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Background: Among the most exigent operations in plastic surgery is the com-
bination of augmentation and mastopexy. The surgical challenge is related to
oppositional forces that complicate the operative predictability. The purpose
of this study was to investigate use of the tissue-based triad process approach
in patients undergoing augmentation mastopexy. Measured components of
the approach include skin stretch, nipple to inframammary fold distance on
maximal stretch, and vertical excess.

Methods: Patients were selected for the study if they had been treated with one- or
two-stage augmentation mastopexy, or mastopexy alone. Data gathered includ-
ed preoperative measurements, operative details, complications, and outcomes
including reoperation rate.

Results: A total of 176 consecutive patients were identified as meeting study
inclusion criteria. Mean follow-up was 1.5 years. Seventy-one of 176 patients
underwent mastopexy alone. Of the 176 patients included, 105 were treated
with augmentation mastopexy. Ninety-one of 105 augmentation mastopexy op-
erations were performed in one stage. The average amount of vertical excess
was 5 cm. Nine patients exhibited delayed wound healing, while six (6.5 per-
cent) required reoperations for scar revision (n = 1), delayed wound healing
requiring revision (n = 2), hematoma (n = 1), seroma (n = 1), and soft-tissue
stretch (n = 1). Fourteen of 105 patients were treated in two stages. Average
vertical excess was 7.5 cm.

Conclusions: Use of the tissue-based triad process approach provided objec-
tivity in determining which patients should undergo one- versus two-stage
augmentation mastopexy. Use of this approach helps guide surgical decision
making and is associated with lower reoperation rates. (Plast. Reconstr. Surg.
134: 215, 2014.)

CLINICAL QUESTION/LEVEL OF EVIDENCE: Therapeutic, IV.

A

THERAPEUTIC

remains one of the most litigated opera-

tions performed in plastic surgery. Such is
the result of high complication and reoperation
rates associated with the collective procedure. Sev-
eral authors have detailed the basis for such untow-
ard outcomes.'” Augmentation serves to expand
breast skin and parenchyma, thereby increasing
overall breast mass. Conversely, mastopexy leads
to reduction and tightening of the skin and paren-
chyma, resulting in a net decrease of breast mass.
These opposing forces create a delicate balance
that complicates result predictability."* Published
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results from some of the most experienced breast
surgeons reveal reoperation rates ranging from 8
to 16 percent.*’

Introduction of the combined procedure
was originally described by Gonzalez-Ulloa,® with
Renault™™ providing valuable contributions.
Before these publications, augmentation for hypo-
mastia in patients with ptotic breasts repeatedly
produced a poor aesthetic result.*'° Although the
amalgamation of augmentation with mastopexy is
a sufficient method of treating both hypomastia
and breast ptosis, it has been plagued by concern.
Several authors have been compelled to publish
warnings regarding the excessive complication
and reoperation rates.” Such troublesome out-
comes result from interplay of the aforementioned
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forces. In contrast, more recent publications
claim acceptable complication and reoperation
rates.>!! Debate surrounds the very definition of
acceptable complication and reoperation rates in
elective aesthetic surgery.'"*'® Some authors have
proposed staging the two operations, allowing for
a more predictable result with less risk of wound
complications and tissue distortion."* Although a
two-stage operation may provide a more reliable
outcome, it mandates a second operation. Patients
are often displeased with the planned notion of a
second operation, and the general preference is
for a final result from a single operation.

Across forums, there remains debate over the
ideal way to perform and stage (or not stage) this
procedure. Inconsistency in treatment, high levels
of complications, patient dissatisfaction, and litiga-
tion underscore the lack of available data regard-
ing augmentation mastopexy. This suggests the
need for objective measures that guide patient-spe-
cific treatment planning. The search continues to
determine what factors impact patient outcomes
and thereby select which patients should undergo
a one- versus two-stage operation. Ideal factors
would be objective values that improve operative
predictability resulting in lower reoperation rates.
Implementation of greater objectivity and quanti-
fication provides guidance to the less experienced
surgeon and simplifies consultation for the more
experienced surgeon.

Use of a process approach has proven to lower
reoperation rates in other plastic surgery opera-
tions.'*"” Using a process approach as it relates to
augmentation mastopexy centers on quantifying
tissue quality of the existing breast envelope and
underlying parenchyma. Tolerability of the oppos-
ing forces in augmentation mastopexy is inher-
ently related to tissue integrity. The objective of
this study was to evaluate the experience and clini-
cal algorithm of the senior author (W.PA), elu-
cidating factors that influence the overall result
and reoperation rate. Subsequently, we sought to
produce an algorithm that guides patient-specific
treatment planning.

