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Indications 
Ind icat ions for  breast reduct ion, regard less of  the technique is  used, inc lude (a)  se l f -

ident i f ica t ion of  prob lems,  (b)  re fer ra l  f rom another heal th  care prov ider ,  and (c)  issues of  

symmetry  rela ted to a  lumpectomy or mastectomy for  contrala tera l  breast cancer .  

Because of  the wide d isseminat ion of  knowledge fac i l i ta ted by the pro l i ferat ion of  heal th- re la ted 

websi tes,  prospect ive pat ients  are of ten ab le  to  se l f -d iagnose the cause of  the s tereotyp ica l  

symptom c luster  o f  macromast ia.  By surf ing p last ic  surgeons '  websites,  a woman seeking breast 

reduct ion w i l l  o f ten have ga ined a reasonable fund of  knowledge regard ing the benef i ts  that 

breast  reduct ion may of fer .  She is l ike ly  to  become wel l  educated about  the range of  techniques 

being of fered,  the l ike ly  funct ional  and cosmetic  outcomes,  and the expected aesthet ic  shape.  I t  

is,  of  course,  the in-person surg ica l  consul ta t ion wi th an appropr iate ly  t ra ined and credent ia led 

p last ic  surgeon that can he lp to  conf i rm the d iagnosis ,  c lar i fy  the pat ient 's do- i t -yoursel f  

understanding, and correct  any misin format ion that  the woman may have received.  Some women 

are f ree of  phys ica l  symptoms and seek breast reduct ion so le ly  for  aesthet ic purposes, yet  a l l  

women want  an aesthet ical ly proport ioned breast  shape de l ivered a long w ith volumetr ic  

reduct ion. 

Other women are re ferred for  a p last ic  surgery consul ta t ion f rom the i r  pr imary care phys ician, 

gynecolog is t ,  chi ropractor ,  or  spine special is t  for  condit ions such as symptoms of  back pa in ,  

neck pa in,  shoulder grooves,  breast pa in ,  in ter tr igo in the in framammary fo lds ( IMFs),  inab i l i ty to  

exercise or  part ic ipate in  sports ,  or  inab i l i ty  to  f i t  in to  c lo thes. Most  have fa i led some attempt a t  

conservat ive management,  such as phys ical  therapy,  exerc ise,  weight loss,  massage,  or  

nonsteroidal  ant i - in f lammatory drugs (NSAIDs).  At tempts at  weight  loss are a  “catch-22” :  

Inab i l i ty  to  exerc ise because of  neck,  back,  and shoulder pain  impedes the i r  ab i l i ty to  lose 

weight,  and thus the macromast ia  pers ists .  Since the under ly ing prob lem of  large, pendulous 

breasts  remains uncorrected, i t  does seem i l log ical  that  conservat ive measures would suff ice:  

Such women would have to  undergo l i fe long phys ica l  therapy or  l i fe long NSAIDs and be at  r isk  

for  the i r  adverse renal  and gastr ic  e f fects  (1 ,2) .  

Given the h igh inc idence of  breast cancer  in  North  American women, many pat ients  undergo a 

lumpectomy fo l lowed by rad ia t ion therapy.  Th is  leads to  f ibros is ,  breast  vo lume loss,  and 

cont ract ion of  the breast .  Al ternat ive ly ,  i f  a  woman has had a un i la teral  mastectomy fo l lowed by 

reconst ruct ion (auto logous or  prosthet ic  based) that tends to  have less ptos is  and is  smal ler  

because of  l imita t ions in  donor -s i te  ava i labi l i ty ,  the normal,  unoperated breast wi l l  cont inue to  

age and have more ptos is  and be larger.  Hence,  women may seek a un i la teral  breast reduct ion 

to  match a s ide that has been treated for  cancer .  

Consultation 
A deta i led h is tory is  obta ined to ensure that  the pat ient is su i tab le  for  surgery f rom medico-

surg ico-psychosocia l  perspect ive.  A  notab le  family  h is tory  of  breast cancer should be worked up 

for  genet ic  suscept ib i l i ty (BRCA test ing).  Th is  may prec ip i ta te bi la tera l  mastectomy and 

immediate reconst ruct ion instead of  bi la tera l  breast  reduct ion.  Mammograms are obta ined as 
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necessary to br ing them up to  date wi th  current guidel ines for  basel ine mammography and 

screening for  breast  cancer.  Amer ican Cancer  Society  gu ide l ines recommend a basel ine 

mammogram at age 40 years and annual ly  thereaf ter  for  women of  average r isk .  Any detected 

anomal ies should be re fer red to  a breast  oncologic  surgeon to  ascer ta in need for  b iopsy, 

imaging,  or  defer r ing of  surgery to  observe any suspic ious rad iographic  abnormal i t ies  over  t ime. 

Dur ing the consul ta t ion process,  measurements are under taken for  both the medica l  record and 

for  thi rd-party payer coverage cr i ter ia  documentat ion.  Typica l ly ,  height ,  weight ,  sternal  notch-to-

n ipp le  dis tance,  and n ipp le- to- IMF dis tance are recorded bi la tera l ly ,  and discrepancies in  IMF 

and nipple-areo lar  complex (NAC) pos i t ions are pointed out to  the pat ient.  The degree of  p tos is 

(none,  mi ld ,  moderate,  or  severe) is assessed.  Dur ing the focused breast exam, the breasts  are 

screened for  masses or  nodules,  ax i l lary  lymphadenopathy is  checked,  and the sk in is  examined 

for  u lcerat ions, eros ions,  or  post in f lammatory hyperp igmentat ion.  Nipp le d ischarge is  ru led out,  

and NAC s ize is  noted (smal l ,  average,  or  d i la ted).  Standard-v iew photography of  the pat ient  is  

done. 

Lalonde breast s izers  or  a  water d isplacement technique can be used to  est imate the vo lume in 

each breast (3) .  With  newer  d igi tal  imaging technologies,  i t  may be possib le  to  est imate the 

vo lume f rom stereophotography.  

Current bra s ize is e l ic i ted,  and the des i red cup size is  d iscussed wi th  the pat ient.  Pat ients do 

not  a lways understand the bra s iz ing system,  and some request going from a 38DD to  a  32B,  for  

instance. The band size usual ly wi l l  not  change (unless ax i l la ry  l iposuct ion is  also done) s ince 

th is  ref lects the underbust chest  c i rcumference. Ranges for  vo lume resect ion that corre late  wi th  

each one-cup-size reduct ion are f rom 200 to  350 cc, with  l i t t le  consensus.  Some heavy-set  

women request a smal l  breast cup s ize and should be counseled about choosing a cup s ize that 

is propor t iona l  to the ir  overa l l  body habi tus.  Last ly ,  cup s ize serves as a lay par lance discuss ion 

too l  on ly .  Cup s izes vary s ign i f icant ly  by bra manufacturer ,  and these are not  medica l  

measurements.  They serve as genera l  guideposts  to  faci l i ta te  d ia logue about a woman's  des i red 

target s ize.  

