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Hypoplasia of the Lower Medial Quadrant of the Breast 
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Abstract. A corrective surgical technique is described for 
a newly defined deformity: hypoplasia of the lower medial 
quadrant of the breast. It involves reducing the usually 
enlarged nipple-areola complex and reshaping the breast 
by turning a glandular pedicled flap from the fairly large 
upper two quadrants on a medial base into the underdevel- 
oped site of the medial lower quadrant. The method 
proved uniformly successful in 11 cases and 17 breasts 
involved. 
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This comparatively rare deformity has received 
considerable attention in the literature mainly be- 
cause it is extremely disturbing to the patient espe- 
cially because it is rather difficult to hide when wear- 
ing light clothing. The standard and well documented  
technique [1, 11, 12, 15] takes care of  the large nipple 
by a circumareolar skin excision, which reduces its 
diameter to about 5 cm. After dissecting the gland, 
its base is widened by a cruciform [16] incision and 
an augmentation mammaplasty is performed.  All 
two-stage techniques [7, 8, 13] should be avoided 
because they are never  really necessary and only 
put undue stress on the patient. 

Since Bartels et al. [1,2] and Rees and Aston [11] 
reported on a new deformity, the tubular or tuberous 
breast, it has become a well-described entity [14]. 
Many names such as "nipple breas t ,"  "domed  
breas t , "  "hernia ted areola complex"  [3], and 
" snoopy  breas t"  have been suggested or used, all 
basically meaning the same thing: a small cylindrical 
rather than conical breast  with a small circumference 
at the base compared with the mammary size. The 
areola is stretched out and covers  most or all of  the 
tip of the breast. Most of the glandular tissue is 
concentrated centrally under this big nipple and 
gives the impression of  being "hern ia ted"  outward 
from the surrounding skin. Some people even refer 
to a second crease a few centimeters above the short 
inframammary fold [7]. 
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Materials and Methods  

Some years ago my attention was raised by an- 
other,  quite different deformity: " t ubu la r "  breasts.  
Close inspection, however ,  revealed a different 
malformation. These  breasts were comparat ively 
large compared with the small tubular breasts and 
the tip droops considerably when the patient is 
standing. The nipple-areola  complex was rather  
large but not herniated in any way. Upon  further  
investigation it was discovered that  the deformity 
resulted from a more or less marked hypoplasia of  
the lower medial quadrant  of  the breast ,  while the 
other three quadrants were normal or sometimes 
even enlarged. The drooping and tubular appear- 
ance resulted from the empty skin under  and medial 
to the nipple, which gave it no thrust  or support  
forward and outward.  

An augmentation mammaplasty nor a reduct ion 
technique would certainly not help these girls. It 
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Fig. I(A,B) Skin excision and undermining 

Fig. 2(A,B) Developing the glandular flap above the mamilla and turning it inward and down to counteract the defect 

Fig. 3(A) Direct suture of the reduced mamilla. (B) Dufourmentel-type closure is used and additional skin excision is 
performed if necessary. (C) An inverted T closure is used on the underside of the breast and additional skin is excised 

was therefore concluded that rearrangement of the 
glandular tissue by transposition of a flap from the 
upper half of the breast into the lower medial quad- 
rant might solve the problem. 

Surgical Technique 

Under general anesthesia the patient is placed in the 
same semirecumbent position used in a reduction 
mammaplasty and the desirable position of the nip- 
ple or nipples is marked. The size of the nipple is 
reduced by a circular excision ofareolar skin leaving 
in place a normal-sized nipple approximately 5 cm 
in diameter (Fig. 1A). This excision should be very 
superficial in order to avoid disturbing the circumar- 
eolar plexus, so essential for the undisturbed sur- 
vival of the nipple. 

Now the skin is separated about 7-8 cm from 
the glandular tissue to give good exposure (Fig. 
1B). A bulky, medially based flap is developed 
across both upper quadrants, similar to the superior 
excision in the Lexer method of breast reduction, 
but taking meticulous care to leave the medial 
pedicle intact (Fig. 2A). The flap width should be 
equal to the desired height of the nipple to achieve 

its proper placement (symmetrical in unilateral 
cases). 

From the lower incision of this flap another inci- 
sion is carried superficially around the lower inner 
half of the breast, where the relevant quadrant is 
missing. When the donor site of the above-men- 
tioned flap is closed and the flap, after rotating 90 ~ is 
inserted into its new position, a fairly normal looking 
cone-shaped breast should be the result (Fig. 2B). 
The originally missing fullness of the lower medial 
quadrant is filled with the flap from both upper quad- 
rants and the nipple is simultaneously raised to its 
proper position. 

After the shape of the breast cone has been estab- 
lished, the loose skin is draped over the mound. In 
many cases no further excision of skin is necessary 
(Fig. 3A). If there is too much skin left, a short lateral 
excision (resection oblique) [4-6, 9] (Figs. 3B, 4) or 
a varied T excision with a short lower cross scar [10] 
(Figs. 3C, 5) can remove it. No tension, however, 
should be permitted in order to obtain the best scar 
possible. The breast should not need to be shaped 
because the proper cone has already been formed. 