Supplemental digital content is available for
this article. Direct URL citations appear in the
text; simply type the URL address into any Web
browser to access this content. Clickable links
to the material are provided in the HTML text
of this article on the Journal's Web site (www.
PRSJournal.com).
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PATIENTS AND METHODS

Prospectively collected data were collated
from January of 2007 to January of 2012. Patients
included were treated with either one- or two-stage
augmentation mastopexy or mastopexy alone.
Mastopexy-only patients were included for the sake
of comparison with regard to overall complica-
tion and reoperation rates. Patients included were
treated by the senior author (W.P.A) for varying
degrees of breast ptosis with or without hypomastia.

Data gathered included preoperative mea-
surements, operative details, complications, and
outcomes. Complications were divided into minor
(not requiring reoperation) and major (requiring
reoperation). Patient care consisted of the fol-
lowing four stages: structured patient education
regarding procedure and potential risk, tissue-
based clinical analysis, refined surgical technique,
and defined postoperative regimen.

Patient Education and Informed Consent

All patients undergo extensive multimodal-
ity education before surgical consultation. Edu-
cation is accomplished through both verbal and
Web-based introduction to practice philosophy.
Practice philosophy is heavily weighted in the
importance of tissue-based planning. In cases of
augmentation mastopexy, the limitations and pit-
falls are emphasized.

The patient education consultation is per-
formed with a dedicated staff patient educator and
lasts 45 to 60 minutes. This important step allows
the patient to discuss and receive answers to specific
issues regarding breast augmentation and masto-
pexy. Informed consent documents are then made
available to the patient. During the education con-
sultation, all concepts, issues, and limitations are
addressed directly and discussed with the patient.

Tissue-Based Clinical Analysis and Planning

The surgeon consultation is performed only
after successful completion of the education con-
sultation. This consultation is focused primarily
on confirmation of patient motives and desires for
surgery and obtaining the critical measurements
for surgical planning.

The first assessment is to determine what pro-
cedure the patient needs using objective criteria.
The key determinants that identify the patients
needing more than a breast augmentation are
the skin stretch (Fig. 1) and nipple-to-inframa-
mmary fold distance on maximal stretch (Fig. 2).
A skin stretch greater than 4 cm or a nipple-to—
inframammary fold distance greater than 10 cm
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indicates a patient who will not do well with aug-
mentation alone. If skin stretch and nipple-to—
inframammary fold distance on maximal stretch
are both less than 4 ¢cm and less than 10 cm,
respectively, that breast can be appropriately cor-
rected with a breast augmentation alone and a
dual-plane approach. Of note, if this patient type
has down-pointing nipples, they can be treated
with a dual-plane breast augmentation plus a peri-
areolar nipple repositioning.

In patients with either a skin stretch greater
than 4 cm or a nipple-to—inframammary fold
distance on maximal stretch greater than 10 cm
(indicating significant skin laxity and need of
skin tightening in addition to implant volume
expansion), a vertical excess measurement is
obtained by marking the ideal nipple position,
measuring under stretch the desired surgically
defined nipple-to-fold distance (based on breast
width). Defined, vertical excess is the vertical
distance from this point to the preoperative
fold (Fig. 3). (See Video, Supplemental Digital
Content 1, which shows how patients were
marked in the upright position on the day of sur-
gery, http://links.lww.com/PRS/B46.) Single-stage
procedures are planned when vertical excess
is less than 6 cm and two-stage procedures are
planned when vertical excess is greater than
6 cm (Table 1).

The planning of a single-stage augmentation
mastopexy is distinctly different from that of a
primary breast augmentation. Tissue-based analy-
sis cannot be based on determining the optimal

fill volume for the preoperative breast,'? as the
chosen implant will be too large for the postop-
erative breast. Thus, the basis for the planning is
to consider the optimal fill of the postoperative
envelope. This is most easily accomplished using
projected postoperative width of the breast (usu-
ally 0.5 to 1.0 cm) narrower than the preopera-
tive width and selecting a low-profile implant that
corresponds to this width based on accepted opti-
mal fill volumes for breast base width.'? A rule of
thumb is 12 cm corresponds to 300 cc; for every
0.5 cm of width decrease/increase, the optimal
volume will change by 50 cc. Low-profile implants
are used most frequently, reserving moderate/
moderate-plus profile implants for patients with
minimal to no breast tissue. High-profile implants
are never used with this technique. In the major-
ity of cases, a low-profile implant, 200 to 300 cc, is
used. Implant selection is not directly related to
the measured vertical excess.

