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Introduction: Plastic surgeons have long recognized the importance of creating a well-defined inframammary fold during breast reconstruction.1,2,3,4,5,6,7  Amidst the available techniques and surgical approaches, defining the inframammary fold remains one of the key elements in successful breast reconstruction.  Symmetry with the contralateral breast is judged not only by overall shape and volume, but also by balanced placement of the inframammary fold.  In addition, ptosis of the reconstructed breast is usually required, and the creation of ptosis is an essential component of inframammary fold placement.  Breast reconstruction with tissue expanders and implants is one of the most common methods used, but without special attention to the creation of ptosis and the inframammary fold, a natural appearance can be difficult to achieve. This paper describes an efficient and effective method to help achieve a more well defined inframammary fold and natural ptotic appearance of the breast.  

Technique:  The essential components of this technique are thoracoepigastric skin advancement as described by Ryan and others1,2,3,4,5,6, combined with liposuction to thin the flap at the level of the proposed inframammary fold. Liposuction is especially critical when operating on the obese patient, or when there is excess subcutaneous fat at the inframammary fold.  Previous epigastric advancement techniques, as described by Ryan and others, are difficult to apply when the flaps are too thick because of excess subcutaneous fat.  Excess flap thickness precludes adequate folding of the advanced skin at the inframammary fold, and sutures at the fold may be under too much tension.  Either of these situations may lead to breakdown of the inframammary fold reconstruction, and malposition of the implant.  A tight, well-defined crease can be created when liposuction is performed prior to placement of the plication sutures at the inframammary fold.  Liposuction alone has been proposed as a way to create definition at the inframammary fold7, but the combination of skin advancement and liposuction can create not only a well-defined crease, but ptosis as well.


All operations were performed by the senior author, and always took place in two stages.  Tissue expanders are placed as Stage 1, followed by Stage 2 expander-implant exchange. Tissue expanders were placed submuscularly, and when possible, the inferior aspect of the expander was placed subcutaneously.  This was most easily accomplished in delayed reconstruction.  Tissue expanders were intentionally over-inflated with regard to volume of the contralateral breast, or desired final breast size.  In this way, sufficient skin is obtained, and the excess skin is essential for the creation of ptosis.  Though others have proposed it, the tissue expanders were not intentionally placed lower than necessary in order to expand the skin that would later be advanced.  After completion of the inflation phase, devices were left in place for a minimum of 4 weeks to ensure stability of the expanded state.  Stage 2 then proceeds as follows:

  
Second stage surgery consisted of removal of the tissue expanders and placement of the final implants.  The creation of breast ptosis proceeds as described by others, except that the epigastric advancement flap is aggressively thinned with liposuction prior to undermining.  The symmetric location of the reconstructed inframammary fold is determined, and this defines the starting point of the inferior capsulotomy and undermining.  Periprosthetic capsular tissue is preserved, and capsulorraphy proceeds as has been described by Dowden4,5,6 and others.  Upon completion of liposuction, the epigastric skin is undermined and advanced:  more ptosis is achieved with more undermining and advancement.   2-0 nylon horizontal mattress plication sutures are placed to secure and contour the inframammary fold, and each suture incorporates the inferior edge of the posterior capsule.  This defines the location and shape of the inframammary fold. The fold is further reinforced with an internal layer of horizontal mattress 2-0 PDS sutures placed through the deep dermis.  Placement of these dissolving sutures ensured a longer plication time after removal of the nylon suture, thereby facilitating new capsule formation at the inframammary fold.

Finally, saline implants are placed in the standard fashion and filled to obtain symmetry.

At discharge, patients are placed in a supportive bra, and are prescribed a one-week course of first generation cephalosporin, or an alternate if allergy exists.  The nylon sutures are removed at 2 weeks, and patients are advised to continue bra support.

Results:  The outcome from this liposuction refinement demonstrates an improvement in aesthetic results in breast reconstruction.  After liposuction and advancement, the inframammary fold is better defined, and ptosis is secured.  From January 2003-January 2005, this procedure has been performed on 50 patients.  Thirteen of these patients had bilateral reconstructions.  In these 63 breasts, there have been 5 complications(7.9%).  Only one patient(1.6%) experienced breakdown of the inframammary fold reconstruction, and inferior descent and malposition of the implant resulted.  This patient had revision surgery by another plastic surgeon.  In 2 cases(3.2%), the creation of tight, well-defined inframammary creases caused an unacceptable “high and tight” appearance of the breast reconstructions.  This was successfully remedied in both cases by changing to smaller implants at the time of nipple-areola reconstruction.  There was 1 case(1.6%) of implant exposure, not at the inframammary fold, but at the lateral aspect of the mastectomy incision where an axillary scar contracture was released.  This reconstruction was salvaged with immediate explantation, pulsatile irrigation of the implant pocket with antibiotic solution, and replacement of a new implant.  One patient(1.6%) elected to have her saline implants exchanged for silicone gels.

Conclusion:  Creation of ptosis and a well-defined inframammary fold takes more time than a simple exchange of tissue expander for permanent implant.  Liposuction at the inframammary fold level, and of the epigastric skin which will be advanced, also adds time and equipment to the procedure.  Liposuction to thin the skin flap at the inframammary fold, especially in the heavy patient, is a critical addition to the armamentarium of the breast reconstructive surgeon.  These adjunctive procedures greatly add to the natural appearance of the breast reconstruction, and can be performed with an acceptable complication/reoperation rate.                                  
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