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TRANSAXILLARY BREAST AUGMENTATION

Breast augmentation is one of the most common aesthetic surgery procedures worldwide. 
The main indications are represented by hypoplastic breast, breast asymmetry, amastia, age-
related changes and recently feminization of chest wall in male to female transgender pa-
tients.

Several different surgical techniques have been described in literature due to the extreme 
variability in preoperative appearance and features of the patients; body habitus, breast size, 
nipple position, skin elasticity are only few of the variables that can significantly influence the 
final result of breast augmentation procedures and the selection of the surgical approach.

Transaxillary breast augmentation was first described by Hoehler in 1973,1 who reported 
using a blunt dissection the placement of the implant in a partial subpectoral pocket. Af-
terwards the technique was modified in 1979 by Peterson who placed the implant in the 
subpectoral plane.

A decreased rate of incidence of capsular contracture and a lower risk of nipple-sensation 
loss have been reported by Watanabe and Tebbetts with the transaxillary technique. Despite 
these benefits, the well known difficulty for beginners to perform an adequate mammary 
pocket, obtaining precise positioning of the implant in the lower pole of the breast and the 
direct control of the hemostasis has led several plastic surgeons to prefer traditional periare-
olar and inframammary fold approaches. These issues have been partially resolved by the 
addition of endoscopic assistance 2 that allows direct tissue visualization of the breast pocket 
improving the level of technical control of implants’ placement and hemostasis.

The favourable cosmetic outcomes of this procedure, related to the localisation of the scar 
outside of the breast, have recently determined an increasing popularity of this useful and 
innovative technique with or without endoscopic assistance.3 Nowadays, the transaxillary 
technique is the most popular approach to breast augmentation among Asiatic women for 
this advantageous feature.

TRANSAXILLARY 
BREAST AUGMENTATION

The implants placement with 
the transaxillary breast aug-
mentation approach does not 
require incisions on the anatom-
ical-aesthetic breast unit. It usu-
ally requires an imperceptible 
access site on the breast which 
heals with a well-hidden and, in 
most cases, imperceptible scar 
(Figure 7.1).4

The site of skin incision de-
pends mainly on patient anato-
my, desired aesthetic outcomes, 
patient’s and surgeon’s prefer-
ences, without any data from the 
literature supporting one incision 
location rather than another in 

7

Figure 7.1 – Appearance of the axillary scars one year after 
transaxillary breast augmentation.
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637. TRANSAXILLARY BREAST AUGMENTATION

terms of complications. Nevertheless, in some circumstances the remote lacalization of the incision could compromise 
the accuracy of the pocket dissection and occasionally patients could develop a bad scar in this otherwise visible 
location.

The main difficulties of the transaxillary breast augmentation approach are the blunt and relatively blind nature of 
pocket development and the risk of uncontrolled bleeding due to the lack of direct control of the bleeding points.

BREAST POCKET PLANE
As for the traditional breast augmentation techniques, four different pocket 

planes for placement of the implant were described for the transaxillary ap-
proach 5 (Table 7-I).

ADVANTAGES
The main advantage of transaxillary mammoplasty is the absence of any 

scar on the breast surface. Other benefits are the avoidance of breast ductal 
lesion and a low probability of sensory nerves injury and the relative loss of 
nipple sensitivity.6

PATIENT SELECTION
The indications for the transaxillary approach include (Figure 7.2):

 – 3 cm or less in areola diameter;
 – absence/moderate breast ptosis;
 – nipple areola complex on the right position or just lower;
 – skin envelope amount and quality;
 – breast implant volume less than 380 cc;
 – male to female transgender patient (M to F);
 – patient’s preference after an appropriate informed consent related to the 
various approaches available;

 – surgeon’s preference.

CONTRAINDICATIONS
Usually the transaxillary approach is not recommend-

ed in case of severe glandular ptosis.

PREOPERATIVE PLANNING: ANTHROPOMETRIC 
LANDMARKS

The anatomic landmarks are useful reference points 
during the entire surgical procedure leading to an ac-
curate implant placement with a breast symmetry. The 
landmarks are routinely marked with the patient in the 
sitting position and then rechecked with the patient su-
pine on the operating table after the induction of general 
anesthesia.

