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Minimal Impact Double Incision with Free 
Nipple Graft Technique for Gender-Af!rming 
Top Surgery

Gender-af!rming top surgery can have a notable 
impact on the quality of life of gender dysphoric 

individuals transitioning to the masculine phenotype. 
These transitions are growing in demand because of 
wider societal acceptance of transgenderism,1 pos-
ing great responsibility on surgeons to ensure quality, 
ef!cacy, and best practice of emerging innovations in 
transgender surgical services.

At our high-volume transgender surgery center, 
we practice and advise other surgeons to use mini-
mal impact surgery when performing double incision 
with free nipple graft bilateral mastectomy. Minimal 
impact double incision with free nipple graft bilateral 
mastectomy includes the following: breaking with the 

common practice of postoperative drain placement, 
streamlining surgical technique for obliterating mam-
millary dead space, and shortening postoperative 
binder use. Each of these aspects has contributed to 
improved patient experience, and overall less taxing 
transition. This study was conducted with institutional 
review board approval, and all authors adhered to the 
Declaration of Helsinki throughout the entirety of the 
study period.

Five years ago, our practice abandoned the use 
of postoperative drain placement, mainly because 
of patient complaints of discomfort. We found that 
patients’ subjective sense of easier postoperative care 
regimen and decreased comments regarding pain out-
weighed the proposed bene!t of drains. Furthermore, 
we have not experienced a noticeable difference in 
our rates of complication. In the past 5 years, only one 
patient needed return to the operating room, because 
of hematoma, early in our experience. Similarly, 
Gallagher et al.2 and McEvenue et al.3 have reported 
comparable (and in some cases signi!cantly lower) 
rates of complication following double incision with 
free nipple graft bilateral mastectomy without drains. 
Ef!cacy has also been shown in obese individuals.4 Our 
experience and published evidence suggest that post-
operative drain placement should be phased out when 
practicing double incision with free nipple graft bilat-
eral mastectomy.

In addition, our practice uses a streamlined tech-
nique for obliterating dead space. The two major 
reports of drainless double incision with free nipple 
graft bilateral mastectomy2,3 use progressive tension 
sutures to obliterate dead space—similar to methods 
of drainless abdominoplasty.2,5 Using only four deep 
"ap sutures (Fig. 1), four to six additional subdermal 
sutures at the skin incision, and with the aid of absorb-
able staples (Fig. 2), we achieve comparable oblitera-
tion much quicker and with less impact.

To further improve the patient experience, we 
limit postoperative binding to 5 to 7 days, without 

Fig. 1. Intraoperative closure of the super!cial fascia with four 
0-0 Vicryl sutures (Ethicon, Inc., Somerville, N.J.).
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A Modified Template for Microtia Reconstruction
Tested by Surgical Simulation on Ipomoea batatas
Sir:

M icrotia reconstruction is a challenge for plastic
surgeons because of its variable clinical presen-

tation and difficult surgical reconstruction.1 Although
several reconstructive methods have been proposed,
reconstruction with autologous costal cartilage, as elab-
orated and modified by Tanzer, Brent, and Nagata,
remains the best option with which to obtain favorable
results with fewer complications than other reconstruc-
tive options.2

The three-dimensional topography of the external
ear accurately reflects the shape of the internal carti-
laginous skeleton.3 Reproducing anatomical and struc-
tural details of the external ear is a challenge for any
plastic surgeon and requires a high level of surgical skill
and training to fulfill the patient’s expectation. Surgical

simulation allows development of these skills, reducing
mistakes, shortening surgical time, and improving re-
sults in vivo.4 We performed a surgical simulation ex-
perimental study, evaluating traditional and modified
auricular templates as guides for carving ear frame-
works on Ipomoea batatas, comparing and analyzing the
obtained results.

The traditional templates were based on sheets of
paper and sketched lines representing the main struc-
tures of the external ear (i.e., helix, antihelix, tragus,
antitragus, triangular fossa, scaphoid fossa, and con-
cha) (Fig. 1). The proposed modified templates were
based on paper sheets, with lines representing the main
structures and markings detailing the depths of each of
these structures as follows: whole painted, striped, and
unpainted (meaning deep, not deep, and elevated, re-
spectively). The striped lines, at the same time, repre-
sented more depth when drawn closer together (Fig. 1).

Ipomoea batatas, also known as sweet potato, was
used because of its similarity in consistency and
flexibility to human rib cartilage.5 Each sweet po-
tato model was referred to as an individual case.
Five common carving tools with different curves
and angles were used to sculpt the models. Eight
novel surgeons were tested; half of them used the
traditional template and the other half used the
modified template. The exercise was repeated
twice. The resulting auricular sculptures were eval-
uated based on aesthetic results, ranked according
to resemblance to the real ear model, being clas-
sified as poor, fair, or good results.

Aesthetically different auricular frameworks
were obtained using the two different types of
templates. Better definition of three-dimensional
structures (i.e., helix, antihelix, tragus, antitragus,
scaphoid fossa, triangular fossa, and concha) and
better aesthetic results were obtained using the
modified template (n ! 16).

Copyright ©2012 by the American Society of Plastic Surgeons Fig. 1. Traditional and modified auricular templates.
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Functional Testing Using a Force Motion Capture 
Device for Hand Surgery Outcome Assessment: 
A Proof of Concept

Osteoarthritis is the leading cause of loss of hand 
function in America and most commonly affects the 

carpometacarpal joint of the thumb. Although medica-
tion and exercise are possible treatments in mild cases, 
in cases of severe thumb osteoarthritis, surgery may be 
the only treatment option. One surgical approach is 
Mini TightRope (Arthrex, Inc., Naples, Fla.) suspen-
sionplasty, which uses a suture wire to attach the base 
of the thumb metacarpal to the second metacarpal 
after removal of the trapezium. Current methods of 
clinical outcome assessment following hand surgery, 
such as questionnaires and goniometry, do not pro-
vide data that are well suited for improving surgical or 
mechanical design. Also, current in vivo studies investi-
gating changes following this operation have primarily 
focused on pain, and not function. Surgical design and 
surgical devices require engineering, and data from 
patient outcomes by questionnaires and current clini-
cal tests may not provide data that are well suited to 
improving surgical or mechanical design. To improve 
patient care and to foster device design, it is critical 
to understand how the function of the thumb—speci!-
cally, motion and forces—changes because of surgery 
to give patients the best treatment possible.

evident negative consequence. This is a signi!cant 
reduction from previous reports suggesting 3 to 6 
weeks of postoperative compression. Although no 
data exist to quantify the exact patient bene!t of 
shortened compression garment use, chest binders 
are known to be particularly uncomfortable, dif!cult 
to use, and despised among our patients. Freedom 
from extended chest compression is a perceived 
major patient bene!t.

Lastly, we have streamlined clinic follow-up. We 
require an appointment at 1 week after surgery, but 
limit further follow-up in those patients without com-
plication or concerns. Because many individuals 
travel to undergo transgender surgery, eliminating an 
unnecessary follow-up visit decreases logistical barri-
ers to care. This has further decreased the burden our 
patients face from limited geographic access to expert 
transgender surgical care. Phone, text, or e-mail are 
used by our of!ce to maintain contact with patients, 
as much as is required. We believe that this minimal 
impact double incision with free nipple graft bilateral 
mastectomy program improves access to surgical care 
and lessens patient discomfort, with results that are 
equal to or superior to classic techniques.
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Fig. 2. Closure of wound with minimal impact absorbable 
staples.


