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AESTHETIC BREAST SURGERY
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Abstract : Breasts have always been the centre of focus in female form and they play a significant role in acceptability as a female and
in being sexually attractive. With an overall surge in demand for aesthetic surgery, it is natural for increasing requests for alteration of
breast size and shape. The surge for breast surgery also parallels the increasing trend of western wear amongst women. Various studies
have reported that augmentation mammoplasty has significant positive effect on patients' body and self image, sensuality, sexual life
and relationship with their partner. Reduction mammoplasty represents one of the clearest examples of theinterface between reconstructive
and aesthetic plastic surgery. Although, the essential goals of this procedure are the weight and volume reduction of the breast, aesthetic
enhancement, preservation of sensation and physiologic functions remain equally important. Mastopexy for breast ptosis involves
lifting and fixating the sagging breast, with repositioning of the nipple areola complex to obtain more youthful appearance and improved
projection. On the contrary a projecting male breast is a cause of embarrassment. Techniques for correcting gynaecomastia range from

liposuction to glandular excision, with or without skin reduction.

INTRODUCTION

The desire for beauty, aesthetics and erotic allure combined with
youthfulness is an aspiration that has been shared by human beings
through all agesandin dl cultures. Infemales, the body asawhole, and
breasts in particular, have been the centre of attraction. Contemporary
advances in the perception of female beauty and feminity necessitate
that the breasts be aesthetically acceptable in al situations of dress and
undress. The complex physiologic responses in breast further multiply
the problems in aesthetic restoration *.

The continued advances in a plastic surgeon’s ability to modify the
body image have resulted in an increased demand for aesthetic breast
surgery in which size and shape of the breast is altered. It includes
breast lift (mastopexy), breast reduction, augmentation and treatment of
gynaecomastia (enlarged breast in males). An aesthetic breast is defined
by Bostwick in two senses-‘tactile and visual’. The attractive,
aesthetically pleasing breast is characterized by proper symmetry, flow,
contour and proportion. Tactile aesthetic considerations are softness,
smoothness and sensibility to touch, which is particularly important in
the nipple areola complex. Normal volume of each breast should range
from 300-500 gm with more fullness lateral and inferior to the nipple
areola complex and a 45 degree latera inclination 2 (fig. 1a& b).
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Frontal view. Lateral view.
Fig. 1: Showing normal breast symmetry, contour and proportion.
ANATOMY

Breast isamodified sweat gland and found in the superficial fascia of
the pectoral region. The ideal breast is conical in shape and is
positioned within the second rib superiorly, seventh rib inferiorly and
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between the parasternal and anterior axillary lines. The breast rests
mainly on pectoral muscle with some overhang over the serratus
anterior muscle, external oblique muscle and the anterior rectus sheath.
Thenippleislocated at thelevel of fourthintercostal spaceand slightly
lateral to mid clavicular line. The blood supply is from an inter-
communicating subdermal plexus, with the major feeding vesselsbeing
internal mammary artery, lateral thoracic artery and intercostal
perforators. The principal nerve supply is via intercostal nerves and
thenippleareolacomplex isprimarily supplied by the fourth intercostal
nerve. Cooper’s ligaments are essential for breast support and
preservation of this structure provides the rationale for reduction
techniques that minimize skin undermining *.

PATIENT EVALUATION

All aesthetic breast surgeries are done under genera anesthesia or
heavy sedation with local anesthesia. The patient should be medically
fit to undergo surgery and should also be free from any breast disease
like nipple discharge, breast dysplasia or malignancy. Local
examination includes noting the size and position of the breast and its
nipple areola complex, location of the inframammary crease, and any
breast or chest wall asymmetry. In elderly patients, a mammogram
should be done routinely to rule out malignancy.

Consultation with the patient regarding her expectations from surgery
and proposed procedure should be discussed in detail so asto prevent
postoperative dissatisfaction and confusion. Preoperative and
postoperative photographs should be taken to objectively evaluate the
deformity and the final result.

