
Transcripts from talk with Dr. John Kim 

There’s a wealth of information in these transcripts. They’re presented out of chronological 

order and based on video clips taken of a talk with Dr. John Kim about breast surgery. 
DOC=Dr. Kim, DA = David Allen 
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If you think about it, in that 60% of patients who come to you with scars and preserve their breasts, 

they’ve had radiation. And so radiation impacts the healing in a way that’s sometimes unpredictable. 

You’re an artist, so it’s important to know if the type of canvas you have is going to allow the paint that you 

use to stick within its boundaries, or if the type of canvas is going to be more porous and the paint’s going 

to leak — you need to know that. So with radiation, what you have to realize is that the pigment generally 

won’t take as well, and you have a higher—you have more scar that you’re working with than you have 

viable tissue. So I’m sure David’s gone over the nuances of how to tattoo and account for scars in the 

field of your art, but radiation does something similar. It’s not as bad as a pure scar, but it’s somewhere in 

between. So live, un-radiated tissue is the best. Nonvascular fibrotic elements, both cells and materials. 

So it’s in fibres, fibre blasts, that fill that space so it makes it less apt to act like normal tissue. 

——————————————————————————————————————————————
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Tissue planes of a normal place you tattoo on your arm have multiple layers of skin, and then a layer 

underneath called subcutaneous. It’s fat essentially, like an under-padding, and then there’s muscle 

underneath that. With a mastectomy there’s just skin, there’s no underlying subcutaneous fat or muscle 

underneath. So that changes things—there’s less blood supply in a mastectomy skin graft than there is in 

let’s say a lumpectomy, or partial breast removal. That’s also important. 

——————————————————————————————————————————————
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And then the mastectomy, and then radiation, and then scar like that. Okay. So yeah, how mastectomies 

have kind of evolved over the years: They used to do this in the middle ages, and then as medical 

science and anesthesia started to take hold you started seeing more sophisticated ways of doing things. 

But essentially, the belief was — and it’s still an overarching belief — that if you have a cancer, take out 

that and everything around it. This is a scorched earth policy. So they used to do what are called radical 



mastectomies. A radical mastectomy basically meant we’re not only taking away the breast, but a large 

amount of skin and muscle. That was the original mastectomy of modern medicine, it’s called a 

Halstedian mastectomy. Halsted was the founder of much of what we consider surgical principles. 

——————————————————————————————————————————————
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The blood supply to the skin of the breast that you’re tattooing comes from the breast. When you take the 

breast away 90% of that blood supply goes away. Starved, weakened, vulnerable skin. It doesn’t act 

normal, it doesn’t resist infection normally, it doesn’t clear away [green] fluid normally. So what you get is 

infections, skin loss, and fluid collection. So it’s a very different situation. So that’s what I meant by the 

fact that when we work with mastectomy skin, it’s difficult for us to try to loosely try to survive the situation, 

never mind starting to even think about enhancing the breasts. 

So when we think about breast aesthetics, there’s been studies that a friend of mine in England had in 

which she proposed this golden ratio. Basically the upper part of the breast versus the lower part of the 

breast should be a little offset by a 45-55% ratio, so 45 here [upper] and 55 here [lower]—it’s not perfectly 

centred. But here’s the situation: we’re starting with this. This is a mastectomy without reconstruction. The 

breasts have been removed, the skin is damaged, it’s puckered in, you see some scars here…this is 

essentially our starting point. That’s why the results that we get are generally not nearly as clear as if we 

had a different [starting point]. So what we’re looking to do in our mind’s eye, this is the way I’m looking at 

a breast before a mastectomy. We’re thinking about where the scar’s going to be. So there’s a type of 

mastectomy called skin sparing mastectomy. You may be wondering, why is that scar always going way 

across here? If the nipple is nice like this, why is the scar going across it? It’s because when you cut a 

circle out, and then you close a circle, what you end up with is a line. So you can’t just take the circle and 

somehow just leave it—there’s going to be a hole. So what happens when you close the circle, it turns 

into a line. And it turns out that mathematically, the length of the closure you need is three times the 

diameter. So if the areola is like this [gestures circle with hands], the length of the line is going to be three 

times that. So that’s why you have a long line when you start with a small circle; mathematically, closing 

that circle requires you to take three times the length. 

