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Abstract
Breast reconstruction after mastectomy is a critical aspect of breast cancer treatment. This retrospective study
analyzes the efficacy and safety of the sharp needle intradermal fat (SNIF) technique in immediate two-stage
prepectoral breast reconstruction (PPBR) after mastectomy. A retrospective cohort analysis was conducted on
patients who underwent SNIF fat grafting after mastectomy and PPBR. Demographics, surgical indications,
procedures, and complications were analyzed. The SNIF procedure involves the precise injection of small fat
particles into the dermal layer, aiming to improve skin texture and correct minor surface irregularities. Sixty-seven
patients underwent the SNIF procedure after PPBR. The mean age was 53.2 years, with a range of 33 to 71 years.
No serious complications, such as infection or fat embolism, were observed. Minor complications included
ecchymosis in 30 patients and redness with mild swelling in 13 patients, all of which resolved within a few days
after surgery. Patients and surgeons reported satisfactory cosmetic results. The SNIF technique, using small-
diameter fat particles injected intradermally, shows promise for improving aesthetic results and minimizing
complications in two-stage PPBR.
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INTRODUCTION
Approximately 1 in 8 women in the United States is expected to face a diagnosis of invasive breast cancer 
during her lifetime. More broadly, the disease accounts for over 266,000 new cases annually, highlighting 
the significant health challenge posed by this neoplasm in the country[1]. Implant-based reconstruction 
stands out as the primary method for restoring breast volume and contour following mastectomy[2,3]. Over 
many years, the recommended approach has involved subpectoral implant placement to address the 
heightened complication rates associated with subcutaneous implant positioning. This preference stems 
from the well-vascularized nature of the muscular interface beneath the skin, which was believed to reduce 
the risk of capsular contracture and to afford superior protection for the prosthesis in case of wound 
breakdowns[4-6]. Despite the perceived benefits, the pectoral elevation technique has drawbacks, including 
breast animation deformity, discomfort resulting from muscle spasms, and the potential for restricted 
shoulder motion[7]. Recently, there has been increasing acknowledgment of the prepectoral breast 
reconstruction (PPBR) approach[8-12]. First introduced in the 1960s[13], PPBR has fallen into disuse due to 
significant complications, including infections, implant explantation, and capsular contracture[14,15]. 
Moreover, the suboptimal soft tissue coverage over the prosthesis resulted in serious issues such as implant 
malposition, rippling, and palpability. Recent advances in mastectomy and breast reconstruction techniques 
incorporated innovative strategies, including the use of acellular dermal matrix, autologous fat grafting, and 
highly cohesive gel implants. These have been related to promising results, leading to a reevaluation of the 
PPBR approach, including one-stage and two-stage expander and prosthesis PPBR. In such a scenario, 
autologous fat grafting, also known as lipofilling, seems to play a crucial role. The technique involves the 
patient’s own adipose tissue extraction, adequate purification, and subsequent injection into the breast area. 
In the context of two-stage PPBRs, it is a valuable adjunct to improve breast volume, contour, and overall 
aesthetic results. Moreover, it provides a natural-looking soft tissue coverage and reduces the risk of implant 
palpability and rippling. Finally, it improves breast symmetry and long-term patient satisfaction.

At our breast oncology center, there has been a significant shift in our approach to implant-based breast 
reconstructions. We have transitioned from predominantly performing retropectoral reconstructions to 
embracing the PPBR technique. This change represents a strategic evolution of our surgical practices, driven 
by advances in breast reconstruction methodologies and a desire to optimize patient outcomes. According 
to our experience, the PPBR approach offers several advantages, including reduced postoperative pain, 
minimized muscle-related complications, and improved aesthetic results. Lipofilling is key to improving 
volume, contour, and overall aesthetic results.

Introducing autologous fat grafts helps solve common challenges associated with implant-based 
reconstructions, such as achieving natural-looking soft tissue coverage and minimizing the risk of 
palpability and rippling. Additionally, it helps improve the symmetry and long-term satisfaction of breast 
reconstruction patients. Scientifically, studies have demonstrated the regenerative potential of adipose-
derived stem cells within the graft, providing additional benefits such as improved vascularization and tissue 
quality[16-18]. This underscores the multifaceted significance of lipofilling in PPBR, highlighting its role in 
achieving aesthetic excellence and contributing to the biological viability of the reconstructed breast[16-20].

