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INTRODUCTION

Glucagon-like peptide-1 receptor agonists (GLP-1 RAs) were initially developed 
for the treatment of type 2 diabetes mellitus; however, in recent years, they have 
gained widespread use in obesity management, particularly with agents such as 
semaglutide, liraglutide, and tirzepatide. The significant weight loss achieved with 
these medications has led to the emergence of a new patient population in aesthetic 
surgery practice in terms of surgical candidacy, operative timing, postoperative risk 
profile, and the predictability of aesthetic outcomes (1,2).

The impact of GLP-1 RAs on plastic surgery is bidirectional. On the one hand, the 
reduction in body mass index allows some patients who were previously considered 
unsuitable for surgery to be reconsidered for body contouring and breast aesthetic 
procedures. On the other hand, rapid or substantial weight loss creates new 
uncertainties in surgical planning because of its potential effects on tissue quality, 
nutritional status, weight stability, and wound healing. Available studies generally 
cannot determine whether these changes reflect a direct pharmacologic effect, the 
magnitude or velocity of weight loss, or accompanying metabolic factors (3,4).

This change has become increasingly evident in clinical practice and has generated 
new questions regarding patient screening, nutritional counseling, surgical timing, 
and perioperative management. GLP-1 RAs have become part of aesthetic surgical 
practice; however, no standardized approach specific to these patients has yet been 
established, and proposed strategies remain largely individualized (2,3).
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Changes in the facial region are among the most visible aesthetic 
consequences associated with medical weight loss. Midfacial 
volume loss, skin laxity, and an aged appearance due to rapid 
volume depletion have been described under the popular 
term “Ozempic face” and subsequently addressed in the plastic 
surgery literature as a clinical phenomenon associated with 
facial volume loss and increased demand for facial rejuvenation. 
Current literature more often interprets this phenotype as a 
manifestation of global or rapid weight loss than as evidence of 
selective, drug-specific facial toxicity (5-7).

However, the literature remains heterogeneous regarding the 
effects of GLP-1 RAs on aesthetic surgical outcomes. While 
some studies have reported comparable complication rates, 
others have emphasized delayed wound healing, altered 
tissue behavior, and nutrition-related risks. Therefore, current 
data support neither a direct advantage nor an automatic 
contraindication for GLP-1 RA use; rather, they indicate 
that surgical decisions should be based on weight stability, 
metabolic optimization, nutritional adequacy, bariatric history, 
and procedure-specific risks. Observational associations should 
not be interpreted as proof of either harm or protection from the 
medication itself (3,8-10).

In this review, the role of GLP-1 RAs in aesthetic surgery is 
discussed under the headings of patient selection and surgical 
timing, facial aesthetics, body contouring, breast aesthetics, 
aesthetic surgical outcomes, perioperative management, 
nutrition, and biological mechanisms. The aim is to present 
this rapidly expanding but methodologically heterogeneous 
literature within a clinically meaningful framework and to define 
the strengths and limitations of the current evidence.

MATERIAL and METHODS

This study is a contemporary narrative review prepared to 
evaluate the current implications of GLP-1 RAs in aesthetic plastic 
surgery practice. The review was structured in accordance with 
the principles of the Scale for the Assessment of Narrative Review 
Articles (SANRA) (11). Only English-language publications were 
considered. A targeted literature search was conducted through 
PubMed/MEDLINE for articles published between January 2015 
and August 2026. The 2015 start date was selected to capture 
diabetes-era, mechanistic, and early weight-management 
literature preceding the recent expansion of aesthetic 
publications. Manual reference screening of relevant articles 
was also performed to identify additional publications directly 
related to the scope of the review; earlier seminal publications 
were eligible when required to explain foundational biology 
or post-weight-loss principles. The keywords “GLP-1 receptor 
agonist”, “semaglutide”, “tirzepatide”, “liraglutide”, “Ozempic”, 
“Wegovy”, “plastic surgery”, “aesthetic surgery”, “body contouring”, 
“abdominoplasty”, “panniculectomy”, “breast surgery”, “facial 

aging”, “Ozempic face” and “wound healing” were used alone and 
in combination.

