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Background: The study sought to plan mastopexy and breast reduction according
to the principle of the divine proportion, represented by the letter phi, via the con-
vergent assembly of multiple layers to create the new breast. This strategy is based
on the constancy of the submammary fold and the orientation of the vertex of a
V-shaped triangle opening at approximately 60° at the umbilicus, with each branch
opening in the direction of the acromioclavicular joint.

Methods: The strategy was prospectively investigated in 265 patients (n =530 breasts).
The mean patient age was 36 years. The follow-up ranged from 6 months to 3 years.
Results: A total of 220 patients (83%) received a good score (1-4) according to
Strasser grading. Complications were few, but included delayed healing with mini-
mal scar ulceration in 19 patients (7%), asymmetry in 16 (6%), and partial nipple
necrosis in 4 (1.5%).

Conclusions: This approach adds precision to mammaplasty, reduces the laxity
in the axillary region, promotes bulk in the upper pole, and eases nipple-areo-
la complex elevation. (Plast Reconstr Surg Glob Open 2019;7:¢1979; doi: 10.1097/
GOX.0000000000001979; Published online 13 February 2019.)

INTRODUCTION

The current techniques employed for breast reduc-
tion, mastopexy with or without implants, are planned us-
ing the pinch test, prefabricated molds, and several other
empiric strategies. Although body types vary widely, some
approaches involve positioning the nipple—areolar com-
plex (NAC) 18-21cm from the suprasternal notch (SN)
or from a clavicle middle point to the nipple. The breast
assembly usually is achieved by approximating the border
of the remaining tissue to form the base of the new breast
cone. The repositioning of the NAC is also subject to the
artistic surgeons’ empirical interpretation. Integument
mobilization utilizes different flaps or pedicles to ease
NAC elevation and to fill the upper pole. All these strate-
gies reflect the challenge to obtaining a desirable breast
outcome.'" !
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Attractive breast geometry depends on the achievement
of the golden ratio among the submammary fold, NAC
border, and sternal midline. Therefore, the purpose of this
study was to plan mastopexy and breast reduction accord-
ing to the principle of the divine proportion,'*!” denoted
by phi, with centripetal multiplanar (ie, multiple layer) as-
sembly of the new breast. This strategy is based on the con-
stancy of the submammary fold, with the breast planned
over a V-shaped isosceles triangle with a vertex at the um-
bilicus. Each branch of this triangle opens in the direction
of the acromioclavicular joint and functions as a vanishing
point that orients the vertical and horizontal resection and
the convergent assembly of the mammary tissue.

METHODS
The strategy was investigated in 265 patients (n = 530
breasts). The mean age of the patients was 36 years. The
follow-up ranged from 6 months to 3 years.

Technique

The new breast is planned over a V-shaped triangle
with the vertex situated at the umbilicus, point u. The tri-
angle affords vanishing points, with the 2 branches of the
isosceles triangle opening at an angle of approximately
60° from point u, parallel to the mammary line, and close
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to the acromioclavicular articulation. P1, the key point of
the strategy, is situated at the intersection of each branch
of the V-shaped triangle with the submammary fold. Us-
ing a compass, the distance measured in centimeters from
P1 to the midline, point m, is transposed to the midster-
nal line cranially, determining point m’. According to the
divine proportion, point P2, the apex of the new breast,
is situated over each branch of the V-shaped triangle at
a distance from P1 = (P1—-m) cm x phi = (P2—>m’) cm.

,

pl+m=m->m’

(pl»m)® =pl->p2=p2->m

A
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Coincidently, the distance between P1—P2 in centimeters
measured with a compass is almost the same as the dis-
tance between P2—m’ (Fig. 1).

