: OD ≤ 2 × ODc = weak biofilm producer;
 × ODc < OD < 4 × ODc = moderate biofilm producer; and
D ≥ 4 × ODc = high biofilm producer, respectively. 
Qualitative variables appear with their frequency of 

istribution, quantitative variables are expressed as the 
edian and interquartile range (IQR). Categorical and 
ontinuous variables were compared using the Fisher exact 
est and Mann-Whitney test, respectively. 
Statistical significance was set at p < 0.05 for all the

ests. Statistical analysis was performed using IBM SPSS 
tatistics for Windows, Version 21.0 (IBM Corp, Armonk, New
ork, USA). 
The median value for CV absorbance of strains iso-

ated from breast implants and from other locations was 
.56 (IQR 0.35–0.82) and 0.76 (IQR 0.63–1.03), respectively 
 p = 0.012). The median value for XTT absorbance of strains
solated from breast implants and from other locations was 
.21 (IQR 0.18–0.29) and 0.17 (IQR 0.12–0.29), respectively 
 p = 0.041). 
Analyzing only the strains classified as high biofilm pro-

ucers ( n = 65), statistical differences were found for both
V and XTT ( p = 0.04 and p = 0.04, respectively). Moreover,
ifferences between strains coming from CC ( n = 9) and
on-CC ( n = 31) were found in terms of median absorbance
alues for XTT (CC, 0.32; and non-CC, 0.19; p = 0.003)
 Figure 1 ). 
We describe the association between biofilm production 

f C. acnes strains and breast implants infection. In partic-
lar, metabolic activity of C. acnes was higher among those
trains isolated from breast implants and, in particular, from
atients with CC. 
Bacteria growing on the surface of breast implants may

ause persistent inflammation because of its capacity to 
orm biofilm. 1 , 2 Thus, the formation of fibrosis can lead to
C. CC is a common complication after esthetic and recon-
tructive breast prosthesis implantation, which can occur up 
o 30% of the patients. 3 

However, despite C. acnes described as being one of
he most frequent microorganisms causing CC, information 
bout the role of its biofilm in breast implants is scarce.
ieger et al. found an association between higher rates
f positivity in cultures from breast implants and higher
egrees of CC, suggesting the potential causative role of
acterial biofilms in the pathogenesis of CC. 1 Del Pozo et al.
lso demonstrated that breast implants removed due to 
C (degrees III-IV Baker) showed higher bacterial counts, 
ith C. acnes the predominant isolate (77.8%) followed 
y coagulase negative Staphylococci (44.4%), which is also 
ell-known to be biofilm producer. 4 Thus, we demonstrate 
n our study that, in particular, strains of C. acnes isolated
rom breast implants were associated with higher metabolic 
ctivity values than strains isolated from other locations. 
nd, moreover, despite we only had 9 cases of CC, C. acnes
trains in this group showed significantly higher metabolic 
ctivity values than those isolated from the non-CC group.
s we were not able to demonstrate this behavior regarding
iomass production, this suggests that maybe measuring 

mailto:Andrew.Lindford@hus.fi
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Figure 1 Biomass and metabolic activity values of C. acnes strains 
Box and whiskers represent 10–90 percentil. 
A) Median values for crystal violet absorbance of strains from breast implants and from other locations. B) Median values for XTT 
absorbance of strains from breast implants and from other locations. C) Median values for crystal violet absorbance of strains from 

capsular contracture and from non-capsular contracture. D) Median values for XTT absorbance of strains from capsular contracture 
and from non-capsular contracture. 
∗ Represents statistical significance ( p < 0.05). C. acnes strains isolated from breast implants had significantly lower CV values than 
those isolated from other locations. C. acnes strains isolated from breast implants had significantly higher XTT values than those 
isolated from other locations. C. acnes strains isolated from breast implants with CC had significantly higher XTT values than those 
isolated from breast implants without CC. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

metabolic activity represents better the capacity of C.
acnes to invade surfaces and could be a reliable method to
assess biofilm production. 