Surgical Technique

All patients were marked in the upright posi-
tion on the day of surgery. Demarcation of the
sternal notch, midline, and inframammary fold is
standard in all procedures with anticipated masto-
pexy markings that include proposed new nipple
position. (See Video, Supplemental Digital Con-
tent 1, which shows how patients were marked in
the upright position on the day of surgery, http://
links.lww.com/PRS/B46.) The procedure always
has a planned periareolar, vertical, and horizontal
incision.

12013, Bumning Heart

Fig. 1. Illustration depicting the measurement of skin stretch. This provides objective data regard-
ing laxity of the breast envelope in the anteroposterior dimension. (Printed with permission from
Alfredo Portales. Copyright © Burning Heart Studios.)
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Fig. 2. lllustration showing the nipple-to-inframammary fold
measurement on maximal stretch. This measurements quanti-
fies breast envelope laxity in the vertical dimension. (Printed
with permission from Alfredo Portales. Copyright © Burning
Heart Studios.)

Fig. 3. Vertical excess is determined by marking the desired
nipple position and then measuring under stretch the desired
nipple-to-inframammary fold (NIMF) length based on breast
width. The remaining skin to the existing inframammary fold is
the vertical excess. (Printed with permission from Alfredo Por-
tales. Copyright © Burning Heart Studios.)

Patients are then prepared and draped in the
supine position under general anesthesia. Tegaderm
(3M, St. Paul, Minn.) dressing is placed over the nip-
ple-areola complex as a mechanical barrier to bac-
terial translocation. Through inframammary fold
incision, dual-plane implant pockets are developed
and meticulous hemostasis is achieved. Triple-antibi-
otic preparation is used. Sizers are not used, as the
implant size has been determined preoperatively.
Implants are always placed in a dual-plane fashion,
with the augmentation access incision superficial
fascial layer closed before the mastopexy. Following
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-"' Video Available Online

Video. Supplement Digital Content 1 shows how patients were
marked in the upright position on the day of surgery, http://
links.lww.com/PRS/B46.

Table 1. Tissue-Based Triad*

Distance
Measurement (cm) Surgical Planning
Skin stretch >4 Augmentation vs.
augmentation
mastopexy
Nipple-to—inframammary >10 Augmentation vs.
fold distance on augmentation
maximal stretch mastopexy
Vertical excess >6 One- or two-stage
augmentation
mastopexy

*Use of these three measurements guides surgical planning.

removal of Tegaderm dressings, the patient and
all markings are confirmed or adjusted. The mas-
topexy is a broad-based central mound technique
with limited undermining. A periareolar incision, in
conjunction with vertical and horizontal incisions, is
used to create the ideal postoperative breast shape.
The nipple-tofold relationship is measured intra-
operatively, marked with a cookie-cutter technique,
confirmed, and then executed to mature the new
nipple-areola complex. Incisions are managed with
Steri-Strip tape (3M) immediately.

Postoperative Care

Patients are provided with detailed instructions
regarding postoperative care and allowed activity.
Instructions are given following original informed
consent and later reinforced on the day of surgery.

RESULTS

A total of 176 consecutive patients were identi-
fied as meeting study inclusion criteria. Mean fol-
low-up was 1.5 years (range, 6 months to 5 years).
Mean patient age was 39 years (range, 29 to 58
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years). Mean implant size was 306 cc (range, 150
to 435 cc). Implants included both round (n=57)
and shaped (n = 48), and saline (n = 31) and sili-
cone gel (n = 74). Mastopexy operations were
all performed with a central mound pedicle and
inverted-T skin excision (Table 2).

Mastopexy Alone

Seventy-one of 176 patients (40 percent)
underwent mastopexy alone. Sixty-nine patients
were Caucasian, one patient was African Ameri-
can, and one patient was Asian. Ten of the 71
patients (14 percent) developed the minor com-
plication of delayed wound healing. One patient
(1.4 percent) required reoperation for hematoma
evacuation. Other complications are also listed in
Table 3. These results were comparable to previ-
ous published complication and reoperation rates
of mastopexy alone.