Pulling the breast upward with a temporary loop stitch-
es at point P2, the same distance between P1—P2 is trans-
posed from that point downward, marking the limit of the
base of the cone and the amount of horizontal skin and
hypertrophic tissue to be resected. For example, if P1 until
m = 7.5 cm, then P2, the ideal position of areola superior

(p1>m)D =plap2=p2-m’

Fig. 1. Planning the new breast in the orthostatic and supine position. A, The golden ration can be seen
in an attractive breast. In the example, if P1—-m = 7.5cm, then P1—P2 = (P1—m) X phi=7.5cm X 1.618
=12.1cm, which is the expected distance between them. When P1—m = 7cm, the projected P1—P2 =
m'—P2 =7 X phi (1.618) = 11.3cm. B, Planning the new breast. With the patient in a standing position, the
submammary fold is delineated. The 30° vertex of the squadron is positioned over the umbilicus, point u.
The branches of the isosceles of the triangle run in the direction of the acromioclavicular joint. Its intersec-
tion with the submammary fold gives the origin of P1, the key point. P2, the superior border of the areola
of the new breast, is situated over the axis of each triangle at the distance from P1 (P1 until m) x phi. The
distance of P1 to m = m toward m’ C, Planning the new breast with the patient in 30° dorsiflexion. Know-
ing the projection of the submammary fold, the key distance from P1 to m and the patient’s body type, the
distance from P1 to m is transposed over the midline creating m, composing the triangle P1—->m—u—P1.
D, P2 is situated over the branch of the triangle with the vertex at point u (umbilicus) running to the acro-
mioclavicular joint. The distance P1—P2 = m'—P2 =P1 x phi (1.618). In the example, if P1>m =7; P1— P2
=7%(1.618) = 11.3cm. Coincidently, most of the times m—m’= 1/3 of distance m'—u.
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border at the apex of the new breast, will be situated at the
distance P1— m (7.5cm) x phi (1.618) = 12.1 cm from P1.
That distance is equal to P2—m’ in centimeters (Fig. 2).
The final scar is converted into an inverted T and can be
converted into an L shape if the distance between the me-
dial limit of the breast to be resected, point C (medial cor-
ner of the new cone of the breast after resection), until the
submammary fold, P1, is <2 cm.

The breast is assembled with multiple internal layers,
and the auxiliary pulls the lateral quadrantin the direction
of P1. Depending on the extent of tissue resection, usually,
4-8 retention sutures are used between the inner layers of
the breast integument and the pectoral muscle (Fig. 3).
The main layer is the suturing of the remaining mammary
border with the submammary Scarpa’s fascia along the
submammary fold'"® (Fig. 4). Usually, 6-8 adhesion sutures
are used to mobilize the lateral quadrant in the direction
of P1 and 2-3 stitches are used from the mammary sternal
medial border, also in the direction of P1 (Fig. 5). In the
same fashion, the dermal layer is sutured. The V-shaped
branch of the triangle orients the objective amount of
vertical resection along the axis P1 toward P2. The epi-
thelium is removed to complete Schwarzmann maneuver
and is facilitated using tumescent infiltration between the
epidermal and dermal layer with saline solution without
epinephrine. If necessary, the dermis around the NAC can
be incised to help its transposition at P2. Lipoplasty under
the areola and the upper pole eases NAC repositioning
overall in large fat breast, prevalent in overweight patients
mainly after fifth decade. Lipoplasty under the areola
and the upper pole eases NAC repositioning overall in
large fat breast, prevalent in overweight patients mainly
after fifth decade. It preserves subdermal vascular plexus
around areola important to maintain adequate lyphatic
and venous drainage.’ The ideal distance between the
inferior contouring of the areola and P1 is the same dis-
tance as P1—-m. However, the action of gravity from that

Fig. 2. The amount of the horizontal resection is calculated by pull-
ing the breast with a hook at P2. In this case, P1 to m measured
7.5cm. Then, the horizontal excess of the hypertrophic integument
preserved 12.1cm (7.5cm x 1.618) from P2 to form the new mam-
mary cone.

Fig. 3. The breast assembly is oriented by the axis of the umbilicus
and the acromioclavicular joint. The integument is sutured in a mul-
tiplanar, that is, multilayer fashion with absorbable retention sutures
over the serratus and pectoralis major muscle. The breast lateral
quadrant converges in a centripetal rotation to point P1. The medial
quadrant is also rotated to P1.

distance is subtracted from 1cm to result in a final tran-
soperative proportion of upper pole/lower pole of 55/45
(Fig. 6). No drains are used (see Video 1, Supplemental
Digital Content 1, which demonstrates the divine propor-
tion concept in planning the vertical and horizontal resec-
tion, the steps of multiplanar convergent assembling, the
ideal NAC positioning in a 64-year-old patient presenting
intermediated body type, and large breast reduction. This
video is available in the “Related Videos” section of the
Full-Text article on PRSGlobalOpen.com or available at
http://links.lww.com/PRSGO/A899).

pT’
Fig. 4. The main layer is created between the breast integument and
the Scarpa’s fascia at the level of the submammary fold. This is a very

strong layer. Finally, the suturing is completed with running sutures
of the subdermal and intradermal layers.
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p1’

Fig. 5. Centripetal rotation of breast tissue from the sternum region
to P1 completes the assembly. The vertical amount of skin is objec-
tively evaluated and completed with Schwarzmann maneuver.