The main limitation of the study is that we only assessed
biofilm production by terms of biomass and metabolic activ-
ity, which requires further studies to evaluate other test to
confirm our data. 

Thus, we showed the importance of biofilm activity in
breast implants as one aspect of the pathogenesis of its col-
onization. We considered that the role of biofilm production
in breast implants could elucidate a better response to an-
tibiotic therapies in CC. 
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ear Sir, 

Our regional burns service always has cause to “remem-
er, remember the 5th of November” with both adults 
nd children commonly sustaining firework-related injuries 
round bonfire night. This year, however, our unit saw a
arge increase in patients sustaining firework-related in- 
uries compared to previous years, placing a greater burden
n our regional service. To assess this, we compared the
ata for 2021 to the two previous years. 
Our study included all patients who attended our unit

ith a firework-related burn in the 4-week period surround-
ng bonfire night (5th November) in 2021, comparing both
utpatients and admissions to our service to the same pe-
iod in 2020 and 2019. 
Our unit saw a 160% increase in firework-related in-

uries in 2021 as compared to 2020; whilst that year’s figure
as likely affected by lockdowns, 2021 still represented a
16.7% increase from pre-COVID numbers in 2019. 2021 saw 

6 patients, 20 of which (77%) were referred on 5th or 6th
ovember (see Table 1 ). In the same period last year we
aw a total of 10 patients with firework-related burns, and
2 patients in 2019 before the start of the COVID-19 pan-
emic and any associated restrictions. 
The demographic of our patients sustaining firework- 

elated injuries has remained largely similar across the last
hree years. In line with other larger studies, 1 the major-
ty of this cohort were young males. This year, 2021, 18/26
69%) were male with an average age of 17 years. This is
imilar to 2020, where 10/12 (83%) patients were male with
n average age of 21 years and in 2019, where 9/12 (75%)
atients were male with an average age of 17 years. 
In 2021, the most common areas burnt were the hands

38%), followed by face and neck (26%) with 4 patients (15%)
ustaining burns to both areas, a total of 21/26 (80%) of
atients. This trend was seen across the previous years,
ith patients sustaining a hand, face or neck burn in all
atients in 2020, and in 75% of patients in 2019. The ma-
ority of burns in 2021 were superficial partial thickness 
urns (22/26) which were treated with dressings and outpa-
ient physiotherapy in our unit. However, one patient sus- 
ained a 24% flame burn which required multiple trips to
heatre for escharotomies, debridement and skin grafting 
ith ongoing inpatient care. Another patient required digit 
e-vascularisation and ongoing MDT input as an outpatient. 
revious years saw a similar trend, with 9/10 (90%) and
fter freedom comes pain: 
ncreasing firework injuries 

t a regional burns centre 

ollowing the lifting of 
OVID-19 restrictions 
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Table 1 Summary of firework-related injuries at our unit from 2021, 2020 and 2019. 

21/10/21–21/11/21 21/10/20–21/11/20 21/10/19–21/11/19 

Total no. patients 26 patients (18 male) 10 patients (8 male) 12 patients (9 male) 
Average% TBSA 1.41% 0.85% 0.39% 
Average age (years) 17 years 21 years 17 years 
Hand burns 10 patients (38%) 8 patients (80%) 3 patients (25%) 
Face/neck burns 7 patients (26%) 2 patients (20%) 6 patients (50%) 
Both hands and face 4 patients (15%) 0 1 patient 
Depth of burn SPT 22 FT 2 MIX 2 SPT 9 DD 1 SPT 10 DD 2 

TBSA = total body surface area (of burn), SPT = superficial partial thickness, DD = deep dermal, FT = full thickness. 
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10/12 (83%) of patients sustaining superficial partial thick-
ness burns in 2020 and 2019, respectively. 

5th November 2020 marked the start of the second na-
tional coronavirus lockdown in the U.K. Prior to this, from
14th September 2020 the ‘rule of six’ banned all indoor and
outdoor gatherings of over six people. For this reason, gath-
erings for firework night were far more limited and con-
sequently we saw a limited number of firework-related in-
juries. 