Recently, the sharp needle intradermal fat (SNIF) procedure, first described in facial rejuvenation, has been 
related to significant advantages. The technique involves extracting small-diameter fat particles using 
dedicated harvesting cannulas, followed by accurate fat processing. The filtered fat is then injected into the 
skin using a sharp needle, ensuring precise fat placement, optimizing the capillary contact and improving fat 
survival. The key to the SNIF technique’s success lies in using micrografts, which will enhance graft survival 
and minimize complications. The SNIF technique is a safe, effective, and cost-effective option, offering 
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patients natural and long-lasting results in facial rejuvenation[21,22]. This article aims to elucidate our 
experience with the SNIF technique in immediate two-stage breast reconstruction after mastectomy.

METHODS
We retrospectively reviewed patients who underwent the SNIF fat grafting procedure following mastectomy 
and PPBR at our clinic in Braine L’Alleud, Belgium, between January 2021 and September 2023. All patients 
underwent two-staged PPBR with a prepectoral tissue expander and prosthesis. The SNIF procedure was 
performed at the time of breast expander replacement with a definitive implant in the second stage of the 
PPBR.

The aesthetic and morphological analysis by the senior author indicated the use of SNIF fat grafting. The 
SNIF procedure addressed patients presenting with very thin or irradiated mastectomy flaps or patients 
showing post-mastectomy skin irregularities. Compared to traditional lipofilling, the SNIF aims to enhance 
skin quality and texture, whereas the conventional procedure focuses on modifying breast volumes and 
contours. It, therefore, represents an adjunct to traditional lipofilling rather than an alternative technique. It 
is technically applicable to all patients who undergo traditional lipofilling. However, it is particularly 
indicated for those who require an improvement in tissue quality rather than contour, aiming to extend the 
results documented by Zeltzer et al. concerning facial rejuvenation with intradermal lipofilling[21]. Patients 
presenting with absent or hypertrophic fat deposits were considered ineligible. All patients were 18 or older, 
and the minimum follow-up was one year.

Patients who underwent a different type of breast reconstruction other than two-stage PPBR were excluded. 
Patients were also excluded if they received traditional lipofilling without the SNIF procedure. Missing/
incomplete data on demographics (age, sex, smoking habits, drug assumption, indication for surgery, and 
surgical procedure) and missing/incomplete follow-up were also considered exclusion criteria. Detailed 
information regarding breast reconstruction, fat grafting, SNIF procedure, and possible complications was 
shared with all patients at the time of consultation. Informed written consent was obtained from all enrolled 
patients to analyze and publish personal data. The article adhered to the principles outlined in the 
Declaration of Helsinki.

Reviewing patient records, we analyzed demographics, indications for surgery, surgical procedures, and 
complication rates. The volume of injected fat was quantified for each procedure. SNIF-specific 
complications were also assessed, including infection, contour irregularities, cyst formation, and fat 
embolism. Photographic documentation was collected both before the surgeries and during the SNIF 
procedures, as well as at the one-year follow-up.

The Breast-Q questionnaire was administered to our patients in August 2024 to assess their satisfaction and 
perception of the results. Specifically, the questionnaire explored the patient’s satisfaction with Physical, 
Psychosocial, and sexual well-being, Surgical results, the Surgeon and Surgical Team, Information, and 
Hospital Care. Each scale was administered and scored independently, following the BREAST-Q Version 
2.0 User’s Guide (qportfo-lio.org/breast-q). Each scale was scored independently into a 0-100 Q-score.

Finally, all patients were preoperatively and postoperatively (12 months after the surgery) evaluated using 
high-resolution ultrasound imaging (Vevo MD, Fujifilm Visu-alSonic). The SNIF procedure was considered 
successful for an increase in mastectomy skin flap thickness of more than 0.3 cm, measured at the apex of 
the breast mound, corresponding to the nipple-areola complex. Particular attention was given to the dermal 
layer to assess improvements in the cutaneous flap.



Page 4 of Pozzi et al. Plast Aesthet Res. 2025;12:23 https://dx.doi.org/10.20517/2347-9264.2024.14614

Figure 1. The emulsified fat graft; note the foamy consistency.

Operative technique
Two sequential surgeries are performed during the same surgical session. First, the tissue expander is 
replaced with the definitive breast implant. Secondly, we proceed with breast lipofilling and SNIF 
procedures. A careful preoperative analysis, including markings, is performed to determine the volume and 
placement area for the fat graft, with the patient in the standing position, before induction of anesthesia. 
Natural fat deposits are evaluated throughout the body, and their contours are marked on the skin. Our first 
choice is the saddlebags, inner thighs, and knees, preserving the abdominal perforators in the event of a 
future deep inferior epigastric perforator (DIEP) flap.