To obtain an objective analysis of the esthetic result,
the data are evaluated according to Strasser grading.” In
this system, the flaws are classified according to 5 headings:
malposition, distortion, asymmetry, contour deformity, and
scarring all negative attributes. The absence of any of these
flaws is considered a perfect result; thus, with this system, a
perfect result obtains zero points. One to 4 is classified as
a good result, 5—14 as mediocre, and =15 as a poor result.

The inclusion criteria consisted of breast reduction or
mastopexy with upper pedicle. Breast reduction using an
inferior pedicle or associated with an implant was exclud-
ed from study.

Fig. 6. The NAC is positioned at the apex of the breast along the
branch of the triangle that starts at the umbilicus. In general, the
distance from P1 to the inferior border of the areola is the same
(P1—m) - 1cm. The reduction of —1cm is to compensate for the
action of gravity that will have an effect over time. At the end of the
procedure, relationship of upper pole/lower pole must be 55/45.

4

PRS Global Open ¢ 2019

'm" Video

Video Graphic 1. See video, Supplemental Digital Content 1, which
demonstrates the divine proportion concept in planning the verti-
cal and horizontal resection, the steps of multiplanar convergent
assembling, the ideal NAC positioning in a 64-year-old patient pre-
senting intermediated body type and large breast reduction. This
video is available in the “Related Videos” section of the Full-Text ar-
ticle on PRSGlobalOpen.com or available at http://links.lww.com/
PRSGO/A991.

RESULTS

Two hundred twenty-one patients in our data scored
a good result (83%). A desirable breast outcome was
achieved in most of the cases of breast reduction and mas-
topexy. Centripetal mobilization of breast tissue to point
P1 reduced axillary laxity contributing to upper pole pro-
jection. Good scarring was noticed overall at the submam-
mary fold. Complications were few but include delayed
healing at the inverted T scar confluence in 19 patients
(7%), asymmetry in 16 (6%), and partial nipple necrosis
in 4 (1.5%). The method allowed for a transposed supe-
rior border of the areola attached to the upper pedicle to
P2, the apex of the cone breast cone, even in large breasts
with a distance from the SN to NAC of approximately
230 cm.

In a few cases, complications such as asymmetry, partial
nipple necrosis, and delayed healing scored at the lower
limit of Strasser grading system, that is, scores 5—14, which
is considered mediocre. All of these complications oc-
curred in patients presenting with large breasts.

DISCUSSION

Current mammaplasty approaches use pinch test,
prefabricated molds, and even complex empirical mark-
ings to plan the new breast. This study evokes the math-
ematical principle of the divine proportion to construct a
balanced breast (Fig. 7). With this method, point P2 is ver-
tically positioned at the distance of P1 to the point m—the
intersection with the midsternal line—times the constant
phi, 1.618. Horizontally, the distance is the same from P2
to m’ which orients the ideal point of the superior border
of the NAC when measured with a compass from P1. This
distance is the same as P2 to m’. This mathematical pro-
portion shows that P2 is also situated at the longitudinal
line coincident with a point between the distal third and
medial two thirds of the distance between the anterior ax-
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Fig. 7. A 19-year-old woman with an attractive breast, weight of
54kg and height of 1.59 m, presenting an intermediate body type
and circular cone base. The divine proportion is noticeable when the
mammary structure is reconfigured to a 60° V-shaped triangle with
1 vertex at the umbilicus (point u) and each isosceles branch open-
ing to the articulation between the acromioclavicular articulation.
In the figure, P1—>m = 7.5cm. P2, the superior border of the NAC
is positioned at the distance: (P1—m) x constant phi (1.618). If the
distance P1—-mis 7.5cm, P1—>P2=7.5 x phi=12.1cm =m'—P2.

illary anterior line and the presternal midline. The new
mammary cone is planned taking into consideration the
submammary fold, a constant structure that is the founda-
tion to built the new breast and must be determined with
the patient in an upright standing position. The method

s

also employs another objective parameter: the triangle
with the vertex, point u, situated at the umbilicus. Each
branch opens in the direction of the acromioclavicular
articulation parallel to the anatomical mammary line. P1,
the key point, is situated at the intersection of the sub-
mammary fold line and each branch of the V-shaped tri-
angle. Each axis of the branch of this isosceles triangle
orients the creation of the new breast. An intrinsic propor-
tion between the 2 geometric figures exists: the triangle
with an almost 60° vertex at the umbilicus and the cone
of the breast.

