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ABSTRACT

The author makes a byief litevature vevision on the veduction mammaplasties in “L”, presenting after that

his personal technique for this procedure.

The demarcation used starts like in the classical veductions in inverted “T7, using, however, a mounld modi-
fied by the author, (from the one of Wise). Within the demarvcation of what would be the inverted “17
surgery, the author makes another demarcation in “L”. The skin incisions and vemovals will follow this
second mark, but the glandular tissue excision is made subcutaneously, following the demarcation in “17.
The aveolomammilar complex is transposed by means of a monopedicled flap with medial base, which permits
great excisions, the CAM repositioning with no distortion, and the total presevvation of the mammary
phvsiology. With this, a quite satisfactory shape for the new breast is obtained, with minor extension of the
final scars and without the medial hovizontal branch, move evident with bathing costumes and low necked

dresses.

INTRODUCTION AND LITERATURE

The concern with the incisions size diminution, in re-
duction mamnmplastits, comes from a long time. As
of the surgery with final scar in inverted “T7, of
LEXER™ in 1912, and the periareolar technique of
KAUSCH " in 1916, many attempts were made, be-
ing that the totality of scar of reduced size, suitable
form, preservation of the mammary physiology, and
procedure safety, were always the main concerns of all
who were devoted to this procedure. HOLLANDER'™
in 1924 was the first to perform a mammary reduc-

tion, leaving an “I”" as a tinal scar, with the exclusion of
the medial scar, always visible in more accentuated low
necked dresses. DOUFOURMENTEL and MOULY'®
in 1961, and afterwards in 1968, presented a technique
also with “I2* final scar, where the operated breast ob-
tained a quite satsfactory shape. MYR and MYR'"* in
1968, REGNAULT"® in 1974, MEYER and
KESSELRING" in 1975, and SCHATTEN et col.!1®
in 1975, also offered important contributions for this
procedure. In our milieu, HORIBE et col.® in 1976,
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SEPULVEDA " in 1981, BOZOLA et col.'V in
1982, CHAVEZ ctcol.? in 1988, and CHIARI®
in 1992, presented technique variations, a few with
quite geometrical demarcations and full of calcu-
lations, sometimes raising dithiculties to its appli-
cation. LEJOUR"" in 1994 published a book
showing the association of lipoaspiration with
mammaplasties, thus obraining reduced scars and
g()()d results.

For more than 20 years, we have been using the
mammaplasties in “I7, especially for the pexies with
no reduction. But also in many cases of moder-
ated reduction, in voung patients, we use the tech-
nique in “I” with excellent results.

With a greater control of the technique and with
the ample experience obtained in the CAM trans-
position through monopediculated flap of medial
base, that permits the removal of larger amount of
glandular-adipose tissue and the CAM reposition-
ing with no distorsion, besides preserving totally
the breast physiology, as we published in 1982 and
in 1991 (4 and 5), adding up to the concepts so
well exposed by PEIXOTO™ in 1979, of breast
skin retraction, and confirmed by TARANTO"®
experiences, transmitted in 1995 in personal pre-
sentations and not published, we have defined a
final torm for this technmque execution, which we
present next.

TECHNIQUE DESCRIPTION

The demarcation is made with the patient stand-
ing up, using a modified Wise’s mould, with the
opening of the lower points of the new areolar
arch 7 ecm apart (Fig. 1). With this, we tried to
have a larger area of skin excision in the periareolar
region. The basic points follow the classic prin-
ciples of the STROMBERG or SKOOG type
mammaplasties, needing no greater details. Once
the breast is demarked, as it we were going to make
an inverted “T™ mammaplasty, with no concern
to shorten its horizontal branch, which will be rig-
orously placed in the submammary groove, we
make a second demarcation, now in “I7, within

the former mark, taking care to place the “LI” horizon-
tal line about 2 to 4 ¢m above the existing mammary

groove (Fig. 02a and b).

In this manner, we will have two demarcations: one
in “I7, that will determine the cutaneous incisions,

Fig. 1 - Scheme of our personal mould, based on
Wise’s mould. The broken line bevond our mould
represents the original mould drawing for

comparation.

Fig. I - Desenlo de nosso molde pessonl, feito a partir do
molde de Wise. A linha tracejada além do nosso molde,
representa o tragado do molde oviginal, para

comparagao.

