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Introduction 

Scars are the result of the natural healing process of an injury. Indeed, all non-fetal 

wounds reaching the reticular dermis heal with a scar in spite of technological and surgi-

cal advances [1]. Wound‟s characteristics, such as its traumatic or non-traumatic origin, 

its length, orientation, location, contour and typology, are fundamental in its healing 

process, in the scar typology which goes to repair it and in the scar revision techniques 

available. Also the amount of lost skin and soft tissue affects both scar appearance and 

the degree of tissue distortion, which could also involve adjacent structures. Other fac-

tors like scar orientation and position in respect to Langer‟s lines, patient age, genetic 

factors and moreover, surgical techniques used in wound closure affect healing and the 

scar formation process [2]. The scar deformity spectrum is wide, but the most significant 

scar variations are hypertrophic, atrophic, depressed, irregular, raised, wide, poorly 

oriented in regard to Relaxed Skin Tension Lines (RSTLs) [3], poorly colour matched or 

associated to adjacent structure distortion scars. The main duty of the surgeon is to 

identify the nature of the problematic scar, in order to decide whether or not to proceed 

with surgical scar revision and to help the patient understand its goal, that being to 

improve specific scar defects. A bad-looking scar may have devastating social, emotional 

even functional implications for the patient. To deal with these issues, several scar or 

revision techniques have been developed to optimize scar appearance; the ideal is to 

achieve a thin flat scar, with a good colour match to the surrounding skin and with a 

guideline parallel to the RSTLs. It is important for the surgeon to inform the patient that 

it is impossible to eliminate a scar completely, restoring healthy tissue appearance and 

histological structure, however, a remarkable improvement is often possible with the 

most appropriate technique. There are some limitations imposed by scar shape and size, 

by adjacent anatomical landmarks or by healing variables, which narrow down both the 

range of therapies and their effects. During the pre-operative visit the surgeon should 
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SUMMARY 

In adults, every cutaneous tissue injury reaching the dermis layer leads to scar forma-

tion. Scars may bring significant problems of both a functional and aesthetical nature 

and this often causes patients to seek surgical scar revision. For this reason, several scar 

revision techniques have been developed, in order to adapt to the specific scar charac-

teristics. For the most part, widened scars are treated with excisional techniques, 

whereas scars which are not situated parallel to Relaxed Skin Tension Lines (RSTLs) or 

are retracted are treated with irregularization techniques. It is the responsibility of the 

attending physician to choose the appropriate technique to treat the scar. Pre-operative 

planning and timing of the treatment are also important in order to obtain a satisfactory 

result. 
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explain the procedure‟s main target to the 

patient; that being to trade a poor scar for 

a better one, and not to make the scar 

disappear completely. The aim of this arti-

cle is to consider the principal scar revision 

techniques and to provide a critical analy-

sis of their specific indications, advantages 

and limitations. 

 

Timing of scar revision 

The key to successful scar revision is tim-

ing. The natural scar maturation process 

leads to a progressive scar improvement, 

so scar revision is traditionally executed in 

the range of 6-to-12 months following 

injury, typically not before 3 months, even 

if the revision may be brought forward in 

some particular cases. One of the most 

important elements to wait for before pro-

ceeding with a surgical scar revision is the 

resolution of the acute inflammatory proc-

ess in the tissues surrounding the neo-

formed scar; the scar should be soft, flexi-

ble, non-painful and with no residual ery-

thema, edema or induration [4]. The 

„plateau phenomenon‟ is a 2-to-3 month 

period during which no significant scar 

improvement appears, that should allow 

the surgeon to decide whether or not scar 

revision is indicated. Moreover, the physi-

cian should inform the patient fully about 

surgical and non-surgical options and also 

about the expected degree of improve-

ment. In case of doubt over whether to 

proceed to scar revision or not, it is prefer-

able to wait, as scars usually improve with 

time and the decision can be postponed to 

the following check-up. 

