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INTRODUCTION

—

* History

* Anatomy (reviewed in breast reduction)
* Implants types

* Approaches

* Implant placement

* Complications —

—



HISTORY

* Silicone gel
* Early 1960s Cronin and Gerow (Dacron Patch)

Silicone bleeding or sweating
* Dow Corning developed Silastic Il to ¥ leak 90%

NP contracture rates

Possible human adjuvant disease

e Saline inflatable
e 1965

* High leakage rate due to ~

* Faulty valve system N’

. CreamJold failure \_/



HISTORY

* Double lumen gel/saline

Saline outer shell

Gel inner shell

Volume adjustable

Semipermeable outer shell
* Lower contracture rate than single lumen gels
* Barrier to gel leakage
* Antibiotics
* Steroids

* Betadine

Saline shell high leak rate S

r’



HISTORY

* Becker Implant
* Gel outer shell

* Saline inner shell

* Polyurethane covered gel
* Foam cover implants ¥ contracture rates ~ 3%

* Introduced in 1970

* Texturing was the key

* Transient erythema, rash, swelling

* FDA ban silicone implants is 1992 9 |
* Enter the saline era p \/
* Only 2 of the 12 US breast impr;ni manufacturers survived
N’ At






SALINE VS. SILICONE

Physical Trait Saline Silicone
Appearance Same Same
Detectability to touch More palpable Less noticeable
Wrinkles/ ripples Possible Rare

Palpable "knuckle" Possible Rare

Spontaneous deflation 6% in 3 years Does not occur
Silent rupture Does not occur Typical, semi-solid
Incision Short Slightly longer
Cost Less More costly

Monitoring recommended None - MRI q3yr \/
Frequency of use Less More
—/

N D’



SALINE IMPLANTS

e Textured surface

* Brought over from polyurethane gel technology

Thought to YV contracture

Rippling more prominent

Submuscular position preferred

Little or no implant movement postop
Associated with BIA-ALCL

e Smooth surface

* Behave different than gels

N
e Lower contracture rate

N

* Capsule_ less bioactive than texture






BREAST AUGMENTATION
RIPPLING EXPERIENCE

* Not much published

* Low body fat

* Subglandular placement + ptosis

* Most prominent w/ textured prostheses

* Treatment
* Smooth saline implants or

* Silicone implants 9
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SHICONE IMPLANTS

*Silicone with Baker | capsule is superior to best

saline results. Almost undetectable by touch.

* Modern implants by Mentor and Allergan:
* Lower contracture rates ~9% vs. 30%

* Cohesive gel, ““gummy bear”, no longer quuid\/

* Warranty available against contracture ~ \-/

—/
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Right Breasts Capsule and
Ruptufred Implant

Left Breast Capsule and
d Ruptured Implant










\ //




SALINE VS, SILICONE IMPLANTS
. LONGTERM COMPLICATIONS

* Saline:
* Deflation is a simple fix
* Current contracture rates ~9%

e Calcifications rare

* Old Silicone:

e Granulomatous reactions common often severe

—
N’

* Heavy calcifications

* Messy revisions y \_/
N’

* New implants g)loid most of the pligr/complicationsv



REVIEW OF RECENT LITERATURE:

SILICONE IMPLANT HEALTH SAFETY



Breast Implant Rupture and Connective Tissue
Disease: A Review of the Literature

Lisbet Rosenkrantz Holmich,
M.D.

Loren Lipworth, Sc.D.
Joseph K. McLaughlin, Ph.D.
Seren Friis, M.D.

Herlev and Copenhagen, Denmanrk;

Rockuville, Md.; and Nashuville, Tenn.

Background: Large-scale epidemiologic studies to date have not found any
credible association between silicone breast implants and either well-defined
connective tissue diseases or undefined or atypical connective tissue diseases. It
has been hypothesized that implant rupture could prompt an immunologic
reaction giving rise to autoimmune or related diseases. In this article, the authors
review the available literature on implant ruptures and connective tissue disease.
Methods: Articles were identified from PubMed and by cross-checking refer-
ence lists of retrieved articles.