AUGMENTATION MAMMOPLASTY

Various studies have confirmed that augmentation mammoplasty has
significant positive effect on patients body and salf image, sensudity, sexua
lifeand rdlationshipwiththeir partner 3. Primary indicationsfor augmentation
areinadequatevolumeof breast tissue, glandular hypomastia(devel opmenta
or age relaed atrophy) and psychologica reasons. In certain patients with
underdevel opment of thoracic region (e.g. Poland’ssyndrome) skinenvelope
over chest wall may not be adequate and tissue expanson may be required
prior to augmentation.

Theevolution of breast augmentation datesback to 1895 when alipomawas
transplanted from patients’ back tofill abresst defect, but attemptsto enlarge
the breast with autogenous tissue such as lipoma, fat, dermd graft and
omentum had unacceptableand unpredictableresults. Later variousinjectable
dlopledticmateridslikeparaffinand sliconeweretried but soon discontinued
due to severe complications. Modern era of cosmetic breast augmentation
started in 1962 when Cronin started placing subglandular silicone gel
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prosthess. Other solid dloplastic materids used for breast augmentation
were polyvinyl ether, poly tetra fluoroethylene and poly methane. These
were gradudly discontinued due to severe loca and systemic reections.
Modern day breest augmentationisdoneby placing afluid/ gl filledimplant
under the breest tissue, which gives it a naturd fed. An dastomeric solid
shell of silicone, filled with either silicone gel or sdineisthe principa design
of current models of breast implants and some type of texturing of the
elastomeric surface has been added in an effort to diminish encgpsulation.
Presently used implantsmay besmooth or textured and sphericd or anatomic.
Thegod of these variousimplantsisto atain the most naturd, aesthetically
pleasing shape while keeping complication rate to minimum.
Four separate incision sites- axillary, inframammary, periareolar and
transumbilica have been used for placement of the breest implant. Each
location has its advantages and disadvantages depending on the individua
urgeon’s experience. The postioning of the implant can be subglandular
(behind the breest tissue), subfascia (under the pectord fascia), subpectora
(under thepectord muscle) orinadua planeposition (fig. 2a& b). Recently,
an endoscopic technique of placing theimplant has been described to reduce
theszeof theincision ®.
Augmentation mammaplasty isperformed onaday carebasisand theresults
are highly satisfying for both patients and the surgeon (fig. 3a & b). The
inframammary gpproach is the most commonly used technique for placing
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Sub glandular placement. Sub pectoral placement.
Fig. 2 : Showing placement of the implant in augmentation mammoplasty.
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Pre-operative frontal view.

Postoperative frontal view.

Fig. 3. : Showing a patient with augmentation marmmoplasty. A 300m textured anatomical
implant was placed in subpectoral pockets, bilaterally, through inframammary incison.
the breest implants. Advantages of this approach include technica esse,
more accurate placement of implants, minima scar visibility, better control
of inframammary crease and if required later, the same incision can be used
for capsulotomy or any other secondary surgery.

Inframammary approach: Pre operatively inframammeary crease, medid,
lateral and superior extent of dissection are marked in standing position.
Incison is usudly given in the inframammary crease but finer adjustments
may be required according to the Sze of implant. The incison startsin the
nipple line and extends lateraly. The dissection is deepened through
subcutaneous and glandular tissues. |f subglandular placement is desired,
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the pocket is dissected between the glandular tissue and the pectord fascia.
In subpectord placement, lower fibres of pectord musclesareincised and a
pocket is created deep to pectorais major muscle by blunt dissection. After
achieving absolute hemogtas's, implants are placed in the dissected pocket
under strict aseptic conditions.

Complications: Therewasacontroversy in the past about slicone gd filled
type of implants and their long-term safety. Towards late 1990's, severd
studies were published, including approximately 20 epidemiologic
investigations, whichfound noincreased risk for devel oping connectivetissue
disease among women with breast implant .

Serious complications after augmentation mammoplasty are rare but few
problems may arisein 1-2% of cases. These may range from formation of
hematoma/ seroma, infection, altered sensation of thenippleareolacomplex,
asymmetry of the breast, capsular contracture and rarely implant rupture.
Most of these problemsusudly settlewith timeor may requireminor surgical
interventions.