The vo lume to  be resected in each s ide,  which may be d i f ferent based on preexis t ing 

asymmetr ies,  is est imated.  Broad general izat ions suggest that approx imately  200 to 350 g is  

requi red for  each one-cup-s ize change,  and that each 1 cm of   
 

asymmetry in NAC posi t ion between the breasts  accounts for  100 g o f  breast  vo lume asymmetry .  

Most  insurance companies estab l ish vo lume requi rements of  breast t issue to  be resected to  

re imburse for  the procedure. Whi le  there are many var ia t ions, some th ird-party  payers requi re  

500 g o f  resect ion at  least .  Other  companies use a nomogram based on height  and weight  to 

determine how much breast  t issue needs to  be removed to  be e l ig ib le  for  re imbursement.  

Insurance Systems 
Preauthor izat ion f rom insurance companies is  sought  wi th a  copy of  the consulta t ion and the 

foregoing measurements,  photographs of  the torso in  f ronta l  and latera l  v iews,  and In ternat ional  

Stat is t ical  Class i f icat ion of  Diseases and Related Heal th  Prob lems-9 ( ICD-9) and Current  

Procedural  Termino logy (CPT) codes. The ICD-9 codes frequent ly  used in  con junct ion wi th  

breast  reduct ion symptomato logy are 611.1 (breast  hyper trophy),  611.71 (breast  pa in) ,  692.9 

( in ter t r igo) ,  724.8 (symptoms referable  to  back) ,  724.1 (back pa in) ,  723.1 (neck pa in) ,  723.9 

(shoulder  pa in) ,  738.3 (shoulder grooves),  and 709.0 (dyschromia).  The CPT code is 19318-50.  

(Breast  reduct ion preformed uni latera l ly  to  correct asymmetry wi th  a  reconstructed 

postmastectomy breast is  covered by insurance w ithout regard to  s ize and vo lume cr i ter ia ,  as 

mandated by the Women's  Health  and Cancer Rights Act  o f  1998.)  

When coverage for  breast reduct ion is  denied,  an appeal  le t ter  may be considered,  reminding 
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the payer  that  recent sc ient i f ic  l i te ra ture and ev idence-based stud ies publ ished in  peer -rev iewed 

journa ls s trongly  suppor t  the pos i t ion that  women undergoing reduct ion mammaplasty  for  

symptomatic  breast hypert rophy exper ience s ign i f icant  improvement  in  the i r  preoperat ive s igns 

and symptoms. Managed care organizat ions ra te outcome or cost -e f fect iveness analyses as the 

most  impor tant factor  in  determin ing reduct ion mammaplasty  coverage pol ic ies (4) .  

The p last ic surgeon 's  of f ice can of ten fac i l i ta te  the appeal process, but  the u l t imate 

responsibi l i ty  rests wi th  the pat ient .  The object ive,  ethica l ,  and honest account  o f  the pat ient 's  

heal th  care prob lem is captured in  the of f ice consul tat ion note prepared by the phys ician,  and a 

copy may be prov ided d i rect ly  to the pat ient,  supplemented wi th photographs.  The pat ient may 

be encouraged to  contact  her payer or  employer  d i rect ly  about her  d issat is fact ion.  Some women 

wi l l  pay for  serv ices out  o f  pocket in the face of  denia l  and/or  use the i r  f lexib le  heal th  sav ings 

accounts to  fund the surgery.  

Preoperative Discussion 
Af ter  a  thorough medical  his tory  and physica l  exam, the pat ient is  screened for  outpat ient 

surgery.  Smoking or  second-hand smoke exposure must be s topped for  6  to  8  weeks pr ior  to  

surgery.  N icot ine exposure v ia gum or  patch is  a lso e l iminated. A newer,  non–nicot ine-

contain ing medicat ion,  varen ic l ine,  may be in i t ia ted.  Pat ients  should addit iona l ly  remain f ree of  

tobacco smoke and nicot ine for  the postoperat ive heal ing per iod of  a t  least  6  weeks.  Weight 

loss,  i f  ind icated,  is  desi rab le to  get c loser to  ideal  body weight,  but th is  is  f requent ly  

unrea l ist ic,  as discussed ear l ier .  

Preoperat ive test ing is  d i rected by medical  his tory,  physica l  f indings,  and age per  anesthes ia 

cr i ter ia .  Young,  heal thy women may not need any test ing except for  a  h istory  and phys ical  

examinat ion. Those wi th  medica l  i l lnesses may need a complete b lood count ,  electroly tes,  l iver  

funct ion tests,  pu lmonary funct ion tests ,  chest x-ray,  and/or  e lect rocard iogram.  Those wi th a 

s ign i f icant  card iopulmonary h is tory  should be c leared by the i r  in ternis t  or  card iolog is t .  

The pat ient  is  instructed to  s top medicat ions that  pred ispose to  a  bleeding d ia thes is ,  such as 

NSAIDs,  asp ir in ,  sa l icy l ic  ac ids,  and over - the-counter  medicat ions that may conta in  these 

ingred ients .  Herbal  medicat ions and v i tamin supplements,  especia l ly  in large doses,  are also 

e l iminated. In  part icular ,  v i tamin E, g ingko bi loba,  St .  John 's  wort ,  and gar l ic  are to be 

d iscont inued. 

Est rogenic medicat ions such as ora l  cont racept ive p i l ls  (OCPs)  and postmenopausal  hormone 

rep lacement therapy should be d iscont inued to lower the r isk  of  deep vein  thromboses (DVTs) 

and venous thromboembol ism (VTE)  associa ted wi th  surgery.  Pat ients  on OCPs should pract ice 

an a l ternate form of cont racept ion in the preoperat ive and postoperat ive in terva l  because OCPs 

(even when not  d iscont inued) may have decreased ef fect iveness due to metabol ism of  o ther 

medicat ions dur ing the ep isode of  surgica l  care.  

Dur ing the consul ta t ion,  the pat ient  and her  s ign i f icant  o thers are educated regard ing the r isks 

and benef i ts  of  breast reduct ion surgery,  as wel l  as the a l ternat ive techniques ava i lab le  such as 

(a)  no surgery and at tempt at  weight  loss,  (b)  breast l iposuct ion,  (c)  per iareolar  inc ision, (d)  a  

vert ica l  pat tern or  shor t-scar procedure, (e)  a t ransverse scar  (Passot)  procedure,  or  ( f )  Wise-

pat tern breast  reduct ion.  

