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Does the symmetry of the breasts continue after
breast augmentation?

Meme simetrisi protez implantasyonu sonrasinda devam eder mi?

Nazim Giimiis*, Sarper Yilmaz

Plastic, Reconstructive and Aesthetic Surgery Department (Assist. Prof. N. Giimiis, MD, Prof. S.
Yilmaz, MD), Cumhuriyet University School of Medicine, TR-58140 Sivas

Abstract

Aim. Augmentation mammaplasty is one of the most common aesthetic surgical interventions,
which proves excellent results that pretend high rate of patient satisfaction. In this study, our main
aim was to investigate whether breast symmetry might carry on after augmentation or not.
Methods. The study included 21 patients who had hypomastia with or without grade 1 ptosis.
Each patient was assesed for ptosis, asymmetry of the nipples, inframammary fold position, base
constriction, breast mound, and finally chest wall before and after the operation. Asymmetry
between the breasts preoperatively was accepted as a cause for exclusion from the study. All of the
patients who had symmetric breasts underwent augmentation mammaplasty using gel filled breast
implants, in which implantation, intraareolar incision and prepectoral subglandular placement
method was chosen. Results. Breasts were evaluated by four independent surgeons preoperatively
and in the postoperative period by means of ptosis, asymmetry of the nipple-areola, inframammary
fold position, base constriction, breast mound, skin wrinkling, double-bubble apperance, rippling
and softness. Less visible areolar scar took place on incision site without depigmentation. In most
of the patients, good breast shape was provided by the augmentation, which satisfied them. While
the breasts were symmetric in two patients preoperatively, severe difference between the shape of
the breasts was realized by the patients and surgeons one year after the augmentation. Conclusion.
We think that when breasts are augmented, some of differences, even if they are too less to be
noticed, increases considerably. So, previously insignificant discrepansies related with volume,
areolar size and inframammary fold may become clear after the operation. It seems that
submuscular or subfacial placement of prosthesis may provide avoidance but further comparative
studies with longer follow-up period are needed for a conclusion.
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Ozet

Amacg. Biiyiitme mammoplastisi estetik cerrahi uygulamalarin en sik olarak yapilanlarindan
birisidir. Mitkemmel sonuglar saglayarak yiiksek hasta memnuniyetine yolagar. Bu g¢aligmada,
meme simetrisinin biiylitme mammoplastisi sonrasinda devam edip etmediginin arastirtlmasi
amagclandi. Yontemler. Calisma, evre 1 pitozu olan veya olmayan 21 hipomastili hastay1 igerdi.
Her bir hastada meme pitozu, meme basi asimetrisi, meme alt1 kivrim pozisyonu, taban yapisi,
meme tiimsegi ve gogiis duvari yapisi ameliyat 6ncesi ve sonrasinda degerlendirildi. Ameliyat
Oncesi asimetri bulgusu olan hastalar ¢aligmadan c¢ikarildi. Tim simetrik memeli olgularda
intraareolar kesi ve pektoral kas oOnii-gland altt yontem kullanilarak jel dolu meme protezi ile
biiylitme mammoplastisi yapildi. Bulgular. Operasyon oncesi ve sonrasi donemde memeler dort
bagimsiz cerrah ve hastalar tarafindan degerlendirildi. Meme pitozu, meme bas1 asimetrisi, meme
alti kivrim pozisyonu, taban yapisi, meme tiimsegi, cilt kivrilmasi, meme baslarmin yukari
bakmasi ve meme yumusakligi kontrol edildi. Depigmentasyon olmaksizin az belirgin areolar kesi
izi olustu. Hastalarin ¢ogunda hedeflenen ve hastalar1 memnun eden giizel meme sekli, biiyiitme
mammoplastisi ile elde edildi. Iki olguda ameliyat éncesinde meme simetrisi olmasina ragmen,
operasyondan bir yil sonra hem hastalar hemde cerrahlar tarafindan fark edilen ciddi asimetri
gelisti. Sonu¢. Meme biiyiitme operasyonu sonrasinda simetri degerlendirildiginde, meme
biiytitmesi ile birlikte memeler arasindaki farkliliklarin, hatta operasyon 6ncesi fark edilemeyecek
kadar kiiclik olanlarin bile arttigi goriilmiistiir; bdylece hacim, areola boyutu ve meme alti
kivrimdaki belirgin olmayan farkliliklar goriiniir hale gelmektedir. Kas veya fasiya alt1 protez
yerlestirme bu durumdan kaginmayi saglayabilir, ancak uzun stireli kiyaslamali ¢alismalara ihtiyag
vardir.