 

Principles of scar revision 

In scar revision, accurate pre-operative 

planning is fundamental: photographs of 

the scar area should be taken in order to 

compare the original scar to the neo-

created one and an accurate analysis of the 

scar characteristics should be made. As 

there are several surgical revision tech-

niques, the surgeon should base his deci-

sion about which technique to use on an 

analysis of their advantages and limita-

tions. After this decision has been taken, 

the specific design of the chosen surgical 

technique is drawn on the patient‟ skin 

following RSTLs, in order to avoid possible 

complications which might occur in the 

post-operative period; such as tensioned 

neo-created scar, dog-ears or adjacent 

structure distortions. If these complica-

tions are foreseen, the surgeon can plan 

additional or alternative procedures. Next, 

the surgeon proceeds to surgical prepara-

tion, during which it is fundamental to first 

identify anatomical landmarks before local 

anesthesia is administered, this is because 

local anesthesia causes superficial distor-

tion. Afterwards, depending on the extent 

of scar revision, the patient is given either 

general or local anesthesia. Local anesthe-

sia is the most common typology of anes-

thesia applied; the procedure consists of 

the infiltration of anesthetic solution, 

mostly lidocaine with epinephrine, into the 

mid-dermis in order to create local vaso-

constriction and tissue turgor enhancing. 

Then, the initial incision is made to the 

upper dermis along the entire revision 

design; afterwards, the scar and some-

times the adjacent healthy tissue are ex-

cised up to a subdermal level. Finally, the 

surrounding tissues are undermined at a 

subdermal level at 360° for a distance 

twice as great as the defect created with 

scar excision, as an adequate relaxation of 

adjacent tissues is essential for the crea-

tion of a non-tensioned scar. Then, the 

contralateral corresponding edges are 

sutured together with both subcutaneous 

and running or simple interrupted cutane-

ous sutures. Wound edge hypereversion 

should always be done, using simple inter-

rupted or running suture after tissue un-

dermining, in order to minimize wound 

tensions creating a bunched-up and over-

everted surgical wound. In fact, intrader-

mal running sutures do not usually achieve 

the ideal eversion for optimal healing; over 

some weeks the tension created by sur-

rounding tissues pulls down the everted 

edges, thus creating a thin scar. The cir-

cumstances in which hypereversion is 

particularly indicated involve all scars that 

are predisposed to widen or even hypertro-

phic if closed without it [5]. Another sig-

nificant aspect in scar revision is hemosta-

sis, especially in the case of large flaps to 

be advanced; if this step is neglected, 

consequent hematoma formation could 

cause an additional tension on wound 

edges, as well as a predisposition to local 

infections and fibrous tissue formation. It 

is also important to manipulate wound 

edges with tissue forceps as little as possi-

ble, in order not to cause small flap necro-

sis. The post-operative care principally 

involves one week of accurate cleaning of 

the surgical wound with disinfecting solu-
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tions followed, if necessary, by topical 

antibiotic ointment. The use of Mastisol 

and Steri-strips applied along the scar axis 

could also be suggested, as these are 

occlusive dressings which avoid any fur-

ther wound care for the patient. They also 

provide an optimal and uniform compres-

sion to the small flaps created in the revi-

sion procedure. Steri-strips are removed 5-

to-7 days after surgery, followed by perma-

nent suture removal 5-to-7 days after sur-

gery if the surgical wound is situated on 

the face, or 14 days after surgery if the 

wound is located on any other body site 

[4]. 

 

Excisional techniques 

The most significant element to consider 

in excisional techniques is scar position; in 

fact, the ideal scars to be treated with 

excisional techniques are those situated 

parallel to RSTLs or within the hairline or 

other anatomical folds, in order to allow 

for an adequate scar camouflage. 