Having no surgery and seeking reduct ion in  breast  s ize through exercise and weight loss is  also 

a poss ib i l i ty ,  especial ly  i f  the pat ient  can achieve a weight  loss to  get to a normal  body mass 

index (BMI) .  She may then be reevaluated at  some future date to  see whether she s t i l l  needs a 

breast  reduct ion or  on ly  a  mastopexy. Breast l iposuct ion may be successfu l  in  decreasing one or 

two cup s izes for  some women with  moderate hypert rophy without  mi ld  to  moderate p tos is and 

should be considered. L iposuct ion does not  address NAC ptos is  and may worsen i t .  Per iareo lar  

techniques may have a role  in  mi ld  hypertrophy but remain technica l ly  cha l lenging and 
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unpredictable .  Vert ica l  or  short -scar reduct ion has the advantage of  e l iminat ing the t ransverse 

IMF scar;  however,  th is  has a 15% to 20% rev is ion ra te  with  poss ib le  fu ture or  in traoperat ive 

convers ion to  a  Wise pat tern or  J  or  L  scar.  These breast  reduct ions do not  achieve the i r  opt imal 

shape r ight  away and do so over t ime.  This  is  less l ike ly  to have bottoming out  or  parenchymal  

mald ist r ibut ion (pseudoptos is) .  The t ransverse scar technique is  typ ica l ly  used wi th a 

superomedia l  or  super ior  pedic le  and/or wi th  f ree n ipp le graf t .  However,  the infer ior  pedic le  

reduct ion technique can be used with  the transverse scar.  

The Wise sk in  pattern is  most  commonly associated wi th  the infer ior  pedic le breast  reduct ion 

technique.  Th is  inc ision pat tern can be used,  however ,  wi th  super ior  or  superomedia l  pedic le 

techniques,  as wel l  as wi th  f ree nipple  graf ts .  Never the less,  the Wise or  inverted-T scar 

technique is most  commonly associated wi th  the infer ior  pedic le  technique.  The in fer ior  pedic le  

breast  reduct ion in  combinat ion wi th  the anchor T inc ision remains the most  popular  method of  

breast  reduct ion and is  the most  pred ictable  (5) .  Approx imate ly  75% of  p last ic  surgeons in the 

Uni ted States use this  technique, and approximate ly  50% of  surgeons use this  technique 

exclus ive ly.  I t  is the most versat i le  and has a s tra ightforward learning curve.  I t  bears 

emphasiz ing that pedic le  and sk in  pattern can be chosen independent ly  o f  each other in  most,  

but  not a l l ,  scenar ios.  
 
 

Consent 
The wr i t ten in formed consent is a  supplement to  the pat ient  educat ion process that occurs 

dur ing the consulta t ion.  I t  should  cover the r isks includ ing, but  not l imited to ,  in fect ion,  

b leeding, hematoma,  seroma, wound dehiscence, de layed heal ing,  poor heal ing,  and swel l ing.  

The pat ient  is  to ld  about the potent ial  for  scarr ing,  such as ke lo ids,  hypert rophic  scar,  

hypopigmentat ion or  hyperpigmentat ion,  and dark or  p ink,  i tchy,  or  tender scars,  which may be 

v is ib le  outside or  through garments.  Adverse sequelae inc lude asymmetry,  numbness, st i f fness, 

pain ,  chron ic  pa in ,  or  anx iety  and/or depress ion re lated to  changes in  body image.  The pat ient  is  

informed of  the chance for  fur ther unplanned surgery w ith i ts  addit iona l  r isks,  f inanc ia l  

responsibi l i t ies ,  and t ime requi red for  surgery and recuperat ion.  Potent ia l  hospi ta l izat ion may 

not  be covered by insurance,  s ince most reduct ion mammaplast ies are done as outpat ient  cases 

at  ambulatory  surgery centers .  

Ur ine pregnancy tests are recommended.  I f  the woman is  pregnant ,  she could be exposed to  

medicat ions and anesthet ics  that  cause b ir th  defects  or  miscarr iages.  

There is  the potent ial ,  but  for tunate ly extremely rare ly ,  for  b lood t ransfus ion wi th major  surgery 

and the accompanying r isks inc lud ing bacter ia l  and v iral  in fect ion (e.g. ,  HIV,  hepat i t is )  and 

transfus ion react ion.  There may be part ia l  or  to tal  f lap and t issue loss,  fat  necros is ,  and loss of  

sk in  or  o f  the NAC.  Incomplete re l ie f  or  no rel ief  o f  the symptoms (e.g . ,  back pa in ,  neck pa in)  

may occur,  or  the pat ient  may be d issat is f ied wi th the resu l ts  of  the surgery.  No guarantee can 

be made of  f i t t ing into  a  part icu lar  c lothes s ize or  bra cup s ize or  to match a d igi tal  s imulat ion.  

Any surgery o f  the breasts  leads to scars,  both in terna l  and external ,  and hence may h inder  

cancer surve i l lance and detect ion ef for ts .  Magnet ic  resonance imaging may be requi red instead 

of  mammograms for  fo l low-up of  ca lc i f ica t ions from surgery.  

Those pat ients who t rave l  a  great  d istance to  a  part icu lar ly  wel l  regarded surgeon may incur 

h igher r isks associa ted wi th t rave l ing soon af ter  surgery (e .g. ,  f ly ing,  dr iv ing) such as DVTs or  

pulmonary embol isms f rom immobi l i ty  in  a conf ined car or  a irplane.  

Comorbid i t ies must  be addressed in the in formed-consent  process as wel l .  For instance,  obesi ty  

and diabetes (cont ro l led or  uncontro l led) may contr ibute to  poor heal ing and ra ise the ra tes o f  

infect ion.  Af ter  d iscuss ing best -case,  worst-case,  and average outcomes and scenar ios and 

look ing at  representat ive photographs/d iagrams,  the pat ient and her fami ly  should  fee l  
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comfortab le that they grasp the l ikely  benef i ts  and potent ial  for  untoward events .  They must 

understand the diagnosis ,  medica l  necess i ty  versus e lect ive nature of  the surgery,  goals  o f  the 

procedure, pain  management,  expected t ime course of  recovery and management of  

compl icat ions should they ar ise,  and warn ing s igns and symptoms of  compl icat ions. Pat ients  are 

prov ided suf f ic ient  t ime to  consider  the procedure in depth and should demonst ra te  thei r  

comprehension by being able  to re late  the in format ion back to  the surgeon and vo ice thei r  

understanding of  the procedure in pla in,  lay language. 

Cautions and Contraindications 
One cont ra ind icat ion is  recent postpartum sta te  in  which breast size is  s t i l l  changing and has 

not  reached an equi l ib r ium pla teau from invo lu t ion. Act ive lacta t ion is s imi lar ly  a 

cont ra ind icat ion to  breast  reduct ion.  

