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ABSTRACT

HIV-positive patients today are using antiretroviral and other medications capable ofpreventing opportu­
nistic injections so it may well take 15 years before the disease develops. Better chances ofsurviving free of
clinical disease and longer survival have led to behavioral changes. As patients become more aware and are
better informed in relation to HIT{ they seek to lead a ((near normal)) lift. Even HIV-positive patients with
imminent signs ofdisease are among those seeking plastic surgeons because they wish to look younger or fix
physical flaws. "We searched the literature for recent studies and discussions of this issue) in statistical and
epidemiological data, or details ofperisurgical precautions being taken against HIV contamination. "We also
conducted a survey of surgeons) approaches to IIIV patients among members of the Brazilian Society of
Plastic Surgery in Rio de Janeiro.
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INTRODUCTION

In 1993, the Center for Disease Control and Preven­
tion (CDC), in the United States, reviewed concepts
and definitions in relation to Acquired Immunodefi­
ciency Syndrome (AIDS). Certain evidential factors
were taken as tlle most likely and tlle most basic point­
ers in diagnostic investigation. Certain secondary in­
fections occur so infrequently, or are so rare in me
non-immunodepressed population, that they were
included in CDC's classification for the diagnosis of
HIV/AIDS( I). One of the consequences of this review
was tllat HIV-positive patients could be diagnosed
earlier in the course of the disease. In fact, tlle efforts
to identify patients faster and more accurately have
been reflected in slower progression from becoming
HIV-positive to showing AIDS symptoms. Elaborate
use of antiretroviral and otller medications capable of
preventing opportunistic infections, added to im­
proved diagnostic and epidemiological identification,
has changed tlle approach to AIDS in recent years.

HIV-positive patients may now remain symptom-free
for several years, and me period from exposure to
development of tlle disease may last up to 15 years.
During tlle different phases ofHIV infection, patients
may have to undergo several surgical procedures, rang­
ing from lymph node biopsies to extensive
nllTIorectomies. Almost all tllese interventions are due
to unquestionable diagnostic necessity or are aimed
at guiding treatment, and tlley are often emergencies.

The noticeable improvements in life expectation of
HIV-positive patients, free from clinical diseases, have
led tllem to change tlleir behavior. The prospects for
living longer and enjoying far better quality of life
have clearly improved greatly over me last few years.
So patients have become more aware and better in­
formed, do not underestimate meir limits, and aspire
to a life that is objectively "near-normal".

There are some impressive reports to be found in the
literature. Last year, 207 in every 100,000 people in
Brazil were operated on for cosmetic reasons. The
patients seeking this kind of surgery were very het­
erogeneous in composition. Plastic surgeons are be­
ing sought by HIV-positive patients, even when mey
have imminent signs of the disease, who wish to look
younger or be treated for physical imperfections.

Bearing mat scenario in mind, tlle objective of tllis
paper is to bring togemer recent statistical and epide­
miological data found in the literature, and survey the
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prevention of HIV contamination, which is currendy
a controversial issue for plastic surgery clinics. Should
HIV-positive patients be operated for aesthetic pur­
poses? What are the implications of the surgery1 Is
there an occupational risk for surgeons and theater
persolUlel? Lastly, we conducted an opinion survey
among surgeons belonging to tlle Brazilian Society
of Plastic Surgery in Rio de Janeiro.

MATERIALS AND METHODS

A computerized search of the literature published in the
last 15 years was conduae~ using MEDL E, LILACS,
and the Internet. Additional related materials were col­
lected from newspaper and magazine articles, presenta­
tions at scientific conferences, and websites.

A simple and practical questionnaire, with short ques­
tions and objective answers, was given to surgeons
belonging to tlle Brazilian Society of Plastic Surgery
in Rio de Janeiro, as shown in tlle charts bellow.

RESULTS

There are extremely large numbers of HIV-positive
people around the world. As tllis complex illness de­
velops, surgeons are treating increasing numbers of
patients Witll surgical problems, both related to the
infection by HIV and otherwise(2). Generalized Iym­
phadenopatllY is a common example tllat is frequendy
found among the symptoms. Lymphnode biopsies are
done every day in general hospitals and provide rel­
evant diagnostic information. Patients with thromb­
ocytopenic purpura associated widl immune deficiency
do not respond to corticotllerapy as well as HIV-nega­
tive patients with idiopathic tllrombocytopenic pur­
pura(2). As a result, these patients have to undergo
splenectomy in order to control tlle thrombocytope­
nia. Anorectal procedures are the most frequent sur­
geries carried out on HIV-infected male homosexual
patients(2) .