Fusiform or elliptical excision technique 

The fusiform excision technique is the 

most commonly applied procedure in 

small (<2 cm) and straight scars that lie on 

RSTLs; these scars may also be wide, bad-

edged, raised or depressed. Scars perpen-

dicular to RSTLs or excisions forming op-

posing angles greater than 60° are not 

suitable for this revision technique. This 

technique involves an extramarginal scar 

excision, which is ellipse-shaped, and 

ideally runs parallel to RSTLs, taking in a 

small edge of healthy skin (about 1 mm). 

This allows for a re-approximation of the 

wound edges with a good eversion and a 

non-tensioned neo-created scar. The pre-

operative design consists of an ellipse 

drawn around the original scar, with two 

30° angles situated at the ellipse ends in 

order to avoid dog-ears (Fig.1). The length-

to-width ratio is 3:1 in order to allow a 

straight-line closure, and only the epider-

mal and dermal tissue should be excised 

as the subcutaneous fat tissue should be 

preserved to support the neo-created scar; 

so that its depression is prevented. Wound 

edges should be accurately undermined to 

create a minimal tension when re-

approximated. When scars are particularly 

wide and not one-setting excisable, an 

intramarginal scar excision is indicated to 

reduce scar width; afterwards, the extra-

marginal technique could be performed. 

Additionally, the fusiform excision tech-

nique can be applied in serial excisions, 

executed with a time interval of at least six 

weeks between one excision and the next. 

The main indications for serial fusiform 

technique are anelastic skin or a scar too 

long or too large to perform a one-session 

excision, which may lead to an unsatisfy-

ing result [6]. The first surgical step is to 

cut an ellipse within the original scar, then 

the wound edges are undermined and 

sutured together; after a variable time 

lapse (8-to-12 weeks) the entire procedure 

is repeated. This procedure could be re-

peated a variable number of times depend-

ing on scar width. Finally, the residual scar 

tissue is excised using the extramarginal 

fusiform technique leaving healthy skin 

edges sutured together linearly or using an 

irregularization technique, such as W-

plasty. Importantly, for scars larger than 1 

cm, the surgeon should, at a later date, 

consider performing running W-plasty, 

Geometric Broken Line Closure (GBLC) or 

serial Z-plasty techniques, to improve the 

scar‟s appearance or even to lengthen it. 

Shave excision technique 

Shave excision technique is indicated in 

scars causing superficial skin irregularity, 

such as thin scars with raised or irregular 

edges, small enough to be tangentially 

shaved using a scalpel. The excision 

should not penetrate the deep dermis, as it 

should only seek to bring the scar level 

with the surrounding skin. After scar exci-

sion and coagulation with acusector, the 

wound should heal by secondary intention. 

Shaving could be used in association with 

other revision techniques applied to other 

scar parts [7]. 

Scar repositioning technique 

Scar repositioning technique is indicated 

for small scars which lie close to RSTLs, to 

the hairline or to anatomical folds. These 

scars can be repositioned through excision 

of the healthy tissue which interposes itself 
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Figure 1: Fusiform or elliptical excision 

technique: the scar is excised with an ex-

tramarginal and ellipse-shaped excision, 

with two 30° angles situated at each ellipse 

end; then the surgical wound edges are su-

tured together creating a linear scar.  



between the scar and the fold chosen by 

the surgeon to hide the scar. The result is 

a less noticeable scar, due to its new and 

more favourable location [7]. 

Intramarginal scar excision technique 

The intramarginal scar excision technique 

is indicated for keloids and hypertrophic 

scars, and especially in post-burn scars; its 

aim is to decrease scar bulk and to flatten 

its contour. It involves a scar excision 

which leaves a small scar tissue margin on 

wound edges. There is some evidence in 

the literature [8, 9] that intramarginal hy-

pertrophic scar excisions followed by reap-

proximation of the edges, lead to a lower 

hypertrophy incidence than extramarginal 

excision. The excision is made within the 

original scar, leaving a small scar tissue 

edge (2-3 mm) surrounding the surgical 

wound. Undermining of surrounding tis-

sues should not be necessary and finally 

wound edges are closed both with subcuta-

neous and cutaneous sutures. 