Results: Five publications were identified. In none of the studies were diseases
or symptoms related to well-defined or ill-defined connective tissue diseases
associated with rupture status.

Conclusions: There appears to be little scientific basis for any association be-
tween implant rupture and well-defined connective tissue disease or undefined
or atypical connective tissue diseases. The concept of silicone-related disease was
developed by rheumatologists based on highly selected groups of symptomatic
breast implant patients seen in their practices. It is likely that nonspecific
complications or symptoms related perhaps to capsular contracture or implant
rupture may be misinterpreted as representing a systemic disease. (Plast. Re-
constr. Surg. 120 (Suppl. 1): 62S, 2007.)

o
-

* 5 major studies reviewed

* No scientific basis for claim
-~/
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* 11,445 women w/implants and 3248 children born after augmentation pr

=

Nt
No difference in the rates of perinatal disorders, congenitdl malformations, an

-

N’

—

Adverse Health Outcomes in Offspring of
| Mothers with Cosmetic Breast Implants:

A Review

Kim Kjoller, M.D.

Seren Friis, M.D.

Loren Lipworth, Sc.D.
Joseph K. McLaughlin, Ph.D.
Jorgen H. Olsen, M.D.,
Dm.Sc.

Copenhagen, Denmark: and

Rockuville, Md.

Background: To assess whether maternal cosmetic breast implants are associ-
ated with adverse health outcomes among offspring, the authors examined
published findings of epidemiologic studies that addressed this hypothesis.
Methods: Four epidemiologic studies, all from Scandinavia, were identified.
Women with breast implants were identified from existing public and private
registers of patients, and their offspring were traced through nationwide pop-
ulation and birth registers. The studies included a total of 11,445 women with
breast implants and 3248 children born after the mothers’ implantation pro-
cedures. Comparison was made with children born to mothers who had un-
dergone other cosmetic surgery or general population controls. Outcomes
under study were congenital malformations, hospitalization for esophageal and
rheumatic disorders, and perinatal mortality.

Results: Overall, the studied outcomes were similar between children born to
mothers with breast implants and children of controls, and between children born
before and after maternal breast implantation. In the Danish studies, significantly
elevated rates of esophageal disorders were observed for children born before
(observed-to-expected ratio, 2.0; 95 percent confidence interval, 1.3 to 2.8) but not
after (observed-to-expected ratio, 1.3: 95 percent confidence interval, 0.5 to 2.9) the
mother’s breast implant surgery. Similar excesses were observed among control
children born before and after maternal breast reduction. In the Swedish and
Finnish studies, all risk estimates for malformations and perinatal health were close
to unity.

Conclusion: Rates of esophageal and rheumatic disorders, congenital malforma-
tions, and perinatal mortality and hospitalization were comparable between chil-
dren born to mothers with breast implants and children born to mothers who had
undergone other cosmetic surgery. (Plast. Reconstr. Surg. 120 (Suppl. 1): 129S,
2007.)

mortality in women with silicone breast implants versus Women without implants, <

1\ | 7 \
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7| X Breast-Feeding and Silicone Implants

ohn L. Semple, M.D., M.Sc. . . . L .
k/ J l Background: Despite the overwhelming advantages of breast-feeding, there is