The evaluated sources were selected from retrospective cohorts, 
database analyses, prospective observational studies, systematic 
reviews, survey studies, case reports, and selected guidance 
or opinion articles. Eligible publications addressed the clinical, 
anatomical, biological, nutritional, perioperative, or aesthetic 
implications of GLP-1 RA therapy or associated weight loss. The 
extracted data were synthesized under clinically meaningful 
themes: Patient selection and surgical timing, facial aesthetics, 
body contouring, breast aesthetics, durability of aesthetic 
outcomes, perioperative management, nutrition, and biological 
mechanisms. Publications were excluded if they were unrelated 
to GLP-1 RAs, did not address plastic or aesthetic surgery, focused 
only on general pharmacotherapy without surgical relevance, or 
represented duplicate or substantially overlapping reports. The 
updated search and manual screening identified 59 content 
records. After evaluation for relevance, overlap, and contribution 
to the final synthesis, 37 content publications were retained 
in the cited narrative review; the SANRA instrument was cited 
separately, yielding 38 references in total. Because of the review 
nature of the study, no formal meta-analysis or risk-of-bias 
assessment was performed. Throughout the synthesis, direct 
drug effects were distinguished from weight-loss-associated 
findings whenever the study design allowed; where separation 
was impossible, this uncertainty was stated explicitly. The 
completed SANRA self-appraisal is provided as Supplementary 
Table S1.

FINDINGS of the REVIEW

Patient Selection, Surgical Timing and Perioperative 
Management

In patients using GLP-1 RAs, surgical eligibility should not be 
assessed solely according to the reduction in body mass index 
(BMI). The rate and magnitude of weight loss, documented 
weight stability, metabolic comorbidities, nutritional adequacy, 
bariatric history, psychological adaptation, and procedure-
specific risks should all be evaluated together. Current body 
contouring data show that the method of weight loss alone is 
not the strongest determinant of risk; BMI at the time of surgery, 
the presence of diabetes, and the overall biological substrate of 
the patient are often more decisive factors (8).

The fundamental principle in surgical timing is to wait for weight 
stabilization, similar to the experience after bariatric surgery; 
however, no GLP-1 RA-specific interval has been validated as 
a universal standard for aesthetic surgery. In the STEP 5 trial, 
semaglutide-associated weight loss largely plateaued after 
approximately 60 weeks and was maintained with continued 
treatment, whereas the STEP 1 extension demonstrated 
substantial weight regain after treatment withdrawal (12,13). 
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A plastic-surgery-focused review similarly emphasized the need 
to document a stable weight trajectory rather than relying on a 
fixed interval alone (14). These data support waiting until active 
weight loss has ceased and the treatment plan is stable, but they 
do not establish a procedure-specific evidence-based waiting 
period.

In abdominoplasty and general body contouring cohorts, when 
evaluating surgical outcomes after GLP-1 RA-related weight 
loss, it appears that the complication profile depends not only 
on medication exposure but also on BMI at the time of surgery, 
diabetes, nutritional status, procedure type, and concomitant 
bariatric history (8-10). Data showing increased wound 
dehiscence and systemic complaints, particularly in patients 
with both bariatric surgery and GLP-1 RA use, demonstrate 
that patient selection cannot be reduced solely to the amount 
of weight loss (9). Conversely, some cohorts evaluating body 
contouring outcomes after GLP-1 RA use have found similar 
rates of rehospitalization, emergency department visits, and 
major wound complications, suggesting that surgery can be 
safely planned in selected and well-optimized patients (10). 
These observational findings support risk stratification but do 
not prove either harm or protection from GLP-1 RAs.

The second component of patient selection is nutritional and 
metabolic preparation. GLP-1 RA therapy reduces appetite 
and total energy intake, and changes in body composition 
may include loss of lean mass as well as fat mass (4,15). This is 
particularly important in patients undergoing excisional body 
contouring surgery, because nutritional deficiencies may 
impair collagen synthesis, fibroblast activity, angiogenesis, 
and immune response. Current multidisciplinary guidance 
recommends baseline nutritional assessment, adequate protein 
intake, resistance training, and monitoring for micronutrient 
vulnerability during GLP-1-based obesity treatment; however, 
evidence linking a specific nutritional protocol to improved 
aesthetic-surgical outcomes in GLP-1 RA users remains 
unavailable (15).

