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Abstract 
Plastic surgeons accustomed to use autologous fat grafs for augmentation of soft tissues in the last 
two decades. The main drawback of fat grafting is unpredictable graft resorption. Several studies 
have searched for new ways of increasing the viability of the transplanted tissue to overcome this 
disadvantage. The most recent and promising approach is to mix the fat graft with Platelet-Rich 
Plasma (PRP) before transplantation. The purpose of this article is to present the initial expe-
rience using the autologous fat injection with platlet rich plasma as a method for fascial augmen-
tation. 
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1. Introduction 
Autologous fat grafting enables repair and augmentation of fascial volume loss and is increasingly used in plas-
tic and reconstructive surgery. Autologous fat tissue has been considered to be an ideal filler and became a clin-
ical reality for fascial augmentation as it is biocompatible, versatile, natural-appearing, non immunogenic, inex-
pensive, and readily obtainable with low donor site morbidity  
([1], HYPERLINK “http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3631549/” [2]). 

In 1893, fat grafting for the face was reported when Franz Neuber grafted upper arm fat to a patient’s cheek 
[3]. The advent of liposuction popularized the concept of fat grafting by injection [4]. 

Fat tissue is a rich source of pluripotential cells: preadipocytes, adipocytes, mesenchymal stem cells (MSC), 
endothelial cells, etc., that can survive, integrate into host tissue and secrete cytokines and growth factors: vas-
cular growth factor (VEGF), hepatocyte gowth factor (HGF) insulin-like growth factor (IGF), platelet derived 
growth factor (PDGF), and transforming growth factor-beta (TGF β) [5]. 
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The unpredictable rate of resorption, which ranges from 25% - 80% is the main disadvantage of using auto-
logous fat grafting to correct soft tissue defects [6]. Histological analyses of fat grafts detect acute necrosis as 
well as oily cysts, calcification, and the formation of connective tissue [7]. To obviate these drawbacks, some 
strategies have been advanced to improve graft viability. Among these, most recently, autologous platelet-rich 
plasma (PRP) assisted fat grafting is attracting many surgeons [8]. 

Platelet-rich plasma (PRP) was initially developed in the 1970s; recent technologic advances have enabled the 
administration of PRP to move from the hospital setting into outpatient and ambulatory surgical centers…even 
into physicians’ offices [9]. Platelets act through the degranulation of the α-granules, which contain the synthe-
sized growth factors (PDGF, TGFβ, IGF, VEFG and endothelial growth factor) that bind to the surface of cell 
membranes to stimulate haemostasis, normal healing (activates angiogenesis, cell proliferation, cell differentia-
tion and new matrix formation for tissue repair). So, Platelets are considered as natural reservoir of growth fac-
tors that could be used to regenerate tissues. 

So, autologous PRP adds to the natural healing process being a source of multiple growth factors, safe due to 
its autologous nature, and is produced simply as needed from the patient’s blood [10] [11].  

More than 5000 studies documented the benefits and safety of PRP in enhancement of bone regeneration [12], 
wound healing [13], tendon and cartilage healing [14], corneal healing [15], and skin rejuvenation [16]. PRP is 
thus used more and more often in the plastic, reconstructive and aesthetic surgery fields [17]-[19]. 

This paper presents the initial experience using the autologous fat njection with platlet rich plasma as a me-
thod for fascial augmentation. 

2. Patients and Methods 
Between 2010 and 2013, 40 patients were treated in plastic surgery unit of Zagazig University Hospitals using 
the autologous fat injection with platlet rich plasma as a method for fascial augmentation. 

All patients underwent the procedure as one day case and were evaluated clinically and photographically be-
fore and after operation. 

An informed consent about surgery, possible outcome, and complications was obtained. 
This study was approved by the IRP of Zagazig University Hospitals.  
Procedure: 
Under general anaesthesia, Fat harvesting was done from the lower abdomen, lateral or medial thigh with 

strict attention to sterility and infection control principles and under cover of prophylactic broad spectrum anti-
biotic. 

Through a 2 - 3 mm stab incision, a small cannula was inserted and local anesthetic (lidocaine with 1/200,000 
epinephrine) was dispersed in donor site (1cc of local anesthetics for each 1cc of harvested fat), after 10 to 15 
minutes fat harvesting was started through the same stab incision. 

We used a 10 mm syringe to induce negative pressure. By withdrawing the plunger (2 - 3 mm), negative 
pressure was provided, back and forth hand movement gathered fat into the syringe through an opening located 
on the lateral side of a cannula (2 - 3 mm). 