Age must be considered as wel l .  Wi th  ear l ier  and ear l ier  age of  the larche and menarche in 

Western women, teen-aged g i r ls  are encountered w ith greater  f requency wi th symptoms of  

macromast ia ,  some of  which is  re la ted to  h igher obesi ty  rates in teens.  The dec is ion must be 

ta i lored to  the phys ica l  f ind ings, expected future growth,  matur i ty  leve l ,  and w i l l ingness to  

accept the potent ia l  for  a  repeat  reduct ion mammaplasty  in  the fu ture.  There are no absolu te  

age-rela ted cr i ter ia ,  and the dec is ion to  operate is  mul t i factor ia l .  

Pr ior  i r rad ia t ion for  breast conservat ion therapy (BCT) af ter  lumpectomy is  not  a  cont ra ind icat ion 

but  should  be g iven due considerat ion,  as i t  may precip i ta te  the need to  a l ter  the surg ica l  p lans. 

I f  an in ferocent ra l  lumpectomy has been performed, then the vascular i ty  for  an in fer ior  pedic le  

reduct ion may not exis t ,  and the plan should be changed in  favor  o f  an al ternate pedic le .  

Radiat ion,  independent o f  the lumpectomy s i te ,  wi l l  lead to  sl ight  modi f icat ion of  the surg ica l  

p lans. For instance,  the sk in  brass iere is  not  undermined wide ly ,  and, in genera l ,  more 

conservat ive mark ings are used.  

Simi lar ly ,  a  pr ior  breast reduct ion may be a cont ra ind icat ion to  an in fer ior  pedic le technique.  

Prev ious operat ive notes should be obta ined when pract ical ,  s ince the in fer ior  pedic le  may have 

been resected dur ing the surgery.  Even i f  the pr ior  reduct ion was an infer ior  pedic le  procedure, 

the r isks o f  in jury  to  the pedic le  and consequent loss of  the NAC are nonethe less poss ib le  (6) .  

Diabetes,  as a  d isease that  compromises microvascular  c i rcu la t ion,  poses a chal lenge in  breast 

reduct ion surgery.  In  th is s i tuat ion,  as for  rad iat ion,  the sk in  brass iere is  not  undermined as 

widely ,  pedicle  w idth  is  en larged,  and longer  d istances for  NAC are not  t ransposed.  Fai lure  to 

modi fy  the mark ings and extent of  the reduct ion can cont r ibute to h igher  rates o f  fa t  necros is ,  

NAC necrosis ,  and sk in  necrosis ,  par t icular ly  a t  the T junct ion.  

Act ive smoking is  a  contraind icat ion.  Pat ients  are ins is ted to  be tobacco and n icot ine free for  a  

per iod of  several  weeks pr ior  to  surgery.  Th is  inc ludes abst inence f rom n icot ine gum or patch 

and from second-hand-smoke exposure. Ur ine cot inine tests may be ind icated to  encourage 

compl iance.  Ur ine cot in ine tests  are repor ted to detect  tobacco use as recent  as 2  to  10 days.  

Rare ly,  a  carboxyhemoglob in  test  is  ind icated f rom an arter ial  b lood gas sample in  the 

preoperat ive ho ld ing area.  Despite  e f for ts  to  persuade and educate pat ients  in to  smoking 

cessat ion for  the i r  own benef i ts ,  noncompl iance is  o f ten encountered. Even wi th  compl iance, 

h igher rates o f  compl icat ions are expected because of  the aggregate to l l  that  smoking has taken 

on the i r  t issues. 

A h igh BMI  is  not an absolute  cont ra ind icat ion but may cont r ibute to  an overa l l  anesthesia  or  

surg ica l  cont ra ind icat ion.  The goal  of  gett ing pat ients  in to  a 10% to 15% range of  a  normal  BMI  

is not  real ist ic.  These pat ients  f ind i t  impossible  to exercise and thus d i f f icu l t  to  lose weight 

prec ise ly  because the symptomat ic  macromast ia makes them unable to  exerc ise.  

Very large reduct ions or  those wi th dramat ic  ptos is  and long sternal  notch-to-n ipp le d is tance 
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r isk  devascular iz ing the NAC and should be handled wi th a  f ree n ipp le  graf t  technique ra ther 

than an in fer ior  pedic le procedure. 

When several  o f  these caut ionary f ind ings are found in conjunct ion, such as a diabet ic  pat ient  

who smokes or  a  prev ious ly  rad ia ted pat ient  who also smokes, the surgeon must  consider  

delay ing the surgery unt i l  one or  severa l  factors  can be opt imized or mi t igated.  
 
 

Markings 
Mark ings, which determine the ent i re  operat ion except for  some minor  int raoperat ive 

adjustments,  are done w ith  the pat ient standing upr ight wi th  arms adducted.  Shoulders are 

p laced square ly,  and a mid l ine re ference l ine is  drawn from the s terna l  notch to  the umbi l icus.  

Ex is t ing scol ios is  and kyphosis  of  the spine and asymmetr ies are demonstrated to  the pat ient .  

The IMFs bi latera l ly  are drawn wi th  an indel ib le  surg ica l  s i te  marker.  The IMFs are typica l ly  21 

to  25 cm from the s terna l  notch and about the level  o f  the midhumera l  po in t .  

The midbreast l ines are drawn vert ical ly through the n ipp le  to the IMF wi th  the breast  weight  

gent ly  suppor ted to decrease s tretch t ract ion on the supra-areo lar  sk in.  Obstet r ic  ca l ipers may 

be used to  t ranspose the level  o f  the IMF onto the anter ior  supported breast skin ,  or  th is  can be 

done through b imanual  pa lpat ion. The new n ipp le  posi t ion is  determined by placing a f inger in  

the IMF and mark ing the anter ior  project ion on the vert ica l  midbreast  l ine.  This  mark is  

conf i rmed against  severa l  landmarks,  inc lud ing the midhumeral  po int ,  or  with in  a range of  18 to 

24 cm f rom the s ternal  notch,  and in  compar ison to the contrala tera l  s ide.  

Once the prov isional  neo-NAC posi t ion is  chosen, two ob l ique l ines (which, when c losed,  wi l l  be 

the vert ica l  l imb of  the T inc is ion) are dropped to make an inver ted V.  The vert ica l  l imbs are set 

to  4.5  to 7  cm to  a l low for  fu ture bot toming out.  The l imbs may be drawn wi th  the ass is tance of  

an NAC template such as a McKissock keyhole pattern.  The angle o f  divergence of  the vert ica l  

l imbs (which form an inverted V) is  determined by the skin  excess,  as judged by p inch ing the 

excess sk in.  The greater  the amount of  sk in,  the wider  the V w i l l  open.  At  a  f i rs t  approx imat ion, 

the l imbs of  the V should be tangent to  the NAC s ince the d i la t ion of  the NAC is  typ ica l ly  

proport ionate to  the degree of  hypert rophy.  When in  doubt ,  one should make the V narrow s ince 

more sk in  can be exc ised dur ing the tai lor - tack phase.  I f  too much sk in  is  resected, then pr imary 

c losure may not be poss ib le—a mistake to  be avo ided. 