For this reason, a proposed preoperative approach may include 
assessment of albumin, hemoglobin, ferritin and iron indices, 
vitamin B12, folate, vitamin D, and zinc when clinically indicated, 
particularly in patients with restrictive intake, previous bariatric 
surgery, anemia, or symptoms of deficiency (15,16). This panel 
is extrapolated largely from obesity and post-bariatric nutrition 
literature rather than validated as a mandatory GLP-1 RA-specific 
surgical standard. Testing should therefore be individualized 
according to history, examination, procedure magnitude, and 
local perioperative practice.

Adequate protein intake and resistance exercise may help 
preserve lean body mass during active weight loss (4,15). No 
universal protein threshold has been validated specifically 

for GLP-1 RA users awaiting aesthetic surgery; intake should 
therefore be individualized according to nutritional status, renal 
function, body composition, ordinary dietary intake, and dietitian 
assessment. Oral supplementation may be considered when 
ordinary intake is insufficient, but this represents a pragmatic 
clinical approach rather than an evidence-based drug-specific 
standard (15-17).

The most debated perioperative effect of GLP-1 RAs is the 
theoretically increased risk of pulmonary aspiration due to 
delayed gastric emptying. A prospective gastric-ultrasound 
study found a higher prevalence of increased residual gastric 
content among patients using weekly GLP-1 RAs despite 
standard fasting (18). Therefore, preoperative assessment should 
include not only whether the patient is using the medication, 
but also the type and dose of the agent, timing of the last dose, 
gastrointestinal symptoms, dose-escalation phase, comorbid 
conditions, and procedural risk. Current multisociety guidance 
favors individualized assessment rather than automatic 
discontinuation for every patient (19). Because residual gastric 
content is a surrogate and aspiration events remain uncommon, 
the absolute clinical risk is still uncertain; local anesthesia 
protocols and multidisciplinary judgment remain important (18-
20).

The third component of patient selection is psychological 
adaptation. After rapid weight loss, some patients may experience 
rapid changes in body perception, leading to early requests for 
corrective procedures, dissatisfaction with appearance, and 
sometimes a temporary sense of alienation from their own body. 
This does not always indicate fixed body dysmorphic disorder; 
however, particularly in patients planning facial and breast 
aesthetic procedures, expectation management, psychological 
adaptation, and, when necessary, evaluation for body 
dysmorphic disorder are important. Evidence specific to GLP-
1 RA users is scarce, and this approach is extrapolated mainly 
from post-massive-weight-loss literature, in which body image 
and quality of life are important determinants of treatment 
experience (21).

Facial Aesthetics

Rapid or substantial weight loss associated with GLP-1 RA therapy 
has been linked to facial volume reduction, soft tissue volume 
loss, and increased skin laxity. In the plastic surgery literature, 
this appearance has most commonly been discussed under 
the term “Ozempic face”; volume loss in the temporal region 
and midface, accentuation of the tear trough, deepening of the 
nasolabial fold, prominence of marionette lines, and increased 
jowling have been described as its main components (5-7). 
These observations do not establish a selective pharmacologic 
effect on the face. The phenotype is more plausibly interpreted 
as the facial manifestation of global soft tissue loss, with age, 
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baseline adiposity, weight-loss velocity, and skin quality as 
potential modifiers.

Direct clinical evidence remains limited. In a retrospective cohort 
focusing on the periorbital region, GLP-1 RA use was associated 
with increased consultations or interventions related to brow 
ptosis, dermatochalasis, blepharoplasty, and rhytidectomy (22). 
Because observational datasets are vulnerable to surveillance, 
selection, and weight-loss confounding, these findings should 
not be interpreted as proof that the medication itself causes 
specific oculofacial pathology.

Public analyses show increased searches for facial volume 
restoration, fillers, and lifting procedures in association with 
“Ozempic face” (23,24). However, social media visibility and 
clinical prevalence are not the same. Search activity measures 
awareness and changing consultation narratives rather than 
prevalence, severity, or causality. Therefore, although facial 
changes are increasingly recognized, heterogeneity remains 
regarding their frequency and severity.

