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Complex Soft Tissue Tumors of the Extremity: Multidisciplinary Approach to Resection,
Reconstruction and Adjuvant Care

Wendy Jin MD, Matthew Garrity DO, Aulon Jerliu MD, Adam Lindsay MD, Steven Smith MD, Timothy Boyd
MD, Julia Perugini MS3, Alan Babigian MD

University of Connecticut General Surgery Residency, Farmington CT; Hartford Hospital, Hartford CT;
Washington University School of Medicine, St. Louis MO

Introduction: In this case series, we report three cases of rarely seen soft tissue neoplasms of the
extremity and their management from a multidisciplinary approach. One case is verrucous carcinoma, and
the other two cases are soft tissue sarcoma (STS). Verrucous carcinoma is a rare well differentiated
squamous cell carcinoma (SCC). STS are rare neoplasms in the United States, with trunk STS being the
most common.

Method(s): We present a review of the above-mentioned patients diagnosed with soft tissue tumors who
were treated in a multidisciplinary fashion at our tertiary care center between October 2024 and July 2025.
Demographic data as well as tumor location, size, extent of invasion, biopsy findings, treatment modalities
and post-operative outcomes were recorded.

Results: The first case is a 65-year-old male with past medical history of traumatic brain injury and a 3-
pack-a-day smoker presented with a lesion on plantar surface of the right foot. Core needle biopsy showed
SCC with verrucous features. Patient underwent en bloc resection of the mass with Orthopedic Surgery.
The resulting 6x9 cm wound bed was irrigated and covered with a piece of Integra. The patient went back
to operating room for split thickness skin graft on post op day 19. The wound was healing on schedule at
the 4-week post-op visit. The second case is a 40-year-old male with past medical history of hypertension
presented with soft tissue sarcoma of the left elbow, originally diagnosed as olecranon bursitis. He
underwent resection, Integra placement, local tissue rearrangement and ultimately split-thickness skin
graft coverage. At his most recent follow-up visit 10 months after skin grafting, the wound was largely
healed but with a small area that remained without epithelialization. The last case is a 45-year-old male
with recent diagnosis of undifferentiated high-grade spindle cell pleomorphic sarcoma on the right ankle.
He underwent preoperative radiation therapy, radical resection of the tumor and wound vac placement
with Orthopedic Surgery and subsequent re-excision due to positive margin. The patient later underwent
staged microsurgical anterolateral thigh flap measured 12x26cm to the right ankle for coverage. His post
operative course is ongoing.

Conclusion(s): Soft tissue neoplasm of the extremity requires a multidisciplinary approach for optimal

patient care. Plastic surgery plays an important role in post-resection coverage, often in a compromised

extremity.
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Blame the Nipple: Can Isolated Nipple Areolar Complex Preparation Prevent Surgical Site
Infections in Nipple-Sparing Mastectomies With Immediate Breast Reconstruction? A Quality
Improvement Study

Akanksha Arora MD, Nicole Taylor MD, Alexander Palesty MD FACS
The Stanley J Dudrick Department of Surgery, Saint Mary’s Hospital, Waterbury, Connecticut

Introduction: Nipple-sparing mastectomy with immediate reconstruction using tissue expanders has
become a common choice for breast reconstruction due to its decreased risk of necrosis of the nipple
areolar complex (NAC) as opposed to direct-to-implant reconstruction. Furthermore, patients elect this
option to keep the natural appearance of the breast with preservation of the nipple. Previous studies such
as Olsen et al. have identified an increase in surgical site infection in patients undergoing nipple sparing
mastectomy versus skin sparing mastectomy [1]. We speculated that the crevices and architecture of the
NAC do not allow for complete surface area coverage by a ChloraPrep stick when a single stick is used for
the entire breast. Therefore, we hypothesized that isolated NAC prep with a single ChloraPrep stick
followed by complete breast preparation would decrease the incidence of surgical site infection following
nipple-sparing mastectomy with immediate tissue expander reconstruction (TE-Recon).