REDUCTION MAMMOPLASTY

Thisprocedurerepresentsoneof thedearest examplesof theinterfacebetween
recongtructive and aesthetic plastic surgery. Although, the essentid goals of
this procedure are the weight and volume reduction of the breest, aesthetic
enhancement, preservation of sensation and physiologic functions remain
equaly important. Women seek breast reduction for both physica and
psychologica reasons. Common complaints in these patients are neck and
back pain, grooves in the shoulder skin by the pressure of brassiere strap,
meaceration and dermatosis in inframammary region. Excessively enlarged
breasts are also centre of attention and embarrassment. Reduction
mammoplasty is usudly performed when breast growth is complete but
indicated early in certain caseslike virginad hypertrophy where the prospect
of an operation is outweighed by the benefit of amore norma psychologica
development .

Inearlier techniques of breast reduction, an eliptica excison of breest tissue
and skin was carried out. With better understanding of blood supply and
importanceof thesubderma plexus, varioustechniquesweredevel opedwhich
transpose the nipple areola complex on a pedicle for better surviva, and
hence, aprecise excison of the breast tissue can be done with safety. Various
techniques commonly used today areinferior or superior pedicletechniques,
abipedicletechnique and their modifications. By these advanced techniques,
nipplesensationisusudly preserved and even lactationispossiblein salected
patients. However, in extremely large breasts an amputation with free nipple
grafting may be necessary.

Reduction mammoplasty (Legjour technique) :Vertica mammoplasty
techniquewas described and popularized by Lejour®. Itisprobably the most
popular technique used today for reduction mammoplasty dueto dimination
of atransverse incison. The technique provides an dtractive bresst shape
without theareolar enlargement, rel ative safety, preservation of neurovascular
structures, ashort verticad scar, low rateof complication andfairly predictable
results.

Themarkingsaredonepreoperatively instanding postion. Theinframammary
fold and midline of chest is marked and avertical axis of breast isdrawn by
joiningthemiddavicular point with theinframammeary crease, passingthrough
thenipple. Planned new position of nippleareolar complex ismarked onthis
vertical breast axis at a point transposed through the centre of the
inframammary crease. The new nipple is located about 22cm from the
suprasternal notch and 11cm from the mid sternal line. A vertical area
around the nipple areola complex is deepithelialized (speckled areain
fig.4a) which acts as a pedicle for transposition of the nipple areola
complex. This also effectively reduces the size of the enlarged areola.
Lateral and media breast markings are determined by pushing the
breast laterally and medially (fig.4a). In surgery, excess skin and
glandular tissue are excised (fig.4b) and theremaining glandular tissue
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Fig. 4 : Diagrammatic representation of vertical mammoplasty by Lejour’s technique.
(8) Pre-operative merkings.(b) De epithdlization and enbloc glandular resection.  (c) Plication of glandular tissue.

issutured to itself (fig.4c) and the pectoralis fasciato give the desired
projection. Skinisclosed with pleating sutures (fig.4d). Suctiondrains
areused for 2-3 days. Skin suturesare removed after 10-14 days. Scars
from this procedure are either avertical line or inverted T scar below
the areola with a short horizontal limb in the inframammary crease,
which healswell and is usually unnoticeable (fig. 5a& b). The patient
isdischarged 1-2 daysafter surgery but their physical activity isusually
restricted for 4-6 weeks to prevent stretching of scars.
Complications : Reduction mammoplasty is a very safe procedure.
Complications are relatively uncommon and include asymmetry of the
breast, development of hypertrophic scars, too high positioned nipples,
partial or complete loss of nipple areola complex, fat or skin necrosis
and lateral dog ears.

Follow up : Severa studies have shown that most of the patients are
relieved of their pre-operative complaints. The patientsal so show atrend

»

Pre-operative Post-operative

Fig. 5 : Showing a patient with reduction mammoplasty by Lejour’s technique. (950 gm of
tissue excised each side)

towards weight loss, their activity levels increase and there is greater
easein finding clothing of their size. Cup size generally decreases on an
average of 2 to 3 sizes. Social and psychological complaints such as
poor body image, low self-esteem and feeling of insecurity and sexual
unattractiveness also improve significantly. Most of the patients feel
benefited from surgery and recommend the procedure to others.