Fig. 2a - Demarcation of the ba-
sic points and lines, with the pa-
tient standing up and with her

arms along the body. The
mould is placed 1,5 cm above
the future mammilar location,
corresponding to the submam-
mary groove projection.

Fig. 2a - Marcagao dos pontos ¢
linhas basicas, com a paciente em
pe e com os bragos ao longo do corpo.
O molde ¢ colocado a 1,5 cm acima
da futura localizagdo mamuilar,
corvespondente a projegao do sulco
sub-mamario.

Fig. 2b - View of the marked breast
lower part, showing clearly the de-
marcation as if it was a surgery in
“T™ (in high dots), and the demar-
cation for our surgerv in “I7 (in
small lines), that 1s 2 to 4 cm above
the submammary groove. The part
to be subcutancously excised is in
fine dots.

Fig. 2b - Vista da parte de baixo da
mama marcada, evidenciando a
IAYCACAO COMO SE fOSSE INA CIriria
em T (em pontilhado forte), ¢ a
marcagao para a nossa ciruygia em L
(em tracejado), que fica de 2 a 4 cm
acima do sulco sub-mamario. A parte
a ser ressecadn subcutaneamente, esta
em pontilhado fino.

and another in “T7, that will determine the subcuta-
neous excisions of the glandular-adipose tissue for the
breast volume reduction.

The surgerv may be performed under loco-regional
or general anesthesia, depending of the surgeon pret-
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erence and the patient wishes. The dorsum must stay
elevated at 30". A wide infiltranon, with 500 ml very
cold physiological serum solution, 20 ml of
Pupivacaina 0.5 %, and one Adrenalin vial, will help
to reduce bleeding and will provide a postoperative
analgesia protracted and confortable for the patient.
We wait for 10 minutes for a greater action of the
infiltred solution and the surgery 1s started with the
SCHWARZMANN classical maneuver, only in the
dehmitated area to obtain the medial base flap for the
CAM rtransposition (Fig. 3a). We make the cutane-
ous incisions in the whole “I” mark, detaching after
that the skin in the 2 to 4 cm band of the submammary
groove, between the “I” and “T™ marks, until we reach
the muscular plane (Fig. 4). The whole breast is de-
tached in the pectoral supra-aponeuretic plane, which
will allow more mobilization and elevation of the
breast, when we start its molding. Once concluded
these detachments, with a 22 blade scalpel we made
the vertical incision of the adipose-glandular tissue
subcutancously, as if it was a mammaplasty in “T™,
until the muscular plane. In the same piece, the adi-
pose glandular tissue is removed around the medial
base flap, wich will conserve all its thickness of the
glandular tissue, assuring the breast physiology main-
tenance. The removed volume will correspond to the
desired reduction. Everything is removed in a single
piece (Figs. 3b, 3¢, 5 & 6).

This removal may be made with lipoaspiration, how-
ever in very dense breasts the result obrained is not
satisfactory and, with the surgical excision, a greater
precision is possible in this procedure, with much less
trauma and greater safety.

When the excision of the excedent adipose glandular
tissue is completed, a criterious hemostasia is made
— since we never use drains — and we start the breast
molding. The areole is placed in its new position,
through the three upper cardinal points, with the up-
wards rotation of the medial base flap (Fig. 3b). After
that, the assistant pulls the breast upwards, through
the point given in the areolar north or by means of a
hook or Hallis clamp placed there, exposing and po-
sitioning the breast medial and lareral columns, that
will be fixed among themselves with absorbable 4-0
stitches (Fig. 7), which will give the breast the coni-
cal and projected shape. However, we now do not
make its fixation in the muscular aponeurosis, since it
may cause undesired adhesions, more evident when
the patient raises her arms (Fig. 1le).

Fig. 3a - With the breast
“stangled” by the assis-
tant, we make the flap de-
epithelization, thar will
transpose the medial base
CAM. The areole has 1ts
diameter reduced to
around 4 ¢m.

Fig. 3a - Com a mama
“estrangulada”  pelo
anxiliar, ¢ feita a desepiteli-
zagao do retalbo que ivd
transpor 0 CAM, de base
medial. A arveola tem sen
didmetro veduzido para 4
o em media.

Fig. 3b - The adipose-glandular tis-
sue removed in the muscular plane,
together with the skin in the “I7
mark, and subcutancously in the
inverted “T™ mark, the thick me-
dial base flap has ample mobility
to rotate upwards, to its new po-
s1non.