Method(s): The authors performed a prospective single-institution study of patients undergoing nipple-
sparing mastectomies with immediate reconstruction using tissue expanders beginning from November
2024 until June 2025. All patients underwent isolated NAC preparation using a single ChloraPrep stick
and an additional prep stick on the remaining breast. The primary outcome analyzed was incidence of
surgical site infection, evidenced by need for incision/drainage, tissue expander removal or exchange,
and outpatient antibiotic prescription apart from the standard prophylactic regimen. Patients were
followed post-operatively for a total of 30 days. The data was further analyzed for indication for
mastectomy, patient comorbidities, time to drain removal and type of infectious species isolated. Data
was compared to patients that had undergone standard preparation with nipple-sparing mastectomy and
TE-Recon from December 2022 to September 2024. All surgeries were performed by the same surgeon
with the same preoperative and intraoperative antibiotics and TE handling.

Results: There were 16 patients that had undergone routine breast preparation (RBP) compared to 8
patients that had undergone isolated NAC breast preparation (NACBP). In the RBP group, there were 4
patients (25%) that had developed post-op infection, all of which developed cellulitis requiring
antibiotics, and later necessitating TE removal with washout. In the NACBP group, there were no patients
that developed infections. The numbers needed to treat was calculated to be four patients.

Conclusion(s): After implementing isolated NAC preparation, we have not had any post-operative
infections in patients undergoing nipple-sparing mastectomy with tissue expander reconstruction. The
limitation to this study is the small sample size, however we plan to continue to gather data. Utilizing an
additional prep stick may be a cost-effective way to prevent future infections in this challenging patient
population.
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Understanding Risk in Emergent Reconstructive Flap Surgery

Thien-Kim Doan DO, Aulon Jerliu MD, Lauren Harrison MD, Charles Castiglione MD, Alan Babigian MD,
Robert J. McLoughlin, MD, MSCI

University of Connecticut School of Medicine

Introduction: Flap-based reconstruction is critical for soft tissue defect coverage, but risks in emergency cases are
poorly defined. This study compares postoperative outcomes of emergency versus elective myocutaneous and
fasciocutaneous flap reconstructions.

Method(s): We conducted a retrospective cross-sectional study of adults undergoing flap reconstruction from
2012-2023 in the ACS NSQIP database. Patients were categorized as emergency or elective. Primary outcomes
included 30-day mortality, major complications, surgical site infections (SSI), and overall complications.
Multivariable logistic regression adjusted for demographics, comorbidities, nutritional status, and physiologic
markers.

Results: Among 12,263 patients, 1,570 (12.8%) had emergency reconstructions. Emergency patients more often
presented with sepsis, anemia, functional dependence, and ASA Class IlI-V. Unadjusted analysis showed
emergency status was associated with higher mortality (OR 4.77, 95% CI 3.01-7.55, p<0.001), major complications
(OR 2.44, 95% CI 1.78-3.35, p<0.001), and any complication (OR 1.44, 95% CI 1.26-1.64, p<0.001). SSI rates were
lower (OR 0.83, 95% CI 0.70-1.00, p=0.048) but not significant after adjustment. After risk adjustment, emergency
status remained independently associated with increased mortality (aOR 14.78, 95% CIl 2.09-104.35, p=0.007) and
major complications (aOR 3.21, 95% CI 1.25-8.24, p=0.015), but not with SSI or overall complication rate.

Conclusion(s): Emergency flap reconstruction is independently linked to higher short-term mortality and major
complications compared with elective cases, even after accounting for comorbidities and physiologic status. These
findings underscore the need for careful perioperative planning, triage, and risk mitigation strategies in urgent
settings.

Elective Emergent p-value
n % n %
Mean Operative Time (mins), Std. Dev 258 (198) 224 (181) p<0.001
Total Length of Stay (days), Std. Dev 6.54 (8.39) 17.77 (15.0) p<0.001
Days from Operation to Discharge (days), Std. Dev 5.86 (6.74) 10.41 (9.81) p<0.001
Still in Hospital at 30 days post-operatively 2.4% 252 7.2% 113 p<0.001
30-Day Mortality Rate 0.4% 10,648 2.0% 1.539 p<0.001
Return to the OR 9.1% 971 12.5% 196 p<0.001
Any readmission within 30-days 8.3% 884 10.9% 171 0.002
Post-operative complications
Any Complication® 16.2% 1,729 21.7% 341 p<0.001
Major Complication™ 1.4% 151 3.4% 53 p<0.001
Sepsis 3.0% 317 5.6% 88 p<0.001
Pneumonia 1.8% 188 2.6% 40 0.031
Prolonged ventilation > 48-hrs 1.4% 144 3.4% 53 p<0.001
Unplanned intubation 1.0% 102 2.4% 37 p<0.001
CVA 0.1% 14 0.5% 7 0.005
Pulmonary Embolism 0.6% 60 0.5% 8 0.797
DVT 0.8% 90 2.0% 32 p<0.001
Surgical Site Infection (any)* 6.0% 640 7.5% 117 0.024
Superficial 5.4% 577 3.7% 58 0.004
Deep 2.4% 254 2.9% 46 0.184
Organ Space 2.7% 293 2.2% 35 0.241
Urinary Tract Infection 1.1% 119 2.5% 39 p<0.001