Toronto, Ontario, Canada § a persistent concern that maternal exposure to chemical contaminants may -
result in contamination of breast milk and have an effect on the child’s growth
and development. A parallel concern regarding lactation in women with silicone
implants over the past years has led to confusion and anxiety relating to the
potential risks to the child.
Methods: The author reviewed the facts and issues as he knows them, including
biomaterials, lactation toxicology, and a previous study where no difference was
found in silicon (a proxy measurement of silicone) in women breast-feeding
with silicone implants and those without.
Results: In the author’s previous study, he compared women with implants to
women without implants as controls and showed that mean silicon levels were
not significantly different in breast milk (55.45 = 35 and 51.05 £ 31 ng/ml,
respectively) or in blood (79.29 = 87 and 103.76 = 112 ng/ml, respectively).
However, silicon levels in alternative methods of infant nutrition were much
higher. The mean silicon level measured in store-bought cow’s milk was 708.94
ng/ml, whereas that for 26 brands of commercially available infant formula was N
4402.5 ng/ml.
Conclusions: In this review, the author looked only at silicon/silicone and did
not address other potential contaminants that may be associated with silicone
gel or the elastomer shell. This report may provide plastic surgeons and other
healthcare workers with information regarding silicon/silicone for discussion
with women with gel implants who are contemplating breast-feeding.  (Plast. \
Reconstr. Surg. 120 (Suppl. 1): 123S, 2007.)

No difference in silicone levels in blood and breast milk in women with silicone breast )
implants when compared to matched cohort -

Nt
Levels of silicone in store bought cows milk was over 10 x higher \/

Levels of silicone in infant-formulas were almost 10%
\V i 9\



| Nt The Effect of Silicone Implants on —
the Diagnosis, Prognosis, and Treatment
of Breast Cancer

_/ -’ S Neal Handel, M.D.
Background: Because of the prevalence of breast cancer, many augmented women

.-/ Santa Barbara, Calif: § eventually will develop the disease. This article reviews what is known about the effect
of implants on the detection, prognosis, and treatment of carcinoma of the breast.
Methods: Observations were made on 4082 breast cancer patients (3953 non-
augmented and 129 augmented) treated over a 23-year time span. Findings in
the two groups were compared and differences analyzed statistically. Mammo-
grams of all women with palpable lesions were reviewed to assess mammographic
sensitivity in patients with and without implants. Cosmetic outcomes in aug-
mented patients treated with breast conservation therapy were reviewed.
Results: Augmented patients presented more frequently with palpable lesions,
invasive tumors, axillary nodal metastases, and false-negative mammograms. How-
ever, there was no significant difference in stage of disease, tumor size, recurrence
rates, or survival between the two groups. Augmented patients treated with breast
conservation therapy often experienced poor cosmetic results and frequently re-
quired reoperation.

Conclusions: Despite the diminished sensitivity of mammography in women with N

implants, augmented and nonaugmented patients are diagnosed at a similar stage
of disease and have a comparable prognosis. Implants may impair mammography
but appear to facilitate tumor detection on physical examination. Magnetic
resonance imaging and breast ultrasound may be useful adjuncts, but con-
ventional mammography remains the most reliable tool for diagnosing early
breast cancer in augmented patients. Breast implants do not interfere with

mastectomy or breast reconstruction but may COIlll)l’Oll‘liSG the outcome of \

breast conservation therapy. (Plast. Reconstr. Surg. 120 (Suppl. 1): 81S,
2007.)

et =
* Observations were made on 4082 breast cancer patients (3953 non-augmented and 129 augmented) treat

over 23-years \/

.
* Implants may impair mammography but appear to facilitate tumo de’rgﬂ n on physical examination.

* Conventional mammography remd'?'n{ most reliable for breast cancér ion in gugp‘uen’red patients
\\ ] <) \



SILICONE VS. SALINE
SUMMARY

* No current evidence of health hazard
* Higher manufacturing standards
* Higher cost of both

* Silicone gel is:
* Softer Baker |
* Less wrinkling

* Lower contracture rate (latest FDA data)

* Saline rupture simple and clean repair
N

* Silicone fewer granulomatous reactions, cohesive gel
N’ N’



INFECTION & EXTRUSION
Common Bagiefia N
\; Staph Epi, Staph Aureis,/Sirep
* Mycobacterium