Anahtar sozciikler: Asimetri, biiylitme, gland alt1 yerlestirme, meme sekli, areola i¢i kesi
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Introduction

Augmentation mammaplasty is one of the most common aesthetic surgical interventions.
It proves excellent results, causing high rate of patient satisfaction. Preoperative
anatomical evaluation of the patients is important in planing of the surgery, which gives
detailed information about the operation and its results forming the patients’ expectations
related to cosmetic outcomes. Possible complications involving early and late breast
shape, incision site, selected surgical procedure and implant should be discussed with
patients. Anatomical features of the chest and breasts and preexisting asymmetries of the
chest wall, nipple-areola complex and breast mound should be examined preoperatively
because they considerably influence the final aesthetic results of the breast augmentation.
All information and signs about the breasts are shared completely with the patients to
avoid developing serious problems between the surgeons and the patients after the
augmentation. Generally, complications of augmentation mammaplasty and breast shape
after the operation are well known, but sometimes there is a possibility of undesirable
surprises as in the following study, including severe asymmetry one year after the
augmentation.

Materials and methods

This study included 21 patients who had hypomastia with or without grade 1 pitosis.
Their ages varied from 23 to 42 years with an avarage age of 27 years. Patients had been
evaluated carefully by four independent physicians using physical examination and
standardized preoperative photographs before they were admitted for the study. Each
patient was assessed for ptosis, asymmetry of the nipples, inframammary fold position,
base constriction, breast mound, and finally chest wall. Asymmetry between the breasts
was accepted as a cause for exclusion preoperatively (figure 1a, b and c, 2a, b and c).
Some patients who had minimal differences between the breasts according to the
assessment of the surgeons, were included into the study, if the patients accepted
theirselves as symmetrical.

Figure 1.a. Preoperative view of 26 years old women who had hypomastia. Symmetry was
completely observed. b. Preoperative view of the same patient viewing on the right. c.
Preoperative view of the same patient viewing on the left.

Figure 2.a. View of the 35 years old patient, whose hypomastia treated with using 300 cc
breast implant. According to the preoperative findings, these breasts were symmetric. b.
View of the breasts from other side. c. View of the patients from another side.
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All of the patients who had symmetric breasts underwent augmentation mammaplasty
with using gel filled breast implants, for which intraareolar incision and prepectoral
subglandular placement of the implants were chosen to perform. Subglandular dissection
was continued 2 cm below to the submammarian fold. As breasts were symmetric in
preoperative evaluation, the same implant which was identic to the other regarding size,
shape and texture, was placed to other breast to protect symmetry. In the follow-up
period, each patient was examined every 12 months after the operation, during 3 years.

Results

None of the cases developed heamatoma, seroma, infection or wound dehiscens. Breasts
were evaluated by the surgeons and the patients for ptosis, asymmetry of the nipple-
areola, inframammary fold position, base constriction, breast mound, skin wrinkling,
double-bubble apperance, rippling and softness every 12 months after the augmentation.
Less visible areolar scar took place on incision sites without depigmentation. In most of
the patients, good breast shape was created by the augmentation, which satisfied them.
Capsular contracture was occured in one case 24 months after the operation. Although, in
two patients breasts were symmetric in preoperatively, one year after the augmentation,
considerable differences between breasts were realized by the patients and the surgeons.
Discrepancies of the areolar diameter, breast projection, inframammary fold position,
breast volume, and implant ptosis were the reasons for asymmetry of the breasts which
were augmented by the same implant and the same surgical approach (figure 1 d, e, g, h
and i). Nipple sensation temporarly changed in four patients during the early
postoperative period; however, it turned to normal in a few months and permenant loss of
sensation did not occur in the follow-up examinations.

Figure 1.d. Apperance of the breasts, 3 weeks after augmentation with using 300 cc gel filled
texured implant. Note that submammarian fold, breast volume and areolar size were similar
in both breasts. e. Breast apperance, one year after the subglandular augmentation.
Significant asymmetry occurred.