Table 3. Operative and Hospital Course Comparison Between Emergency and Elective Flap

Reconstruction. The asterisk (*) denotes a composite endpoint.



Novel Treatment of Fordyce Spots via Full Thickness Excision

Vaibhav Duggal DO, Caroline Polito MD, MPH, Dakota Pastore DO, Sophie Bartsich MD
Stamford Health Department of Surgery

Introduction: Fordyce spots are 1 to 3 millimeter white to yellow spots that often develop in skin regions
lacking hair follicles. Typically found on the vermillion border of the lips, oral mucosa, and genitalia, they
are considered to be enlarged heterotropic sebaceous glands. Diagnosis is typically made via visual
inspection alone, however new studies have incorporated the use of ultraviolet-induced fluorescence
dermatoscopy in an effort to clearly differentiate Fordyce spots from their sexually-transmitted infection
counterparts. In rare cases, skin biopsies have been conducted demonstrating a developed sebum gland
underneath the mucosal membrane lacking hair follicles. While considered benign, Fordyce spots often
cause cosmetic issues that can negatively impact a patient’s psychosocial wellbeing resulting in a desire
for treatment. No standard treatment has been established, but a variety of medical and dermatologic
strategies have been developed. Medical management is extensive including topical clindamycin,
corticosteroids, oral isotretinoin, and picrolimus. Photodynamic therapy has also been used alongside 5-
aminolaevulinic acid. In addition, carbon dioxide lasers have been used due to its ability to break down
tissue while achieving hemostasis. Lastly, micro-punch techniques have also successfully treated these
lesions. Each option comes with its side effects ranging from short therapeutic windows to scarring.
However, one treatment option that has not been reported previously in the literature is full thickness
excision of the lesions.

Methods: This case report presents a patient with Fordyce lesions on his upper lip who had underwent
various treatment modalities without success now opting for a full thickness excision in the operating
room. Follow up addressed psychosocialimpact and healing.

Results: Case: A 26-year-old male presented with Fordyce spots on his upper lip. He had previously
undergone various treatment modalities, including carbon dioxide and Fraxel lasers, without success. Due
to failure of previous medical treatments, the decision was made to remove the lesions via a full thickness
surgical excision. Intraoral z plasties were planned and designhed to re-lengthen the upper lip after loss of
height from the excision of the lesion. The releases were tailored to compensate for the different height of
the lesion on the left and right sides.

An ellipticalincision was made to excise the entire lesion. The excision was designed to avoid the vermillion
border, preventing the potential for scarring in that location and the altering of cupid’s bow. Afterwards, the
wound was closed with 5-0 Monocryl and 5-0 Plain Gut sutures. Attention was then brought to the right
medial upper lip which was shorter in height compared to the left side. The bilateral z-plasties were
performed in order to restore alignment from the asymmetrical excision of the lesion, which was thicker
on the right. This helped to restore the contour of Cupid’s bow and created a better cosmetic result. The
oral mucosa was then closed with 5-0 Vicryl. The patient was discharged home the same day.

On follow up, the patient reported satisfaction with the cosmetic results of his procedure and no
recurrence of the Fordyce spots.

Discussion: The use of surgical excision for the treatment of Fordyce spots has not been reported in the
literature. Previously treatment has relied on dermatologic management including medications, lasers,
and photodynamic therapy. While some approaches have demonstrated positive results, there continues
to be no standard of care due to many treatments having high recurrence rates. Full thickness surgical
excision may be considered an alternate approach for a more permanent solution. This case report
demonstrates its use in the treatment of recurrent Fordyce lesions and its potential to be incorporated into
common practice.