Fina l ly ,  a  hor izonta l  l ine is  drawn from the infer ior  end poin t  of  the vert ica l  l ines to  the IMF.  

They need not  extend a l l  the way to the media l  extent or  the la teral  extent  o f  the breast—a pear l  

g leaned f rom exper ience wi th  the vert ica l-on ly  approach. The hor izonta l  l ines meet the IMF at  1  

to  4 cm f rom the la tera l  s terna l  border and roughly  a t  the la teral  l imit  o f  the breast crease (Fig .  

94.1) .  

P.1091
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Operative Details 
The pat ient  is  scheduled as an outpat ient procedure for  2  to  3  hours and admi t ted to  the hospi ta l  

only  i f  necessary.  Cr i ter ia  for  conversion to in-pat ient or  23-hour observat ion uni t  include 

presence of  medical  comorb id i t ies,  high b lood loss,  long surg ical  durat ion,  uncont ro l led 

postoperat ive pa in ,  and in t ractab le  postoperat ive nausea and vomit ing.  

In  accordance w ith the Jo int  Commission on the Accredi ta t ion of  Healthcare Organizat ions 

guide l ines for  surgica l  in fect ion prevent ion,  preoperat ive ant ib io t ics  targeted at  skin  f lora for  a  

c lean case are admin is tered in t ravenously  wi thin  60 minutes pr ior  to inc is ion. They are 

d iscont inued 24 hours a f ter  surgery.  Fi rs t -generat ion cephalospor ins are most  commonly 

ind icated in  the non–penic i l l in -a l lergic  pat ient  to  minimize surgical  s i te infect ions. 

Venodynes should be appl ied and act ivated pr ior  to  the induct ion of  anesthes ia .  

Chemoprophylaxis  for  VTE is  admin istered when the pat ient  is  considered at  elevated r isk  for  

DVT.  Unfract ionated hepar in ,  low-molecu lar-weight  hepar ins such as enoxapar in  or  dal tepar in,  

or  synthet ic  ant i thrombot ics such as fondapar inux may be admin istered preoperat ive ly  and 

cont inued postoperat ive ly  for  chemica l  prophylax is  of  thrombot ic  events  (7) .  

Figure 94.1. A: Preoperative sternal notch-to-nipple distance is 30 cm on the right 
and 29 cm on the left. The inframammary fold is at 22 cm bilaterally and the neo–
nipple-areolar complex will be sited at 21 cm bilaterally. B: Oblique view. C: 
Postoperative result at 3 months, frontal view. D: Postoperative result at 3 months, 
oblique view. 

P.1092
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The pat ient  is  pos i t ioned supine wi th  arms abducted to approx imately  90 deg in a  wel l -padded 

and cushioned fash ion. A lower-body warmer is  used to mainta in  normothermia dur ing the 

operat ion.  

Genera l  anesthes ia  is  commonly used v ia  an endotracheal  tube,  a  laryngeal  mask a irway,  or  

to tal  in t ravenous anesthesia  w ith agents such as propofo l ,  midazolam,  and fentany l .  A l ternate 

techniques inc lude sp ina l  anesthes ia or  in travenous sedat ion with  loca l  anesthet ics .  When 

int ravenous sedat ion is  used as for  anesthes ia ,  inf i l t ra t ion of  loca l  anesthet ics  as a  f ie ld  b lock is  

requis i te  (8) .  However,  even when genera l  anesthes ia  is  employed, a loca l  f ie ld b lock or  

intercosta l  blocks wi th  the addi t ion of  tumescent anesthesia  may he lp  to  prov ide long- last ing 

postoperat ive pa in  re l ie f  and thus min imize use of  postoperat ive narcot ics .  Some surgeons p lace 

indwel l ing catheters  w ith pain  pumps for  postoperat ive pain  management .  Some surgeons use 

tumescent inf i l t ra t ion (d i lu te  l idoca ine and d i lu te epinephr ine solu t ion)  for  the addi t iona l  benef i t  

o f  hydrod issect ion and local  hemostas is .  

Ass is tants  a t  surgery are used to  he lp  re t ract ,  suct ion,  and expedi te wound c losure,  thus 

min imiz ing the operat ive t ime and anesthet ic  exper ience.  A smoke evacuator  may be used 

dur ing the surgery to  min imize the smoke p lume associa ted wi th  the e lect rocautery .  

The p lanned pedic le  is  an 8-cm-wide area centered about  the breast mer id ian or ig inat ing at  the 

IMF and cont inu ing to  the leve l  o f  the NAC. For larger reduct ions, the width  should be increased 

to  10 cm.  The pedic le  is  deepi the l ia l ized except  for  the NAC,  which is lef t  intact  as a 42-  or  45-

mm-diameter c ircle .  The NAC can be cut as a  perfect  c i rc le  us ing a Freeman cookie  cutter ,  or  

smal l  undulat ions and imperfect ions ( l ike  a  running W-plasty)  are to lerated to  mimic a  more 

natura l  NAC. The super ior  sk in  f lap is  e levated to  reveal the under ly ing breast parenchyma.  An 

omega- or  horseshoe-shaped exc is ion of  parenchyma is  performed,  leav ing a broadly  a t tached, 

8-cm-wide pedicle  or ig inat ing at  the IMF and cont inuing to  the leve l  o f  the NAC.  The pedic le  that  

remains is  vascular ized by branches from the latera l  thorac ic ,  in terna l  mammary, and 

intercosta ls  vessels .  

Th is  exc ises t issue f rom the media l ,  super ior ,  and la tera l  quadrants o f  the breast .  Some prefer  

to  resect  t issue f rom each area separate ly ,  which is not  as ef f ic ient  as an en b loc exc is ion but  

a f fords the oppor tuni ty  to compare and shape each region more se lect ive ly .  Media l ly ,  the t issue 

must  not be overresected, so as to opt imize c leavage. A layer of  loose areo lar  t issue should be 

lef t  on the pectora l is  fasc ia  to  preserve the nerves t rave l ing in  th is  plane.  The specimen f rom 

each s ide is separately  labe led and weighed. 