Preoperative assessment includes (Figure 7.3):
 – anatomic chest midline (M);
 – breast width (BW);
 – breast height (BH);
 – chest wall width (CWW);
 – intermammary distance (IMD);
 – inframammary fold position (IMF);

Table 7-I – Breast pocket plane.

Breast pocket plane
Sub-glandular plane
Complete submuscular plane
Sub-fascial plane
Partial submuscular plane or dual plane

Figure 7.2 – Ideal candidate to breast 
augmentation.

Figure 7.3 – Anthropometric landmarks in transaxillary breast 
augmentation.
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64 ATLAS OF COSMETIC BREAST SURGERY

 – supersternal notch to nipple dis-
tance (SSN:N);

 – nipple to IMF distance (N:IMF);
 – nipple to clavicular midpoint dis-
tance (CL:N);

 – nipple to chest midline distance 
(M:N);

 – selected implant foot-print (FP);
 – position of the new inframamma-
ry folds as the proposed limits of 
the dissection.
The soft tissue thickness and its 

quality are also assessed with the 
soft tissue pinch test and further tis-
sue analysis. The inframammary 
crease is lowered from 1 cm to 3 
cm when necessary, whereas the 
lateral dissection cannot cross the 
anterior axillary line.

PATIENT POSITIONING AND SETUP
The procedure is performed under general anesthesia with complete muscle relaxation. The patient is placed in 

a supine position with both arms abducted to 90° (Figure 7.4). A bed tilted is needed to evaluate the patient both 
in supine and semi-sitting position during the surgical procedure. Moreover, enough space in front of the anesthesia 
machine is necessary to allow the surgeon to conduct most of the procedure standing above the patient’ shoulder on 
each side.

Antibiotic prophylaxis with a first-generation cephalosporin (cefazolin 2 g) is provided before the induction of gen-
eral anesthesia.

The axillary area has to be shaved and the patient has to be prepped and draped in a sterile way.

SURGICAL PROCEDURE
Skin incision

A 1:500,000 epinephrine solution is used to infiltrate the breast tissue and the axillary tunnel to reduce bleeding 
during dissection. “Italic S-shaped” skin incision is made using an existing skin crease at the level of apex of the ax-
illa, at the junction between hair-bearing and non-hair-bearing skin and 1 cm behind the lateral border of the major 
pectoralis muscle using a cold scalpel down to the deep dermis.

Through a 3-4 cm incision, the skin is pulled anteriorly to facilitate blunt dissection of a subcutaneous pocket with 
the direct exposure of the lateral border of the pectoralis major muscle. The type and length of the incision differ de-
pending on the type of breast implant selected.7

Additional markings focus on the inframammary fold are performed to define its preexisting level and shape com-
pared to the intended level and shape created during tissue pocket dissection and breast implant placement.

The key point for an optimal procedure is an accurate preoperative markings followed by a meticolous initial tissue 
dissection to minimize blood staining to the tissues in the subpectoral space.

Subcutaneous dissection
A subcutaneous tunnel is then dissected up to the superolateral border of the muscle, preserving an inferolateral 

triangle of soft tissue containing most of the lymphatic vessels and nodes.
Following blunt dissection at the lateral border of the pectoralis major muscle, the fascia around the pectoralis major 

muscle is then blunty entered and further digital blunt dissection and sub-pectoral space is dissected digitally in order 
to create a pocket between the major and minor pectoralis muscles. The upper part of the subpectoral pocket is then 
dissected in a cranial-caudal direction manually.

Figure 7.4 – Patient position and preoperative markings.
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657. TRANSAXILLARY BREAST AUGMENTATION

We use a modified dissector, similar to a finger sweep tool, to enlarge the initial area of the subpectoral space. 
This surgical instrument has a “J” shape with the curve of the J oriented laterally and a blunt tip. As an alternative we 
can use the standard Agris-Dingmann dissector. The dissectors are used to confirm the adequacy of the extention of 
the subpectoral pocket and to check the hemostasis carefully avoiding trauma. These surgical tools are also helpful 
in evaluating level, shape, and uniformity of the tissue release along the inframammary fold and parasternal line and 
are useful to perform refinements.

After the creation of the initial subpectoral pocket, two retractors are placed beneath the pectoralis major muscle 
and its insertions are bluntly separated. The release of the pectoralis major muscle starts medially at a level cor-
responding with the external skin marking at the most medial extent of the inframammary fold. As the muscle fibres 
release proceeds from medial to lateral, the level of the release and curve of the intended fold may be carefully 
confirmed.