Delayed-Onset Stage IV Breast Implant-Associated Anaplastic Large Cell Lymphoma (BIA-ALCL).

Edison Martinez Monegro MD', Monica Feldman, PA-C?, Orlando Delucia, MD FACS?
1. Department of Surgery, University of Connecticut, Farmington, CT
2. Department of Plastic and Reconstructive Surgery, Hartford Hospital, Hartford, CT

Introduction: Breast Implant-Associated Anaplastic Large Cell Lymphoma (BIA-ALCL) is a rare T-cell
lymphoma most commonly associated with textured implants. As of 2024, around 1,300 cases have been
reported. The disease typically presents with late-onset peri-implant effusion or mass formation post-
implantation.

Case presentation: A 53-year-old BRCA2-positive female underwent prophylactic mastectomies and
immediate reconstruction with textured implants in 2003. Twenty-one years later, she presented with right
breast fullness and systemic symptoms. Diagnostic workup revealed stage IV, ALK-negative BIA-ALCL with
virtually undetectable CD30+ cells. Management included six cycles of BV-CHP chemotherapy,
autologous stem cell transplantation, and bilateral en bloc capsulectomies. She responded favorably and
remains under oncologic surveillance.

Conclusion: This case illustrates the potential for delayed-onset BIA-ALCL and highlights effective
multimodal treatment strategies for advanced diseases and their efficacy. Early diagnosis, guideline-

adherent management, and long-term surveillance remain key to improving outcomes.

PET scan prior to chemotherapy




Recognizing and Managing Underreported Complications After Facial Fat Grafting: A Systematic Review

Carolina Mejia, Aulon Jerliu, Andrea Watters, Lauren Harrison, Alan Babigian, Charles Castiglione
University of Connecticut School of Medicine

Background: Autologous fat grafting (AFG) has become a popular technique in facial aesthetic and
reconstructive surgery due to its regenerative properties and biocompatibility. Despite its favorable safety
profile, complications such as fat necrosis and lipogranuloma are underreported but can have significant
clinical impact.

Objectives: To systematically review the literature on facial fat necrosis and lipogranuloma following
AFG, with a focus on clinical presentation, anatomical distribution, risk factors, diagnostic modalities,
and management outcomes.

Methods: A comprehensive search of PubMed, Embase, and Scopus databases was conducted to
identify studies reporting fat necrosis or lipogranuloma as complications of facial AFG. Eighteen studies,
including case reports, case series, and retrospective reviews, were included in qualitative synthesis.

Results: The periorbital region was the most frequently affected site, often following forehead or
glabellar fat injections. Lesions typically presented as firm, painless nodules or oil cysts weeks to months
post-procedure. Cryopreserved fat and repeat grafting sessions were common risk factors. Diagnosis
was largely clinical, with imaging and histology used selectively. Corticosteroid therapy (oral or
intralesional) was the most frequently successful treatment. Observation was appropriate for small,
asymptomatic lesions, while surgery was reserved for refractory cases. Clinical outcomes were uniformly
favorable.

Conclusions: Fat necrosis and lipogranuloma, though rare, are clinically relevant complications of facial
AFG. Early recognition and non-invasive management with corticosteroids are often effective.
Standardized terminology, improved reporting, and prospective studies are needed to inform best
practices and enhance patient outcomes.

Key Takeaways:

e Facial fat necrosis and lipogranuloma are rare but clinically relevant complications of autologous
fat grafting (AFG), most frequently affecting the periorbital region after forehead or glabellar
injections.

e Cryopreserved fat and repeat grafting sessions are the most commonly reported risk factors,
associated with delayed-onset subcutaneous nodules or oil cysts.

e Corticosteroid therapy (oral or intralesional) is the most consistently effective treatment, with
observation appropriate for asymptomatic cases and surgery reserved for refractory lesions.

e Clinical outcomes are uniformly favorable, but improved reporting and standardized terminology
are needed to guide evidence-based practice and patient safety.