This year, 2021, the ‘roadmap out of lockdown’ saw an
ease of restrictions, with larger gatherings gradually in-
creasing again following the end of lockdown on 19th July
2021. This year, firework displays and gatherings were nu-
merous. However, with this freedom comes pain. A 160% in-
crease in patients referred into our service placed a greater
burden on our burns service. Although the average burn size
(TBSA) was small, the main areas of the body affected were
the hands and face – both functionally and aesthetically im-
portant areas, and ones that require referral to a specialised
burns service. 2 

As we regain access to cherished traditions, excitement
around this may lead to more risky behaviours and less at-
tention to safety. With easing of restrictions, it is important
to be more vigilant around injuries associated with large
gatherings such as fireworks night. Now is the time for visi-
ble safety campaigns targeting high-risk groups, particularly
young males, about the dangers of fireworks. 
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Dear Sir, 

I read the article “Where does subcutaneous lymph from
the chest wall flow into after mastectomy?” by Akita et al. ( J
Plast Reconstr Aesthet Surg . 2021 Nov;74(11):2856–2862.). 1 

I strongly agree that subcutaneous lymph flow from the
chest wall to the ipsilateral axilla following mastectomy
was observed more frequently after sentinel lymph node
biopsy than after axillary lymph nodes dissection (ALND).
However, it seems strange that there was no significant
difference in the frequency of ipsilateral axillary flow be-
tween the ALND group and ALND followed by vascular-
ized lymph node transfer (VLNT) group (VLNT group), and
there was more prevalence of no linear flow pattern in
VLNT group than ALND group. It is important to clarify
2. National Burn Care Referral Guidance – British Burns Asso-
ciation, National network for burns care 2012. https://www.
britishburnassociation.org/national- burn- care- referral- guidance
accessed 4.12.21 
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the reported lack of 
improvement in chest lymph 

circulation after 
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ymph flows in the treatment of lymphedema, and med- 
cal staffs should understand what really goes on after 
nterventions are done at lymph-abundant regions. 2–5 Of 
ourse, it is difficult to reveal the reason of them, I advo-
ate hypotheses from our lymphatic reconstructive surgery 
xperience. 
First, there was no reference about the range of ALND.

t would be better to evaluate the cases between ALND and
LNT groups according to ALND level Ⅰ - Ⅲ , because there
re some lymph flows originating from a nipple and areolar
egion to the lymph nodes posterior to the pectoralis mi-
or muscle or between the pectoralis minor and major mus- 
les. 2 Second, there was no description regarding recipient 
ites of VLNT. As VLNT seemed to aim upper extremity lym-
hedema prevention/treatment and to be transferred to a 
ecipient site where seemed to drain upper extremity lymph 
ows, there would be no or little effect on chest lymph
ows by the VLNT. It would be of more impact on the chest
ymph flow if VLNT was performed at a more anterior and
uperior region. Lastly, there was no consideration about 
oncomitant lymph flow along the thoracoacromial artery 
nd the lateral thoracic artery. Although the authors took 
he deep lymph flows into consideration, only deep lymph 
ows along the internal mammary artery in the thoracic 
avity was mentioned. It is obvious that deep lymph flows 
utside the thoracic cavity play a more important role in 
ymph drainage of the chest wall than those in the thoracic
avity. 
The above mentioned hypotheses may be the reasons 

hy there was no significant difference in the frequency of
psilateral axillary flow between ALND and VLNT groups, al- 
hough further studies are required to prove the hypothe- 
es. 

thical approval 

ot required. 

eclaration of Competing Interest 

one declared. 

unding 
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ources of support that require 

cknowledgement 

one. 

eferences 

. Akita S, Yamaji Y, Tokumoto H, Tezuka T, Ogata H, Kosaka K,
Kanai M, Kuriyama M, Mitsukawa N. Where does subcutaneous
 s  
ear Sir, 