The geometric explanation shows that the divine pro-
portion can be detected from a mathematical point of view
in the ideal breast as we seen in a breast augmentation. All
of this theory can be simplified by considering geometric
parameters according to body types. As point out by Del
Yerro,?' the breast must maintain a harmonious propor-
tion within the body that frames it. Usually, in a thin body
corresponding to the asthenic or ectomorphic body type,
the normal distance from P1 to m is 6.5-7 cm (Fig. 8). The
shape of the base of the breast cone is more oval with a
larger vertical axis. In the thick, muscled body with broad
shoulders patients, the distance from P1 to m is usually
8-9cm, the cone base that tends to be of an oval shape
with large horizontal axis. Considering the horizontal
shape of the mammary cone, the distance of P2 to m’ can
be a multiplication of the distance P1 to m x phi (1.618).
However, the distance of P1 to P2 (the apex of the breast
cone) along the acromioclavicular joint to the umbilical
line is the result multiplying the distance P1 until m sub-
tracted 1 or 2cm less x phi. In these cases, the breast hori-
zontal axis is larger than the vertical one (Fig. 9). Between
these 2 types is the intermediate type, the most prevalent
in our investigation, in which the P1 to m average distance
is 7-7.5cm and the cone base is circular. In these body
types, the correlation of P1 to P2 and P2 to m’ is usually
equal to P1 to m x phi (Fig. 10). We have to consider that
the anatomical NAC positioning is divergent because of
curved rib arches (Fig. 11).

Fig. 8. Pre- and postoperative view of a 16-year-old female patient presenting ectodermic (thin) body

type (Y ratio = 3.7). The height and width of the torso in the area of the breast submammary fold
were used to determine the TP (71 cm) which was divided by the SN and the projected site of the new
positioning of the NAC distance (19.cm). This patient scored 3 based on Strasser classification, that is,
malposition =1, distortion = 0, asymmetry = 2, contour deformity = 0, and scar = 1. TP indicates thoracic

perimeter.
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Fig. 9. A 58-year-old patient presenting endomorphic (thick) body type with Y = 4.3, grade 3
hypertrophic breast, and important ptosis. This case scored 3 according to Strasser classification. See
NAC rotation proportioned by multiplanar-layered assembly (compare the black nevus position on the

right breast at the upper pole before and after surgery).

Fig. 10. One-year follow-up of a 62-year-old patient presenting intermediate body type (Y = 39) after

resection of >1kg from each side. She was classified as 2 in Strasser grade, that is, malposition = 0,
distortion = 0, asymmetry = 0, contour deformity = 1, and scar = 1. See the improvement at the axillary
region, the rotation of the NAC, and the maintenance of upper pole projection as a result of multiplanar

convergent centripetal assembly of the breast lateral and medial quadrants.

An anatomic evaluation of body types (Y) can be calcu-
lated by dividing the thoracic perimeter at the level of the
inframammary fold by the distance from the SN to the NAC
(SN—NAC). In breast reduction and ptosis, the distance
SN—NAC is the expected new positioning of the NAC. The
result (Y) = thoracic perimeter/ (SN—NAC) is indicated by
the ratio of the height and width of the torso in the area
of the breast in an objective and quantifiable manner, the
body type, and the breast base. When Y is >4.3, the body

6

type is pyknic and corresponds to women who are broader
then they are tall. When Y value is <3.7, the body type is
asthenic (thin) with a longer vertical line. Patients between
these 2 values have an intermediate body type, that is, the Y
value is close to 4 (between 3.8 and 4.2) (Table 1).