* Culture often negative

Prevention
* Maintain sterility
* No touch technique

* Pocket irrigation ¢ ABX

RX
* Cx & Broad spectrum ABX
* Explant/irrigation/ drain
EXTRUSION
 BLUE WINDOW
* Soft vs. Firm

* Abx, debride(C\apsular flap vs. Muscle
flap, drains




v ‘
C@AR CONTRACTURE

Grade | Breast 1s soft and looks natural

Grade 11 Breast is slightly firm but looks normal
Grade 111 Breast feels and looks firm

Grade 1V Breast is hard, painful and looks abnormal
e 2-20%

Bacterial Theory MC: Staph Epidermidis

Hypertrophic Scar Theory

Prevention

* ABX irrigation, No touch technique, Hemostasis

* Tx

* Gll: Non surgical Singulair, Fish oil, Vitamin E,
Papaverine, US, Massage

« 1II/IV Surgical e

BASPI, capsulectomy/ Resite pocket , acellular derhwairix, fat grafting



_BREAST AUGMENTATION SURGEONS

_FOR PATIENTS INITIATIVE (BASPI)

* Focus: reducing BA reoperation rates

* Decision & management algorithms offered

* Cd¢

Alternatives for Management of Capsular Contracture Grades 3 and 4
The BASPI Workgroup, John B. Tebbetts, M.D., Moderator

Copyright 2004

**Management alternatives are listed prioritizing alternatives most likely to reduce risks of additional operations,
reduce additional risks and costs to the patient, and reduce risks of permanent, uncorrectable deformities.

Management Alternatives

Potential
Advantages

Potential
risks/tradeofTfs

Approximate
costs

ntervention, accept an
live with capsule(s)

YES

Pt. Initial:

I Decline Alternative 1

Eliminates risks, tradeoffs, and costs
of surgery

Minimizes risks of reoperations
Acknowledges that a surgical
procedure does not change a patient’s
tendency to form a tight capsule.
Maintains options of surgical
intervention in future

Provides option for non-surgical

Requires accepting whatever tradeoffs exist

regarding breast shape and firmness

If capsular contracture is severe, may cause
some shrinkage or thinning of breast tissue

(atrophy) over time

Capsules may interfere with accuracy of

mammograms and/or MRI imaging

May obscure implant leakage or rupture

therapies

I Request Alternative 1 Be Done
Pt. Initial:




Alternatives for Management of Capsular Contracture Grades 3 and 4 Alternatives for Management of Capsular Contracture Grades 3 and 4
The BASPI Workgroup, John B, Tebbetts, M.D., Moderator The BASPI Workgroup, John B. Tebbetts, M.D., Moderator, Page 2
Copyright 2004 Copyright 2004
**Management alternatives are Nsted prioritizing alternatives most likely to reduce risks of additional operations, **Managoemont altornatives are listed prioriteeang allermatives most hikely 1o reduce risks of additonal operations,
reduce additional risks and costs to (he patient, and reduce risks of permanent, uncorrectable deformities. reduce additional risks und costs to the patieat, and reduce risls of permanent, uncorrectable deformities,

Comtiroad Troew Page |
Potential Potential Approximate Potential Potential Approvimate

Management Alternatives Ad isksitrades( costs Manogenient Allernatives Ad . T endenits e

Remove capsule
(capsulectamy), replace

1 Reguent Allornative & Be Doac 1 replaciag ewrcvnl lmpkaots w kb
L LU C— ww implenis, 2o o Option ¥ pege 2

| Roguest Altermative 2 Be Dane

. i

* 1f capsubes are calcified, or If the capsule is restriceive (restricts aptimal tissue
redraping or restricts acceracy of lmagley, the capsule(s) sbould be removed. Probabdali

1 Reguest Alcraative 7 Be Doac
Pt Tt

any a overlying impla
s besss than 0.8 em, do

1 Keguot Alteraative § He Denc
P Inivalk:

* soo tissue coverage criteria page 2
| before replacing implants
1 Request Altersative 4 Be Dane |
: P Initis; - - 11