Fig. 3b - Removido o tecide adiposo
Hlandular no plano muscular, junto
com a pele na marea do L e subcuta-
neamente na mavea do T invertido,
0 espesso vetalho de base medial tem
ampla mobilidade de voday para
CEMA, PAYa @ Sua 1ova Posigao,

Fig. 3¢ - Piece removed in one single block, con-
taining the skin in “I" and the subjacent adipose-
glandular tssue, including the lower, lateral and
medial prolongations removed subcutaneously.

Fig. 3c - Pega vemovida em wum tinico bloco, contendo a
pele em L ¢ o tecido adiposo-glandular subjacente,
incluindo os prolongamentos iferior; lateval ¢ medial,
retirados subcutaneamente.

After that, absorbable stitches are applied in the
subderma, with the due compensations for the length
difterence of the lateral and medial flaps. In this mo-
ment, we have a view of the very firm and well pro-
jected breast (Fig. 8). The thinner skin, where subcu-
tancous adipose-glandular excisions were made, shows
a seeming flabbiness which, within a few days, disap-
pears due to its retraction, in the greater number of
cases.
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Fig. 4 - Scissors detaching the skin, in a
very superficial plane, up to the limit of
the inverted “T” demarcation. This de-
tachment may also be made with the num-
ber 22 scalpel.

Fig. 4 - Tesoura descolando a pele, num plano
bem superficial, até o limite da marcagio em

Fig. 5 - Adipose-glandular rissu; ot-' th "

lower, medial and lateral prolongations, ex-
posed after its subcuraneous detachment
and in the aponcurotic-muscular plane.

Fig. 5 - Tecido adiposo-glandular dos

prolongamentos inferior, medial ¢ lnteral,
exposto apos seu deslocamento sub-cutdneo ¢ no

Fig. 6 - Excision around the medial base
flap, in continuity to the subcutancous ex-
cision of the lower, medial, and lateral pro-
longations, in a single piece.

Fig. 6 - Ressecedo em vedor do vetalho de base
medial, em continuidade a ressecgdo sub-
cutanea dos prolongamentos infevior, medial ¢

1 mvertido. Esse deslocamento pode ser feito
tamben com o bisturi ne 22,

plano aponeurdtico-muscular:

lateral, nuwma nica peca.

Fig. 7 - Pulling the breast by its upper pole,
together with the medial base flap, we
achieve the approach of the medial and lat-
eral columns that are joined together by
means of stitches with slow absortion
thread, 4-0. We do not make now the fix-
ing of its base ro the pectoral muscular apo-
neurosis, by the reasons exposed in the text.

made.

Fig. 7 - Tracionando-se a mama pelo sen polo
superior, juntamente com o vetalho de base
medial, logra-se a aproximagio dos pilarves
medial ¢ lateral que sao unidos entre si por
meto de pontos com fio de absorcao demorada,
4-0. Ji nao fazemos a fixagao de sua base na
aponewrose muscular peitoral, pelas razdes
£XPOSLAS 1O 1eXTO,

cutanea.

A careful intradermic continous suture, with quick
absorption number 5-0 thread, completes the skin
closing (Fig. 9).

With adhesive microporous ribbons, after that we
make a discrete molding and only in the lower half of
the breast, that will be left just for one week.

The dressing is made with smooth gauze and placing
a suitable brassiere.

Fig. 8 - Mama praticamente modelada,
mantendo wma agradavel nova forma conica,
bemi firme ¢ sem qualgquer tragao. Observa-se  pele, com fio absorvivel 5-0, vé-se o marcagio
a pele “desabadn” onde foi feita a vessecedo sub-

h f

Fig. 8 - Practically molded breast, keeping  Fig. 9 - After finishing the skin intrader-
a pleasant new conical shape, quite firm,
with no traction. Observe the “collapsed”
skin, here the subcutaneous excision was

mic suture, with absorbable thread 05, we
can see the demarcation of what would be
the skin removal it the classic mammaplasty
had been performed in inverted “T”. The
scar size was reduced.

Fig. 9 - Ternunada a sutura intradevmica da

do que sevia o vetivada da pele, se tivesse stdo
feita a cldssica mamaplastia em T invertido.
Note-se o tamanho da cicatriz que foi reduzido.