Harvested fat was placed on sterile gauze over sterile cup, washed with saline and dried before loading into 
syringes and then was transferred to 1 cc syringes by a sterile surgical spoon or spatula.  

Blood was withdrawn from patient’s peripheral vein in Regen-tubes containing sodium citrate anti-coagulant. 
The whole blood was centrifugated at 3000 rpm for 5 min. As Regen-tubes contain a special gel separator, 99% 
of red blood cells were discarded from the plasma at the bottom of the gel. Platelets and white blood cells were 
pellet on top of the gel and re-suspended in plasma by gently mixing the tube. The cell suspension is called the 
PRP. 

The purified fat was mixed with PRP (20% of PRP to 80% of purified fat). 
A blunt 18- or 17-gauge cannula with one distal aperture just proximal to the tip and 1ml syringe were used 

for transfer of fat-PRP mixture. 
The cannula is inserted through the 1 - 2 ml hidden incisions and advanced through the tissues to the appro-

priate plane. As the cannula was withdrawn, fatty tissue is injected into the pathway of the retreating cannula. 
No fat was placed during advancement of the cannula to avoid placement of the fat in clumps and to encourage 
nutrition and integration of the grafted tissue by placement in small aliquots. Placement of fat in tiny aliquots of 
about one tenth of a milliliter with each pass of the cannula is essential. Dramatic volume corrections were 
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possible by making many passes of the tiny aliquots in one procedure. 
Postoperative broad spectrum antbiotic and analgesic anti-inflamatory was described for all patients for one 

week. 
Patients were advised to reduce or avoid movements of facial muscles if possible as agressive movements 

might traumatize the newly formed blood vessels around injected fat grafts Patients were followed up 7 days, 1, 
3, 6, 12 and 24 months postoperatively and photographed during each visit. 

Usually after 6 months, second procedure was indicated when the outline of facial contour was not satisfacto-
rily improved to add more volume of fat grafts to the area. In this study, the final results in each patient after op-
eration were evaluated by the patients and the surgeons according to the comparison of pre- or postoperative 
photos for the degree of improvement. The degree of improvement was evaluated and was classified as excellent, 
satisfactory, and unsatisfactory.  

3. Results 
10 patients were excluded as they did not complete follow up. Of the 30 patients, 18 were females and 12 were 
men. The average patient age was 30 years (range, 18 - 55 years).  

The indications for fat grafting-PRP were rejuvenation and soft tissue augmentation (10 patients as isolated 
procedure and 5 patients after face lift), after rhinoplasty (3 patients), traumatic and developmental facial asym-
metries (12 patients) (Table 1).  

A total of 40 treatments were performed in the 30 patients (average, 1.3 treatments per patient). In this series, 
the most common injection sites were the cheek and mandibular concave regions. 8 patients underwent a second 
fat grafting treatment. With an average of 6 months after the first treatment, while 2 patients needed third refil-
ling (Table 2). 

 
Table 1. Indication of fat grafting-PRP mixture injection.                                                                                           

Indication Number of patients 

Rejuvenation and soft 15 (50%) 

Tissue augmentation  

Isolated procedure 10 (33%) 

After facelift 5 (17%) 

After rhinoplasty 3 (10%) 

Traumatic fascial 10 (33%) 

asymmetry  

Developmental fascial 2 (6.6%) 

Assymetry  

 
Table 2. Injection position and the number of cases.                                                                                           

Position Number of patients 

Cheek concave 20 (66%) 

Mandibular concave 18 (60%) 

Zygomatic area 10 (33%) 

Frontal area 2 (6.6%) 

Temporal area 4 (13.2%) 

Perioral area 6 (20%) 

Perioricular volume loss 1 (3.3%) 

Chin 4 (13.2%) 

Nose 3 (10%) 
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Refilling was performed in case of suboptimal outcome at the patient’s request or upon physician suggestion. 
The follow-up after the last fat injection of a patient was 2 years. All patients received an autologous fat injec-
tion between 1 and 3 times into 1 to 3 areas of their faces. The volume of each injection was ranging from 2 to 
50 ml (Table 3). 

There were no indurations, cysts, infections or visible scar in this series, or any serious complications such as 
fat emboli due to intravascular injection. 

Bruising of the treated area occurred in 50% of patients (n = 15), and redness with some swelling occurred in 
10% of patients (n = 3), all of which resolved within an average of 4 days after the procedure. No surface irre-
gularities, such as lumpiness or unevenness, were observed among our patients.  

The final results evaluated by the patients and the plastic surgeons revealed that 70% of the patients in this se-
ries were assessed as excellent. 20% of the patients were satisfactory. 10% of the patients were unsatisfactory 
(Figures 1-3). 