Punch elevation or excision technique 

Punch elevation technique is indicated in 

depressed or pitted scars, as it may leave 

behind a smaller residual scar. It consists, 

at first, of cutting the tissue around the 

scar using a skin punch of appropriate 

size. Scar walls remain intact as only sur-

rounding tissue is removed. Thus the scar 

base can be lifted up to the level of the 

surrounding skin by suturing it, helping in 

this way to reduce scar appearance. In time 

the skin heals over with the neo-elevated 

scar. An alternative method is to punch out 

the scar and to primarily close wound 

edges suturing them or using a skin graft, 

harvested with the same sized skin punch 

used for the excision. The main advan-

tages of punch elevation technique are its 

simplicity, its painlessness and its option 

as a treatment for very deep scars not 

responsive to conventional scar removal 

treatments. 

 

Scar irregularization techniques 

Irregularization techniques are most often 

used on long and linear scars, on scars 

crossing adjacent anatomic subunits, on 

scars distorting anatomic relations or on 

webbed scars. These scar typologies draw 

attention to the scar itself; for this reason 

a wide variety of irregularization tech-

niques capable of breaking up the scar line 

is necessary, in order to provide a satisfac-

tory camouflage. 

Z-plasty technique 

Z-plasty is an irregularization technique 

used to re-orient contracted or poorly 

oriented scars, so that the neo-created scar 

is lengthened and de-contracted, or its 

linear component is interrupted and re-

oriented bringing it parallel to RSTLs. The 

main indications for this technique include 

scars with a length of about 1 cm which 

deviate more than 30° from RSTLs, as well 

as contracted or web-forming scars. Indica-

tions and targets for Z-plasty are similar to 

those for the other irregularization tech-

niques but its main prerogatives are 

achieving a significant lengthening and de-

contracting of the scar. After accurate pre-

operative planning, which assesses the 

relationship between the scar and the 

RSTLs and establishes the final scar reori-

entation, the surgeon proceeds to the flap 

design. The surgical procedure consists of 

a double-flap transposition technique, in 

which the original scar represents the “Z” 

central limb and forms a Z-shape when 

united to the two lateral limbs branching 

off from the central limb ends. The lateral 

limbs are equal in length to the central one 
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Figure 2: Z-plasty technique: the scar represents the “Z” central limb, forming a Z-shape 

when united with the two lateral limbs branching off from its ends; each limb is equal in 

length and the degree of the two angles changes proportionally to the desired increase in 

the length of scar. After scar elliptical excision, two triangular flaps are created and 

transposed fitting together in order to create a Z-shaped scar.  



and parallel to each other (Fig. 2). The 

overall orientation of the flap design is 

affected by the positioning of the lateral 

limbs and by the angle variation in relation 

to the central limb. The two lateral limbs 

can be designed according to two different 

options, always following the RSTLs in 

order to form non-tensioned neo-created 

scars. After the elliptical excision of the 

scar, which represents the central limb, the 

surgeon creates two triangular flaps equal 

in size to the central limb, with a 60° angle; 

these are then transposed and fit together 

after the surgeon have accurately under-

mined the surrounding tissue, in order to 

create a Z-shaped scar. The final position 

of the “Z” central limb can be predicted by 

imagining a line which connects the two 

free ends of the original “Z” design. The 

resulting scar will be at least three times 

longer than the original one [10]. The tar-

get of Z-plasty is the transfer of wound 

tension from the central scar axis to its 

lateral axis, by lengthening the original 

scar and transposing the two triangular 

flaps. The angle created is directly propor-

tional to the desired scar length increase: 