1 Reguest Alteraative 9 Be Deae
Ptonitat_____




Alternatives for Management of Capsullar Contracture Grades 3 and 4
The BASPI Workgroup, John B. Tebbetts, M.D.. Moderator, Page 3
Copy right 2004
Coaticusd fram Page 2

Replace currvnt implats

dth smooth serface impla

I Reyquert Alerastive 18 Be Dane
Primithl:

Replace current implants
ith saline filled mplants

1 Request Aiemative 11 16 1one
Pe btk —

1 Decline AMcrmmin 1)

place current fmph
with silicome gel filled
implants

TRequest Allermitive 12 Be Duoe
Py astial:

15, Seck additional
surgical opinioms

1 Decline Axernase 15
L mitist

| Request Alternastive 13 Be Dane
Pr Iwitialy

1) Recurrent capaudir contraeture atler one complete capsubectiomy and replacement with extured surfacs implanis,

OUT POINTS O Onc comversion from submammary to dual planc or subpocéoral
2) Soft tizsne coverage over any seca of the inplant i3 less than 0,5em, pinch thickncss

3) Paient requests implant removal without replacement 81 any Hme

11 pathent, surgeoL < petlents Sanily ane concemad abost any aspect of silioone catslng sy mpioars oF possible s sociaal condinons, see sldionad
a1 furrracios and Howebset sdcrmatives o] “1F Paticet Hoo Sy G Rudstasd o Sikoce™

Witress Nome (pletee prire):

Poteonl Sygreshure: Wilres Segradune:
D D

Putient Name (pleas= pom)




o’ " 'CAPSULAR CONTRACTURE

LAY

B/L CC grade IV. 240mL subglandular. 13~m BW. 8.5 N- lMF Correction

with style 410 350cc’s dual plane
"/ S, )




4 \/ SEROMA
N

e 1-20 C
Jl2/o

* Swollen breast

* Trans illuminates

’ Seroma
* Tx

* |Initial Abx or steroids x 2 tries

* Not resolved

* Blunt Cannula drainage/ abx irrigation, steroid instillation
* Explant, irrigate, re-implant in 3 months

* Late Seroma, consider Anaplastic Large Cell

Lymphoma (ALCL)
* Very rare, 60 cases reported 1997-2010 world wide
* Incidence 1:30,000 ~
* Associated with “salt loss” textured implants N/

Fibrous capsule

Seroma fluig

impiant

N
- >

)

cells are found ¢
within saeroma

\/ fluid or the

fibrous capsule' "



COMPLICATIONS

—

* Ptosis- BA public enemy #1
* Double bubble deformity

* Options
* Subglandular placement

* Mastopexy



BREAST-PTOSIS-CLASSIFICATION (REGNAULT)

—

Normal = Nipple above IMF + lower pole at IMF

Pseudoptosis  =Nipple above IMF + lower pole below IMF

Grade | = Nipple at IMF

Grade Il = Nipple below IMF but above lower pole

Grade lll = Nipple below IMF but berow lower pole \/
./

N N
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*Grade Il Ptosis
Pt will not accept mastopexy scars

-Patient desire for submuscular placement

*Primary Rx: Transax Submuscular Augmenation




*‘Double bubble deformity
*Most resolve in 6-9 months
*1 year post op still present

*‘Rx: Subglangular placement




























POCKET SELECTION

A. Submuscular C. Partial Submuscular (Dual Plane)

B. Subglandular D. Subfascial



Parenchyma-
Muscle (PM)
Interface
Separation

No PM interface separation

Pectoralis
Muscle
Division

Most Common

90+% BAs

Lateral View
Pectoralis
Position
Related to
Anatomic
Implant

Apply to

Following Most routine breasts
Breast (Typel)
Types

PM interface separation to inferior edges
of areola

Glandular Ptosis

Breasts with
mobile parenchyma-
muscle interface

(Type i1)