So far, no prospective study has been capable of as­
sessing surgical morbidity and mortality and compar­
ing HIV-positive and HIV-negative patients(2). Gen­
erally speaking, the papers published show the ben­
efits of different surgical treatments for HIV-infected
patients and do not report higher incidence of com­
plications in WOLll1ds(3.S). Good clinical records, physi­
cal examinations, and laboratory tests provide appro­
priate information about the general stanlS ofpatients.
An HIV-positive person with good muscular mass
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~ No answer - 8%

DNO-56%

~YeS-36%

~ No answer - 8%

DNO-40%

~YeS-52%

_ Occas;onally - 40% I

C NO-52%

~YeS-8%

cous tissues ofheald1Care professionals is un­
acceptable. Protective goggles, masks, imper­
meable gowns and shoe-covers are basic ac­
cessories. Double gloving reduces the risk
of exposure related to defects by approxi­
mately 17%(S).

2. Changes in surgical techniques: reducing the
incidence of intraoperative occupational ex­
posure requires care and attention to details.

Fig. 3 - Are HIV-positive patients at greater risk of post-opera­
tive infection?

Fig. 2 - Has an HIV-positive patient (without disease) ever come
to see you?

Fig. 1 - Do you request anti-HIVtest as part of your preopera­
tive routine?
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• 16 times, if the injection-needle causes a
deep wound in the soft tissue;

Although more fear is expressed in relation to proce­
dures in HIV-positive patients, the risk ofoccupational
contan1ination from hepatitis Cor B is 10 times and
100 times greater, respectively(lo. II).

Tokars et at.(12) have shown d1at percutaneous lesions
with needles and blades during surgical procedures
occurred regularly in 6.9% of the 1,382 surgeries
evaluated.

The risk of HIV transmission is 80 times less in
healthcare professionals with needle-stick injuries af­
ter prophylactic administration of zidovudine(l3).

A large-scale survey of surgical patients showed d1at
16.7 % of all samples sent for transfusion screening
or cross-match testing presented serologic evidence
of viral infection (HIY, HBY, HCV), of which 5.6%
were HIV-positive(I"). It is known, merefore, that the
greater me seroprevalence among patients and the
greater the nwnber ofneedle-stick injuries, the greater
the risk of occupational transmission of HIV

Among d1e preventive strategies for heald1Care pro­
fessionals, me following are word1 mentioning:

1. Precautions in infection control: blood must
be treated as a toxic substance(S). The con­
tact of patient blood with d1e skin and mu-
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• 5 times, ifblood is visible on the needle or ifthe
procedure involves injecting an artery or vein;

• 6 times, if d1e patient has advanced AIDS
(and presw11ably a high viral load).

probably runs the same risk of complications in heal­
ing of wow1ds as an HIV-negative person(2). Some
studies have attempted to relate CD4 counts with com­
plications in healing of wounds and sepsis but the con­
clusions are controversial. However, a study carried
out in Detroit, Michigan, USA, noted that major ab­
dominal surgery patients with CD.. counts of under
200 /ml presented more perioperative mortality (38%)
than patients with relatively higher CD.. countS(6).

The risk of HIV transmission after a lesion by an in­
jection needle contaminated with HIV infected blood
is 0.3%(7.9). However, the risk after a suture needle
stick lesion is unknown. The risk of transmission in­
creases depending on certain circumstances:



Fig. 4 - Should HIV-positive patients undergo aesthetic surgery?
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In Brazil, the Ministry of Heald1, state heald1 depart­
ments and the Federal and State Boards of Medicine
have posed legislation and drafted several opinions
and resolutions on AIDS. Some of d1e highlights re­
fer to diagnostic criteria(20, 21, 22>, biosafety standards,
confidentialiq; and comprehensive care for HIV-posi­
tive patients as moral imperatives for medical prac­
tice and healthcare instinltions(21, 22). They also address

DISCUSSION AND CONCLUSION

In September 1991, the Annual Meeting ofthe Ameri­
can Society of Plastic and Reconstructive Surgeons
can1e to following decision:

theater personnel since it does not reveal the
existence of other infectious agents (hepati­
tis viruses, for exan1ple). In principle, all pa­
tients should be treated as if they were in­
fected, so test results would not change be­
havior in the operating room (2).