The biological mechanism of these facial changes has not 
yet been fully clarified. Reviews and experimental studies 
raise hypotheses involving dermal and subcutaneous white 
adipose tissue, mesenchymal stem-cell differentiation, and local 
tissue homeostasis (7,25-27). A systematic review on human 
mesenchymal stem cells reported that GLP-1 RAs may exert 
context-dependent effects on proliferation and differentiation 
and may alter the balance between osteogenesis and 
adipogenesis (25). Earlier experimental data also indicate that 
GLP-1 receptor expression may be associated with adipose-
derived stem-cell differentiation (26). However, most mechanistic 
data are experimental, indirect, or derived from non-aesthetic 
settings; they are hypothesis-generating and should not be 
presented as a definitive clinical cause-and-effect pathway.

In clinical practice, management of this patient group does 
not differ entirely from standard facial rejuvenation principles; 
however, because reduced tissue volume and skin excess often 
coexist, the approach is frequently combined. After weight 
stabilization, fillers or autologous fat grafting may be considered 
for volume restoration, whereas facelift and neck lift procedures 
may become more prominent when skin laxity predominates (5-
7,23). These are proposed clinical options based on phenotype 
and conventional practice; comparative outcome studies 
specific to GLP-1 RA users are not available.

Body Contouring

When overall body contouring outcomes are considered, some 
studies indicate that the complication profile of patients who 
lose weight with GLP-1 RAs is comparable to that of patients 
who lose weight after bariatric surgery. In the large single-center 
cohort by Abbott et al. (8), the method of weight loss alone did 
not determine complication rates; rather, the main risks were 

associated with BMI at the time of surgery and the presence of 
diabetes. Similarly, in a 10-year retrospective analysis, no overall 
significant increase was found in rehospitalization, emergency 
department visits, hematoma, seroma, or wound dehiscence 
among body contouring patients using GLP-1 RAs (10). In an 
abdominoplasty series comparing GLP-1 RA-associated weight 
loss with post-bariatric massive weight loss, the GLP-1 RA group 
demonstrated better nutritional parameters, a lower tendency 
toward complications, and higher patient satisfaction (28). 
Residual confounding prevents attribution of these differences 
to the medication itself.

However, the literature is not unidirectional. In a comparative 
analysis focusing on abdominoplasty, GLP-1 RA use alone was 
not associated with a marked increase in hematoma or seroma; 
however, when combined with a history of bariatric surgery, it 
was associated with increased wound dehiscence and systemic 
complaints (9). This finding suggests that the issue may not be 
GLP-1 RA use alone, but rather the combined clinical context 
created by medication exposure and bariatric history. Similarly, 
in a non-bariatric panniculectomy cohort, patients using GLP-1 
RAs had higher rates of delayed wound healing but lower rates 
of seroma, suggesting that tissue and procedure-specific effects 
cannot be summarized simply as either “good” or “bad” (29). 
These mixed findings do not establish a uniform drug effect.

In a large propensity-matched database study, increased wound 
complications after abdominoplasty, panniculectomy, and 
breast reduction were reported, particularly in non-diabetic 
patients (30). This finding is important; however, because the 
study grouped heterogeneous procedures together and could 
not fully account for major confounders such as nutritional 
status, weight trajectory, and medication timing, it is insufficient 
to draw absolute conclusions. Part of the inconsistency observed 
in the body contouring literature may therefore result from 
interpreting different patient populations and procedures under 
the same umbrella.

From the perspective of systemic effects, a prospective single-
center abdominoplasty study is noteworthy. Patients using GLP-
1 RAs showed lower increases in thromboinflammatory markers 
such as C-reactive protein (CRP), interleukin (IL)-6, fibrinogen, 
D-dimer, and PAI-1, providing a biological signal that GLP-1 RAs 
may reduce systemic inflammation and hypercoagulability (31). 
However, because the study was not powered for clinical venous 
thromboembolism outcomes, this biomarker advantage should 
be regarded as hypothesis-generating rather than definitive 
clinical superiority.

Breast Aesthetics

Rapid or substantial weight loss may result in loss of upper-pole 
fullness, increased ptosis, and laxity of the breast skin envelope. 
These changes resemble the post-massive-weight-loss breast 
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phenotype and may make tissue support more critical in 
mastopexy, augmentation-mastopexy, and implant-based 
planning (32). At present, the morphological changes are better 
attributed to weight loss and baseline tissue quality than to a 
proven direct pharmacologic effect of GLP-1 RAs.