Moving onto some studies talking about this too, this is a study I did in which I tried to project out what the 

chances to the breast that come from taking the areola away. So what you’re looking at is a 

representation of an intact breast here, and a representation of a breast in which the areola is removed. 

So what do you notice, what’s different in the shapes?

PERSON: The projection?



Yeah, so the projection refers to the height of that dome, and when you have a little volcano up top and 

you close that volcano … So here’s your breast normally, and you take out the nipple, and now you have 

to put the ends together. When you put the ends back together, it flattens out that dome. And the 

aesthetic consequence of that is you get more of a flatter, pancake breast, whereas you started with 

something that had a peak, a shape, conality. And so that’s one of the other reasons why when you look 

at a reconstructed breast you go, that doesn’t look like a regular breast; because oftentimes the skin 

removal creates that. 

So this is 3 dimensional imaging that we can sometimes use so we can actually project different types of 

implant sizes onto this. So we talked about these implants, and in more than two thirds of breast 

reconstructions that we do are actually done in two stages. The first stage is putting in an expander. An 

expander is like it sounds, it’s like a temporary water balloon that goes in right after a mastectomy, and 

then a needle will come in, and every week or so a patient will come into the clinic and she will spend 8 

minutes or so, the nurse will stick the needle in (again through the skin that’s already numb) and when 

you stick the needle in it’ll come up the volume, and then you open up the space, and then you do a 

second surgery where you put in the the implant, so it’s normally in two stages. Patients hate this. Why, 

because it feels like it’s still wrong; it feels tight and they just had their mastectomy done, so that creates a 

dual source of discomfort. But that is temporary, and after awhile they can remove the expander for the 

implant. So what I’m showing here is the process of that second stage where we put in the implant 

through the incision, and you can see how thin that tissue is: it’s not real breast tissue. If you look at the 

side there you can kind of make out how thin that tissue is—that’s not a normal breast, it’s just thin skin. 

So implant rupture rates: This is kind of talking about a 10 years—remember I told you it’s about 10-15% 

in 10 years—that gives you why that range is there. So: What happens when an implant ruptures? This is 

an example of when an implant is cut—and that’s the material itself. This is the older style, it’s all goopy. 

There’s a lot more, and you can imagine what that would be like ruptured…and this is the newest type, it’s 

a lot more cohesive. It’s probably subtle, but that’s what happens when an implant ruptures, that’s the 

material.

This is an example of an implant that’s been ruptured for decades. That stuff in the body for years and 

years, of course it’s going to create scar tissue. But, it’s not going to cause cancer. It’s one of the worst 

surgeries for us, to go into a patient’s 30 year old breast implants and see it ruptured. And this the other 

side: so two implants, look at the difference! Why did it happen to one side and not the other? No one 

knows. There’s no right answer, and it’s not true that implants will always rupture, because it just doesn’t 

happen. Why do they rupture? Nobody knows. My belief is that there’s probably a little stress point. So 



the way—kind of like a nutcracker—there’s probably your muscle, the way your arms work, and just 

constant motion at a specific stress point, and it gives after thousands of minutes; it takes a long time of 

constant wearing and tearing before it ruptures. And this is an example of the ideal case that we’re 

looking for; if you really look carefully, this is that 45-55 range. 