All of our patients undergo a combination of traditional lipofilling and concomitant SNIF. Based on the 
patients’ needs, we variably combine the procedures. Specifically, patients requiring a breast contour change 
receive mostly traditional lipofilling. If the contour is acceptable, but the patient requires improvement in 
the quality of the tissues, we prefer to mainly use SNIF. The decision is based on the clinical evaluation of 
tissue quality, texture, and breast shape. The effects of the two procedures could be separated. However, in 
our experience, we have used these techniques in combination to achieve synergistic effects - traditional 
lipofilling for volume enhancement and SNIF for improving the quality of the superficial tissues.

Adipose tissue is harvested using an adrenaline-containing local anesthetic. First, a modified Klein solution 
comprising 800 mg lidocaine and adrenaline (1/1,000,000) is in-filtered, following the standard protocol for 
liposuction procedures. The infiltration technique used a “wet” approach, with a 2:1 ratio of infiltrate to 
aspirate. Subsequently, an assisted suction lipectomy is performed with a suction device and sterile 
container. The harvesting cannula’s diameter ranges from 2 to 3 mm and is characterized by multiple 1 mm 
holes along its upper segment. The limited diameter of the cannula holes is crucial for obtaining small fat 
particles suitable for injection.
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Figure 2. The injection technique in the intradermal plane, with a sharp small needle.

After the suction, centrifugation at 3,000 rpm per three min of the syringes is performed in batches of 6. 
This process separates the fat into three layers. Only the purified fat’s middle layer is retained and passed 
through several syringes to obtain an emulsified graft with a foamy consistency [Figure 1].

A 23-gauge sharp needle or a small cannula 0.81 mm × 70 mm is used for injection, linearly addressing the 
superficial dermal plane. The SNIF particles are released as the needle is withdrawn [Figures 2 and 3]. The 
average dermal fat volume injection is 4.6 cc (3-8 cc) with a 1 to 3 ratio for dermal/subcutaneous space fat 
volume injection, considering an average of 35.6 cc (24-45 cc) of total lipotransfer. Lipofilling and SNIF are 
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Figure 3. To facilitate fat injection, it is possible to manually adjust the orientation of the needle.

always performed after the positioning of the definitive prosthesis to determine the shape and 
characteristics of the breast being treated, as in common clinical practice. In our experience, the procedure 
is safe, and there is no risk of piercing the prosthesis if the treatment is performed correctly and is limited to 
the target area, specifically the dermis. Notably, to safely perform the SNIF, treatment must be directed to 
the very superficial skin layer, the dermis, and injections should be performed tangentially, keeping the 
needle parallel to the skin surface.
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Figure 4. It is possible to apply the eventually remaining fat directly onto the skin as a biological dressing.

After the injection, the skin appears blanched above the treated area. It is recommended to slightly 
overcorrect the defect. Indeed, this blanching will typically resolve within a few hours as the interstitial fluid 
is absorbed.

The SNIF procedure can be performed as a supplementary and final procedure after classic lipofilling. Fat 
grafting and SNIF are always performed at the end of the procedure, following tissue expander exchange 
with the definitive prosthesis, after adequate surgical access suture. Finally, the remaining fat can be applied 
directly onto the breast skin as a biological dressing [Figure 4]. Postoperative bandages typically consist of 
sterile gauze and an elastic compression bra.

All patients receive intraoperative antibiotic prophylaxis with amoxicillin and clavulanate. Surgical follow-
up is regularly performed for at least one year after the procedure and then continued if necessary.

RESULTS
From January 2021 to September 2023, 67 patients underwent SNIF procedure following PPBR at our clinic 
in Braine L’Alleud. The senior author performed all surgeries. Patients’ demographics and complications are 
reported [Table 1]. The median age was 53 years old (range 33-71), 9 (13%) were smokers, and 3 were 
diabetics (4%). Twenty-one patients (31%) underwent radiotherapy following mastectomy and breast 
expander reconstruction. In these groups, SNIF was performed a mean of 4 months after radiotherapy 
(range: 3-8 months) and 6 months after mastectomy (range: 5-9 months). Additionally, 23 (34%) received 
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Table 1. Patient’s demographics and complications

Demographics

N. patients 67

Median age 53 (33-71)

Smoke 9/67 (13%)

Diabetes 3/67 (4%)

Radiotherapy 21/67 (31%)

Neoadjuvant chemotherapy 23 (34%)

Adjuvant chemotherapy 9 (13%)

SNIF fat volume 4.6 cc (3-8 cc)

Mastectomy flap thickness increase > 0.3 cm 82.1% (55/67 patients)

Complications

Bruising 30/67 (35%)

Redness and mild swelling 13/67 (15%)

SNIF: Sharp needle intradermal fat.

neoadjuvant chemotherapy, and 9 (13%) received adjuvant chemotherapy. SNIF was performed within the 
breast dermis, with an average injected fat volume of 4.6 cc (range: 3-8 cc).