Fina l ly ,  a  tai lor - tack method is  used to  shape the breast .  The surgeon shapes the breast by 

t ransposing the pedic le  cephalad and support ing i t  wi th  medial  and latera l  breast  f laps.  Sk in 

s tap les or  prov is ional  sutures are used to create gu ide l ines for  c losure.  Then the pat ient is  sat  

up int raoperat ive ly,  and s ize,  shape, and symmetry  are assessed.  I f  the des ired target s ize is  

not  reached,  addi t ional  piecemeal t issue may be excised f rom the pedic le  or  f rom the 

surrounding f laps.  Di f ferent ial  resect ion is  undertaken from each breast  to  account for  

preex is t ing asymmetr ies in  s ize.  Symmetry  must be assessed, and i f  asymmetry  ex is ts ,  

addi t iona l  t issue may be excised uni latera l ly .  Ster i le  La londe s izers may be used 

int raoperat ive ly to  judge symmetry o f  re ta ined vo lumes. Once the des i red vo lume of resect ion to  

achieve the requested bra cup s ize is  ach ieved,  the specimen may be sent to  patho logy, 

ind iv idual ly  labe led for  le f t  and r ight  s ides. A request to  use int raoperat ive weights  is  sent wi th  

the specimens to  patho logy s ince there may be some volume loss rela ted to  specimen 

desiccat ion postoperat ively .  

The remaining pedic le  and f laps are f ina l ly assessed for  adequacy of  vascular i ty .  Heal thy 

uni form punctuate ar ter ia l ized b leeding should be conf i rmed f rom the deepithel ia l ized pedic le  

and i ts  edges. The NAC should have good turgor  and demonst ra te cont ract i le  areo lae.  I f  there is  

a  quest ion, i t  may be p in  pr icked w ith  a  25-gauge needle to  assess p ink br ight bleeding.  Rapid,  
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dark congested b lood suggests  venous insuff ic iency.  Another technique is  to  admin ister  

int ravenous f luorescein and inspect  the surgica l  s i te wi th  a Wood u l t rav io le t  lamp and to  

v isua l ize f luorescence a long a l l  concern ing areas to assure viabi l i ty  and vascular i ty .  

Al l  areas are i r r igated wi th warm sa l ine,  and hemostas is  is  met icu lous ly  conf i rmed. 

Electrocautery  is  typica l ly  used for  the smal ler  vessels ,  but suture l igat ion of  larger vessels  may 

be needed.  

Shapes are opt imized by advancing the media l  and latera l  sk in  f laps to  he lp  shape the breast 

parenchyma.  In addi t ion,  the f lap is  advanced super ior ly ,  and shaping sutures may be used to 

create a  fu l ler  cent ra l  mound that is less dependent  on sk in support .  Th is  shaping technique is  

less ef fect ive in  the set t ing of  fa t ty  breasts  and has bet ter  outcomes wi th breasts  wi th  a greater  

g landular  component  that  can ho ld  suture.  The pat ient  is  sat  up again ,  and the pos i t ions for  the 

neo-NAC are chosen. They should be placed at  the poin t  of  maximal  breast project ion at  a  

d is tance of  5  to 7  cm f rom the IMF. In  larger breasts ,  one must  be carefu l  not to  le t  the NAC fa l l  

too la tera l ly  or  too h igh. I f  sk in qual i ty  is  poor ,  one can ant ic ipate some future “bot toming out”  or  

pseudoptos is  and p lace the NAC a l i t t le  lower.  Once the neo-NAC is marked wi th  a  cookie  

cutter ,  the 38- to  45-mm-diameter ci rc le  o f  sk in  is  exc ised, and the NAC is  exter ior ized and 

anchored wi th  3-0 inverted Vicry l  suture.  See F igure 94.2.  

NAC v iab i l i ty  should be assessed at  th is  po in t .  I f  there is  good 2-second capi l la ry  ref i l l  wi th  

nei ther s luggish nor br isk  re f i l l ,  then c losure is  cont inued with  4-0 monof i lament   
 

absorbable suture.  I f  there is  a  quest ion of  v iabi l i ty  a t  th is  po in t ,  the sutures should be rea l ized, 

and the wounds inspected for  hematoma causing pressure on the f lap,  k ink ing of  the pedic le,  or  

undue tens ion from a t ight  sk in c losure.  I f  correct ing these potent ia l  causes of  vascular  

insuff ic iency to  the NAC does not  restore vascular i ty ,  the NAC should be harvested as a ful l -

th ickness sk in graf t .  Af ter  defat t ing,  i t  can be graf ted onto a  deepi the l ia l ized c ircle  on heal thy 

breast  sk in f laps.  

P.1093
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Drain use var ies wide ly.  Some surgeons use no dra ins,  o thers us them only  overn ight ,  and some 

use them for  a  week or  unt i l  drainage is  lower than approx imately  30 cc per 24-hour per iod.  

There is  no d i f ference in  hematoma,  seroma,  or  overa l l  compl icat ion rates wi th  or  wi thout drain  

use (9) .  

Concomi tant ax i l la ry  l iposuct ion may be undertaken dur ing breast reduct ion as an ad junct 

technique.  Th is  may not be covered by insurance, and pr ior  ar rangements should be made by 

the pat ient to  address any fees for  the surgeon,  fac i l i ty ,  or  anesthes ia associated wi th  th is .  

L iposuct ion may decrease the chest wal l  d iameter by severa l  inches,  a l low for  bet ter  contour ing 

of  the la tera l  breast ,  and he lp prevent  dog-ears in  the inc is ions. I t  permi ts  better- f i t t ing 

brassieres postoperat ive ly and can address uns ight ly  bulges toward the latera l  chest wal l .  

Superwet technique employs in fus ion of  tumescent  so lu t ion in  a  proport ion of  approx imately  1 :1 

or  2:1 wi th  the ant ic ipated vo lume of asp i ra te .  A  t radi t ional  or  power-assis ted cannula in the 2-  

to  4-mm range is  used to aspi ra te  fa t  in a  smooth,  graduated,  and tapered fash ion to  contour  the 

latera l  chest.  Ul t rasonic  or  laser energy is  typical ly  not needed in  th is  sof t  fa t .  The por ta l  for  

l iposuct ion may be p laced through a separate s tab inc is ion that might be repurposed for  a dra in  

ex i t  s i te  ( i f  one is  used) ,  or  the cannulas may be p laced from wi th in the breast reduct ion 

inc is ions, thus minimiz ing addi t iona l  scars.  

Fina l  c losure of  a l l  inc is ions is  typ ica l ly  wi th  3-0 Monocry l  deep-dermal  and 4-0 Monocryl  

subcut icu lars .  The NAC may be c losed wi th  running 6-0 fast-gut .  Inc is ions may be dressed wi th  

surg ica l  adhesive g lue or  Ster i -S tr ips.  Af ter  dry ,  ster i le  dress ings are appl ied,  the pat ient  is  then 

p laced into  an appropr ia te-s ized surg ical  bra for  support .  

Postoperative Care 
Ant ib iot ics  are s topped 24 hours a f ter  surgery.  Ora l  narcot ic  analgesics are cont inued as 

necessary—typica l ly 1  week—and then NSAIDs can be in i t ia ted for  both analgesia  and as an 

ant i - inf lammatory.  Postoperat ive nausea and vomi t ing are managed  
 

wi th  ant iemet ics as needed.  Hydrat ion and s too l  sof teners can mi t igate the const ipat ive e f fects  

o f  narcot ics .  