PM interface separation to superior edge
of areola

Constricted

Glandular ptotic
and constricted lower
pole breasts

(Type ill)




Pectoralis

Fascia
0.2mm




MALPOSITION

* Inferior Pole Malposition
* Fold Malposition

* Lateral Malposition

* Synmastia/ Symmastia

* Double bubble deformity



FERIOR POLE MALPOSITION
—

o~

N,
“Bottoming out”’ Lower Pole Stretch

Not to be confused with IMF malposition

Increased N:IMF distance + appropriate fold positio

Can exist with implant malposition

Causes
* Large implants

* Release IMF/poor pocket dissection

* Tight skin envelope

* Gravity Implant width (cm) New r}ggl;its)(:;:ga?g;Tmary
11.0 75%05
. 11.5 80+05
Avoidance 12.0 85105
* Some bottoming out expected 12.5 9.0+05
13.0 95%£05

* Nipple drops 2 cm on average
PP P g &

* Appropriate fitting implant selection \ /
Nt

e Silicone vs. Saline \/



SYNMASTIA/IATROGENIC

——

* Overaggressive dissection

* Midline pectoral sternal attachments disrupted
* Most difficult challenge

* Manage expectations — critical

* Stress breast are sisters NOT twins

* May require combination of all surgical skills
* Augmentation
* Mastopexy
* Expanders

e Reconstruction






Complex History

« 30yo 3yrs S/P 4 prior procedures
1. Aug with saline
2. Mastopexy to correct double bubble
3. Correction of Asymmetry
4. Switch to silicone gel
« Symmastia
- Bakerl

. Siiko.r;e gel

B







L ~N B <
- & g— i .
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Complete transection of medial
attachments of pectoralis major
muscle




.
y
T —

*Dissection of Pectoralis from breast'%nchyma
*Reattachment of Pectoralis r

*Unable to use capsule to treat synmastia
*Replacement of gel implants in subglandular position
*Skin stent with large bulky dressing x 10 days

: o,
k"ﬁ'u 2 . - ‘/A‘







DOUBLE BUBBLE

3 TYPESV
lmaierfall effect
2. Persistence of the old IMF

\—

3. Scar tissue causing Pectoral-
dermal insertion

Implant/Breast Mismatch?

Blunt Dissection

Prevention

Correct size implant BW

Scoring IMF fibers

o




. DANCING BREASTS

—

"’ "’
* Expected Side effect.

Not a complication
* Submuscular placement
* Thin, active patients

* Body Builders

e Avoidance
* Dual Plane

* Subglandular




TUBEROUS BREAST
DEFORMITY

DIAGNOSIS AND TREATMENT
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TUBEROUS BREAST
HALLMARK FEATURES

* Deficient skin envelope
* Short nipple-IMF distance

e Short vertical & horizontal base diameter creates

tubular appearance.

* Excessively prominent NAC caused by herniation
of breast tissue against a constricted base N—

* Usually hypoplastic breast  _ - \/
* Ptosis common with high IMF J

N A



TUBEROUS BREAST
HALLMARK FEATURES

* Symmetry difficult to achieve
* Breast parenchymal volume difference

* Significantly different nipple IMF distances

* Contralateral breast often requires
* Mastopexy

* Reduction



— Nipple duct

Central collecting duct

Lactiferous duct

Breast lobule

Superficial layer
of superficial fascia




TUBEROUS DEFORMITY CLASSIFICATION

~—

S’

Classification Features
Type | Lower medial quadrant deficient
Type Il Both lower quadrants deficient
Type lil All four quadrants deficient with constriction of

breast base horizontally and vertically.