In this way, we add precision to cone apex position-
ing. In contrast to many current techniques that use only
the pinch test to plan the NAC topography. Wise” utilized
prefabricated molds with their apex at a constant distance
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RIBS ARCHES CONVEXITY

Fig. 11. Schematic drawing showing the divergence of the breast
cone and the NAC because of the convexity of the costal arches
of the ribs. The vertical meridian of the NAC has to be positioned
under a descendent line that runs from the lateral one third with the
medial two third of the distance between the axillary crease and the
presternal midline.

from the SN to the areola border. Pitanguy* imagined the
superior border of the areola by feeling the projection of
finger over the upper pole after touching the meridian of
the breast integument inferiorly at the submammary fold.
Tebbetts® considers the half size of the submammary fold
to project NAC and to evaluate the vertical and horizontal
excess to be resected. Many authors situated the superior
border of the NAC at an empirical distance of 18-21 cm
from the clavicle midpoint. These strategies show the chal-
lenging difficulties of adding mathematical precision ac-
cording to different body types.

By determining P2, planned topography of superior bor-
der of NAC positioning, horizontal resection can be mea-
sured objectively. With an upward traction at this point and
breast tissue hanging under gravitational force (constant,
9.8 m/s?%), horizontal resection can be measured objectively.
This ideal horizontal resection from P2 is approximately un-
der the limit of the distance from P1 to m x phi.

Table 1. Distance of P1tom, P1to P2, and P2 to m’ Related
to Different Body Types and the Constant Phi (1.618) and
Prevalence in the Study in Percentage (%)

Distance (cm)

BodyType Pl->m (P1—->P2)xphi (P2->m)xphi %
Ectomorphic  6.5-7 10.5-11.3 10.5-11.3 15%
Intermediate 7-7.5 11.3-12.1 11.3-12.1 54%
Endomorphic 8-9  12.9-14.5 (-1-2 cm) 12.9-14.5 31%

It is the result of the TP divided by the SN and the projected new positioning of
the NAC distance: Y = TP/ (SN—NAC). In the ectomorphic(thin) body type (Y
< 3.7), intermediate (Y between 3.8 and 4.2), and in the endomorphic (thick)
(Y>4.3).

m, intersection point of the midsternal line with a straight line running from
the P1; m’, same distance of P1 to m transposed cranially over the midsternal
line; P1, intersection point between the sub-mmary fold and the acromioclav-
icular joint to umbilicus line; P2, expected position of the superior areolar bor-
der along the acromioclavicular line to the umbilicus; TP, thoracic perimeter;
Y, ratio of height and width of the torso in the area of the breast; % patients,
percentage of body type group prevalence in the study.

Fig. 12. Breast assembly with multiplanar layers starting inside out
with multiple adhesion stitches approximating the breast tissue and
the pectoralis major muscle.

The centripetal assembly with multiple adhesion su-
tures performed by rotating the lateral and medial breast
quadrants to P1 (the point of the intersection of the
branch of the triangle and submammary fold) creates the
breast cone inside out. The inner part of the tissue is su-
tured to the muscle fascia of the serratus muscle laterally
and the pectoralis major muscle medially (Fig. 12). The
second suture layer connects the breast tissue deeply to
the fascia of Scarpa along the line of the submammary
fold. This layer is very strong (Fig. 13) and contributes
to medial rotation, and minimizes scar tension and dead
space. This maneuver mobilizes the mammary tissue to
the upper pole presenting an effect similar to a mammary
prosthesis at the end of the procedure. This approach di-
verges from the breast tissue assembly as most mamma-
plasty techniques do. Basically, current techniques suture
the points B and C referring to the remaining breast in-
tegument border after resection of the hypertrophy or
mastopexy. The method expands the single suture to ro-
tate the lateral mammary quadrant to the second rib arch
indicated by some authors.**

Fig. 13. Multiple sutures between the breast’s remaining border and
the Scarpa’s fascia comprise the strongest layer. This helps to give
projection to the upper pole and minimizes axillary flaccidity.
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Video Graphic 2. See video, Supplemental Digital Content 2, which
displays a dynamic view of 4 patients submitted to large breast re-
duction with upper pedicle presenting intermediate and thick body
types with suprasternal notch and nipple-areolar complex distance
>30cm. This video is available in the “Related Videos” section of the
Full-Text article on PRSGlobalOpen.com or available at http://links.
Iww.com/PRSGO/A992.