 
Table 3. Volume of fat-PRP mixture.                                                                                           

Injection site Filling volume Average vol. 

Cheek 15 - 40 25 

Madibular area 10 - 20 12 

Zygomatic area 4 - 9 7 

Perioral region 3 - 6 4 

Temporal area 6 - 12 9 

Perioricular area 1 - 2 1.5 

Frontal area 4 - 8 6 

Nose 2 - 4 3 

 

 
(a)                              (b)                                (c) 

 
(d)                              (e)                                (f) 

Figure 1. (a)-(c) Preoperative; (d)-(f) postoperative.                                                             
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(a)                                     (b) 

  
(c)                                     (d) 

Figure 2. (a) (b) Preoperative; (c) (d) postoperative.                                         
 

 
(a)                                     (b) 

 
(c)                                     (d) 

Figure 3. (a) (b) Preoperative; (c) (d) postoperative.                                       
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4. Discussion 
Lipofilling is known since the beginning of 20th century. Its first indications were for aesthetic surgery of the 
face [20], then for hands [21]. It is also useful for tissue loss due to an accident, operation, congenital disease or 
lipodystrophy [22] [23]. This technique is thus also recommended for wound healing, [24] scar reduction, [25] 
[26] radio-dermatitis treatment and correction of acne scars [27]. In 1986, Coleman described the method for the 
fat harvesting, purification and infiltration [28] [29] which takes into account the fragility of fat cells, the sur-
vival rate and longstanding results depend partially on indications and patients but mostly on surgical technique. 
However, the fat grafting survival is unpredictable, with a variable resorption rate reported throughout the lite-
rature. Many techniques have been proposed to improve the survival rate of fat grafting and its predictability. 
The most efficient technique proposed until today is to highly enrich the grafted tissue on mesenchymal stem 
cells. But, it is time consuming, expensive with significant harvested fat loss, and the results still remain unpre-
dictable. Stimulation of the transplanted tissue by growth factors is another approach, However, the exogenous 
and synthetic growth factors treatment didn’t give the desired expected results in clinic (e.g., wound healing 
treatment, bioengineering). Recently, autologous platelets considered as a natural reservoir of growth factors has 
been used for different pathologies [5]. So, we suggest that its addition to fat grafts could be a solution to boost 
stem cell survival, multiplication and differentiation to finally improve the long standing results of lipofilling ef-
ficiently and simply. 

Platelet-rich plasma is a concentration of autologous human platelets (three to five times higher than baseline 
platelet count) in a small volume of plasma. It contains the main growth factors that are released by degranula-
tion of platelets to start the wound-healing process. Platelet-rich plasma stimulates angiogenesis processes and 
proliferation of adipose-derived stem cells. Eppley et al. reported that platelet-rich plasma growth factors stimu-
late endothelial cells near their application, favoring proliferation and formation of new capillaries [30]. Also, 
PRP enhances fat graft survival via proliferation of adipose stromal cells (ASCs) or stimulation of ASCs to dif-
ferentiate into adipocytes [31]. In addition, Kakudo et al. showed that activated platelet-rich plasma contains 
large amounts of PDGF-AB and TGF-β1 that promote the proliferation of human adipose-derived stem cells and 
human dermal fibroblast in vitro [32]. Lastly, Bendinelli et al. reported the anti-inflammatory effect of PRP by a 
reduction of COX2 and CXCR4 gene expression [33]. 

Successful clinical applications have been reported using platelet-rich plasma, such as periodontal [34] and 
oral surgery [35], cosmetic surgery [36], spinal fusion [37], cardiac bypass surgery [38], and treatment of soft 
tissue ulcers [39].  

Based on these literatures, we hypothesized that adding PRP to fat preparation may be a reliable way to bring 
appropriate nutrient at the early moments of transplantation to improve fat survival and render the result more 
predictable.  

Careful assessment of patients during initial consultation specially volume loss with its various patterns (dif-
fuse or localized) and its cause; skin texture and thickness are important before treatment and as fat graft resorp-
tion is the main drawback [40] [41] because adipocytes have short lifespans once removed from the body, and 
they do not react well to excessive handling, refrigeration or major trauma during tissue collection or processing 
and could be dramatically reduced by using good technique. Coleman et al., recommends a small quantity of fat 
injection in fine layers [28] to increase the proportion of fat graft surface area to recepient bed. The total proce-
dure could be done under local or general anaesthesia, according to patient/physician preference and the amount 
of fat volume previewed to be grafted…  

The donor site in our series is the abdomen and thigh, but the fat could be harvested from any location that 
presents patient-specific, and dependent on patient/physician preference. There is no compelling evidence re-
garding harvest site and efficacy of fat grafting [42]. 