Evaluating Robotic Latissimus Dorsi Flap Harvest: A Systematic Review of Surgical and Patient
Outcomes

Maria Yan M.D, Caitlin E. Foster M.D, Jen-Yuan C. Kao B.S., Marissa Ilverson M.S, Andrew Chen M.D
University of Connecticut School of Medicine

Purpose:

The latissimus dorsi (LD) flap is a versatile option for reconstructing defects from the head, to breast, and
extremities. Traditionally, LD flap harvest has been performed using an open approach, which is
associated with significant donor site morbidity and scarring. Recent advancements in robotic surgery
have enabled minimally invasive LD flap harvest, though large-scale studies evaluating surgical
outcomes remain limited. This study systematically reviews the available literature on robotic LD flap
harvest outcomes.

Methods:

A systematic review was conducted and followed Preferred Reporting Items for Systematic reviews and
Meta-Analyses (PRISMA) guidelines. Randomized clinical trials, cohort studies, and case series were
included. Databases searched were CENTRAL, PubMed, Embase, and Scopus from the date of inception
through December 13, 2024. Studies involving adult patients undergoing robotic-assisted LD flap harvest
were analyzed for patient demographics, surgical technique, and postoperative outcomes.

Results:

A total of 304 articles were screened, with 21 meeting inclusion criteria. Across these studies, 473
patients underwent robotic LD flap harvest, primarily for breast reconstruction (86.3%) and Poland
syndrome correction (11.4%). 98.6% of flaps were pedicled. The mean patient age was 45.9 years, and
the average BMI was 24.4 kg/m?. Comorbidities included diabetes (4.5%), hypertension (11.1%), and
active smoking (18.8%). Additionally, 57.4% of patients had prior radiation therapy, and 35.2% had
undergone chemotherapy.

The mean hospital stay was 5.2 days, with an average follow-up of 19.4 months. Mean operative time,
docking time, and robotic harvest time were 337.3, 43.8, and 84.8 minutes, respectively. Only one study
reported conversion to an open procedure in a single patient. The overall complication rate was 30.1%,
with seroma (23.2%), delayed wound healing (6.8%), and infection (2.9%) being the most common.
Surgical revision was required in 7.1% of cases. Various scales assessed postoperative satisfaction, with
all studies reporting ratings of "satisfied" or higher.

Conclusion:

Robotic-assisted LD flap harvest is a safe and feasible alternative to the traditional open approach,
demonstrating comparable operative times, low complication rates, and high patient satisfaction.
Further comparative studies are needed to evaluate differences in scarring, donor site morbidity, and
long-term functional outcomes.



Geographic Variation in Plastic Surgery Costs: A Comparative Analysis of Arizona and Connecticut
and Its Impact on Patient Surgical Destination Choices

Jaime Sexton MD MS, Kristina Kuklova MD, William J. Casey lll, MD
Department of General Surgery, University of Connecticut, Farmington, Connecticut

Background: Plastic surgery costs vary widely across the United States. Regional differences in
procedure pricing may influence where patients choose to undergo surgery, with implications for access
to care, health equity, and surgical tourism.

Methods: Data from the American Society of Plastic Surgeons (ASPS) and healthcare pricing databases
were analyzed for three common procedures: breast augmentation, abdominoplasty, and rhinoplasty.
Mean costs, ranges, and standard deviations were calculated for Arizona (AZ) and Connecticut (CT). A
comparative cost index (CCl) was generated. A survey of 100 patients considering elective procedures
assessed how cost impacted their decision to travel for surgery.

Results: Arizona costs were consistently lower across all procedures. Breast augmentation averaged
$6,400 = $800 in AZ vs. $7,800 = $950 in CT (p<0.01). Abdominoplasty cost $8,200 vs. $10,100 (p<0.01),
and rhinoplasty $7,300 vs. $8,900 (p<0.05). Forty-two percent of Connecticut patients indicated
willingness to travel if savings exceeded $1,500.

Figure 1: Bar graph comparing average procedure costs between Arizona and Connecticut.

Figure 1: Comparative Cost Analysis by Procedure and State
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Conclusion: Arizona demonstrates significantly lower costs for common plastic surgery procedures
compared to Connecticut. Cost differences strongly influence patient willingness to travel, with nearly
half of surveyed patients considering out-of-state surgery for significant savings. These findings highlight
the importance of cost transparency and its potential impact on patient decision-making.
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