The wounds should be drained for a day or two 
and the patient can be dismissed on the fourth or 
fifth postoperative day. 
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Fig. 4(A) Preoperative and (B) 
postoperative views. The lateral scar 
after the "oblique" skin excision is 
still obvious after 6 weeks 

Fig. 5(A) Preoperative and (B) 
postoperative views. Appearance after 
an inverted T skin excision is 
performed 

Fig. 6(A) Preoperative and (B) 
postoperative views. A typical 
bilateral case 

Results 

This procedure has been performed on 11 patients, 
6 unilaterally and 5 bilaterally (Fig. 6). In two of the 
unilateral patients, an augmentation mammaplasty 

was performed on the contralateral side, which 
seemed too small for simple adaptation (Fig. 7A, 
B). There were no postoperative complications and 
primary healing was achieved in all patients. The 
results, the longest being five years, were pleasing 
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Fig. 7(A) Preoperative and (B) 
postoperative views. The operation 
described here was performed on the 
right side with typical augmentation 
mammaplasty on the left side 

to both patients and surgeon and have stood up well 
against gravity.  No further surgery was performed 
on any patient. 

Up to now no pregnancy has occurred so no obser- 
vations can be made on lactation with the glandular 
flaps. 

Discussion 

A breast  deformity can be irritating to any woman 
afflicted by it. All the women in this study avoided 
physical  examinat ion and outdoor  sports and fre- 
quently rejected sexual int imacy for fear of  ridicule. 
Since reshaping the female breast  to correct  hyper-  
t rophy as well as underdevelopment  has become a 
commonly  accepted plastic surgical procedure,  the 
tubular breast  seems an ideal candidate for correc- 
tive surgery. No foreign material  is necessary and 
scarring is compara t ive ly  minimal. The old belief 
that this was as rare an occurrence  as the original 
" t u b u l a r "  breast  has been proven wrong. I f  the sur- 
geon is aware  of  the possibility of  such a deformity,  
he/she will encounter  it quite frequently.  

Summary 

A correct ive surgical technique was described for a 
newly defined deformity:  hypoplasia  of  the lower 
medial quadrant  of  the breast .  It involves a reduction 
of  the usually enlarged n ipp le -a reo la  complex and 
the reshaping of  the breast  by turning a glandular 
pedicled flap f rom the fairly large upper  two quad- 
rants on a medial base  into the underdeveloped site 
of  the medial lower  one. The method proved uni- 
formly successful in 11 cases involving 17 breasts.  

References 

1. Bartels R J, MaraJE: Simultaneous reduction of areola 
and an augmentation mammaplasty through periareo- 
lar incision. Plast Reconstr Surg 56:588, 1975 

2. Bartels RJ, Strickland DM, Douglas WM: A new mas- 
topexy operation for mild and moderate breast ptosis. 
Plast Reconstr Surg 57:687, 1976 

3. Bass CB: Herniated areolar complex. Ann Plast Surg 
1"402, 1978 

4. Dufourmentel C, Mouly R: Methode oblique. Chir 
Plast Coll Med Chir Paris 347, 1969 

5. Dufourmentel C, Mouly R: Plastic mammaire par la 
methode oblique. Ann Chir Plast 6:45, 1961 

6. Dufourmentel C, Mouly R: Modification of "periwin- 
kle shell operation" for small ptotic breast. Plast Re- 
constr Surg 41"523, 1968 

7. Gasperoni C, Salgarello M, Gargani G: Tubular breast 
deformity: A new surgical approach. Plast Surg 9:141, 
1987 

8. Hoffmann S: Two-stage correction of tuberous breast. 
Plast Reconstr Surg 69:169, 1982 

9. Marc H: La plastic mammaire par la methode oblique, 
1st ed. City: Publisher, 1952 

10. Marchac D, de Olarte G: Reduction mammaplasty 
and correction of ptosis with a short inframammary 
scar. Plast Reconstr Surg 69"45, 1982 

11. Rees TD, Aston SJ: Technique for the correction of 
the tuberous breast. Clin Plast Surg 3"339, 1976 

12. Teimourian B, Adham MN: Surgical correction of the 
tuberous breast. Ann Plast Surg 10"190, 1983 

13. Toranato IR: Two-stage correction oftuberous breast. 
Plast Reconstr Surg 67:642, 1981 

14. Vandenbusche F: Asymmetries of the breast. A classi- 
fication system. Aesth Plast Surg 8:27, 1984 

15. Vecchione TR: A method of recontouring the domed 
nipple. Plast Reconstr Surg 57;30, 1976 

16. Williams G, Hoffmann S: Mammaplasty for tuberous 
breasts. Aesth Plast Surg 5:51, 1981 