—
S

Q, .
o~
N’
Grolleavy, J. L., Lanfrey, E., Lavigne, B., et al. Breast base anorhﬂjjgs’-}/eatment strategy for tuberous

breasts, minor deformities, and asymmetry. PRS. 104: 2040, 1999 e






e Pectoralis major muscle
Anteromedial intercostal J

Internal mammary perforator

Internal mammary artery

Anterolateral intercostal
perforator

Intercostal artery




e Pectoralis major muscle
Anteromedial intercostal J

Internal mammary perforator

Anterolateral intercostal
perforator

Intercostal artery




Anterolateral
intercostal perforator

Second internal
mammary perforator

Internal mammary
perforator

Anteromedial
intercostal perforator




Anterolateral
intercostal perforator

Second internal
mammary perforator

Internal mammary
perforator

Anteromedial
intercostal perforator




BREAST CONSTRICTION & ASYMMETRY

* Difficult challenge
* Manage expectations — critical
* Stress breast are sisters NOT twins

* Requires combination of surgical skill

* Augmentation for size
* Mastopexy for ptosis N

-

* Expanders often needed with deficient skin envelope

=

—/

N



TUBEROUS BREAST
TREATMENT

* Common vniversal maneuver=disrupt ring of tissue
constriction
* Incisions

* Blunt spreading

* Transposing skin

* lengthen NAC to IMF distance ~
* Increase base width ~ | \/
—

N A



CONSTRICTED PARENCHYMA
TREATMENT

1) Wide subglandular
undermining

ﬁ
2) Bisect (sagittat)
breast — splay out

Tubular Breast Shape Conical Breast Shape
(with or without an implant)



SKIN ENVELOPE TREATMENT

—

Laterally based
IFC cutaneous flap
' (Dinner, Dowden)
APS, 1987

Tubular Breast Shape Conical Breast Shape



MOST-COMMON MANEUVER

* Transaxillary breast augmentation

Placement of implants

Inspect for constriction pliability
* Soft and resolve over time

* Stiff requiring release
Release transaxillary with iconoclast instrument

Breast parenchyma distributes more evenly

N

If NAC is still too prominent -> donut mastopexy

-

Progressively more aggressive to include expanders and mastop

v\/

v /

N



Base

Inframammary Fold Skin Envelope

Breast Volume

Ptosis Areola

Minor
constriction

Moderate
constriction

Severe
constriction

Normal laterally, Sufficient
minor elevation
medially

Medial and

lateral elevaton

Inferior
msufficiency

Global
msufficiency

Elevation of entre
fold, or fold

ahsence

Pectoralis major M.

Retropectoral dissection

Outer circumareolar incision

Inner circumareolar incision

Plane of dissection
through gland

Minimal deficiency,
no deficiency, or
hypertrophy

Moderate
deficiency

Severe
deficiency

Mild, moderate,
Qr severe

Enlargement

None or mild Normal, mild,
or moderate
herniation

Severe
herniation

Mild /moderate

_— Pectoralis major M

P

e

/ Circumareolar incisions

Areolar margin

Old IMF

/
4

/ . Radial scoring of gland

i

‘ »/f'_, ——Proposed IMF

¥ Plane of dissection
through gland

Area of prefascial undermining
Kolker







*Mentor Spécum Implant — adjustable fill
Aug/Expander L
*Expanded 800 ml x 8 months
(-Decreased volume to match R _
-Small mastopexy to reduce NAC dlamter
-AuglReductloﬁImastopexy R "hr

-IW volume to match L

























TUBEROUS BREAST
SUMMARY

* Can be challenging
* Asymmetry

* Inadequate skin envelope
* Redistributing breast parenchyma common
* Redistributing skin uncommon in my practice

* Beware of vascular compromise with augmentation mammaplasty

* Undermining parenchyma cuts central supply

N

* Must rely on medial and lateral perforators

* Results typically satisfying for patient & surgeon \/

—

N A



\/v

-

o’ "’

BREAST AUGMENTATION
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E. Antonio Mangubat, MD 9
Seattle, WA
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REFERENCE CHARTS INCLUDED
FOLLOWING LECTURE FOR STUDY &




TYPE| TYPE Il TYPE Il
Fig. 1. Classification of tuberous breast deformity. Type |, hypoplasia of the lower medial quadrant; type ll, hypoplasia of the lower
medial and lateral quadrants; and type lll, severe breast constriction and global hypoplasia.