This is a video of the two stages. This is looking at the underside of the breast, and what I’m using there

—that instrument—it’s called a Bovie, it’s electrical cautery at an edge and it acts like a knife. But it’s 

better than a knife because it doesn’t cause bleeding, it kind of cuts through the tissue. And this is kind of 

showing you tissue, muscle, that we’re using, and how we’re going underneath. So, the mastectomy has 

just been done, the patient is still under anesthesia. Now what I’m doing is I’m literally putting in the 

expander—lifting up the actual chest wall muscle, and I’m going to put the implant under the chest wall 

muscle, that’s what I’m going to do. So it’s a thin layer of protection over the implant. And there’s the 

expander, just like you saw it has some [caps?] there, and I’m going to kind of put that in. So it goes 

underneath the skin and I have to kind of gauge where it should lie, and I put that in underneath the 

muscle because I want to protect and create a barrier between that and the expander. And this is another 

example of how I’m closing the skin over it. So the expander now—the implant—has been put in. This is 

me kind of cleaning out that pocket, making sure that that pocket is really open and I’m cleaning it out; 

that’s why I’m being a little rough with it because I want to clean out all of the debris. And I’m irrigating 

with antibiotic solution. Infections during the second stage are a lot less. Then I’m swirling it about, kind of 

measuring it now—so this is exactly what I do in surgery, I measure that inner distance, and then I have a 

whole bunch of different size implants that I could try to fit in. So, this is her before the mastectomy, this is 

after the mastectomy with the expanders in: it doesn’t look like a breast, it’s still opening up. This is 

afterwards. 

This is before. Here, we’re conserving the nipple, and we’re doing everything in a single stage. You can 

see the scar here, that’s an old fashion version of the scar; nowadays, if we are preserving the nipple, we 

put it [the scar] underneath. 

And here’s an example of another nipple preservation but here the scar is hidden underneath. On a 

patient like this, it almost looks like she did have cosmetic surgery, not as much a mastectomy. 

So in the best situation, and it’s so rare because I’m showing you the top 5%, not the worst. In those 

cases the scars are very well hidden, you have a nice reproducible shape, some patients want to be 

larger—

DA: I know her, I did that [tattoo]



DOC: Did you do that? 

DA: Yeah, and I remember the American flag. 

DOC: Now one of the issues we have with weakened skin is what you can start to make out here: You 

can kind of see how it’s rippling, that’s a chronic problem we face; rippling of the skin in enlargements of 

breasts. That is a problem. And one thing from a tattoo artist’s perspective to really think about is, if a 

patient is really unhappy with that rippling, you may want to have them consider when to do their tattoo. 

Why do I say that? It’s one of the things that happens: They get their tattoo, they’re not happy with the 

rippling, the rippling will continue, and then they say “oh this is crazy, I hate this, let’s go ahead and do 

something.” Well, what does do something mean? It means cutting out a huge swath of skin. So in all you 

want to make sure, because that’s going to deform your tattoo, or they’re going to be unhappy with what 

is a perfectly beautiful tattoo—it’s not that they’re unhappy with the tattoo, they’re unhappy with the 

breast. So one thing to really consider is to figure out, if the patients are going to want to have revisions to 

the breasts. 

DA: That’s why I only use flowers or botanical, organic imagery in tattoos, because of possible revisions 

or down the road; you can add a branch or a leaf or a stem later. If it’s legible text, or I had someone that 

had a bird and the bird could be altered negatively. So, I wish I could do more things, but … 

DOC: That’s a good point; the subject matter of your tattoo, and how often do these revisions occur? 33% 

of the time, 1/3 of patients with a mastectomy will request a revision within two years. So really, in terms 

of what you do, you want to know are the patients going to be unhappy with their reconstruction; you want 

them to stabilize that before you go and tattoo. And if you see a lot of rippling skin you have to be careful: 

1, it means that the skin is thin, but 2, many patients with a lot of rippling skin end up coming back and 

getting it taken out. If that’s the case, tattoo will be ruined, so tattoo something that you know might 

potentially tolerate that. 

PERSON: In terms of ten years after your surgery, are you very stable by then?

DOC: Correct. I would say two years is when things are very stable. If things are going to change, they’re 

going to happen in the first two years. But—the caveat—there are patients who are very thin, and have 

huge implants. And the weight of that will stretch past two years. The constant treatment for ripple 

reconstructions is to actually cut out skin. And where do you cut out skin? Where the scar is. So, if you’re 

looking at how you’re going to tattoo and it’s around the scar, it’s exactly that area where we’re likely 

going to cut out. So again, like David said, be smart about the subject matter you have there. 