The convergent assembly helps to elevate the NAC at-
tached to the upper pedicle, one of the most challeng-
ing tasks in larger hypertrophy associated with ptosis (see
Video 2, Supplemental Digital Content 2, which displays a
dynamic view of 4 patients submitted to large breast reduc-
tion with upper pedicle presenting intermediate and thick
body types with SN and NAC distance 230 cm. This video
is available in the “Related Videos” section of the Full-Text
article on PRSGlobalOpen.com or available at http://links.
lww.com/PRSGO/A900). 1t does the same intent as tech-
niques used for severe breast hypertrophy or ptosis that
either require medial pedicle rotation®** or use the areola
attached to an inferior pedicle.?” This method also helps
to avoid amputation and the free graft of the NAC used in
large breasts as proposed by Thorek.?# As we highlight
above in the technique, the Shwartzmann maneuver is
facilitated using tumescent infiltration between the epi-
dermal and dermal layer with saline solution without epi-
nephrine. If necessary, the dermis around the NAC can
be incised to help its transposition at P2. Lipoplasty under
the areola and the upper pole eases NAC repositioning
overall in large fat breast.

The centripetal rotation of the breast lateral and me-
dial quadrants to P1 minimizes the axillary laxity, contrib-
utes to the transposition of the NAC, and adds volume to
the upper pole. In this way, it works as an “autologous”
implant at the end of the procedure (Fig. 14).

To achieve this objective, many contributions have
been made to give long-term upper pole projection and
prevent early breast ptosis. Inferior pedicle rotation to
the upper pole is one of the most popular strategies,”**
although other techniques link the inferior pedicle with
a pectoral muscle belt.?>* In the past, we supported the
superior pedicle under the inferior third of the pecto-
ralis major muscle, which works as a pocket.”” Later, we
proposed total coverage of the inferior pedicle by the
pectoralis major muscle, which functions as a biological
implant. Because of oncologic considerations, we have
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Fig. 14. The multiplanar-layered assembly rotates the breast’s
lateral and medial quadrants medially toward point P1, the union
between the submammary fold and the branch of the almost 60°
triangle. This contributes to NAC elevation and gives fullness to
the upper pole. The mammary cone is built over the branches of
the almost 60° triangle that starts from the umbilicus in direction
of the acromioclavicular joint. The inferior border of the NAC is
positioned at the distance between (P1—m)—1cm, owing to the
gravitational force. In this case, it was 7.5 — 1 cm = 6.5 cm. At the end
of the surgery, the relationship of the upper pole/lower pole was
approximately around 55/45.

stopped using that variation. Swanson® investigated al-
most 100 mammaplasty reduction techniques using pho-
tometric analysis and concluded that it is very difficult
to maintain long-term upper pole fullness. He indicates
implant to achieve upper pole fullness and inferior con-
vexity associated with mastopexy.® A small implant of
200 cm? or less may be associated with mastopexy in cases
that the final transoperative view the upper pole/lower
pole relationship is inferior than 55/45, that is, 45/55 or
35/65. Replacing mammary tissue with prosthesis after
partial integument resection has also gained popularity.*’
However, the presence of a synthetic product and its po-
tential complications inside the breast must be consid-
ered. Additionally, it seems impractical to replace part of
the mammary integument in women who may become
pregnant, given the potential negative impact on breast-
feeding. We prefer to preserve breast tissue under the
NAC and resect tissue from the lateral quadrant to gain
more projection under the upper pole. The strongest ad-
hesion suture layer is made between the breast tissue and
fascia of Scarpa. As we have point out, this approach ro-
tates the medial and lateral quadrants to P1 giving bulk
to the upper pole working as an autologous implant.*


http://links.lww.com/PRSGO/A900
http://links.lww.com/PRSGO/A900
http://links.lww.com/PRSGO/A992
http://links.lww.com/PRSGO/A992

Filho et al. ® Multiplanar Assembly Mammaplasty

Fig. 15. A small triangle bridge of tissue with a base at P1 is pre-
served to minimize ulceration and delayed healing at the conflu-
ence of the vertical and horizontal scars.