The dissection of the pocket is conducted from the superomedial, down to the inferomedial, the inferolateral, and 
up to the lateral parts in a clockwise fashion on the right breast and in a counterclockwise on the left one. At this 
time, usually, we use the cautery for a sharp separation of the pectoralis major muscle from its attachments. When we 
perform the submuscolar plane, the identification of the ribs allows to avoid inadvertent damage of chest cavity. The 
assistant holds the two retractors in place from the opposite side of the patient to allow the surgeon to prepare the 
implant for placement: the retractors are perpendicular to one another, one parallel to the clavicle in the upper part 
of the incision and one parallel to the lateral chest wall.

Medial side of the pocket
Medially the incomplete dissection of the costal origin of the pectoralis major muscle or the inferomedial part of the 

pocket could cause a higher incidence of upward or outward displacement of the implant and inconsistency or asym-
metry of the inframammary crease as a result of muscles reconnection. Dissection of the medial pocket approaching 
the central part of the sternum has to be performed carefully: the intermammary distance should be 3 cm or more to 
prevent an excessive dissection of the medial side and to avoid synmastia. In addition, the surgeon must be careful 
regarding perforators of the internal mammary artery. For the superior boundary, the dissection is controlled not to 
exceed the range of the thoracoacromial artery.

Inframammary fold
The inframammary fold level and shape are checked with the patient in the sitting position. The internal level and 

the shape of the tissue release are repeatedly rechecked during surgery and correlated with external markings, bi-
laterally, to maintain proper technical control of the level and shape of the inframammary fold. If the release is at the 
preexisting fold level, the inframammary fold level will be lowered, so if the muscle is released 1 cm to 1.5 cm above 
the existing fold to maintain preexisting inframammary fold position. Careful hemostasis of the perforators of the internal 
mammary artery, which are near the inferomedial part of the sternum, is mandatory.

Usually, when surgical dissection is performed in the right anatomical plane, no bleeding is caused. Bleeding that 
cannot be controlled with traditional transaxillary approach, may require endoscopic assistance.

In secondary breast surgery, we prefer periareolar or submammary approach, even if implant exchange and 
capsulotomy to treat implant-related complications can be performed with transaxillary incision by skilled surgeons.

Lateral side of the pocket
Particular attention must be paid to the hemostasis of the lateral thoracic vessels and to the protection of the inter-

costobrachial and medial brachial cutaneous nerves. The lateral portion of the implant pocket should be developed 
using a blunt dissection technique, avoiding any dissection of the axillary fat pad, in order to preserve the third, fourth, 
and fifth intercostal cutaneous nerves, which provide sensory function to the nipple-areola complex.

Implant placement
Once the dimensions of the soft tissue pocket are satisfactory, implants are inserted.
After the selection of the breast implant, antibiotic solution is placed into the container holding the implant; the sur-

geons’s outer gloves are replaced. The subpectoral implant pocket is then irrigated with an antibiotic solution. During 
implant placement, we advise to keep one hand below the device to prevent contact with the skin; the upper hand is 
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66 ATLAS OF COSMETIC BREAST SURGERY

used to guide the implant into the tissue pocket using a rolling technique along the side of the device until it is correctly 
inserted into the breast pocket in order to reduce or eliminate the contact between the device and the patient’s skin.

Soft cohesive gel textured anatomical or round implants ranging in size from 200 mL to 380 mL are usually used; 
textured surface implants demonstrated a better stability attributable to tissue adherence compared to smooth surface 
implants; moreover these types of implants show lower incidence of capsular contracture. We choose high-profile 
implants because they provide a better projection of the breast’s upper pole that is desired by most of the patients 
who underwent breast augmentation.

After implant placement, the patient is positioned in a semi-sitting position, and the breasts’ shape, size, and sym-
metry are checked again. If necessary, at this time additional correction is performed.

When breast shape is satisfactory, wound closure in three layers is perfomed. 16 Fr (x5.3 mm) closed suction drains 
are routinely inserted and they are left in place about 2 days. We perform a pressure dressing in the axillary crease 
and on the breast surface. This postoperative pressure dressing is essential to prevent postoperative hematoma and 
implant displacement; after 2 days we substitute pressure dressing with an upper pole compressive bra and an elastic 
wrap that is maintained in place for 8 weeks.