So here are just some other examples of breast reconstruction, here’s another example of that rippling—

it’s so faint, I should have had a better one, but anyways, you have to take my word for it: rippling is a 

huge problem with modern breast reconstruction.

I showed you examples of reconstructions that were under the muscle, and this is an example of one that 

is over the muscle. Here, we use kind of human tissue, it’s kind of interesting or gross depending on your 

perspective—this is dead people’s under-skin. So it’s the underlying layer, we’ve taken it out, sterilized it, 

processed it, and we’re now using that person’s under-skin, and we’re putting that in to protect the 

implant. And that white, paper towel sheet goes away and gets integrated into the patient’s tissue.

And there’s some technique here, it shows you the inside of the breast. Here’s some thin skin, look how 

thin that is, look how thin of a covering you have! And that’s the muscle. There’s the material going in, and 

showing you kind of how we did that, but that’s interesting to show how thin it is. 

——————————————————————————————————————————————
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DOC: This is just a scar, medium quality scar. And you can see on the other side — as you know, different 

people, different ethnicities will heal differently. So you have to kind of factor in these pigment changes 

around that. David, I assume that most of your patients are caucasian, but when you have Hispanic, 

Asian, African American patients—

DA: Indian, African American …

DOC: Yeah, they heal very differently. 

DA: They could be keloiding, usually the darker the melanin.

DOC: Yeah, how often do you see keloiding after tattooing?

DA: Not after tattooing, but after surgery.

DOC: Yeah. So again, keloiding is something that David talked to you about. This hypertrophic scarring is 

almost like keloiding. Keloid refers to the fact that the scar has extended beyond the boundaries of the 

actual incision, so it’s gotten bigger. A bad scar typically means that it’s there, while a keloid means that 

it’s actually spread, that the fibrosis has spread further. That scar is very difficult to work with because 

there’s no blood supply. It’s most [inaudible]



Now here you can kind of see how the scar evolved: This is probably about a six month change from that 

initial side that probably has the expander to the flat side, about six months. And you can see the the scar 

fades. How long does it take a scar to fade? I tell my patients 18 months from surgery is about the time 

the scar takes it’s final [form?]. That’s not true of everybody: some patients who have more inflamed skin 

might take longer but 18 months is a good general estimate. So that’s why when you said two years, 

that’s within the ballpark — you don’t want to tattoo into a fresh scar, you’ll lose your work.

Now there are other types of breast construction where we take skin from the back, it’s called a 

latissimus, and we take muscle, skin, and fat from the back and we swing it, we tunnel it underneath the 

arm like you’re seeing around here—underneath the arms and to the front. That’s actually one of the most 

common kinds. Here’s a good example of that: you see how there’s a little bit of skin and some muscle, 

and you cut it along here, and then we tunnel it underneath the arm pit and it comes out like this. And 

that’s a very nice, simple approach. This goes into some detail as to how we do it, but it’s just engineering 

that. Here’s an example of that in video: So, I’m on the back right now, and I’m cutting that muscle away 

from other muscles. There’s the tunnel that I’m going from the back and that little white space here, 

tunnelling into the front of the breast, because the patient is on her side. And then what happens to the 

back, is we just close that, so the back gets closed. This is now the front, and I’ve put an expander 

underneath that tissue. So here’s the back tissue that’s now in the front, and skin and some fat and 

muscle, and I’m using it to cover the skin defect there. We do that sometimes when there’s a problem with 

the front [?]. 

And so this is an example of a patient who has had this. She had had a lumpectomy with radiation, and in 

a situation like that they have to cut out a lot of skin, so to cover that skin, instead of giving her a nice long 

line here she said “well I want something to look a little better.” So I took tissue from her back, brought it 

underneath her arm pit, out into the front, and this is what they look like. You can see the scar here, and 

somebody did a nipple tattoo thing…Looks better with David Allen’s stuff.