The almost 60° V-shaped figure orients the vertical
resection and the positioning of the NAC working as a
vanishing point. Usually, the inferior border of the are-
ola is situated at 6.5-7.5cm from P1 in an intermediate
body type, which follows the golden ratio, the distance
between P1 and P2/phi. Taking into consideration the
action of gravity that contributes to natural mammary
ptosis, we deducted 1cm from that measurement. Pur-
suing the ideal breast, the mammary shape ends at the
transoperative view in a proportion of 55/45 (upper
pole/lower pole). The gravitational force acting on
the mammary tissue changes that proportion to 45/55,
which is considered more attractive as shown in the study
by Mallucci and Brandford.” According to Franciosi,"
the vertical meridian of the NAC has to be situated over

a line that runs downward from the point between the
lateral one third and the medial two third of the distance
between the axillary crease and the presternal midline.
The geometric positioning of P2 according to our inves-
tigation corroborates that analysis. It considers also the
body type and the interference in the new breast plan-
ning as abducted patient arms and cranial natural excur-
sion of the mammary tissue during the procedure with
the patient in the supine position.

Complications in our study were few, but included de-
layed healing at the inverted T confluence in 19 patients
(7%), asymmetry in 16 (6%), and partial nipple necrosis
in 4 (1.5%). In the few cases of asymmetry, partial nipple
necrosis and delayed healing scored at the lower limit of
the Strasser grading system, that is, 5—14, which is consid-
ered mediocre. All of these complications were present in
patients presenting significant ptosis, with an SN to NAC
distance near or >30cm and with relevant hypertrophy
with approximately 1,000g of tissue resected from each
breast.

After creation of the skin envelope, the scar usually
ends in an inverted T. This can be end to an L shape if the
distance between the medial limit of the breast to be re-
sected, point C (the medial corner of the new breast cone
after resection), and the submammary fold, P1, is <2cm. It
is easier to ensure accuracy with this strategy than with the
current “L” scar mammaplasty approaches.**

Precision in mammaplasty remains a challenging sub-
ject. The method we proposed defines quantified param-
eters for nipple positioning, and vertical and horizontal
skin resection that take into a consideration more than
the breast width.*” Bozola et al*® advocated the concept
of the golden ratio to plan implant design preferences.
Our investigation defines comprehensive process guided
by the universal principle of the divine proportion. In the

Fig. 16. Divine proportion seen after large breast reduction associated with multiplanar assembly. A, Preop-
erative view of a 64-year-old patient presenting with significant breast hypertrophy. B, One week later after
resection of 975 g from the right side, resection of 1,035 from the left side, and breast lipoplasty of 950 ml in
volume. The distance from P1to m was 7.5cm. P1—P2 = (P1—m) X phi=7.5%1.618 = 12.1 cm. This patient
presented an intermediate body type (Y ratio = 3.9). The divine proportion can be seen between the dis-
tance P1tom (7.5) and P1to P2 =[7.5 X phi (1.618) = 12.1 cm]. Note the upper pole projection as a result of
the multiplanar centripetal convergent assembling and the high transposition of the NAC.



multilayer assembly process, the breast cone is sculpted
inside out and is oriented by objective parameters. This
technique preserves more tissue under the NAC and em-
phasizes tissue resection at lateral quadrant, more suscep-
tible to tumors formation. This approach also contributes
to the upper pole projection using autologous tissue, re-
duces axillary laxity, and minimizes dead space. The com-
plication rates were low. To minimize the most prevalent
complication, that is, delayed healing at the union of the
vertical and horizontal scar, we preserve a small triangle
of tissue without the dermis (Fig. 15). This represents
another solution to the problems addressed in other
strategies.”™®" Therefore, the approach proposed can be
considered part of plastic surgeon’s armamentarium in
conjunction or association with other methods described
in mammaplasty (Fig. 16).

CONCLUSIONS

Mammaplasty via the convergent assembly of mul-
tiple layers planned according to the golden ratio adds
precision to vertical and horizontal resection in breast
reduction. The method is based on constant parameters,
such as the submammary fold, and the V-shaped triangle
with a vertex at the umbilicus with each branch oriented
to the acromioclavicular articulation. The convergent
assembly with multiple layers using progressive multiple
retention sutures reduces the laxity at the axillary re-
gion, adds bulk to the upper pole, eases NAC elevation,
contributes to a lower tension scar, and minimizes dead
space.” Furthermore, a low rate of complications was re-
corded. Therefore, this technique should be considered
as part of the arsenal of approaches indicated to correct
mammaplasty.
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