All patients were followed up for at least 18 months (average follow-up 20, range 18-24 months). No 
indurations, cysts, or infections were observed, and no severe complications, such as necrosis or fat emboli, 
resulted from intravascular injection. Bruising was noted in 30 patients (35%), while redness accompanied 
by mild swelling occurred in 13 patients (15%), all of which resolved within several days post-procedure. No 
surface irregularities, such as lumpiness or unevenness, were observed among our patients.

Satisfactory aesthetic results were reported by all patients and surgeons, according to clinical examination 
and patient photographs. The ultrasound study documented an increase in the thickness of the mastectomy 
flaps both before and after the expander exchange with a definitive implant and SNIF. Particularly, 
mastectomy flap thickness increase of > 0.3 cm was documented in 82.1% (55/67 patients) at the 12-month 
follow-up, demonstrating the efficacy of the procedure. Notably, an increase in dermal layer thickness was 
also reported, suggesting a positive adipose tissue engraftment integration in the dermis layer. A non-
significant difference was documented in radio-treated patients with a flap thickness increase of > 0.3 cm in 
81.0% (17/21 patients). The Breast Q questionnaire was administered in August 2024. Of the 67 patients, 46 
(68.7%) answered the questionnaire. Overall, positive results were reported, particularly for Surgical Results 
(88, range 75-100), the Surgical team, and Information [Table 2].

The relationship between complication rates and patients’ demographics was tested according to the 
chi-squared test and found to be not significant (P > 0.05).

DISCUSSION
At our breast oncology center, there has been a significant shift in our implant-based breast reconstruction 
approach. We have transitioned from predominantly performing subpectoral reconstructions to embracing 
the PPBR technique, specifically, a two-stage PPBR with an expander and prosthesis, lipofilling, and SNIF. 
This change represents a strategic evolution of our surgical practices, driven by the growing evidence 
available in the literature on breast reconstruction methodologies and a personal desire to optimize patient 
outcomes. Per our experience, the PPBR offers several advantages, including reduced postoperative pain, 
minimized muscle-related complications, and improved aesthetic results. The choice of two-stage PPBR 
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Table 2. Outcomes of the breast-Q questionnaire

Breast-Q scale Outcome

n. questionnaire 46/67 (68.7%)

Psychosocial well-being 78 (50-100)

Sexual well-being 60 (40-90)

Physical well-being 80 (65-100)

Satisfaction with surgical results 88 (75-100)

Satisfaction with the surgeon 85 (70-100)

Satisfaction with the information 80 (70-100)

Satisfaction with the surgical team 85 (70-100)

Satisfaction with the hospital 60 (40-90)

represents a new frontier in the field of breast reconstruction, coupling the benefit of prepectoral 
reconstructions in terms of reduced pain, reduced morbidity, animation deformity, and surgical risks. 
Breast expander placement in the prepectoral space could seem unnecessary. However, the use of an 
expander minimizes trauma to the mastectomy flap, reducing the risk of dehiscence and implant loss, while 
allowing to perform radiotherapy and chemotherapy on an expander and not on a definitive prosthesis. At 
the time of breast expander with definitive implant exchange, additional procedures can be considered.

Breast lipomodeling, also referred to as breast fat transfer, has been related over the past two decades to 
significant benefits in the field of breast reconstructive surgery and, particularly, in implant-based 
reconstructions[23-26]. Specifically, it represents a landmark development, serving as an optimal complement 
to breast reconstruction[27-30]. Several studies have demonstrated the regenerative potential of adipose-
derived stem cells within the graft, providing additional benefits regarding tissue vascularization and 
quality[16-20]. Such a phenomenon underscores the multifaceted significance of lipofilling in PPBRs, 
contributing to both aesthetic excellence and biological viability of the reconstructed breasts[16-20]. Moreover, 
lipofilling has been shown to positively impact cosmesis and patient satisfaction. Indeed, Bonomi et al. 
reported satisfaction rates of “moderately good”, “good”, and “very good” in 10%, 40%, and 50% of patients, 
respectively, in a study of patients undergoing breast reconstruction and lipomodeling[26].