i.e. 30° angles lead to a 25% length in-

crease, 45° angles to a 50% increase and 

60° angles to a 75% increase [11]. Obvi-

ously, the theoretical length increase is 

bigger than the real one, because of the 

adjacent tissue retraction forces. When Z-

plasty technique is applied to contracted 

scars, as the flaps are released they show 

their natural tendency to lie in a relaxed 

state; this aptitude may produce a ten-

sioned neo-created scar. To avoid this 

problem, the lateral limbs could be length-

ened maintaining the original angularity, 

lengthening the flaps at the same time. In 

this way, the flaps are relaxed enough not 

to put a strain on the tips, in order to 

maintain an optimal dermal perfusion and 

to avoid tip necrosis. The main advantages 

of the Z-plasty technique are scar re-

orientation, scar lengthening and longer 

scar discontinuation. Comparing Z-plasty 

to other irregularization techniques, its 

remarkable advantage is the minimal or 

absent skin excision. Instead, the limita-

tions of Z-plasty are the creation of a scar 

three-times longer than the original one, 

with the addition of two lateral scars. It 

must also be considered that the character-

istics of the Z-plasty meant that at least 

one third of the neo-created scar is not 

parallel to RSTLs. However, with accurate 

pre-operative planning, a single or serial Z-

plasty may offer excellent results, highly 

improving scar orientation and dissipating 

the tensions which weighed on the original 

scar. Z-plasties can be applied both as 

single or serial techniques; in fact, if the 

scar is particularly long, it is possible to 

execute serial Z-plasty, either in an inter-

rupted or in a continuous way, in order to 

irregolarize the scar and to re-orient it. In 

particular, in the case of scars situated on 

the face, it is better to perform a series of 

small Z-plasties rather than a single one 

with larger limbs, which would inevitably 

lead to worse-looking neo-created scar. 

The indications for serial Z-plasty tech-

nique are mainly trapdoor deformities, 

medial chantal webbing and any scar 

longer than 1 cm which requires lengthen-

ing. The serial Z-plasties technique design 

consists of a central limb, coinciding with 

the scar, with a variable number of lateral 

limbs, directly proportional to scar length, 

departing from the central limb with a 60° 

angle (Fig.3). The main difference between 

serial Z-plasty technique and the standard 

one is that the flap shape is a three-sided 

rhomboid, not a two-sided triangles. More-

over, the flaps may sometimes require 

trimming during the flap transposition 
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Figure 3: Serial Z-plasty technique: the scar represents the central limb from which a 

variable number of lateral limbs depart with a 60° angle; after scar elliptical excision, a 

variable number of three-sided rhombic flaps are created and transposed fitting together 

in order to create a serial Z-shaped scar. 



process, due to their shape and their pre-

disposition to becoming longer than at 

first. Indeed, the flaps situated between 

the peripheral pair become nearly twice as 

long as they were before; this adds length 

to the original scar axis and may also be 

used to elongate contracted scars. 

Running W-plasty technique 

W-plasty is an irregularization technique 

which aims to break up an originally linear 

scar into smaller segments. The original 

scar should be longer than 2 cm, not lying 

on the RSTLs, contracted or U-shaped and 

associated with trap-door deformity. It 

should be situated over curved anatomical 

surfaces, especially on concave areas [12], 

even if the best results are obtained when 

this technique is applied on scars situated 

in lax skin areas. W-plasty technique aims 

to reorient the neo-created scar bringing it 

parallel to RSTLs and undermine the super-

ficial layer separating it from the deeper 

one, in order to prevent contracture and to 

flatten the scar. Comparing W-plasty to 

single Z-plasty or serial Z-plasty technique, 

in which only the scar tissue is excised, in 

W-plasty technique an additional adjacent 

healthy skin ablation is indicated. The 

surgeon should think carefully about this 

further ablation and evaluate the overall 

wound tension to which the neo-created 

scar would be subjected. Moreover, in W-

plasty technique the original scar is not 

lengthened if measured in a straight-line 

end to end of the new-created scar, even if 

the sum of the smaller segments is longer 

than the original scar. Another difference 

between W-plasty technique and Z-plasty is 

that W-plasty uses advancement flaps 

whereas Z-plasty uses transposition flaps; 

