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Gluteoplasty augmentation: the importance of teaching of training residents to meet increasing demand

Figure 7 – A: Preoperative right posterior oblique. B: Postoperative period of 3 months.
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Figure 8 – A: Discrete trochanteric depression with moderate gluteal atrophy. B: An oval prosthesis of 350 ml inserted at angle  
of 45° to the body midline, with the oblique edge slightly downwards, to fill the mild trochanteric depression.
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Figure 9 – A: Preoperative period: moderate atrophy of the gluteus. B: Postoperative period of 3 months  
with satisfactory results only with the gluteal implant.
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and under qualified supervision, the residents were able to 
perform the surgery in the appropriate intramuscular plane in 
all cases, which resulted in optimum coverage of the implant 
and natural results.

The combination of liposuction of flanks and outer thighs 
with buttock implants improved body contour by correcting 
sacral lipodystrophy in 30% of the cases, resulting in harmo-
nization between the hip and waist. In 3 cases in which tro
chanteric depression was accentuated, we placed the oval and 
oblique implants, at an inclination of 45° in relation to the 
body midline, with the largest portion of the implant in the 
upper part and the smallest in the lower part filling the lateral 
depression. Even in these 3 cases, we obtained remarkable 
improvement in the trochanteric contour with the new gluteal 
projection set by the implant with fat grafting in the depres-
sion after prosthesis inclusion.

The search for better results raised the possibility of com
bining these techniques, since the correction of lipodystrophy 
not only involves the removal of adipose tissue, but also the 
inclusion of volumes in certain regions. There are few reports 
on the combination of these techniques in the literature, and 
surgeons choose, in most cases, to perform only one of the 
procedures. Correct diagnosis and technical expertise will 
lead to appropriate treatment of these deformities12.

The coagulated hematoma that developed on the eighth 
postoperative day in one of the cases was probably attribu-
table to patient non-compliance with prescribed rest. This 
assumption was corroborated by the patient’s information. 
However, the case had a good outcome.

According to Gonzales7, dehiscence followed by seroma 
formation is more common than isolated dehiscence. The 3 
cases of dehiscence that we observed occurred after seroma 
formation. It is interesting to note that in all these patients the 

skin island was left. We emphasize the need for greater care 
in the preparation of this dermal pedicle so that ischemia does 
not occur and isolate both sides of placement. It is also impor-
tant to avoid suture tension. These aspects must be strictly 
observed when the intention is to leave the dermal island.

 It is worth noting that repairing both muscle edges with 
suture knots using Vicryl 3.0 prior to implant placement made 
closing the muscle space easier and safer, and reduced the risk 
of perforating implants with sutures. All patients were satis-
fied, including those that developed complications, which 
shows that the residents carried out technique application 
and postoperative follow-up adequately.

Most patients complained of pain, especially in the first 
postoperative week, which reduced over time after the sur
gery as the implant was accommodated.

CONCLUSION

The results demonstrate the wide applicability of practical 
learning of buttock augmentation as well as the safety of asso-
ciating this procedure with liposuction of the satellite areas of 
the buttock. Furthermore, we show that cautious fat grafting 
of the trochanteric depression in selected cases enhances the 
aesthetic result of the gluteus prosthesis and provides excel-
lent improvement in body contour. The rates of complication 
and resolution are acceptable and comparable to those in the 
literature. 

We know that this surgery is not performed and taught 
in practice at many plastic surgery residency services in 
Brazil. Thus, it is worth emphasizing the importance of 
increasing and encouraging practical learning of buttock 
augmentation with implants for future residents. This lear-
ning is especially important, given the observed increase 

Figure 10 – A: Preoperative, profile view. B: Postoperative, profile view. 
A B



Rev. Bras. Cir. Plást. 2011; 26(1): 127-33 133

Gluteoplasty augmentation: the importance of teaching of training residents to meet increasing demand

in demand and the need for safety and technical precision. 
Undoubtedly, such systematic training will enhance the 
quality of our specialty.
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