Here’s that patient we saw before, and this is with the latissimus afterwords. So, I would say that shape 

and form of this looks really good, while the [nipple] tattoo looks okay—it’s faded, you can tell it probably 

was okay, and you have to also consider the aesthetic balance of things. It’s too high, I’m not sure if I like 

that. I think in a case like that (I have another picture that’s without this) I think that she might look better 

without the tattoo in that situation, or with a different type. But again, these are the things to think about 

when you have pictures and you can give the patients choices: here, versus something else. 



Okay. Here’s a patient—oh, this is an example of a patient who had lumpectomy with radiation. So she 

still has her breasts; that’s one of the drawbacks of radiation: it really tightens and contorts the tissue. 

This is after we did the latissimus; you can see yeah, there’s a scar there, but her breasts look like 

breasts. So that’s what the back tissue can be used for. 

The other big way to take tissue is from the tummy. You have to be very fat for this. So here, what I’m 

doing is—this is the tummy. It’s a big heavy patient, here’s her belly button, this is the low part of the 

incision, and I’m literally slowly taking away the breast tissue. And, I’m preserving the blood supply to the 

fat. You can’t just take a hunk of one part of the body and put it somewhere else and expect it to survive; 

you have to keep it connected to the blood supply and you have to reconnect it. So, that’s in real life, 

those are tiny little vessels that I’m really carefully tweezing out because I need to preserve that. 

DA: Are you going based on sight alone—can you feel it?

DOC: It’s sight, mostly sight.

DA: Yeah, because it’s so tiny.

DOC: Yeah. So we’re using—well, it’s not there you might see it… Now we’re in the chest. What we do is 

we break open a rib, create a rib fracture, and underneath the rib here are vessels right over your lungs. 

These are big vessels. So we have to take the vessels and the fat here, and reconnect them—it’s just 

plumbing. You have to reconnect it in order for it to survive. So that’s what we’re setting up right there. 

Now, I set it up preliminarily, and now I brought the fat over, and what I’m picking up is these tiny vessels 

that you can’t see with the naked eye, and I’m tacking that in there, and we’re doing microsurgery—I’ll 

show you what that’s like because we bring in a whole microscope for that. 

And this is what we’re looking at, so this is through the microscope, this is what I see. These increments 

are [tiny], this is 2.0mm, 2.5mm, so you’re looking at something that is this big [gestures with hands] width 

wise, and it’s been magnified. So that’s what we have to do. And then around that little hole, I have to put 

twelve sutures around that, so probably 1.5mm, and we have to put these two tiny things together with a 

microscope, but I have to put 12 sutures around it and tie it. It’s 10x magnification, and so those are two 

vessels that are being brought together and they’re really hard to work with. And that’s the little device. 

There’s an artery and a vein. Remember artery is brought in. And This is a device that helps to cup — it’s 

a little prong and you twist it, and as you twist it the prong helps to bring vessel edges together. And there 

it is: now the vein is connected. The artery, we have to do something different…



This is the artery. So you can see the vein’s already been done, and it’s done mechanically. So we have a 

mechanical coupling device. Now it’s the artery, and what I’m doing is just preparing one end of the artery. 

So that’s the lumen, the fold of the artery, and I’m flushing it through—the arteries have thicker walls—this 

is all done under the microscope. And then there’s the other end of the artery, and I just have to couple 

that, that’s what I have to do: those are sutures. This is why it takes 12 hours. This stuff—you know, every 

little movement that you make is a huge movement here, and you have to just couple it. Those sutures 

are essentially, almost invisible to the eye that we are using. See, kind of sewing around: there’s one 

suture, two, three, four, and I’m going all the way around to tie it. So when you think about something like 

this that’s going to take you twelve hours versus an hour to put in an implant—an expander that you can 

touch and see— it makes it a lot easier. 

And these are examples of patients who have had this surgery—deep fat. That’s tattoo: You can see that 

faint outline, that’s the tissue from the tummy that’s now healed where the breast was and essentially 

healed really well. And we can actually sometimes make a nubbit where the nipple is and tattoo around it, 

or just do a 3D tattoo. 

DA: Dr. Ghoul had one of his patients, they took the tattoo from here, and the tattoo’s up here now. 

DOC: Exactly, yeah.