Postoperative care
To avoid superior implant displacement, a circumferential elastic strap may be used to apply a continuous down-

ward pressure during the early postoperative period and at least for 8 weeks.
We advise abstaining from driving at least for 15 days and from intense sport activity for 45 days.

TIPS AND TRICKS TO AVOID TECHNICAL MISTAKES AND COMPLICATIONS
Preoperative accurate planning is essential to avoid breast pocket asymmetry and implant malposition.

Skin incision marking    
 – Location     
 – Tilt

Subcutaneous dissection
 – Avoid excessive dissection and detachment near skin incision.

“Upward implant displacement”
 – Excessive upward dissection   – Extreme major pectoralis muscle detachment
 – Unsuccessful inframammary fold releasing – Inaccurate breast pocket tailoring (too wide breast pocket)

Breast asymmetry
 – Anthropometric landmarks assessment  – Chest wall analysis (pectus excavatum/carinatum)
 – Skin envelope evaluation   –  For severe asymmetry consider different breast implants/

            autologous fat grafting.

Possible nervous injuries
There are several motor and sensory nerves that the surgeon needs to be familiar with. Most frequently nerve injury 

occurs during dissection of the lateral part of the chest wall.

Thoracic medial and lateral area
Segmental thoracic nerves provide the cutaneous innervation of the breast through the anterior and lateral perforating 

branches.
The pectoralis major muscle is innervated by the medial and lateral pectoral (anterior thoracic) nerves. Despite their 

name, the lateral pectoral nerve actually innervates the medial portion of the pectoralis and courses medial to the 
pectoralis minor muscle to reach its destination. The medial pectoral nerve innervates the lateral portion of the muscle.

Medial portion of lateral pectoral nerve passes over the first part of the axillary vein medial to the pectoralis minor 
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muscle, and its branches pierce the clavipectoral fascia to reach the deep surface of the muscle. The medial pectoralis 
nerve innervates the lower third and the costo-abdominal insertions of the pectoralis major muscle. It courses lateral 
to the pectoralis minor muscle which it also innervates. If one of these nerves is damaged, the denervated portions of 
the muscle become flaccid and atrophic and this can led to morphologic consequences on subpectoral augmented 
breast.

Thoracic lateral area
 – The long thoracic nerve, known as nerve of Bell, innervates the serratus anterior muscle. It is superficial to the deep 
fascia investing the serratus anterior muscle. Arising from the fifth, sixth, and seventh cervical nerves, it passes deep 
to the axillary artery and vein, staying close to each segment of the thoracic wall and in its caudal part gives 
branches to each segment of the serratus anterior muscle. In transaxillary breast augmentation the pocket dissection 
would be medial to the long thoracic nerve in order to reduce probability of injury. In case of injury, the patient 
became inable to raise the arm above the level of the shoulder, as well as a winged scapula.

 – The thoracodorsal nerve innervates the latissimus dorsi muscle. It arises from the posterior cord of the brachial 
plexus, runs beneath or dorsal to the axillary vein along the posterior axillary wall, and passes through the fibrofatty 
tissue of the axilla to the upper portion of the muscle. Injury to this nerve leads to weakens extension, internal rota-
tion, and adduction of the humerus.

 – The intercostobrachial nerve is the posterior ramus of the lateral perforating branch of the second intercostal nerve; 
it is a sensory nerve that runs through the axilla and innervates the skin of the axilla and upper medial aspect of 
the arm till the level of the elbow. Injuries of the intercostobrachial nerve can sometimes result in a significant area 
of numbness.

 – The medial brachial cutaneous nerve is the smallest branch of the brachial plexus and arising from the medial cord; 
it receives its fibers from the eighth cervical and first thoracic nerves. It passes through the axilla, medially to the 
axillary vein, and communicates with the intercostobrachial nerve. Damages of the medial brachial nerve can result 
in a significant loss of sensitivity and numbness in the medial side of the upper arm.

Thoracic central area
The nipple is the most sensitive portion of the breast; it’s innervated by branches of the fourth thoracic nerve that 

approach the nipple medially and laterally. For this reason, superior or inferior periareolar incisions of the nipple are 
responsible of the nipple’s sensory disturb.