for this reason W-plasty should only be 

applied in sufficiently lapse tissue areas to 

allow bilateral flap advancement. More-

over, the triangular W-plasty flaps are 

smaller than Z-plasty ones, measuring 

about 5-8 mm [13]. The surgeon should 

choose when to use this irregularization 

technique; in fact, the regularity of the 

repeated W-plasty units is more easily 

noticed when applied on particularly long 

scars. In such a case, GBLC technique 

would offer a less noticeably irregular neo-

created scar. The surgical procedure is 

based upon a pre-operative design consist-

ing of a central limb, corresponding to the 

scar, and in a series of lateral limbs depart-

ing from the central one, measuring about 

5-6 mm (Fig.4) [14]. After scar excision, 

according to pre-operative design, a series 

of interlocking small triangular advance-

ment flaps are created on both wound 

sides, parallel to RSTLs and with a 60° 

angle at each end, in order to avoid dog 

ears. Then adjacent tissues are under-

mined reaching out to the flap bases and 

the flap tips are approximated. Finally, the 

wound is sutured in an interdigitating 

pattern with a two-layer closure and edges 

eversion, in order to reduce wound ten-

sion. It is important to create scar excision 

endings with 30° angles, even if sometimes 

it is more advantageous to make a fusi-

form excision perpendicular to the W-

plasty distal end. In 1998, Park [12] pro-

posed an alternative W-plasty technique 

progressively reducing the flap limbs' 

length as they draw closer and closer to 

the ends of the surgical scar excision; in 

that way, a more fusiform defect is created 

and the neo-created scar healing is im-

proved. The advantages to the W-plasty 

technique are mainly its easy planning and 

execution. Its principal limitation is the 

creation of a scar with a regular pattern, 

which is more easily detectable; thus, it is 

indicated for short scars but not for longer 

ones. 

Geometric broken line closure technique 

The GBLC is an irregularization technique 

which aims to excise the original scar cre-

ating a randomly irregular new scar, in 

order to create a pattern the lines of which 

mostly follow the RSTLs. This technique is 

indicated for long scars, oriented more 

than 30° off RSTLs or contracted scars. It is 

an alternative to W-plasty technique when 
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Figure 4: Running W-plasty technique: after 

scar excision, a series of interlocking small 

triangular advancement flaps are created 

on both wound sides, parallel to RSTLs and 

with a 60° angle at each end; then the flaps 

are transposed fitting together in order to 

create a W-shaped scar.  



the repeated-“W” pattern could be easily 

detected. This technique, like W-plasty, 

uses advancement flaps which are sutured 

together after the interdigitation of the 

corresponding edges. The GBLC technique 

involves the following steps: first, the scar 

edges are highlighted with a dotted circu-

lar line in a pre-operative design; secondly, 

another concentric circle is drawn at a 5 

mm distance from the inner one. Then 

thirdly, a horizontal series of lines, meas-

uring about 5-6 mm (as in W-plasty tech-

nique) is drawn between the two circles, 

each line situated at a 5 mm distance from 

the others. At this point, opposing inter-

digitating geometric figures are drawn in 

square, rectangular, trapezoid, semicircle 

and triangular shapes. The scar is then 

excised following the geometrical design, 

thus creating on both wound sides a flap 

series with acute angles measuring less 

than 30°, in order not to create dog-ears; 

for the same reason, at each end of the 

scar excision is situated a 30° angle, too. 

Finally, the defect is closed, resulting in a 

neo-created irregular and geometrical scar 

(Fig.5) [15]. The main advantage of the 

GBLC technique is the conversion of a long 

and visible scar into multiple short seg-

ments which lie on RSTLs. Moreover, the 

neo-created scar is less visible if compared 

to the scar obtained with serial Z-plasty 

and W-plasty techniques. The breaking 

down of the scar into multiple parts, which 

mainly follow the RSTLs, and its random 

irregularization are the main factors that 

improve original scar appearance. The 

limitations of this technique are the com-

plexity of its planning, design and execu-

tion, the need for more operating time and 

the necessity of having enough adjacent 

skin, in order to create a non-tensioned 

scar. Indeed, GBLC technique, like W-

plasty, necessitates an additional healthy 

skin excision, and this feature should be 

evaluated during pre-operative planning. It 

is for this reason that GBLC technique 

should only be indicated in sufficiently 

relaxed and elastic skin areas, in order to 

create a non-tensioned scar. 