AUDIENCE: What’s the name for the type of surgery?

DOC: Deep fat. This is an example of a patient who, you know, this is all tattoo. This is a reconstructed 

breast with her tummy tissue—look how natural. That’s why some patients, when we said one year later 

people really like their own tissue, because it looks real. It doesn’t necessarily feel real but it looks real; 

this is a very nice tattoo that was done, they literally covered that scar perfectly. 

Here’s some other examples. Sometimes, this is not botched surgery, but this is a surgery—when you 

look at this patient, she looks like that because she had radiation on one side. You might say, well, why 

does one breast look so different with radiation? This is kind of somewhat a revision surgery that we do to 

try to reconstitute some of that. Again, this is revision surgery. This is without a tattoo, so you can see the 

scars are quite stark, and I think they could benefit in general. And she hasn’t scarred very well from 

this…this is not uncommon. You might say, well, oh what is that? That’s where the expanders are in, we 

haven’t done the second stage yet. We can move the meter a lot. Same thing here, you’ll see that the 

scars can change. So we’re doing subtle changes to that, and there’s many different types of them. 

——————————————————————————————————————————————



IMG_0212.MOV
Again, remember what I showed you of that thinness of the tissue that you’re tattooing onto, I mean, 

some of those videos should have shown you just how thin that is. It’s just different from tattooing onto 

normal tissue. And then, about the different ways that we reconstruct breasts remember, with your own 

tissue flap (tissue from the back or tummy) that thin skin above it is going to get a little bit more blood 

supply, so it’s healthier, more robust, but it also has a blood supply. Do you find that when you tattoo on a 

scar, is it just hard to put the pigment where you want or is it it that it changes the way the pigment 

changes? 

DA: Um, I respond to the fibratory response of the epidermis. So with the scarring, I can’t read it as well, 

there’s nothing to read. So it is harder to go in, it’s more succinct, there’s no in and out. Have you seen 

slow motion of tattooing when it looks like a wave? When you hit the skin, the skin looks like water, it 

doesn’t respond that way at all. The technique that I use is that I just use three needles or a single needle. 

And instead of hitting the whole thing I hit it almost as microscopically as I can. So if I drop that point 

needle in, it’ll actually go into the scar tissue because it’s so tiny. So I ere on the side of caution, and I’ll 

use the single or the triple needle configuration, and it just goes in dot by dot. I don’t think it spreads 

more…I just keep thinking of the word succinct. So when I put a dot in, the dot’s even smaller than if I did 

the dot elsewhere, it’s just a little…I have to…your errors will show more. 

DOC: And, 4-5 years out, do you feel that the scar you’ve tattooed looks any different?

DA: It doesn’t spread, it doesn’t respond like a normal tattoo would. It stays.

DOC: And I think that makes sense because a scar if fibrotic; there’s no elastic, there’s not as much 

turnover because it has less blood supply, it doesn’t turn over the cells as much. And mastectomy tissue, 

because it’s thinner to begin with and has less blood supply, I don’t think that it holds pigment better than 

tissue with more blood supply. The way I see blood supply is it helps turnover, natural turnover. And if you 

have less blood supply, I would think there would be less turnover, but I don’t know. 

DA: It’s just a matter of erring on the side of caution, which is different than a standard tattoo because you 

have to get in there, you want to make sure it lasts. This is very delicate, and especially the keloid — it 

doesn’t mean it is harder it just goes faster. And I’ll check my depth and see if it’s staying or not, and 

worse case, if it doesn’t stay there, then I’ll hit it again as opposed to over doing it. It’s intuition. 



AUDIENCE: It’s nice to hear you say that—I was a bit worried that someone would go, “I’ll teach you the 

exact way to tattoo.” And I’m like…feeling generally millimetre by millimetre by millimetre—fill, readjust, fill, 

readjust—if it doesn’t go in, readjust slightly. I can’t contemplate “this is exactly how you do it…” because 

it’s just like that. 