The patient is advised to wait for 3 days, when she
may remove the dressing herself, without removing
the adhesive ribbons molding, and start her normal
baths, without rubbing the operated area.

The postoperative cares are the same as in any mam-
maplasty.

CASE HISTORY

This technique, such as we presented, has been used
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Fig. 10e - View of the submammary scar.
Good quality and no skin residue.

Fig. 10¢ - Visdo da cicatviz submamaria, de boa

Figs. 10a & 10c; 10b & 10d - Patient SCL, 20 years old. Pre  Pwadidade ¢ sem sobra de pele.
operatory and 1 year postoperatory. 480 g removed from the

left side and 500 g from right.

Figs. Ila ¢ 1c; 11b e 11d - Paciente SCL, de 20 anos. Pré e pos-

operatorio de 1 ano, tendo sido retivados 480 g a esquerda ¢ 500 g

a direita.

Fig. 11e - View of the submammary scar,
showing a small point of adherence and re-
traction in the right lateral horizontal scar, due
to a fixing point of the columns on the mus-
cular aponeurosis,

Figs. 11a & 11¢; 11b & 11d - Patient MHE 16 years old. Pre
operatory and 1 vear postoperatory. 260 g were removed from
left side and 280 g from right.

Fig. 11e - Visao da cicatriz sub-mamaria, em que
. 2 . s¢ observa um pequeno ponto de aderéncia ¢
Figs. Ha elle; 1lbe11d g lmu.nn MHE rfe‘ 16 anos. Pre ¢ pos- vetragio na cicatriz hovizontal ¢ laternl direita,
operatorio de 1 ano, tendo sido vetivados 260 g a esquerdae 28008 goide o wm ponto de fixagio dos pilares na

direita. aponeurose muscular

Figs. 12a & 12¢; 12b & 12d - Patent MMSC, 39
years old. Pre operatory and 1 year postoperatory.
220 g were removed from left side and 260 g
from right. A small breast sliding in the thorax is
noticed, giving a greater volume in the lower pole.
However, the patient did not complain and noth-
ing was done.

Figs. 12a ¢ 12¢; 12b ¢ 12d - Paciente MMSC, 39
anos. Pré ¢ pos-operatorio de 1 ano, com retivada de
220g a esquerda ¢ 260g a direita. Nota-se um
pequeno deslizamento da mama no tévax, dando um
volume maior no polo infevior: Contudo, a paciente
nao se queixava, e nada foi feito.
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since 1993 and, in a survey of the last 100 cases with
control of more than one year of evoluton, from which
we have chosen three for this paper illustration (Figs.
10, 11 and 12), we had the following results:

Patients age variation: From 14 to 42 years

Tissue amount removed from each breast:

Up to 200 gr: 28 patients
Up to 400 gr: 44 patients
More than 400 gr: 28 patients

(Maximum, up to this date, 700 gr. from each side)

Shape (evaluated by the surgeon in
consonance with the patient opinion)

Complications:

Lack of adequate

Excellent 64 patients skin retraction 16 patients
Satisfactory 36 patients Scar adherence
Bad 00 patients to deep planes 08 patients

Seroma in the

subcutaneous excision

areas 06 patients
Scars: Ulcerations due to

surgical thread
Excellent 76 patients reaction 04 patients
Satisfactory 20 patients Other 04 patients
Bad 04 patients No complications 62 patients

DISCUSSION AND CONCLUSIONS

Revaluating the results obtained until now, we be-
lieve thart this procedure should be chosen, especially
for younger patients or to whom has a breast cutane-
ous lining of good quality and with good resilience.
In patients with flaccid skin, we do not take the risk
of performing this surgery, as the possibility of not
occurring the skin retraction and being necessary a
revision surgery to remove it, becomes quite prob-
able.

The demarcation is extremely simple and without
many geometric calculations. And the fact of making
it previously does not signify stereotipy of the surger-
1es, since 1t involves references taken in function of
the right breast type and of the patient’s thorax. Be-
sides, during the surgery, the surgeon sensibility will
determine de breasts final shape and not the mould
that directed the surgery beginning.

The medial flap, for transposition of the areolo-
mammilar complex, that we have proposed a few years
ago, allows the indication of this techique even in cases
of great breast volumes, without loss of the shape fi-
nal quality.
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