Many members of the society questioned this posi­
tion and expressed dissatisfaction. Smithll8) discussed
d1e ethics and morality of the issue and argued that
d1is "unnecessary procedure" d1reatened the safety of
surgical personnel, as well as d1at ofsurgeons and their
families, . Petro(l9) drew attention to the relevance of
aesthetic plastic surgery in promoting well-being and
contributing to individual success in our society. There­
fore plastic surgeons boost self-esteem and improve
quality of life, which places it in the same situation as
other specialties. Other arguments raised included the
survival of HIV-positive patients and the position of
specialists from other areas on d1e issue.

"Discrimination against HIV-infected patients request­
ing elective plastic surgery cannot be supported... Pa­
tients denied procedures based on HIV immunologi­
cal tests will be legally defended in accusations of dis­
crimination against d1e physician"lI6, 17).

4. on-surgical treatment: when planning
treatment, surgeons should weigh risks in re­
lation to the potential benefit of surgery. If
they conclude and believe that the procedure
will have a positive effect on the life of the
patient, d1ey should provide it as planned.l15).

Out ofd1e 75 plastic surgeons who answered the ques­
tionnaire, 45 had been practicing in d1e specialty for
more than 10 years. The results of the survey are
shown in figures 1 to 5.
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• Incurable disease

Contamination risk for team

• May affect health

CJ No-16%

"YeS-84%

Avoiding passing pointed and sharp instru­
ments from hand to hand, positioning them
appropriately on the materials table, and the
use of staplers instead of suture in the areas
of difficult manipulation are methods that
reduce the chances of accidents. Some sur­
geons use their own fingers to protect tis­
sues or organs under the surgical level. This
practice is obsolete and extremely danger­
ous. However, surgical techniques vary from
one surgeon to another and are used so as to
obtain the best results for each patient indi­
viduall)~

3. Preoperative anti-HIV testing: in spite of the
endless discussions about this issue, even re­
garding the possibility of discrimination in
the treatment of HIV-positive patients, cur­
rent studies show that prophylaxis and
therapy of oppornmistic infections benefit
symptom-free or minimally symptomatic pa­
tients. Therefore, the arguments for preop­
erative testing prevail over any other argu­
ment against it. In fact, prior knowledge
from testing provides little protection for

Fig. 5 - Aesthetic surgery should not be done because...
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Occupational risk statistics are no more than estimates.
The data are still tentative, mainly because of the veq'
diverse variables. This study did not find any statisti­
cal data specifically for patients undergoing plastic
surgery.

HIV testing (with consent) may benefit patients more
than surgical personnel, because, as described above,
it does not reveal the presence of other infectious
agents that pose greater risk of surgical contan1ina­
tion. As to prophylaxis for surgeons, the most sen­
sible conclusion is to follow prevention strategies and
treat all patients as potentially infected, with HIV test­
ing if they present risk factors for infection, or if they
spontaneously say they are favorable to testing. HIV

issues related to the disease in pregnant WOmen and
newbornsIB). However, there were no statements ad­
dressing the issue ofaesthetic plastic surgery and HIV/
AIDS.

It is not the intention of this paper to determine a
consensus as to how aesthetic plastic surgery should
approach the issue ofHIV-positive patients. The aim
here is to discuss the issue openly and objectively so
that it becomes easier to find a position in line with
medical ethics and professional principles.

The survey, in spite of its simplicity and sampling,
revealed some very interesting points. Ami-HIV test­
ing appears not to have influenced the conduct of the
plastic surgeons interviewed, since only a small per­
centage include it in routine preoperative evaluation.

evertheless, many surgeons do tend to test on the
basis of clinical-epidemiological evidence observed
during the initial evaluation of candidates for surgeq~

Another finding was that significant numbers ofHIV­
positive patients are going to plastic surgery clinics. A
substantial percentage of surgeons in this brief study
have already met with this situation, and the great
majority agrees that these patients may undergo aes­
thetic surgery. On the basis of the literature referred
to above, everyday experience perhaps suggests that
the incidence of postoperative complications in HIV­
positive patients does not differ from that of patients
described as 'normal'. Slightly over half the physicians
interviewed do not believe there is a greater risk of
postoperative infection.

The findings in the literature show the complexity of
the issue. AIDS is still a feared disease and has an
inexorable course. It tends to become chronic and re­
mains incurable.
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