Figure 94.2. A: Frontal view, preoperative. B: Lateral view, preoperative. C: Frontal 
view, 6 months postoperative, glandular shaping sutures used to avoid bottoming 
out. D: Lateral view, postoperative. 

P.1094
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Pat ients  are a l lowed to  shower af ter  48 hours,  wi th or  wi thout dra ins.  Ster i -St r ips may fa l l  of f  by 

themselves at  th is s tage.  

Pat ients  should be act ive and ambulat ing on the n ight of  surgery and may increase to br isk  

walking in 3  to 5  days postoperat ive ly .  Running and other  jarr ing mot ions should be avo ided for  

4  to 6  weeks postoperat ive ly ,  but e l l ipt ica l  machines or  s tat ionary b icycle  work can be star ted in  

2  weeks. Pat ients  are d issuaded for  l i f t ing ob jects  greater  than 10 lb for  2  to 4  weeks.  A fter  6  

weeks they may resume more s trenuous aerob ic  work and l i f t ing act iv i t ies  as to lerated.  

Scar management  and opt imizat ion is begun at  about 4 weeks af ter  surgery.  Si l icone ge l  sheets  

can af ford bet ter  scars,  as can scar massage w ith  creams or v i tamin E oi ls .  See F igure 94.3.  

Gent le massage of  scars and breasts  is  encouraged at  3 to  4 weeks to  he lp scars mature,  as 

wel l  as to  desensi t ize scars and encourage re turn of  sk in  sensibi l i ty .  Areas of  pro longed 

numbness (such as the la tera l  chest  a f ter  l iposuct ion)  tend to  be perceived by pat ients  as “ fat , ”  

much as a numb l ip a f ter  a  denta l  b lock tends to  fee l  fa t .  Warm compresses may be appl ied,  wi th  

the caveat  that  an insensate area can suffer  a  burn i f  compresses are too warm or appl ied for  

too long an in terval .  Pat ients  re turn to  the use of  a  normal bra or  camisole  a t  4  weeks. 

Complications 
Whi le major  compl icat ions are unusual ,  minor compl icat ions are f requent .  Smal l  areas of  

delayed heal ing are f requent ly  ident i f ied a t  the T junct ion at  the leve l  o f  the IMF,  and these heal  

wi th  loca l  wound care such as ant ibio t ic  o in tment  (e.g . ,  baci t rac in)  and a Band-Aid.  For larger 

areas of  sk in  loss,  wet  to dry  gauze dress ings may be prescr ibed. I f  a dry  eschar forms,  i t  may 

be treated wi th  s i lver  sul fad iaz ine 1% top ica l  o intment  twice da i ly  unt i l  i t  separates.  Rarely ,  

larger areas of  fu l l - th ickness skin  loss may need operat ive debr idement and c losure with  a  

negat ive-pressure dev ice (vacuum-assis ted c losure)  or ,  rarer  s t i l l ,  w i th  a  sk in graf t .  

I f  a hematoma occurs,  i t  may observed i f  i t  is  smal l ,  nonin fected, and not  compromis ing the sk in .  

The r isk  of  developing ca lc i f icat ions around the hemorrhage ex is ts .  A hematoma may be needle 

aspi ra ted—a l iposuct ion cannula is  part icu lar ly  ef fect ive.  For larger hematomas, operat ive 

evacuat ion and hemostas is  are ind icated. Seromas should be needle asp i ra ted (10).  

Superf ic ial  in fect ion can be treated with  ora l  ant ibio t ics ,  but  i f  s ign i f icant  or  i f  the pat ient 

becomes systemica l ly  i l l ,  in travenous ant ib iot ics  are recommended in  an inpat ient set t ing.  The 

need to  debr ide is  unusual.  

Dog-ears may develop in  the latera l  breast  area and are touched up under  loca l  anesthes ia  wi th  

e l l ipt ica l  exc is ion.  Hypert rophic  or  kelo id  scars may need rev ision once the inc i t ing e t io logy 

( tens ion dur ing c losure) is  removed. They may a lso be t reated wi th  in ject ions of  t r iamcino lone. 

Lasers may be used. Off - labe l int ra les ional  in ject ions of  ant ineoplast ic  agents such as 5-

f luorourac i l  have also been reported.  See Figure 94.4.  

Occasional ly  the pat ient  w i l l  report  that  she is  s t i l l  too large af ter  reduct ion.  A per iod of  

observat ion to al low edema to  subside and for  the pat ient  to now attempt  weight  loss to  get  

c loser to  a  normal  BMI  ( i f  she was overweight  to s tar t )  should  be under taken.  

An undesi rab le  yet  consis tent long-term outcome of  in fer ior  pedic le and Wise-pat tern breast 

reduct ion is  “bot toming out”  and develop ing a h igh NAC. A ver t ical  skin  exc is ion may address 

Figure 94.3. A: Preoperative view with markings. Note the deep shoulder grooves. 
In larger breasts, the nipple must be moved more medially. B: Postoperative view 
with hypertrophic scars. 
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the pseudoptos is  suf f ic ient ly .  Many techniques ex ist  to  lower  the NAC, inc lud ing exc ising excess 

sk in  in  the IMF, but  somet imes a scar above the NAC becomes necessary.  

Fat  necrosis  should be t reated conservat ive ly  in i t ia l ly  s ince much of  i t  wi l l  sof ten and improve.  

However ,  i f  a f ter  6 to  9 months of  massage and observat ion the fa t  necros is  is  pers is tent ,  i t  

should be exc ised through ex is t ing scars.  

Nipple  necros is  is  managed conservat ive ly  unt i l  healed. Then,  the n ipp le  is  reconstructed us ing 

the techniques for  breast reconstruct ion (e.g . ,  C-V f lap,  keyhole f lap) and then tat tooed.  See 

Figure 94.5.  

Mal ignancy is an uncommon f ind ing in  the breast  specimen, but  i f  found,  i t  is d iscussed w ith the 

pat ient ,  patho log is t ,  and a breast  oncolog ic  surgeon.  I f  the mal ignancy is  surrounded by a 

heal thy marg in o f  normal  t issue,  i t  can be considered an  
 

adequate lumpectomy.  I f  not ,  then a mastectomy is  indicated. Ax i l la ry  lymph node sampl ing may 

be done v ia  a  sent inel  lymph node technique.  Radiat ion therapy would be indicated for  this  

method of  BCT.  