Post-weight-loss breast surgery literature supports individualized 
planning according to skin excess, parenchymal distribution, 
soft tissue thickness, and the need for reshaping or support 
(32). In patients with marked upper-pole deflation and thin soft 
tissue coverage, cautious implant selection, fat grafting, internal 
support, or staged surgery may be considered. For GLP-1 RA 
users, however, these options represent experience-based or 
post-weight-loss extrapolation rather than evidence-based 
drug-specific standards.

In the retrospective comparative series by Friedman and Tal (33) 
evaluating patients who underwent mastopexy simultaneously 
with implant explantation, the GLP-1 RA group showed an 
unfavorable trend regarding wound-healing problems, seroma, 
and fat necrosis. The same study also demonstrated lower 
albumin, prealbumin, and hemoglobin levels in this group (33). 
These findings raise concern about nutritional and healing 
capacity in a selected breast-surgery population, but the study 
design does not separate medication effects from weight loss, 
intake, or baseline tissue characteristics.

Lower-level evidence from case reports points in a similar 
direction. In two cases reported by Taraschi and Salgarello (34), 
delayed wound closure and fat necrosis were described after 
mastopexy or breast reduction in patients using GLP-1 RAs. Case 
reports cannot establish incidence or causality. They support 
vigilance in patients with high-tension closure lines, poor 
tissue quality, and limited soft tissue reserve, but should not be 
generalized to all GLP-1 RA users.

Durability of Aesthetic Surgical Outcomes

The long-term durability of aesthetic surgical outcomes in 
patients using GLP-1 RAs remains one of the least answered 
questions in the current literature. This issue is particularly 
important because GLP-1 RA-associated weight loss is a 
dynamic process, and surgical outcomes depend not only 
on operative technique but also on how the patient’s weight 
trajectory evolves during the postoperative period. Semaglutide 
trials demonstrate that weight loss may be maintained during 
continued treatment, whereas substantial regain may occur 
after withdrawal (12,13). A plastic-surgery-focused review 
likewise recommends confirming weight stability before body 
contouring, but no study has established a universally valid 
duration of stability for each aesthetic procedure (14).

In this context, the greatest risk is performing surgery during 
the active weight-loss phase or the early weight-regain period. 
Continued weight loss may lead to recurrent skin excess or 

unexpected contour changes after excisional procedures such 
as abdominoplasty and panniculectomy. Conversely, significant 
weight regain may result in relapse, re-volumization, or contour 
irregularities after lifting and body contouring procedures 
(13,14,28). These concerns are biologically and surgically 
plausible, but procedure-specific prospective evidence remains 
limited. Durability therefore appears to be more closely related to 
postoperative stability of the weight curve than to the method 
of weight loss itself.

In facial and breast surgery, the question of durability is even more 
complex. The effects of fillers, fat grafting, or lifting procedures 
performed for weight-loss-associated facial volume loss may be 
influenced by ongoing fat loss, tissue elasticity, dermal support, 
and possible weight regain (5-7,23). In patients undergoing 
autologous fat grafting, the effect of continued weight loss on 
graft volume and the effect of weight regain on facial contours 
have not yet been sufficiently studied. Similarly, in breast 
surgery, weakened soft tissue coverage and fluctuating weight 
trajectories may affect the long-term stability of implant-based 
or mastopexy results (32,33). These possibilities are inferred from 
conventional and post-weight-loss principles rather than long-
term comparative data specific to GLP-1 RA users.

Scar quality is also an important component of long-term 
aesthetic outcomes. Panniculectomy and mixed-procedure 
studies have reported signals involving delayed healing or 
wound complications, while a trigger-finger-release cohort 
reported more fibrotic scar formation, persistent symptoms, and 
reintervention among GLP-1 RA users (7,29,30,35). Although these 
observational and procedure-specific data are not sufficient to 
establish a definitive cause-and-effect relationship, they indicate 
that long-term outcomes should be evaluated not only in terms 
of contour or volume, but also in terms of scar quality, tissue 
laxity, and the need for revision surgery. Prospective, long-term, 
and procedure-specific follow-up studies are needed.