Augmentation Mastopexy

One hundred five of the 176 patients (60
percent) included were treated with augmenta-
tion mastopexy. One hundred four patients were
Caucasian and one patient was African American.
Dual-plane type 1 technique was used in 40 per-
cent, type 2 was used in 52 percent, and type 3 was
used in 8 percent of patients.

One-Stage Operation

Ninety-one of 105 augmentation mastopexy
operations (86 percent) were performed in one
stage. Average measurement of vertical excess
was found to be 5 cm. Nine patients (10 percent)
exhibited delayed wound healing treated conser-
vatively and six patients (6.5 percent) required

Table 2. Implant Characteristics

Value

No. of implants

Saline 31

Silicone 74

Round 57

Shaped 48
Volume, cc

Mean 306

Range 150-435

Table 3. Complications of the Mastopexy Group

Complication Minor (%) Major*(%)
Delayed wound healing 14 0
Hematoma 0 1.4

*Required reoperation.

reoperations for scar revision (n = 1), delayed
wound healing requiring revision (n = 2), hema-
toma (n = 1), seroma (n = 1), and soft-tissue
stretch (n = 1). There were no cases of capsular
contracture (Table 4 and Fig. 4).

Two-Stage Operation

Fourteen of 105 patients (13 percent) were
treated in two stages (Fig. 5). Vertical excess aver-
age was noted to be 7.5 cm. One patient required
reoperation for seroma (7 percent) and one
patient (7 percent) developed delayed wound
healing treated with conservative management.
There were no cases of capsular contracture
(Table 5 and Fig. 5).

DISCUSSION

Pioneers of augmentation mastopexy focused
on simultaneously correcting the ptotic breast and
restoring upper pole fullness. Although correc-
tion of both deformities resulted in higher patient
satisfaction, the operation was not without signifi-
cant risk. Spear' suggested that complications were
related to the opposing forces at work and paren-
chymal repositioning adjacent to the implant. Sur-
prisingly, this common problem has received much
less attention in the literature than other compa-
rable surgical procedures. The search continues to
provide objective data to lower complication and
reoperation rates in augmentation mastopexy.

Aging of the breast produces laxity of the skin
envelope and parenchymal redistribution sec-
ondary to decreased tissue integrity and the influ-
ence of gravity. Volume loss in the upper pole in
conjunction with nipple descent often leads to
an unattractive ptotic breast. Complications with
one-stage augmentation mastopexy are a result
of opposing forces and influenced by the present
state of the breast. Other authors'®!'” have previ-
ously stressed the importance of quantifying or
classifying the existing breast envelope. Tebbetts
recently provided a process of objective criteria
for selecting nipple position and quantifying

Table 4. Complications of One-Stage Augmentation
Mastopexy

Complication Minor (%) Major* (%)
Capsular contracture 0 0
Delayed wound healing 10 2.5
Scar revision 0 1
Hematoma 0 1
Seroma 0 1
Soft-tissue stretch 0 1

*Required reoperation.
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Fig. 4. Case example of one-stage augmentation mastopexy. The patient is a 46-year-old woman
with hypomastia and breast ptosis (left). Preoperative measurements included skin stretch, 4.5 cm;
nipple-to-inframammary fold distance on maximal stretch, 9 cm; and vertical excess, 4 cm. She
underwent a one-stage augmentation mastopexy with 270-cc silicone gel implant placed with dual
plane technique. One-year follow-up photographs (right) show that shape and good nipple position
were maintained.

skin excess in mastopexy."” To the best of our  this procedure consistently ranks number one
knowledge, no specific surgeon guidelines have  for medical malpractice claims. There remains
been provided for augmentation mastopexy, yet  the need for a practical algorithm to help guide
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3 month PostE@p Mastopexy

2 Year Bost=@p Augmentation

Fig. 5. Case example of two-stage augmentation mastopexy. The patient is a 37-year-old woman with hypomastia and breast
ptosis (left). Preoperative measurements included skin stretch, 4 cm; nipple-to—inframammary fold distance on maximal stretch,
10.5 cm; and vertical excess, 7 cm. She underwent a two-stage operation. Three-month follow-up after mastopexy (center) shows

good wound healing and nipple position. Augmentation was then accomplished with a 280-cc gel implant placed with dual plane
technique. Two-year follow-up reveals a durable result with good nipple position (right).

surgeons in determining which patients should
undergo a two-stage operation for augmentation
mastopexy.