Outcomes 
Numerous meta-analyses and prospect ive cohort  s tud ies prov ide leve l  I  and leve l  I I  ev idence 

that breast  reduct ion is  e f fect ive in  address ing the symptoms associated wi th  macromast ia  and 

that there is  general ly  h igh pat ient and physic ian sat is fact ion (11).  In  breast reduct ion, the 

infer ior  pedic le technique takes center  s tage, as i t  is  the most  commonly subscr ibed to  

technique in the Uni ted States,  has a low ra te o f  compl icat ions,  is  versat i le  yet  pred ic table ,  and 

preserves vascular i ty  and sensat ion to  the nipple  (12).  

P.1095

Figure 94.4. A: Long-term shape. Notice the fading of scars in this African American 
patient. B: Close-up view of incisions. 
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Editorial  Comments 

The authors provide a very comprehensive guide for  the management of  the breast  

reduct ion pat ient .  We must interpret  this  as their  personal  approach and not 

necessar i ly accept their  comments as ind icat ing anyth ing approaching a standard of  

care.  As I  read th is chapter pr ior  to  d iscussing i t ,  I  wished that  they had spent more 

t ime descr ib ing the technique and less t ime on the more per iphera l  issues l ike 

insurance coverage, bra s izes,  and so on. However,  th is  chapter does prov ide an 

interest ing overv iew regarding many aspects  of  managing the breast  reduct ion pat ient .  

There are many examples of  where I  might di f fer  f rom the authors.  For example,  I  do 

not  measure the d istance f rom the n ipple to the IMF and prefer instead to measure how 

much the breast  g land overhangs the fo ld,  which is  also much easier to  measure than 

N-IMF. Simi lar ly ,  I  do not  measure the size of  the areola but  refer to  the preoperat ive 

pic tures instead. 

I  f ind the d iscuss ion about bra s izes ambiguous. Al though pat ients speak in  terms of  

bra s izes,  surgeons do not.  We speak in  terms of  grams, and our concern is  est imat ing 

as accurate ly as poss ible how much breast  t issue we can safe ly  remove. I  o f ten f ind 

that  the bra sizes that  pat ients  report  vary widely even for breasts  of  s imi lar  s ize.  My 

exper ience is that  for  women wi th very large breasts who report  DD, DDD, F,  and G 

basel ine bra cup sizes,  the f inal  postoperat ive bra size is  of ten st i l l  a D or larger,  but  

now i t  a t  least  f i ts .  The comment regard ing n ipple asymmetry corresponding to weight  

discrepancy in  a rat io  of  1 cm to 100 g is  interest ing but  probably  highly unrel iable.  My 

exper ience is of ten the opposi te,  w ith the more ptot ic  n ipple s i t t ing on the smal ler  more 

pendulous breast .  

The authors'  descr ip t ion of  the in formed-consent process is very personal  and 

comprehensive.  Mine is somewhat di f ferent , and I  rely  heavi ly  on staf f ,  pr inted 

mater ia ls,  and commerc ia l ly avai lable informat ion to round out the in formed-consent 

process.  

Figure 94.5. Unilateral loss of nipple-areolar complex in a patient with fat necrosis 
throughout both breasts. 
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Regarding smoking,  we strongly recommend that  pat ients s top smoking for  at  least  2 

weeks e i ther s ide of  surgery.  We recognize that  some pat ients  cheat,  and so we try  to 

operate on prev ious smokers wi th more conservat ive technique than on nonsmokers.  

The authors ment ion us ing obstetr ic  ca l ipers to t ranspose the IMF to the breast  

surface. I  would l ike to think that  using such cal ipers is pret ty much a h istor ica l  

footnote.  

Al l  in  a l l ,  this  chapter is a thorough overv iew of  the breast  reduct ion exper ience 

part icu lar ly  as i t  relates to reduct ion us ing the in fer ior  pedic le.  

S.L.S.   

This  chapter h ighl ights  the advantages associated wi th the use of  an infer ior  pedicle in 

breast  reduct ion.  Several  points  are worthy of  fur ther emphasis .  The authors r ight ly 

point  out  that  the inverted-T skin pat tern can be used wi th a number of  d i f ferent  

pedicles. However,  us ing the inverted T wi th an in fer ior  pedicle of fers  a strategic  

advantage due to the fact  that  the skin envelope and the pedicle wi th the at tached NAC 

are managed separate ly.  This a l lows the NAC to be l i f ted wi th no restr ict ion,  as 

opposed to a t radi t ional  vert ical  or  superomedia l  technique, in  which the pedicle base 

is part  o f  the surrounding skin pat tern and can therefore l imi t  NAC transposi t ion in  

cases of  a short  pedic le.  The reader is  also di rected to the l i terature regarding the 

in ternal  breast  septum. This  internal septum has profound in f luence on the vascular i ty  

of  an in fer ior  pedicle,  and maintenance of  the septa l  perforators is  cr i t ical  to  the 

successfu l  use of  an in fer ior  pedic le in  cases of  larger breast reduct ions wi th longer 

pedicles (13,14).  Another aspect of  the technique descr ibed in  th is  chapter that  is of  

part icu lar importance is  the pract ice of  def in ing the f ina l locat ion of  the NAC unt i l  the 

end of  the case af ter  the resect ion and skin tai lor ing have been performed. By sight ing 

in  the NAC posi t ion in th is fashion as opposed to commit t ing to the posi t ion of  the NAC 

in the ini t ia l  markings,  inadvertent  asymmetr ies or ,  perhaps more important ,  unwit t ing 

super ior  malposi t ions of  the NAC can be prevented. As for  compl icat ions,  i t  stands to 

reason that  the very t ip of  the in fer ior  pedic le would be the area most at  r isk  for  

ischemia,  and i t  is in  th is  locat ion that  fa t  necrosis  is  general ly  found in  cases in  which 

the length of  the pedicle outs tr ips the abi l i ty  of  the vascular  supply  to nour ish the 

t issues.  Therefore,  when f i rmness or an outr ight  mass is noted just  above the NAC 

postoperat ive ly,  the et io logy is  near ly a lways fat  necros is at  the t ip  of  the pedicle.  

Observat ion over months w il l  general ly  resul t  in gradual  resolut ion of  the mass, leaving 

behind only  a mi ld th ickening.  At  one year  postoperat ively ,  i f  there is any persistence 

of  a mass, i t  is  adv isable to remove the af fected area to prevent any confusion with or 

masking of  any under ly ing breast  mal ignancy.  As for bot toming out,  i f  the at tachments 

of  Scarpa's fascia are le f t  intact  dur ing the parenchymal resect ion along the 

in framammary fo ld,  postoperat ive change in  the shape of  the breast  wi l l  be great ly  

min imized, as the over ly ing breast  parenchyma wi l l  be prevented f rom sl ipp ing 

in fer ior ly in to the loose subscarpal space. By combin ing these concepts wi th the 

pr inc iples out l ined in  the chapter,  the in fer ior  pedic le wi l l  cont inue to serve as the gold 

s tandard for  breast  reduct ion surgery,  now and in to the future.  

D.C.H.   
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