Biological Mechanisms

The most difficult aspect of GLP-1 RAs to interpret in plastic 
surgery is that systemic benefits and tissue-specific effects 
do not always progress in the same direction. Experimental 
and non-aesthetic literature suggests that GLP-1 signaling 
may suppress chronic inflammation, influence macrophage 
polarization, improve endothelial function, and affect metabolic 
homeostasis (3,27). This framework is consistent with the lower 
thromboinflammatory response reported in one clinical series 
(31). However, the clinical relevance of these mechanisms for 
wound healing, thrombosis, or aesthetic outcomes remains 
unproven; they should be regarded as hypotheses rather than 
established explanations for surgical findings.

However, tissue-level effects cannot be explained solely through 
an anti-inflammatory axis. Reviews focusing on aesthetic 
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medicine and skin health emphasize that rapid or substantial 
weight loss may lead to reductions in superficial and deep soft 
tissue volume, thinning of subcutaneous support tissue, loss of 
lean mass, and consequent loss of mechanical support (4,7). This 
observation is clinically meaningful, particularly in areas such as 
the face and breast, where volume loss directly affects aesthetic 
outcomes. These changes can occur during effective obesity 
treatment without requiring a direct toxic effect of the drug on 
skin or adipose tissue.

This biological framework may help explain some of the 
contradictions observed clinically. On one hand, lower increases 
in markers such as CRP, IL-6, fibrinogen, D-dimer, and PAI-1 
suggest the possibility of a more balanced thromboinflammatory 
response (31). On the other hand, delayed wound closure, 
reduced tissue support, or wound complications have been 
reported in specific procedures (29,30). Cross-study differences 
in population, procedure, diabetes, bariatric history, nutrition, 
and weight trajectory preclude a single biological conclusion. 
A more accurate interpretation is that tissue- and procedure-
specific responses may occur.

In a retrospective cohort study evaluating outcomes after trigger 
finger release, patients using GLP-1 RAs showed unfavorable 
signals regarding fibrotic scar formation, persistent symptoms, 
and the need for reintervention (35). This study suggests that 
regions containing tendon, fascia, and dense fibrous tissue may 
respond differently from adipose tissue-dominant areas. Because 
tendon and fascial healing differ from aesthetic soft tissue 
surgery, however, this finding cannot be directly extrapolated to 
the face, breast, or abdominal skin envelope and is best regarded 
as a rationale for further investigation (Table 1).

DISCUSSION

Although the effects of GLP-1 RAs on plastic surgery may 
initially appear to be interpretable mainly through weight loss, 
the literature reveals a more complex picture. GLP-1 RA use 
affects aesthetic practice through two overlapping pathways: 
Pharmacologic effects of treatment and anatomical or metabolic 
consequences of weight loss. Current evidence rarely separates 
these pathways. Reviews therefore emphasize comprehensive 
assessment of weight trajectory, nutrition, gastrointestinal risk, 
and procedure type rather than treating medication exposure as 
an isolated risk factor (2,3,15,17).

When this broader framework is evaluated together with 
clinical data, it becomes clear that GLP-1 RA use alone does not 
uniformly create a dramatic increase in complications; rather, 
surgical outcomes are influenced by the biological substrate of 
the patient and the planned operation. The same exposure may 
result in neutral or acceptable outcomes in a patient with good 
nutritional reserves, stable weight, and no bariatric history, while 
producing a different healing response in another patient with 

more fragile tissue reserves. Comparable outcomes have been 
reported in selected body contouring cohorts, while wound-
related signals appear in other populations and procedures 
(8-10,28-30). The available evidence therefore supports neither 
assuming equivalent risk in every user nor attributing all 
complications directly to the medication.

This complexity in patient selection is also reflected at the 
psychological level. In some patients experiencing rapid weight 
loss, the demand for surgery may arise not only from anatomical 
deformity, but also from difficulty adapting to rapid bodily 
change. This point is particularly important in facial and breast 
surgery, where patient satisfaction is determined as much by 
subjective perception as by objective deformity. Because direct 
GLP-1-specific psychological evidence is limited, screening and 
expectation management are proposed on the basis of post-
massive-weight-loss experience rather than a validated drug-
specific protocol (21).

From the perspective of facial aesthetics, the literature shows 
that the GLP-1 era has entered surgical practice not only through 
complication debates, but also through new consultation 
patterns. Broader plastic surgery reviews have emphasized 
that GLP-1 RA users may present not only as thinner patients, 
but also with a recognizable post-weight-loss phenotype that 
is aesthetically different (2,17,36,37). Therefore, facial changes 
should be regarded not merely as a social media phenomenon, 
but as one of the possible aesthetic consequences of medical 
weight loss. At the same time, the evidence base remains 
dominated by reviews, retrospective observations, and public-
interest analyses; the term “Ozempic face” should not imply 
proven selective facial tissue injury from receptor agonism.