We read an article entitled “Feasibility, indications and 
omplications of SCIP flap for reconstruction after extirpa- 
ive surgery for vulvar cancer” written by Gentileschi, et al.
ith great interest. (Gentileschi et al. J Plast Reconstr Aes-
het Surg. 2021 Nov 13.). 1 We strongly agree with their opin-
on that SCIP flap is useful for soft tissue reconstruction of
he ipsilateral perineal region. As they have demonstrated 
n their good case series, one of the major advantages of
CIP flap is wide mobility with a longer pedicle than con-
entional groin flap. 2–4 Based on our experience, we would
ike to emphasize the advantage of SCIP flap with wider in-
ication than demonstrated by the authors. 3–5 To maximize 
tility of SCIP flap, preoperative localization of the terminal
ranch of a SCIP pedicle is important. 
Preoperative color doppler ultrasound identified the 

ost distal part of the superficial branch of the superficial
ircumflex iliac artery (SCIA), and a SCIP flap was designed 
nd elevated based on the SCIA superficial branch with a
kin island dimension of 25 × 12 cm. The flap showed good
lymph from the chest wall flow into after mastectomy? J Plast
Reconstr Aesthet Surg 2021; 74 (11):2856–62 . 

. Suami H, Pan WR, Mann GB, Taylor GI. The lymphatic anatomy of
the breast and its implications for sentinel lymph node biopsy: a
human cadaver study. Ann Surg Oncol 2008; 15 (3):863–71 . 

. Yamamoto T, Yoshimatsu H, Koshima I. Navigation lymphatic su-
permicrosurgery for iatrogenic lymphorrhea: supermicrosurgical 
lymphaticolymphatic anastomosis and lymphaticovenular anas- 
tomosis under indocyanine green lymphography navigation. J 
Plast Reconstr Aesthet Surg 2014; 67 (11):1573–9 . 

. Yamamoto T, Yoshimatsu H, Narushima M, Yamamoto N, 
Hayashi A, Koshima I. Indocyanine green lymphography find- 
ings in primary leg lymphedema. Eur J Vasc Endovasc Surg
2015; 49 :95–102 . 

. Yamamoto T, Narushima M, Yoshimatsu H, Yamamoto N, Oka A,
Seki Y, Todokoro T, Iida T, Koshima I. Indocyanine green velocity:
lymph transportation capacity deterioration with progression of 
lymphedema. Ann Plast Surg 2013; 71 (5):59–594 . 
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Figure 1 The SCIP flap could reach to the gluteal and proximal posterior thigh region. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

vascularity at the most distal margin of the skin island, and
could reach to the gluteal and proximal posterior thigh re-
gion ( Figure 1 ). 

Although it is usually recommended not to include the
skin above the umbilical level in a SCIP flap, a longer SCIP
flap can be safely elevated when the most distal part of the
SCIA is visualized beyond the umbilical level on preopera-
tive ultrasound. With appropriate preoperative localization
of the SCIA branch, SCIP can be used to cover not only the
inguinal, the perineal regions, but also the gluteal and the
posterior proximal thigh regions. 2 , 3 We believe that indica-
tion of pedicled SCIP flap transfer is more wider than ex-
pected by most reconstructive microsurgeons. 
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ear Sir, 

We read with interest the article “The Reverse Flow Ex- 
ensor Digitorum Brevis Flap for Dorsal Foot Defects-A Single 
enter Study” by Haq et al. 1 in your esteemed journal. 
The reverse flow EDB flap as described by the authors is

n extremely valuable addition to the armamentarium for 
econstruction of distal defects of the dorsum of foot, for
hich flap options are very limited. 
In the description of technique, the authors have indi- 

ated that after the dissection of the EDB flap is complete
he Dorsalis Pedis artery is clamped proximal to the origin
f lateral tarsal artery, the deep plantar artery clamped at
ts origin from the dorsalis pedis and the tourniquet then re-
eased and perfusion of the EDB by reverse flow through the
irst Dorsal Metacarpal Artery (FDMA) observed. They found 
ivision of the deep plantar artery was required in 5 cases
o improve the distal reach of the flap. 
In cases of injury on the distal forefoot requiring flap 