Figure 2 d. Apperance of the breasts, three weeks after the surgery. At first, we made more
upper pole fullness than the lower pole, because some of implant pitosis would take place
after the operation. e. One year after the augmentation, apperance of the breastss. Note the
differences between the breasts for volume, areolar size and projection.
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Discussion

Aesthetic outcomes of the augmentation mammaplasty have been showed clearly in every
surgical techniques. Each incision site, implant placement area or features of implant
have some advantages and disadvantages, so selection of the surgical approach should be
made according to each patient’s individual characteristics to obtain best results. Most
occuring complications after the breast augmentation including hematoma, infection,
seroma, capsular contracture, malposition and rupture of the implant, rippling, ptosis and
asymmetry have been reported in detail [1-3]. In some surgical technigques, occurrence
rates of the complications have been claimed to be more common than the another
approaches. Capsular contracture seems to occur more frequently in the subglandular
placement than in the submuscular placement [4, 5]. As periareolar incision for
augmentation is recommended for patients who have more than 3.5 cm areolar diameter,
in patients with smaller size of the areola another surgical options should be chosen [6].
Possible side effects of this incision are altered nipple sensation, impaired lactation, an
increased rate of infections with capsular fibrosis and well visible scar formation with
hypopigmentation [6]. Of our patients who had suitable areolar diameter for incision, one
developed capsular contracture. Transient change of nipple sensation occurred in 4
patients in the early postoperative period. It has been reported that two years after breast
augmentation, 89% of women who underwent breast augmentation with intraareolar
incision judged their breast sensation to be normal, but objective assessment showed that
mean pressure and vibration sensation were moderately compromised in all parts of the
breast [6]. We could avoid this complication with using different dissection technique for
insertion of implant. After the intraareolar skin incision, a tunnel was created with
dissection of breast tissue from skin, between areola and submammarian fold, so
prepectoral dissection was began just over the fold. Thus, implant placement was made
into the subglandular pocket at nearly lowest margin of the breast. Our aesthetic results
regarding breast mound, areola nipple position and upper pole fullness were good and all
patients were satisfied. In a corresponding study, it has been emphasized that in the
presence of grade Il ptosis, periareolar approach results in improved fill of the lower pole
of the breast, improved centralization of the nipple on the breast mound, and lessening or
elimination of undesirable upper pole fullness [7]. Breast asymmetry after augmentation
may be caused by preexisting breast or thoracic asymmetry, implant rotation or
malposition, loss of implant integrity, and capsular contractures. Additionally, in early
postoperative period seroma and heamatoma may be a factor for asymmetric breast
apperance. Especially, in cases where anatomical implant is used, malposition, rotation or
displacement, either upwards or downwards, cause significant asymmetry due to the
implant shape. This may take place more frequently with using anatomical implant than
round shape. Also, initial malposition and/or erroneous incision are thought to be the
main causes of displacement or implant rotation, which may develop after the
augmentation [8]. Preexisting breast or thoracic asymmetry has been emphasized to be
the most important predictable cause for postoperative asymetry. In a study which
included 100 patients who underwent bilateral augmentation, when each patient was
examined for ptosis, asymmetry of the nipples, breast mound and chest wall
preoperatively, significant asymmetries in all parameters were found. Moreover, overall
88 percent of the women had some degree of asymmetry, and 65 percent of the women
had more than one parameter of asymmetry. Authors recommended that a systematic
preoperative breast and chest wall analysis should be individualized for each patient [9].
As our patients did not have significant preexisting breast or thoracic asymmetry, we did
not expect any asymmetry postoperatively. But, in this study our main aim was to learn
whether breast symmetry might go on after augmentation or not. A little dicrepansies
between the breasts” shapes might be accepted as normal, but severe asymmetry was
surprising. As initial evaluation of the patients regarding the presence of thoracic or
breast asymmetry revealed normal findings, the same implant could be inserted in the
operations, but asymmetric breast apperance was observed in two patients one year after
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the intervention. It is well known in the literature that breast shape changing after
augmentation continues along years, but the effect of augmentation on breast symmetry is
obscure. A main factor affecting breast shape is the chosen surgical technique; therefore,
in these cases subglandular placement of the implants may be the major cause. It has been
proposed that, by placing the prosthesis behind the pectoral muscle interposition of
additional soft tissue between the implant may occur and the observer may disguise the
otherwise apparent problem, thus making its correction more apparent than real [10].

We think that when breasts are augmented, some of the differences, even if they are too
less to be noticed, increase with time, so previously insignificant discrepansies related to
volume, areolar diameter and inframammary fold may become evident after the
operation. Another cause of asymmetry may be different resistances of breast tissues
against prosthesis. Whatever explanation we make, it may be emphasized that an
investigation for the breast shape in the mobile population is very difficult, but, afer the
augmentation, severe breast asymmetry may occur and augmentation does not protect
previous breast symmetry in some cases. It seems that submuscular or subfacial
placement of prosthesis may provide to avoid from it, but long term corresponding
studies are required.
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