COMPLICATIONS (FIGURES 7.5-7.8)

Early (common to all breast augmentation techniques)
 – Bleeding
 – Periprosthetic hematoma
 – Seroma
 – Infection
 – Vascular and nerve injuries
 – Wound dehiscence
 – Breast implant exposure
 – Severe asymmetry
 – Pneumothorax.

Late (common to all breast augmentation techniques)
 – Periprosthetic capsular contracture
 – Double bubble
 – Rippling and wrinkling
 – Bottoming out, stretch deformity
 – Implant displacement
 – Mondor’s cord
 – Implant rupture and deflation.

Table 7-II – Advantages and disadvantges of 
transaxillary breast augmentation.

Advantages

Absence of any scar on the breast surface

Direct access to subpectoral plane

Low risk of keloid scaring

Avoidance of breast ductal transection

Low probability of sensory nerve injury

Low probability of nipple sensitivity injury

Disadvantages

More difficult hemostasis control

Difficult breast pocket dissection

Impossibility of inserting implant volume >380 cc

Surgical training and learning curve
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TRANSAXILLARY BREAST AUGMENTATION IN MALE TO FEMALE PATIENTS FOR FEMINILIZATION 
OF CHEST WALL

Nowadays breast augmentation represents one of the most requested cosmetic procedures and it is the most signi-
ficative gender confirming surgical step in male-to-female transsexual patients, more than genital reassignment surgery.

Transgender breast augmentation is not a simple breast enlargement. It is a challenging procedure that increases 
subjective feelings of femininity having a high phsycological and social impact.

Different surgical approaches have been proposed to feminize a male chest wall:
 – submammary incision;
 – periareolar incision;
 – TUBA approach;
 – lipofilling;
 – transaxillary incision.

Figure 7.7 – Moderate breast ptosis. Preoperative and two-year postoperative appear-
ance after dual plane transaxillary breast augmentation (frontal view).

Figure 7.6 – Ideal candidate to breast augmentation. Preoperative and two-year post-
operative appearance after subpectoral transaxillary breast augmentation (lateral view).

Figure 7.5 – Ideal candidate to breast augmentation. Preoperative and two-year post-
operative appearance after subpectoral transaxillary breast augmentation (frontal view).

Figure 7.8 – Moderate breast ptosis. 
Preoperative and two-year postoperative 
appearance after dual plane transaxillary 
breast augmentation (lateral view).
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Male chest has several anatomical 
and morphological differences from 
female one and the surgeon must be 
careful before choosing the appropri-
ate technique for mammoplasty:
 – areola diameter;
 – areola position;
 – nipple shape;
 – nipple size;
 – nipple-inframammary fold distance;
 – inframammary fold position;
 – soft tissue consistence and elasticity;
 – major pectoralis muscle hypertro-
phy.
According to the reported anato-

mical features of the male chest, we 
usually perform transaxillary appro-
ach for breast augmentation in M 
to F transgender patients using the 
same steps and surgical details used 
in female patients.

The cosmetic results reported in M 
to F patients are good in terms of ae-
sthetics and feminization, and no sur-
gical revision is generally needed.

As in female mammaplasty, even 
in MtoF patients transaxillary proce-
dure is not usually followed by major 
postoperative complications. We re-
ported transitory effects that disappeared spontaneously:
 – undesirable impairment;
 – areola hypostesia;
 – nipple hyperstesia.
Nowadays transaxillary approach represents the gold standard for breast augmentation in male-to-female trans-

sexual patients, with good results in terms of aesthetic outcomes and patient satisfaction without visible scars in the 
aesthetic breast area that is seen as the stigmata of the surgery and previous life (Figures 7.9, 7.10).

EFFECTS OF TRANSAXILLARY BREAST AUGMENTATION ON SENTINEL LYMPH NODE 
BIOPSY AND BREAST CANCER

Although transaxillary approach for breast augmentation has gained great popularity in the last years, controversies re-
garding possible interference with axillary lymphatic drainage and then sentinel lymph node biopsy remain under debate.

Axillary lymph node involvement is the most important prognostic factor for local and distal recurrence and for 
long-term survival in breast cancer and upper extremities/trunk melanoma because the presence of axillary metastatic 
lesions has been shown to reduce life expectancy.8, 9

The sentinel lymph node is the first node in the lymphatic chain to receive tumor cells via lymphatic drainage and 
its analysis allows to predict the status of the lymphatic chain.