MASTOPEXY

In breast ptog's, thereis an dteration in relationship of the breest and nipples
to the inframammary fold i.e. the entire breast lies much lower to the
inframammary fold. However, in pseudoptosis, the nipple is above or a the
leve of the inframammary fold and there is a loose saggy skin brassere
below it giving the impression of ptoss. Breest ptosis can be dueto severd
componentsbut gravity seemsto beacommonfactor. Breast skingetsstretched
during lactation, and later in middle age the breest gland atrophies, leaving
looseskin. Inpost menopausd patients, glandular atrophy, lossof skineledticity,
weight gain and gravity are the main factors leading to breast ptosis®.

Mastopexy is performed primarily for aesthetic reasons. It involves lifting
andfixating thesagging breast with repositioning of thenippleareolacomplex
to obtain more youthful appearance and improved projection. Techniquesfor
mastopexy are same asthose of reduction mammoplasty, however, no breast
tissue is excised (fig. 6a & b). Mild ptoss and pseudoptosis are generdly
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(d) Sdin dosure by pleating technique.

corrected by augmentation mammoplasty, to fill the sagging envelope.
GYNAECOMASTIA

Gynaecomastiais a Gresk word meaning ‘woman like breest’ and it affects
40-60% of men. It is caused by an incresse in sroma and ductd tissue in
male breast and occurs a infancy, adolscence and old agei.e. & any time of
maehormona change. Gynaecomadtiais usudly anormd finding at these
stages of life but it may be associated with certain conditionslikeincreasein
estrogen, decreasein androgens, defect in androgen receptors, liver diseases,
endocrinetumors, certain malignanciesand debilitating diseases. A thorough
clinicad and biochemica evauetion is required in-patients with symptoms

Pre-operative .
Fig. 6 : Showing a patient with mastopexy. (mastopexy done by relocating the
nipple areolar complex by Lejour’s vertical mammoplasty technique. No glandular
excision was made.)

Post-operative

like infertility, extreme obesity, micropenis, jaundice, diabetes and other
endocrine disorders. Thiscondition usudly disgppears during the late teens.
Inabout 7%, it may persst beyond theage of 17 yrs. If the patient presentsa
puberty, heisusudly advised towait for upto two yearsto alow spontaneous
regression to occur®®,

Treatment of gynaecomastia is essentially surgical. Earlier large
inframammary incisons were given to excise the enlarged breat tissue and
skin, which used to causesignificant scarring and morbidity. Theintroduction
of suction lipectomy has changed the treatment of gynaecomadtia. It helps
sgnificantly in removing the fatty breast tissue through hidden incisonsand
alows tapering of the edges. The remaining glandular tissue can be excised
through a periareolar incison. Pre-operative markings are done with the
patient in standing position. After induction, atumescent solution (seeatticle
onliposuctioninthisissue) isinfiltrated in the breest tissue and liposuctionis
done through axillary or periareolar stab incisons. After liposuction, the
periareolar incison is extended and nipple areola complex is undermined
leaving a cuff of tissue under the nipple to prevent itsretraction. The chest
skin is undermined according to preoperative markings and by sharp
dissection, theglandular tissueisexcised. Usualy skinexcisonisnot requiress
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Pre-operative frontal view.

Post-operative frontal view

Fig. 7: Showing a patient with Gynaecomastia. (correction was done by liposuction and subcutaneous mastectomy through a periareolar incision).

the skin retracts gradudly over 3-6 months time (fig.7a& b). However, in
massivegynaecomadtiait may beessentid todoaskinexcisoninacrescentric
manner around theareola. The patientsare advised to wear pressuregarments
for about 3-4 months.

Post operative complicationsof gynaecomadtiasurgery areuncommon. Nipple
retraction or asymmetry is occasionaly seen and may need secondary
correction. Overdl resultsof thissurgery arevery satisfying to mogt patients.
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