As adipocyte viability decreases with increasing negative suction pressure [43], mechanical liposuction by 
machine should be avoided (~500 ml Hg), and only manual harvesting offers a satisfied fat graft quality [44]. 
We used low pressure vacuum, created by a 2 cc withdrawing plunger of a 10 ml syringe connected to a blunt 
cannula with a single distal opening 2 - 3 ml in diameter that combines efficient collection of fat parcels with 
minimal neurovascular damage.  

Various methods for separating out blood, infiltration fluid, and cell debris from healthy adipocytes with mi-
nimal trauma have been described, none has been determined to be superior to the others, but it is accepted that 
techniques involving less manipulation gives better outcomes [45] [46]. We washed the aspirated fat is with 0.9% 
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normal saline, and then filtred the harvested fat by sterile gauze over sterile cup.  
In spite of the presence of different techniques for PRP preparation in the market, we prefered Regen Lab to 

prepare autologous PRP from whole patient blood. As it is a simple, safe, maintains low cost with no specialized 
skill and offers the best platelet concentration and survival, with highest growth factor secretion [47]-[49]. 

We add 20% of PRP to 80% of purified fat in all cases through a 3-ways connector, while Modarrassi, [5] 
adds different amounts of PRP depending on the indication and the localization of the receiver site. For skin re-
juvenation, superficial scars correction and under eye site (>50% of PRP). For deep filler indication (nasolabial 
folds, lips, or soft tissue defect) He added 20% of PRP to 80% of purified fat. 

We used small syringe (1 ml) connected to special blunt cannula (0.75 mm to 1.65 mm) for precise fat place-
ment. And as suggested by Coleman, fat is injected in small parcels and thin strips in several layers. Before in-
jection, it is recommended to create some tunnels, especially in nasolabial region or in scars, to release fibrotic 
tissues. The fat graft is then placed by a withdrawing way [28]. 

Possible problems that may occur with fat grafting include palpable nodules, firmness, fat necrosis, and fat 
cysts [50]. None of these complications were observed in our patient population, probably because the use of fat- 
PRP mix [51]-[53] and only small amounts of small-diameter fat particles were used, and these were injected 
into well-vascularized tissue. Bruising was the most common adverse effect (50% of patients) that resolved after 
approximately 4 days. 

Inspite of standardization of technique for all patients, there was a variation in the degree of volume retention 
between patients in this study. Volume retention was also variable between regions in same individual patient, 
this intra-patient variability may be explained by differences in blood supply or positioning postoperatively 
(laying on 1 side at night). This variation in augmentation is consistent with previous reports in the literature 
[54]-[57]. 

Most patients (90%) were overwhelmingly satisfied, and 10 patients (30%) required a touch-up procedure. 
The indication for touch-up procedures in all 10 patients who underwent a secondary and tertiary surgery was 
correction of inadequate volume augmentation from the initial procedure which was not a noticeable asymme-
tries. The volume of fat_PRP mix injected in secondary and tertiary procedures was usually much less than that 
used at the original procedure. Touch-up procedures were usually performed with local anesthesia and had less 
associated downtime after 6 months to allow for initial swelling and resorption to subside. and this is consistent 
with Gentile [58] who compared PRP assisted lipotransfer with lipotransfer only in breast augmentation. In this 
study, the patients treated with PRP (n = 50) added to the autologous fat grafts showed a 69% maintenance of 
the contour after 1 year, whereas the patients of the control group treated with centrifuged fat grafting (n = 50) 
showed a 39% maintenance. While Salgarello’s study [59] revealed that fat-PRP (n = 17) is not superior to fat 
grafting alone (n = 25) by the rate of liponecrosis at breast ultrasound. 

A limitation of this study is that the results are not quantifiable; they are based only on our own clinical expe-
rience. 

However, we are currently preparing larger prospective studies that compare fat graft versus fat graft-PRP 
mix for fascial augmentation. 

5. Conclusions 
Fascial fat graft is biocompatible, inexpensive, readily available, non migratrory with long term results. Howev-
er, even with the best technique, the survival rate is still quite variable and unpredictable. The addition of PRP to 
fat grafts represents many advantages with a simple, cost-effective and safe method. 

In spite of many studies proved the positive effect of PRP on fat tissues in vitro and animal models, clinical 
applications are lacking the support of designed randomised controlled trials and further controlled clinical trials 
to elucidate the effects of PRP on fat graft are still needed. The trials are also needed to optimize the percentage 
of PRP to fat graft. 
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