Patients with significant laxity appear to be at
higher risk for major complications and reopera-
tion. This is related to the ability of the soft tis-
sue to maintain the relationship between nipple,
implant, and inframammary fold. Greater laxity

Table 5. Complications of Two-Stage Augmentation
Mastopexy

Complication Minor (%) Major*(%)
Capsular contracture 0 0
Delayed wound healing 7 0
Seroma 0 7

*Required reoperation.

may be less likely to maintain the shape and form,
thus decreasing the predictability of the opera-
tion. In fact, the true paradox of this clinical pre-
sentation is that the greater the initial tissue laxity,
the more fundamentally sound the mastopexy
needs to be to attain long-term success; however,
the combined augmentation mastopexy does not
allow for as aggressive a mastopexy as can be typi-
cally performed alone (because of safety/vascular-
ity issues that the combined procedure carries).
Preceding authors have noted limitations of
the Regnault classification and provided modifi-
cations.'®!” Clearly, the relationship of the nip-
ple to the inframammary fold is important but
fails to fully quantify tissue integrity.'*'® For this
reason, the Regnault classification is truly non-
specific and not useful for surgical planning.
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Fig. 6. Case example of patient presenting with Regnault grade 2 ptosis. Classically, this patient
would be considered for a mastopexy. However, her skin stretch was 3.5 cm and her nipple-to-
inframammary fold distance on maximal stretch was 9 cm, which are more precise, objective indi-
cators of tissue laxity. Patients with skin stretch less than 4 cm and nipple-to-inframammary fold
distance on maximal stretch less than 10 cm can be treated with dual-plane augmentation alone.
The 2-year postoperative result is shown.

The patient in Figure 6 illustrates the limited
usefulness of the Regnault system. Classically,
the patient would be thought to require a masto-
pexy, given the degree of ptosis. However, objec-
tive assessment reveals a skin stretch of 3.5 cm
and a nipple-to—inframammary fold distance on
maximal stretch of 9 cm. These measurements

222

verify that augmentation alone is sufficient for
treatment. The patient has a satisfactory result 2
years after surgery.

Efforts focused on quantifying integrity of
the existing breast tissue and skin in addition
to nipple position provide a more complete
approach for determining the end result. A more
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comprehensive approach provides greater infor-
mation and optimizes surgical planning. The pres-
ent study found that three simple measurements
in particular serve exactly this purpose. Many
surgeons struggle with clinical decision-making
in consultation. When seeing a patient with some
degree of ptosis, surgeons across the world silently
ask themselves the questions, “Will she be OK with
an implant alone? Does she need a mastopexy?”
The fall-back to determine this intraoperatively is
not a good one; however, developing sound crite-
ria on which to base clinical decisions will optimize
planning and improve the patient consultation.
By defining the laxity and integrity of the exist-
ing breast, the surgeon can better establish which
breast should undergo a one- versus two-stage
operation. Based on our data, although the poten-
tial for reoperation remains in those treated with
one-stage surgery, it appears to be a much lower
percentage. Compared with mastopexy, augmen-
tation mastopexy has displayed reoperation rates
three and four times higher.""** The findings of
this study provide an algorithmic approach associ-
ated with the much lower reoperation rate of 6.5
percent (Fig. 7).

Further discussion is warranted regard-
ing implant size and surgical technique. There
appears to be a notion that larger implants are
necessary to fill the envelope and that more pro-
jecting implants are an advantage. We would dis-
agree with both of these. Based on tissue-based
planning principles of breast augmentation,'*"
choosing an implant that fits the breast has led
to the best outcome data in our specialty. Implant

selection in augmentation mastopexy is no differ-
ent. Logic would follow that the larger implants
may cause more problems with wound healing.
Surgeons have all been in the operating room
wondering whether they can close the skin over
a large implant. Also, it is important to remem-
ber that (1) the implant must be selected for the
postoperative breast after the skin/parenchymal
reduction of the mastopexy and (2) the postop-
erative breast will no longer have skin laxity. Based
on the study data, low-profile implants correspond
to the expected postoperative width of the breast
and are recommended.

