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Figure 7.  (A) This illustration demonstrates the planned chest and arm excision, which is removed from proximal to distal with 
an avulsion-like technique over the arm after the perimeter incision is complete. (B) Proximal to distal avulsion of arm skin is 
shown intraoperatively, aided by a scalpel. The lymphatics are probably best spared by this direction of the skin avulsion. Little 
adipose remains on the undersurface of the skin resection, while the bed is mostly defatted neurovasculature.
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Figure 8.  The first step in the closure is the advancement 
of the subcutaneous fascia of point 5 (now the tip of the 
posterior triangular flap) to point 1 in the deltoid muscular 
fascia with interrupted 2-0 gauge absorbable sutures.

#1 PDO double-armed barbed Quill SRS (Angiotech 
Pharmaceuticals, Vancouver, Canada). The thin subcu-
taneous fascia of the arm causes pull-through of verti-
cal sutures, and large horizontal bites that do not 
catch the dermis, while dimpling the skin, provide a 
secure purchase. The #1 barbed PDO comes on a 
38-mm tapered needle that is passed through as a run-
ning horizontal mattress, starting from the center of 
the wound and advancing distally (to the elbow) and 
proximally (to the deltopectoral groove). To begin the 
closure, two horizontal bites are taken away from the 
center, with each needle and the Quill suture pulled 
taut (Figure 9A,B). After passing the suture on either 
side of the wound, the barbed suture is then synched 
and secured to the appropriate tension (Figure 9C,D). 
As the suturing proceeds, the barbs prevent the closure 
from slipping. Thus, there is no segmental slippage, as 
may occur with other running sutures. At the end of 
the wound, the barbed suture is returned back for sev-
eral throws, forming a “J.” The dermal dimpling 
caused by the horizontal suture pull of the subcutane-
ous fascia to the dermis will disappear over several 
postoperative months. A second continuous barbed 
intradermal suture closure follows, using 3-0 Monodern 
Quill SRS (Figure 9E,F). Dermal glue or taping com-
pletes the closure. As there is no undermining of  
the skin, no drains are placed. Furthermore, suction 
drains may be contraindicated in the arms since nega-
tive pressure may encourage the opening of damaged 
lymphatics.

The operative time for each arm is approximately 40 
minutes. The incisions are covered with sponge dressing 
and then wrapped in ACE bandages (BD, Franklin Lakes, 
New Jersey) with the hands elevated. The sponges and 
bandages are removed and replaced with tightly fitting 
elastic sleeves five days postoperatively. The two-month 

(Figure 10) and 18-month (Figure 11) results of two 
demonstrative patients show the primary healing and the 
predicted, symmetrical scar location.

Since implementing the modified technique described 
herein, the authors’ complications rates have been 
reduced and satisfaction has improved. The markings are 
more precise, leading to expeditious surgery. The anchor-
ing to deltopectoral fascia is more secure with less distal 
drifting of the axillary scar.  The excision site liposuction 
reduces swelling, numbness and seromas. The barbed 
suture closure is faster and more secure with less minor 
wound separations. There were 13 women and two men, 
treated over the past four years. Over the past 30 arms, 
only one seroma was aspirated on one occasion. There 
have been no lymphoceles. Whereas seromas are local-
ized locations of serous tissue fluid, lymphoceles are 
localized collections of lymph due to injury to larger 
lymphatic vessels. Lymphoceles rapidly form a fibrotic 
wall and usually need excisions and possible ligation of 
vessels to correct. Appreciable swelling has concluded in 
all patients within one month. Incision dehiscence was 
limited to less than 1 cm in five patients. Tip necrosis of 
the V-advancement flap occurred in about 10% of the 
cases, leaving small wounds in the axilla to heal second-
arily. Minor secondary skin reduction was performed in 
two patients.

Complete maturation of the scars takes over two years, 
so revisions of primarily healed scars are rare. No patients 
in the series of 30 described above have expressed regret 
over their scar. There were no contractures across the 
axilla in this latest group of patients, and they were very 
appreciative of the reduced hair and hollow.9-14

Conclusions

The original L-brachioplasty technique is commonly 
employed for patients with arm deformity resulting from 
MWL. With our improved understanding of the aesthetics 
and the four modifications described herein, the authors 
have improved their results and lowered their complica-
tion rates. We have gone beyond the concept of arm reduc-
tion surgery and are now able to offer patients a procedure 
that sculpts the region more specifically, offering an 
improved aesthetic result. Specifically, with this proce-
dure, the authors recommend leaving a small amount  
of extra tissue, rather than compromise shape or hazard-
ing serious complications. With the improvement in  
shape, scar placement, and reduced complications, this 
L-brachioplasty technique can take its place as the optimal 
cosmetic operation for moderate to severe skin and fat 
redundancy of the upper arm.
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Figure 9.  (A) The two-layer skin closure commences with the barbed Quill SRS suture. Precise alignment and crosshatch 
markings should be placed and followed prior to suturing. The subcutaneous fascia is closed with horizontal running 0 barbed 
PDO Quill suture. Shorter interval vertical passes are employed in the thicker subcutaneous tissues of the chest. (B) Unlike 
illustration A, which shows for clarity a completed run of barbed sutures without synching, the intraoperative photograph 
demonstrates that after the first four throws, the suture is synched to approximate the skin edges and then precisely synched after 
every other pass of the needle. (C) The anchor advancement of the posterior flap to the deltopectoral fascia with 2-0 Vicryl has 
been completed. The first four horizontal bites of the double-armed 0 PDO barbed suture are being placed. (D) The two ends of 
the PDO Quill suture have been pulled and synched to securely approximate the fragile subcutaneous fascia. (E) An illustration 
of the final closure, with the widely spaced 0 PDO and the shorter intradermal 3-0 Monoderm suture at the completion of the 
procedure. The PDO closure is secured with a J-shaped return and bury of the end in the suture line. (F) The periodic dimpling 
of the dermis near the suture line is indicative of a secure closure and will fade over time. The topical adhesive is applied at this 
point, followed by a lightly pressured dressing.
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Figure 10.  (A, C, E) This 58-year-old woman presented at 145 pounds, having lost 150 pounds eight years prior. Her preoperative 
markings are shown in the frontal and posterior views. In addition to the excision lines, there was limited cosmetic liposuction 
of the posterior arm. (B, D, F) Five weeks after L-brachioplasty seen in Figures 1-3, 5-7, and 9. The patient’s healing was 
uncomplicated, leaving symmetrical curvilinear scars from the height of the axilla to the posterior border of the arm. At this point 
in early follow-up, the smaller axillary hollow is maturing as the overall swelling reduces.

Figure 11.  (A, C, E) This 53-year-old woman presented at 165 pounds, having previously lost 135 pounds. (B, D, F) Eighteen 
months after a total body lift, including an L-brachioplasty. Her results approach the aesthetic ideal described in the text, with 
minimal visibility of the scars.
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