over the FDMA may be in the very zone of injury and there-
ore may not perfuse the EDB by reverse flow. We would
ike to know how often inadequate perfusion of the EDB was
bserved with the deep plantar artery and dorsalis pedis 
lamped and what the authors resorted to in that circum-
tance. 
Furthermore, the anatomy of the Dorsalis Pedis – FDMA 

xis is known to be variable with variations in the anatomy
f the deep plantar artery and origin of the FDMA in upto
2% of cases. 2 We would like to know whether difficulty was
ncountered in this regard. 
We compliment the authors on this excellent work and 

hank them for bringing into focus this option for manage-
ent of dorsal forefoot defects. 

unding 

one declared. 

thical approval 

/A 

eclaration of Competing Interest 

one declared. 
etter comments on: “The 

everse flow extensor 

igitorum brevis flap for 

orsal foot defects – A single 

enter study”
ear Sir, 

eply 

e thank Vishwanath et al. regarding their interest in our
ecent article. 1 We welcome the opportunity to address the
oints raised by the authors. 
We do agree with Vishwanath et al. that there are some

ariations in the anatomy of the Dorsalis pedis, the First
orsal Metatarsal Artery (FDMA) and the Deep Plantar Artery
DPA) but by no means these variations have rendered any
pecific hindrance in elevation or survival of the flap. 
As to the authors first comment regarding the injury of

he FDMA, in all our cases the course of the dorsalis pedis
long with the FDMA was confirmed by a hand held Doppler
s mentioned in our inclusion criteria and proceedings for
urgery was only done thereafter. An injured deep plantar
rtery (DPA) might not be detectable on hand held Doppler
ut this won’t be an impediment to flap elevation as there
re distal perforators in the toes anastomosing with the
lantar system. We in our limited study did not encounter
eferences 

. Haq A, Singh V, Sharma S. The reverse flow extensor digito-
rum brevis flap for dorsal foot defects-A single center study. J
Plast Reconstr Aesthet Surg 2021; 74 (11):2957–64. doi: 10.1016/
j.bjps.2021.03.082 . 

. Furlow LT JR. Dorsalis Pedis Flap. In Grabb’s. Grabb’s Encyclo-
pedia of Flaps: Upper Extremities, Torso, Pelvis, and Lower Ex-
tremities. Wolters Kluwer; 2018. p. 1496–500 . 
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any case where there was injury to the FDMA. We did get
few cases where FDMA was not detectable on Doppler and
those cases were excluded and managed by other modali-
ties. Division of the deep plantar artery was required in five
cases and in all these 5 cases perfusion of Extensor Digito-
rum Brevis (EDB) muscle was good intraoperatively with no
flap complications postoperatively. 

Regarding the anatomical discrepancies, the anatomy of
the dorsalis pedis artery and FDMA is fairly constant with
variations in different studies. It has been found to arise
from the dorsalis pedis artery in 90% of cases and ab-
sent in 8% of patients. 2 Those cases in which these are
absent could easily be excluded preoperatively by a hand
held Doppler examination. Other studies report a constant
presence of FDMA. It may either arise from the dorsalis
pedis artery (90.6%) or from the lateral tarsal artery in
(9.4%). 3 Even if the FDMA arises from the lateral tarsal
artery, flap vascularity won’t be a problem as the dor-
salis pedis is divided proximal to the origin of the lat-
eral tarsal artery. There may be some variations in the
course of the FDMA in relation to the interosseous mus-
cle. 4 In our study we did not encounter any case where
the first dorsal artery was absent or any other anatomical
variation. 

Regarding the Deep plantar artery it is usually found in
all patients, the only variation may be a slight difference
in its location over the first metatarsal space. 5 The signifi-
cance of which is that if it is located more proximal its di-
vision may be required for flap advancement. In our study
the exact location of the deep plantar artery was not stud-
ied specifically but it was fairly at a constant location in the
first intermetatarsal space. 