AUDIENCE: The way you stretch the skin differs from one centimetre to another, so the whole breast is 

different, and I think that’s what you said because I really see a difference tattooing prostheses than 

tattooing [flats?]; the tension of the pigment is not the same, so I have more touchups on prostheses than 

I have on [flat?] skin because the skin is absorbing it, and the retention is better. 

DA: I don’t know how you compare, but I start any tattooing on scar tissue like chalk on a sidewalk; it’s 

just little areas that get anything. It’s hard to get the detail because it’s not all on one plane. 

DOC: Well, it’s interesting you say that because one of the treatments for really bad scars is to put a 

needle in and to inject steroids. And if it’s a really hard scar that I can’t inject any fluid into, what will 

happen is I will hit a certain soft spot and I’ll be able to get fluid in. So it’s very hit and miss. The scar, 

even though it’s dense, you can’t get the needle with fluid into it as well. I would imagine it’s the same 

thing with a needle with fluid where you might need more, it doesn’t go in evenly, it starts spreading…

DA: Yeah exactly. So the area around it, I can trick the eye into making it look more accurate than it is, 

just tricks around it…we’ll talk about that more…design elements.

DOC: Yeah. 

AUDIENCE MEMBER: Are there any circumstances where somebody would have to have ongoing—

possibly lifelong—treatment after a surgery? Or would you say it’s absolutely not suitable?

DOC: So one question would be—and this comes up when we do reconstruction—if a patient has been 

radiated, do you have to worry about them being radiated again? And the answer is no. So, once they’ve 

been radiated, they aren’t going to get radiated again. One thing to be careful of is that for most patients, 

the sequence of treatment typically is: surgery, then chemo, then radiation. So if they have had chemo, 

one thing to ask them is are you getting radiation. Now, it might seem obvious, like why would they come 

to me? But trust me, people look to you as somebody to normalize their lives, they’re not going to think 

straight about that, so you should ask them are you done with your treatment. Now, some patients will say 

they’re still undergoing hormone treatment. Is hormone treatment a counter-indication to tattooing? No, 

it’s just estrogen pills, it doesn’t affect you. So you obviously don’t want to do tattooing in the peri-chemo 



period, because patients could get an infection, they could get a life threatening infection from a cut. So, 

you don’t want to do that when you have chemo, but you have to ask them whether they are undergoing 

hormone chemo or non-hormone chemo—hormone chemo is safe, they’re essentially healthy. Non-

hormone chemo is bad, that means you should not tattoo. 

DA: Can I ask you a question about lymph-nodes? There’s a lot of concern, well, that’s a question I get 

often.

DOC: What is it about lymph-nodes? I think there’s two questions. One question is, can you tattoo on the 

side where they’ve had lymph-node removal? This is a little controversial because their doctors have told 

them, “don’t do anything on the arm where you had chemo.” The reason is, there’s a theoretical chance 

that they get something called lymphedema. Lymphedema means that the arms will swell in a semi-

permanent fashion: very hard to treat. It happens because they’ve taken out lymph nodes in the arm pit 

as part of the cancer, they don’t always do that, but sometimes they’ll do that. And when you take out 

lymph nodes from the arm pit, the lymph nodes are part of a sump pump system for your arm that gets rid 

of fluid. And because they’ve taken the sump pumps away, because they were involved with cancer, they 

fear that it can’t drain out fluid as much. One of the theories is that if you create a cut (or get an IV) on 

that arm, you could potentially create lymphedema because there’s inflammation that can’t stop. So, in 

general, if they’ve had an axillary node dissection, it’s recommended that you don’t tattoo or don’t do an 