  

V-to-Y advancement flap technique 

V-to-Y advancement flap technique is indi-

cated in contracted, webbed, curvilinear, 

adjacent structures tethering, full-

thickness or trapdoor deformity associated 

scars, all of them moderate in size (1-2 

cm). It is also particularly useful when 

applied to small scars situated on free 

margins, such as the eyelids and mouth 

where scars may cause an ectropion or 

eclabion, respectively. This technique aims 

to provide scar lengthening, to raise an 

anatomic area or to bulk up an area 

slightly widened, due to a triangular single 

flap linear advancement without transposi-

tion. Indeed, a “V”-shaped auxiliary exci-

sion is transformed into a “Y”-shaped scar, 

as the “V” neo-created flap recedes away 

from the defect. As in Z-plasty technique, 

also in V-to-Y advancement flap technique 

adjacent healthy tissue is excised. This 

technique involves a pre-operative design 

in which the “V”-shaped flap design is indi-

cated, which is situated along the con-

tracted scar length. Then the surgeon 

makes the surgical incision and under-

mines the surrounding tissues widely in 

order to loosen the scar. Then, the “V”-

shaped flap is pushed away form the inci-

sion, relieving the scar tension and, at the 

same time, lengthening the scar. Conse-

quently, the scar tension is released 

through the open part of the “V”. Finally 
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Figure 5: Geometric broken 

line closure technique: a pre-

operative circular design 

highlights scar edges and 

another concentric circle is 

drawn at a 5 mm distance 

from the inner one; then a 

horizontal series of lines is 

drawn between the two cir-

cles, each line situated at a 5 

mm distance from the oth-

ers. At this point, opposing 

interdigitating geometric figures are drawn; the scar is excised following the geometri-

cal design, thus creating a flap series on both wound sides. Finally, the flaps are trans-

posed fitting together in order to create an irregular and geometrical scar.  



the surgical wound is closed so that the 

two edges situated along the original scar 

line are sutured to form the straight line of 

the “Y”; the “V”-shaped flap is united with 

one end of the straight line by its “pointed” 

part, finally forming an “Y”-shaped scar 

(Fig.6). The immediate post-operative re-

sult could make the scar tension seem over

-corrected but with the passing of time 

natural wound healing brings local tissue 

contraction. 

 

Conclusion 

Scar revision techniques aim to improve 

both the functional capability and the cos-

metic acceptability of a scar. Several tech-

niques have been developed in order to fit 

every patient and scar typology in the best 

possible way. Indeed, depending on the 

characteristics of the scar a choice should 

be made between an excisional technique, 

an irregularization one or an advancement 

flap one. For this reason, an accurate pre-

operative assessment of both patients and 

scars is fundamental for an optimal result. 

All revision techniques replace one scar for 

another neo-created one, so it should be 

always explained to the patient the impos-

sibility of restoring healthy tissue appear-

ance completely. Thus, the patient‟s more 

realistic expectations lead to satisfying 

results both for patients and for the sur-

geon [13]. 
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Figure 6: V-to-Y advancement flap tech-

nique: a pre-operative “V”-shaped flap 

design is drawn along the scar length; 

then the “V”-shaped flap is created and 

pushed away from the surgical incision. 

Finally, the wound is closed so that the 

two edges situated along the original scar 

line are sutured to form the “Y” straight 

line and the “V”-shaped flap is united at 

the bottom with the end of the line, in 

order to create an “Y”-shaped scar.  