We thank Professor Vishwanath for the recognition and
attention to our article and their expert comments which
will promote new thinking and application of this much un-
derutilized flap for coverage of difficult areas in the foot. 
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Dear Sir, 

We read with interest the above titled paper about cos-
metic tourism during the COVID-19 pandemic i. 1 During the
start of the COVID-19 pandemic there was a decrease in
availability of travel, and a national governmental request
for the public to re-think risky situations to avoid the po-
tential need for medical input. With this in mind, one would
assume that cosmetic tourism would all but cease how-
ever, we also treated several patients who had complica-
tions of cosmetic tourism during lock-down in the United
Kingdom, restricting the population to their local areas dur-
ing the months of March, April, May, December, and January
of 2020/21. We present some of our cases below. 

Case 1 

A 25 year old female who had an augmentation-mastopexy
and 11 L abdominal liposuction in Turkey in July 2020, pre-
sented in August 2020 with mastopexy wound dehiscence
and peri–implant infection. She had 48 h intravenous antibi-
otics. She was reluctant to undergo explantation. She later
re-presented in November 2020 with further peri–implant
infection and again declined surgery. She therefore had a
further 72 h intravenous antibiotics followed by oral antibi-
3. DDS, PhD ∗ Lee JH, Dauber W. Anatomic study of the dor-
salis pedis-first dorsal metatarsal artery. Ann Plast Surg
1997; 38 (1):50–5 . 

4. Kim JW, Choi YJ, Lee HJ, Yi KH, Kim HJ, Hu KS. Anatomic study
of the dorsalis pedis artery, first metatarsal artery, and second
metatarsal bone for mandibular reconstruction. J Oral Maxillo-
fac Surg 2015; 73 (8):1627–36 Epub 2015 Feb 17. PMID: 25930957.
doi: 10.1016/j.joms.2015.02.007 . 

5. Whelan JH, Lazoritz JP, Kiser C, Vardaxis V. Location of the
deep plantar artery: a cadaveric study. J Am Podiatr Med As-
soc 2020; 110 (6):Article_4 PMID: 31549862. doi: 10.7547/18-215 .
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Fig. 1 (a) Intraoperative photographs showing abdominal eschar with blue prolene visible in the wound and spanning yates 
drains.(b) Follow up photograph at 3 months. 
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tics. She has had regular dressing clinic and consultant fol-
ow up. At 9 months post operation, she is left with hyper-
rophic and hyperpigmented scars but retained implants. 

ase 2 

 47 year old male patient had an abdominoplasty in Pak-
stan in December 2020 during UK lockdown. He then pre-
ented to us in February 2021 with abdominal dehiscence 
nd cellulitis requiring admission for intravenous antibi- 
tics, surgical debridement and negative pressure wound 
herapy dressings. He had a total of 7 bed days in hospital.
requent follow up shows the patient declined autologous 
kin grafts and resulted in prolonged dressing clinic follow 

p. He now has hyperpigmented and hypertrophic scarring 

f the lower abdominal wound. 
ase 3 

 29 year old female underwent 360 ° liposuction, ‘Brazil-
an butt lift’ and revision abdominoplasty in May 2021 in
ran after initial abdominoplasty in Turkey during March 
020 UK lockdown. She presented in June 2021, exactly
0-days post-operation. She attended requesting removal 
f abdominal drains that she had flown back with in-situ.
xamination showed she was pyrexial, had spanning yates 
rains in situ under an abdominal eschar. She was admitted
or intravenous antibiotics, surgical debridement and neg- 
tive pressure wound dressings, spending 4 days in hospi-
al. After two negative wound swabs she then had delayed
econstruction with autologous skin grafts. See Figure 1 a
nd b. 
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Discussion 