IV on [that arm]. The breast, however, is probably okay—there’s no clear data. But, probably in the 

consent process you would document that the patient understands that there is a risk of that. I would put 

that in, because once they do it, its…. You know, if you talk to anybody or go onto Google Scholar, there’s 

plenty of warnings saying that you should not cut or tattoo on the side of [lymph node removal]. While it is 

referring to the arm and the breast is probably fine, that’s still something you still have to be aware of. If 

somebody says something to you, that’s something that you probably want to ask them, is “do you have 

lymphedema?” You may be doing the breast, but they might have arm sleeves, and you may not even 

see it [lymphedema] because they have the sleeves. So you probably want to ask them that, and if they 

say yes, you can say, “Okay, just letting you know that theoretically, although I’ve never seen this happen 

and there’s no data for it happening on a breast, theoretically we might get lymphedema.” You just have to 

tell them. If they actually have lymphedema, I wouldn’t touch it; I really wouldn’t risk anything. And how do 

you know? If they have those arm sleeves and if their fingers are fat. I would be careful, because on 

patients like that, we aren’t even allowed to operate on them. Basically, I tell them, “you’re not the best 

candidate because you could have a worsening of symptoms.” 

AUDIENCE: Would this apply to just a nipple tattoo?



DOC: That’s a really good question, I don’t do nipple tattoos. [Shrugs]. I think that that, again, that’s why I 

said it’s probably okay for the breast because there’s no data, but not the arm, definitely not. So the 

breast is probably okay, and it’s just part of the consent process. And if they have active lymphedema 

where it’s really swollen, I think you have to be careful—it means they are uncontrollable. And this is 

elephantiasis you know, when you see pictures of that, that’s the crazy stuff that can happen with these 

arms. 

AUDIENCE: So just to clarify, if they have lymphedema at all, it’s not a good idea to tattoo them at all.

DOC: No—I’m going to caveat that: It’s not a good idea to tattoo the arms at all. If they have active 

lymphedema, I think you have to be careful, I honestly do. I think medically and legally you will have very 

little to stand on if they get worse or if they claim…now that I think about it you can probably get some 

crazy patients that are unhappy with their tattoos. So you just have to be careful with a lymphedema 

patient. We are—I tend not to operate on patients with active lymphedema because of the theoretical risk. 

But she raised a good question: “you talk about surgery, cutting and all that, but what about a small 

tattoo?” It’s probably okay, but just part of your consent process, I would be very careful. 

AUDIENCE: How common is it [lymphedema] to have?

DOC: It used to be almost 10% of patients had lymphedema. Now they do what is called a sentinel lymph 

node biopsy, which is a selective removal of lymph nodes, and so the risk of lymphedema has gone down 

to probably less than 5%, maybe even more now. In certain places in Europe they have a higher instance, 

but I’m not quite sure why that is. Maybe it has to do with adoption of sentinel lymph node; if you don’t do 

sentinel lymph node, which has become more common, then you’re going to have a problem. It used to 

be a big problem, it’s much less now.  

AUDIENCE: Is it ever worth it, do you think, to get their surgeon or specialist to give written consent? 

DOC: So we do something called clearance: I would do that if a patient had lymphedema. If they had 

lymphedema and you’re going to do that, I would protect yourself by saying “can you ask your surgeon for 

clearance?” And then you can say, “well, I’m not a doctor, and the doctor said it’s okay so I did this for 

you.” 

DA: If I feel off at all, If I have any doubts, then I’ll ask for clearance. 



AUDIENCE: It’s quite difference for us in France because as soon as you ask any information from the 

patient or from the doctors, you get immediately [sued?] for information: You cannot have any kind of 

medical information as the tattoo artist, so I have an informed consent that [the patient] is presenting 

communications, and the communication states that she or he has no underlying condition. I can ask 

them to review this, but I cannot receive a letter from the doctor saying “there’s no problem.” 

DOC: I think here it’s probably different, you don’t need to have that but … I would only do that in the case 

of lymphedema, no other situation would typically be a problem. I mean, the only other things we talked 

about is make sure you’re at 18 months, I think that’s reasonable because the scar is still maturing at that 

point; make sure they’re not on active chemo because actually you can hurt the patient that way. So no 

active chemo, 18 months out, warning around lymphedema if they have active lymphedema, don’t tattoo 

the arm IF they’ve had an axillary node dissection. Other than that…

DA: The way I do the 18 months is I say it has to be a year from surgery, and then I book them 6 months 

later. 

DOC: Yeah. And 18 months isn’t hard and fast: 6 months is probably too early, a year is probably fine, 18 

months is when I tell patients their scars have matured. 