Public-interest analyses show that “Ozempic” and its aesthetic 
sequelae have rapidly become visible in public discourse 
and that interest extends to facial volume restoration and 
corrective procedures (23,24). This cultural visibility can shape 
patient expectations and consultation narratives, but it does 
not substitute for clinical incidence data or procedure-specific 
outcome evidence.

Risk assessment must remain grounded in clinical variables. 
Across body contouring studies, BMI, diabetes, bariatric 
history, nutritional status, weight trajectory, and procedure 
mix repeatedly influence observed outcomes (8-10,28-30). 
Independent abdominoplasty data also identify BMI as an 
important risk modifier (38). This may help explain why some 
GLP-1 RA cohorts appear to have better outcomes while 
others appear more problematic: Medication exposure may 
be similar, but baseline metabolic and procedural burdens are 
not. Prospective studies that measure weight trajectory, body 
composition, nutritional indices, dose, treatment duration, and 
discontinuation timing are required.
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Study Limitations

The main limitation of this review is the marked heterogeneity 
of the existing literature. Because this review was designed as 
a narrative synthesis rather than a systematic review or meta-
analysis, no formal risk-of-bias assessment was performed; 
therefore, the strength of the conclusions depends on the 

quality, heterogeneity, and clinical relevance of the available 
literature. The included studies involve different procedures such 
as abdominoplasty, panniculectomy, mastopexy, blepharoplasty, 
and other aesthetic or reconstructive interventions; different 
GLP-1 RAs such as semaglutide, liraglutide, and tirzepatide; and 
variable dosages, durations of use, treatment timing, and weight-

Table 1. Summary of key evidence relevant to GLP-1 RAs and aesthetic surgery

Study Design/procedure/
domain Key finding Direction of effect Main limitation

Garvey et al. (12) Randomized trial; weight 
trajectory

Weight loss was sustained for 104 weeks 
during continued semaglutide treatment.

Favorable for 
stability Not a surgical study

Wilding et al. (13) Trial extension; treatment 
withdrawal

Participants regained approximately two-
thirds of prior weight loss within 1 year after 
withdrawal.

Unfavorable after 
withdrawal

Post-hoc extension; no 
surgical outcomes

Karakasis et al. (4)
Systematic review and 
network meta-analysis; 
body composition

GLP-1-based therapies reduced fat mass and 
also produced variable lean-mass loss. Mixed No aesthetic-surgical 

endpoints

Abbott et al. (8) Retrospective cohort; body 
contouring

Weight-loss method alone did not 
determine complications; BMI and diabetes 
were more influential.

Neutral by exposure Single-center 
observational design

Boukind et al. (9) Comparative analysis; 
abdominoplasty

Combined bariatric history and GLP-1 RA 
use was associated with more wound 
dehiscence and systemic complaints.

Unfavorable in 
combined subgroup Residual confounding

Liang et al. (10) 10-year retrospective 
analysis; body contouring

No overall increase in rehospitalization, 
emergency visits, hematoma, seroma, or 
wound dehiscence.

Neutral Retrospective exposure 
classification

Friedman and Tal 
(28)

Retrospective comparative 
case series; abdominoplasty

GLP-1 RA-associated weight-loss patients 
had better nutritional indices, fewer 
complications, and higher satisfaction than 
post-bariatric patients.

Favorable Small, selected cohorts

Koenig et al. (29) Retrospective cohort; non-
bariatric panniculectomy

Delayed healing was more frequent, while 
seroma was less frequent, among GLP-1 RA 
users.

Mixed Observational; 
competing outcomes

Lee et al. (30)
Propensity-matched 
database study; mixed 
plastic procedures

Higher wound complications were reported, 
particularly among non-diabetic patients. Unfavorable

Heterogeneous 
procedures; limited 
nutritional data

Bruno et al. (31) Prospective single-center 
study; abdominoplasty

Postoperative thromboinflammatory marker 
increases were lower among GLP-1 RA users.