Surgical technique also appears to be of con-
siderable importance. Combined augmentation
mastopexy inherently delivers more soft-tissue
rearrangement than simply augmentation alone.
Concern over increased risk of infection and cap-
sular contracture has been expressed.' Although
the cause and pathophysiology of capsular con-
tracture are beyond the scope of this article, it is
interesting that there were no cases in this review.
Minimizing exposure of the implant to any con-
taminating source is stressed with the described
surgical technique. Mechanical barriers are
placed over the nipples to prevent bacterial trans-
location. The implant is placed in a dual-plane
pocket following meticulous hemostasis and irri-
gation. Before beginning any mastopexy inci-
sions, the implant incision is completely closed
off from the rest of the breast before the mas-
topexy is begun, essentially separating the two
procedures from each other. When a two-stage
operation is performed, the initial operation is

Hypomastia/Ptosis
Objective tissue assessment
SS>4cmor SS<4cmand
N:IMF > 10 cm N:IMF < 10 cm
VE>6cm VE<6cm Augmentation
Two stage One stage e
augmentation augmentation Normal nipple Dowrr‘\l poll':ltmg
mastopexy mastopexy PP
Augmentation
Augr:;r:'t:t!un with nipple
repositioning

Fig. 7. Tissue-based triad algorithm for guiding surgical planning. SS, skin stretch; N:IMF, nipple-to—inframammary fold distance;

VE, vertical excess.
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typically mastopexy, as this may deliver an ulti-
mately better result.

Experienced surgeons have often estab-
lished practice algorithms learned by trial and
error. However, even the most experienced
surgeons report reoperation rates that would
be deemed unacceptable in other aesthetic
surgical procedures. Reoperation rates have
ranged from 15 to 23 percent in the hands of
the most experienced surgeons.*** Greater
concerns arise for those with less experience,
who are left to learn from their own mistakes
while patients suffer during the process. Use of
the tissue-based triad creates a more objective
approach to surgical planning. This would be
particularly beneficial to the novice. However,
using an algorithmic approach can simplify
consultation and improve predictability, ben-
efiting even the more experienced surgeon.
Perhaps the greatest benefit to the clinician,
regardless of his or her experience, is the reduc-
tion in the revision/reoperation rate. The low
reoperation rates in this study compared with
other comparable studies in the literature also
validate the use of such an objective process
approach for determining treatment. The
reoperation rate in this study was found to be
6.5 percent, which is three to four times lower
than those previously described in the litera-
ture. Revision and reoperation rates of those
surgeons in general practice are likely higher
than these reported rates.

Clinical judgmentis always key. The tissue-based
triad provides guidance for surgical planning, but
other influences should be considered. In patients
with breast characteristics that suggest tolerance of
a one-stage operation, implant selection should be
determined by optimal fill for the new postmasto-
pexy breast. If patients desire implants significantly
larger that the appropriate optimal fill as deter-
mined, a two-stage approach should be used.

Through the use of prospective patient anal-
ysis and review of tissue-based planning mea-
surements, an algorithm to guide surgeons in
augmentation mastopexy has been developed.
Multiple goals are satisfied with the suggested
algorithm, including objectivity and transferabil-
ity. Itis the opinion of these authors that surgeons
of all levels will find these measurements and the
resultant algorithm helpful.

CONCLUSIONS

Use of the tissue-based triad algorithm
provides objectivity in determining surgical
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planning for augmentation mastopexy. Based
on the presented data, use of this process
approach is associated with lower reoperation
rates than previously reported by experienced
surgeons.

William P. Adams, Jr., M.D.

Department of Plastic Surgery

University of Texas Southwestern Medical Center
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Dallas, Texas 75204

prs@dr-adams.com
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Evidence-Based Medicine Article Collections—
“How to Conduct Evidence-Based Medicine”

The “How-To Articles” Evidence-Based Medicine collection contains 10
tutorial-type articles, available at www.PRSJournal.com. These articles
will help you understand and practice evidence-based medicine in your
own clinical practices.

Articles in the collection include:

® Survey Research (October 2010)

® Decision Analysis in Plastic Surgery: A Primer (October 2010)
® A Guide to Qualitative Research in Plastic Surgery

* Developing Good Clinical Questions and Finding the Best Evidence
to Answer Those Questions (August 2010)

® How to Practice Evidence-Based Medicine (July 2010)

* Fundamental Principles of Conducting a Surgery Economic Analysis
Study (February 2010)

¢ Introducing Evidence-Based Medicine to Plastic and Reconstructive
Surgery (April 2009)

¢ Evidence-Based Medicine: The Fourth Revolution in American Med-
icine? (January 2009)

® Where Do We Find the Best Evidence? (December 2007)

* Systematic Reviews: A Primer for Plastic Surgery Research (December
2007)

All of these tutorial articles are free and are available online at
www.PRSJournal.com.
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