Cosmetic tourism is increasingly popular often due to the
cheaper options, shorter waiting lists and the associated
holiday. 2,3 Our case series further highlights that patients
are still keen to seek plastic surgery abroad despite lock-
downs, restrictions on travel, fewer travel options and
therefore increasing travel cost (self-isolation, PCR tests,
increased airfare), and importantly the risk of catching and
transmitting COVID-19. The pandemic also means that trav-
elling back to the country where the surgery was performed
to deal with a complication is very difficult and therefore
these patients are treated locally, with costly theatre trips,
bed days and prolonged dressing clinic visits. 4 With the NHS
cancelling thousands of elective surgery including paedi-
atric and cancer surgeries, it is hard to justify the NHS us-
ing valuable resources to treat complications of cosmetic
tourism. Professional bodies for cosmetic surgery in each
country must have more strict regulations for the risk and
burden associated with cosmetic tourism especially during
the pandemic. Particular attention also needs to be fo-
cused on travelling with open wounds and potential throm-
boembolic risks of travel after general anaesthetics and pro-
longed procedures. 
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S. McCrossan, S. Jivan
Pinderfields Plastic Surgery Research Department,
Pinderfields General Hospital, Mid Yorkshire Trust,
Dear Sir, 

We read with interest the reply to our letter about spe-
cific cases of cosmetic tourism treated during the pandemic
at Pinderfields Hospital in Wakefield, UK. 1 , 2 This highlights
our concern that we are likely to see an increase in such
cases, especially as cosmetic surgery tourism evolves. 

As discussed, this patient group is particularly vulnerable
and as Plastic Surgeons we should advocate on their behalf
regarding the potential risks they are exposed to. By travel-
ling abroad for surgery, there is no guarantee that patients
will undergo the same rigorous preoperative investigations
as in the UK e.g. anaesthetic assessment and MRSA screen-
ing. Anecdotally we have also found a high prevalence of
multiresistant bacterial infection, which should be taken in
to account when providing treatment. 

Furthermore, the risk of air travel in the postoperative
period is something that should not be taken lightly. These
patients are in a state of increased oxygen consumption due
to the trauma of surgery and resulting increased adrener-
gic outflow. 3 The effect of low pressures on an aeroplane
and reduced oxygen availability may be detrimental in the
recovery process, as well as the increased thromboembolic
risk and subsequent complications which may occur. 

The concept of a holiday combined with an operation is
appealing to patients, especially if travel involves visiting a
hot and sunny country. Case 2 in the reply by McCrossan and
Jivan looks at a patient who had an abdominoplasty in Pak-
istan and presented with wound dehiscence and cellulitis.
His-wounds have consequently become hyperpigmented and
have hypertrophic scarring. There is evidence that ultravio-
lent B (UVB) radiation impairs skin wound healing by affect-
ing focal adhesion dynamics. 4 This could partly explain the
poor wound healing and hyperpigmentation in this patient. 

As clinicians, we have a duty to protect patients from un-
safe surgical practices. Both our papers highlight the danger
of inadequate follow up. In the letter by McCrossan and Ji-
van, the patient in case 3 is sent back from Iran after a
major procedure of a 360 ° liposuction, ‘Brazilian butt lift’
and revision abdominoplasty with drains in situ. She repre-
Aberford Road, Wakefield, West Yorkshire WF14DG, United
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ented with an infection and required hospital admission. 
urthermore, in our cohort of patients that presented dur- 
ng the pandemic, one patient flew back to the UK from
urkey one day post transfusion of 4 units of red blood cells.
egulation of international practices is a difficult problem 

o tackle. In our previous letter, we had mentioned that it
ay be prudent for these patients to have additional insur-
nce if they undertake cosmetic procedures abroad but this 
ould be difficult to enforce. Another suggestion from the 
ritish Association of Aesthetic Plastic Surgeons (BAAPS) has 
een for hospitals in the NHS to invoice foreign providers
ith the costs of treating complications. 5 

In the UK, the RCS Cosmetic Surgery certification is a 
cheme which will provide accreditation for key compe- 
encies demonstrating expertise to patients, which aims to 
ake the cosmetic surgery industry safer. 6 This is an excel- 

ent example of how we can help to regulate practices and
eep patients safe. We hope this will inspire other countries
o follow in similar footsteps. 
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