Recently, the SNIF procedure has been described as a promising alternative to traditional lipofilling. It was 
first described by Zeltzer et al. in 2012 as an intradermal fat injection technique to address wrinkles in facial 
rejuvenation. It was applied in cosmetic surgery to enhance facial aesthetics, fill wrinkles, and restore age-
related facial volume loss[21]. The SNIF is based on fat transforming into small particles using specialized 
processing cannulas with multiple sharp holes. These enable precise injections into the dermal layer. Unlike 
traditional synthetic dermal fillers, the SNIF procedure is based on autologous fat, thus avoiding 
complications such as unwanted foreign body reactions and hypersensitivity. Compared to conventional 
lipofilling, the small fat particles remain in better contact with the recipient area’s capillaries, potentially 
resulting in improved graft survival rates. As a result, the SNIF procedure could offer longer-lasting and 
more natural results. When properly performed, the procedure is also minimally invasive and presents a low 
risk of complications. Overall, it represents a safe, effective, and cost-effective option, offering natural and 
long-lasting results in facial rejuvenation[21,22].

Based on our experience, the combination of SNIF and lipofilling in PPBR can significantly advance 
reconstructive and regenerative surgery. The SNIF offers a significant advantage after mastectomy by 
enhancing skin quality and filling minor skin surface imperfections. These are rarely improved by 
traditional lipofilling. Before introducing SNIF into our routine clinical practice, we performed traditional 
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lipofilling alone. Despite the positive experience, we wanted to extend the treatment to the dermal layer, 
aiming to maximize our outcomes.

The SNIF procedure enables fat preparation into smaller particles, optimizing their contact with blood 
vessels in the reconstructed breast. This promotes better survival of the transplanted tissue and harmonious 
integration with the surrounding tissue. Moreover, the intradermal injection of autologous fat enhances the 
quality of the overlying skin, promoting tissue regeneration and possibly stimulating collagen production. 
Empirically, it improves skin texture, thickness, and overall appearance, leading to natural and long-lasting 
breast reconstructions that yield satisfactory aesthetic outcomes and reduce the need for secondary 
procedures over time.

In our experience, following the introduction of SNIF in our surgical practice, we observed softer 
mastectomy skin flaps and improved tissue quality, as confirmed by the imaging results. Specifically, the 
introduction of the SNIF technique in PPBR has represented a significant advancement, as evidenced by 
high-resolution ultrasound findings. These studies have demonstrated a substantial increase in the thickness 
of the mastectomy flaps and a positive integration of the transplanted adipose tissue within the deep dermal 
layers. High-resolution ultrasound has enabled us to precisely monitor postoperative changes, revealing not 
only the engraftment of adipose tissue but also an improvement in dermal quality and skin tropism. These 
results indicate that SNIF could promote tissue regeneration and vascularization due to the presence of 
adipose-derived stem cells. This approach, therefore, offers a dual advantage: enhancing the aesthetic 
outcomes of breast reconstruction while providing potential biological benefits for the skin, underscoring 
the importance of SNIF in the contemporary landscape of reconstructive surgery.

We do not have histological evidence of the effects of SNIF on the dermis, so this could be the next step. 
However, our findings agree with the reported benefits of intra-dermal grafting for facial rejuvenation, as 
reported by Zeltzer et al.[21].

Overall, the combination of SNIF with lipofilling for patients undergoing breast reconstruction is a safe, 
effective, and long-lasting solution to restore breast shape and symmetry post-mastectomy. The procedure 
addresses minor superficial skin imperfections and improves skin tropism. It should be considered and 
combined with traditional lipofilling in patients with a thin mastectomy skin flap, with small and hardly 
correctable irregularities. At the end of our procedures, we may add any remaining fat on top of the breast’s 
skin as a biological medication [Figure 4]. Although strong evidence is lacking, it has been demonstrated 
that adipose tissue contains stem cells, nutrients, and biological factors beneficial to the skin. It is routinely 
used to treat ulcers and burns. Likewise, it could promote healing and tropism of the breast skin. This 
particular dressing does not require additional procedures and does not cause unwanted effects, 
representing a possible helpful addition[31-34].