Favorable biomarker 
signal

Underpowered for 
clinical VTE outcomes

Saffari et al. (22) Retrospective cohort; 
periorbital/facial

GLP-1 RA use was associated with 
consultations or interventions for brow 
ptosis, dermatochalasis, and facial 
rejuvenation.

Association 
with increased 
intervention

Selection and weight-
loss confounding

Friedman and Tal 
(33)

Retrospective comparative 
study; explantation with 
mastopexy

Unfavorable trends in wound problems, 
seroma, and fat necrosis accompanied lower 
nutritional indices.

Unfavorable
Selected operation; 
limited causal 
separation

Taraschi and 
Salgarello (34)

Two case reports; 
mastopexy/breast 
reduction

Delayed closure and fat necrosis were 
described. Unfavorable signal Case reports; no 

incidence estimate

Sen et al. (18)
Prospective cross-sectional 
gastric ultrasound study; 
anesthesia

Weekly GLP-1 RA use was associated with 
increased residual gastric content despite 
standard fasting.

Unfavorable 
surrogate

Residual content, not 
aspiration events

Dameron et al. 
(35)

Retrospective cohort; 
trigger-finger release

More fibrotic scar, persistent symptoms, and 
reintervention were reported.

Unfavorable indirect 
evidence

Non-aesthetic tissue 
and procedure

Direction refers to the reported association or signal, not to proven causality. GLP-1 RA: Glucagon-like peptide-1 receptor agonist, VTE: Venous thromboembolism, BMI: 
Body mass index.
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loss trajectories. Comparison groups are also heterogeneous 
and include post-bariatric surgery patients, individuals who lost 
weight through lifestyle modification alone, controls without 
GLP-1 RA use, or pretreatment periods. Most observational 
studies cannot distinguish receptor-mediated drug effects from 
the consequences of rapid or substantial weight loss, diabetes 
control, bariatric history, nutritional intake, or selection for 
surgery.

Another important limitation is the lack of standardization 
in outcome measures and complication definitions across 
studies. While some publications report only major surgical 
complications, others include minor wound dehiscence, 
seroma, or delayed closure under the category of complications. 
This reduces direct comparability between studies.

A significant portion of the available data is based on 
retrospective designs. In addition, many studies do not report 
clinically important variables in detail, such as nutritional status, 
protein intake, micronutrient deficiencies, body composition, 
weight stability, gastrointestinal symptoms, adjunctive 
supportive treatments, and medication discontinuation timing. 
Residual confounding and surveillance bias therefore limit causal 
interpretation of both favorable and unfavorable associations.

Finally, the amount of data regarding facial aesthetics, breast 
aesthetics, scar quality, and the durability of aesthetic outcomes 
remains limited; therefore, interpretations in these areas are 
based on lower levels of evidence compared with the body 
contouring literature. Recommendations in these domains 
should be understood as a proposed clinical framework 
informed by conventional post-weight-loss and perioperative 
principles, not as validated standards specific to GLP-1 RA users.

CONCLUSION

GLP-1 RAs have reshaped plastic surgery practice because of 
their success in obesity treatment. These medications have 
enabled some patients who would previously not have qualified 
for surgery to become operative candidates and have increased 
demand for procedures related to facial and body contour 
refinement. On the other hand, rapidly developing skin laxity, 
volume loss, nutritional vulnerability, perioperative management 
challenges, and uncertainty regarding the durability of surgical 
outcomes have made it necessary for surgeons to evaluate 
patients in a more comprehensive manner. Current studies 
often cannot determine whether these findings arise from the 
medication itself, the magnitude or velocity of weight loss, or 
baseline metabolic factors.

In light of the current literature, GLP-1 RA use alone is neither 
a complete advantage nor an absolute contraindication. 
Surgical decisions should be made on an individual basis by 
evaluating documented weight stability, BMI, diabetes and 

metabolic control, history of bariatric surgery, nutritional status, 
gastrointestinal risk, psychological adaptation, and the nature of 
the planned procedure together.

For plastic surgery, the central question is no longer “Can a patient 
using a GLP-1 RA undergo surgery?” but rather “Which GLP-1 RA 
patient is most suitable, at what time, with what preparation, and 
for which procedure?” Therefore, a multidisciplinary approach, 
individualized planning, transparent discussion of the limited 
evidence, patient education, and long-term follow-up are the 
key elements of this new era.
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