Type I: hypoplasia of the lower medial quadrant ,

Type II: hypoplasia of the lower medial and lateral Pectoralls major M.
quadrants with sufficient skin in the subarcolar area \

Type III: hypoplasia of the lower medial and lateral /
quadrants with a deficiency of the subareolar skin ' <3

Type IV: severe breast constriction with minimal breast Rinotas haalalion

basc : /

W<

Normal breast
i

Grolleau et al."* simplified the Heimburg classification into )
three types by combining types II and III: ’

Lower pole constriction

Type I: lower medial quadrant deficiency NG \
Type II: lower medial and lateral quadrant deficiency T
Type III: deficiency of all four quadrants .

Superior malposition of IMF




Table 4

Classification of breast augmentation complications and secondary breast deformities

Patient Concern/Complaint

Underlying Etiology

Anatomic Deformity/Diagnosis

Treatment Options®

Malposition problems
Breasts are different

Too far out/arm rubs against
Too far inforeasts touching

Double bubble/breast coming
off implant

One breast too low/
bottomed-out

Skin stretched out, nipple
too high

Implant spinning/moving/
wrong shape

Capsular contraction

Breast too tight

Breast too high
Breast too hard
Painful

Visible wrinkling/rippling
| feel my implants too much

Soft tissue coverage issues
Visible wrinkling/rippling
| feel my implants too much

Present preoperatively? Underestimated
QOver dissection of pocket, implant size
Release of pectoralis of sternum

Mismatch implant and breast, IMF malposition

Technical error, unrecegnized asymmetery preop

Implant too large
Lower pole skin stretch

Rotation of shaped implant

? Etiology unknown

Bacterial theory
Hypertrophic scar blood-fluid theory

Thin/poor coverage
Implant visibility/ palpability

Poor-thin coverage
Implant visibility/ palpability

Asymmetry
Lateral malposition

Medical malposition/
synmastia

Unrecognized constricted
oreast/double bubble

Fold malposition

Lower pole stretch
deformity/oottoming out

Shaped implant rotation/
pocket stretch

Significant capsular
contraction

Baker |lI-IV capsule

Wrinkling/rippling
Implant palpability

Multiple various approaches
including explanation

Capsulaorraphy, capsular flap,
soft tissue matrix

Capsular flap, neopocket/soft
tissue matrix, staged

Plane position change, breast
scoring, smaller implant,
mastopexy

IMF reconstruction, soft tissue
matrix

IMF reconstruction, crescent
skin resection

txchange to round device,
capsular flap-neopocket

Capsulotomy

Capsulectomy
Antibiotic irrigation
Implant explanation
or exchange
Change planes
txchange to textural implant

Soft tissue matrix/Acellular
Dermis

Multiple surgical options

Pocket change capsular flap,
soft tissue matrix




Table 4

[cantimeed)

Fatient Concamm /'t

Short of breath
Sensory changes
Nipp'e or breast is numb

Skin cellulitis

Skin is red and hot

Mondors bands

Weird band/string beneath
my breast

Prolonged bruising

Black and blue

Bruising

Puncture of lung

Intercostal/lower pole nerve
stretch or division
Erythema

Occluded veins, superior
epigastric vein

Blood
Hematoma

Aratos -’

Pneumothorax

Sensory changes

Cellulitis
Mondors bands
Bruising

Hematoma with
textured device

Chest tube;_.

Avoid division

Tincture of time
Appropriate antibiotics

Tincture of time/
reassurance

Tincture of time

Consider evacuation if with
form-stable device
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