The SNIF procedure is safe. We did not observe complications in terms of fat necrosis or uneven fat 
absorption. A key element to limit complications could be linked to the volume of adipose tissue 
transplanted. In fact, we do not recommend exceeding the volume, especially in the dermis, which is poorly 
extensible. Excessive lipofilling would lead to an increase in interstitial pressure with consequent 
compressive ischemia of the adipocytes, compromising the result of the procedure. If contour anomalies 
persist, the procedure can be safely repeated after 3 months.

Recent advances in PPBR have highlighted the integration of innovative materials and techniques to 
optimize outcomes. The use of titanium-coated polypropylene mesh in PPBR, as described by Gentile et al. 
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(2021), has demonstrated significant promise in enhancing soft tissue integration and providing structural 
support while minimizing capsular contracture risks (DOI: 10.1016/j.bioactmat.2021.05.002)[35]. This 
bioactive material fosters improved tissue outcomes in conservative mastectomies and prepectoral 
reconstructions, supporting its role in complex reconstructive scenarios.

Fat grafting has emerged as a pivotal adjunct in reconstructive breast surgery, offering potential benefits in 
achieving superior contouring and aesthetic outcomes. Gentile and Valerio’s systematic review (2022) 
confirms the oncological safety of autologous fat grafting, addressing long-standing concerns about its 
impact on breast cancer recurrence[35]. Recent studies on fat grafting techniques, including manipulation 
and precision delivery, underscore advancements in achieving consistent volumetric enhancement and 
aesthetic contouring[36]. Moreover, Seth et al. (2024) highlight the need for clinical caution in fat grafting, 
emphasizing meticulous patient selection and adherence to best practices to mitigate complications such as 
fat necrosis and graft resorption[37]. Sharp-needle intradermal fat grafting offers a refined approach, 
facilitating precise placement of adipose tissue to address superficial irregularities and optimize skin texture, 
further complementing immediate prepectoral reconstructions.

These insights collectively underscore the growing role of advanced materials and precise fat grafting 
techniques in PPBR, paving the way for improved patient satisfaction and aesthetic outcomes.

Clinical examination, photographs, high-resolution ultrasound imaging, and the Breast-Q questionnaire 
were used to assess patient satisfaction and aesthetic outcomes. The present paper highlights the clinical 
utility of the SNIF procedure in PPBR. Moreover, it shares a promising alternative field of application for 
techniques other than facial rejuvenation. It is hoped that future studies will validate the present findings, 
possibly extending the SNIF application to alternative breast reconstruction techniques or lipofilling 
strategies. Moreover, future evidence comparing traditional lipofilling versus SNIF alone versus lipofilling 
with SNIF is expected, including studies on histopathological examination.

Limitation analysis
The main limitation of performing breast reconstruction with PPBR and subsequent replacement of the 
expander with prosthesis and concomitant SNIF is that it requires two surgical steps, compared to direct 
reconstructions with prosthesis. However, prepectoral expander placement allows for a muscle-sparring 
breast reconstruction even in those cases in which PPBR would be contraindicated or unlikely to succeed 
due to the risk of complications, such as wound dehiscence or implant loss. It could be advantageous for 
selected patients.

Lipofilling can be done at the same time as the replacement of the expander with the prosthesis; it is not 
painful, has few complications, and is universally recognized in aesthetic surgery for its biorevitalizing 
properties, as demonstrated in facial rejuvenation. The treatment of the dermal layer is an additional step 
that optimizes lipofilling in a safe and effective way without any additional costs. It is also an easily 
reproducible procedure, technically simple. Overall, the SNIF could represent a new strategy in the plastic 
surgeon’s toolbox that offers additional advantages with minimal cost to the patient. Concerning the specific 
limitation of the article, it has a limited sample and lacks a true comparative analysis of SNIF vs traditional 
lipofilling. The latter could represent an interesting future step.

In conclusion, the potential application of the SNIF technique in breast reconstruction holds promise for 
enhancing surgical outcomes. The SNIF procedure, by using small-diameter filtered fat particles harvested 
through specialized cannulas, offers a precise and minimally invasive approach to complement breast 
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volume and contour. This method seems particularly advantageous in immediate two-stage PPBR after 
mastectomy since preserving aesthetic integrity and achieving natural-looking results are paramount. The 
micrografts obtained through the SNIF procedure facilitate graft survival and minimize complications, 
offering a safe and effective option. Further research and clinical studies are warranted to explore the full 
potential of the SNIF technique in breast reconstruction.
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