The axillary sentinel lymph nodes are generally found approximately in a perimeter of 5 cm to 6 cm, about 5 cm 
inferior to the transaxillary skin incision, in an anatomical area defined by a “soft tissue triangle” at the upper part of 
the lateral border of the major pectoralis muscle (Figure 7.11).

As reported in literature, after transaxillary surgery, it is possible a partial decrease in lymphatic drainage speed 
as a transitory phenomenon related to local inflammatory-reaction edema rather than a proper lymphatic obstruction. 
In some cases we observed the formation of a fibrous band along the upper arm, resolved in 2-3 months postope-

Figure 7.9 – Transgender MtoF patient. Frontal view of transgender patient before and 
1 year after undergoing subpectoral transaxillary breast augmentation.

Figure 7.10 – Transgender MtoF patient. Frontal view of transgender patient before 
and 1 year after undergoing subpectoral transaxillary breast augmentation.
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ratively, either spontaneously or with 
massage.

Although further mapping studies 
are necessary to delineate more 
clearly the lymphatic drainage of 
the postoperative breast, in order to 
establish a treatment plan and de-
crease surgical morbidity, we belie-
ve that the blunt dissection technique 
and remaining high and anterior in 
the subcutaneous plane minimizes 
disruption of lymphatics.

When accurate dissection and 
careful surgical implant procedure 
are performed, transaxillary breast 
augmentation is considered a safe 
mammoplasty technique.

This is the key to preserving the lymphatic system without postoperative interference with lymphatic drainage pat-
terns avoiding negative impact on sentinel lymph node detection.

Nowadays breast implants has been well documented in the literature do not increase the risk of developing bre-
ast cancer. Cohesive gel devices have the potential to provide a more natural breast shape, to minimize the risk of 
postoperative rippling and to provide a greater degree of safety if the implant lose its integrity. Silicone implants can 
distort glandular images because of the tension applied by the prosthesis on breast parenchima. It is generally agreed 
that subpectoral placement of the implant generates less distortion in the mammographic evaluation of the breast that 
does a subglandular implant.

DISCUSSION
Transaxillary breast augmentation is performed worldwide; it is associated with pleasant aesthetic results and the 

possibility of hiding and minimizing of the scar out of the breast.
Nevertheless, this approach was initially criticized due to the disadvantages of a blind technique, including a 

difficult hemostasis and dissection in particular for beginners. Moreover, the make up of a precise pocket and the 
symmetry of the inframammary creases are not always simple. Furthermore, transaxillary augmentation has been di-
scouraged in the current years because the concern about sentinel lymph node biopsy for breast cancer and upper 
extremities/trunk melanoma.

Nowadays, high patient satisfaction scores associated with transaxillary incisions, compared to visible incision 
approaches, suggest that this procedure may be considered the gold standard in selected cases.

As for the other mammoplasty procedures, we advise careful control of the hemostasis as blood-stained tissue to 
avoid the risk of capsular contracture.

In selected patients, we prefer transaxillary dual plane technique in order to release the attachment between the 
breast tissue and the pectoralis muscle, preventing superolateral displacement of implants and controlling the bulge of 
the superior and medial part of the breast. Using transaxillary dual plane technique, bending or malposition, which is 
possible during the contraction of the pectoralis major muscle, can also be reduced.

We consider endoscopic assistance, which required specific equipment and a different dissection technique, only 
in selected cases.

Nowadays non-endoscopic and endoscopic transaxillary approaches have evolved enough to facilitate the pa-
tient’s recovery, reducing postoperative pain, the need for drainage and the risk of displacement of implants. It’s also 
possible obtain a well-defined and symmetric inframammary crease with similar outcomes and complications compa-
re to inframammary and periareolar approaches.

Recent data regarding patient’s satisfaction and quality of life in woman underwent transaxillary breast augmen-
tation validate our philosophy. In fact, a recent study (level of evidence III) performed on 2430 patients comparing 
transaxillary breast augmentation outcomes to those of other augmentation mammoplasty techniques, demonstrated 
a high rate of long-term patient satisfaction in the first group. The differences between the median Breast Q assessed 
breast satisfaction scores between the axillary and non axillary surgical groups were statistically significant, in favor 

Figure 7.11 – Breast dissection pocket using the curved retractor. Axillary markings show-
ing the subcutaneous pathway to be dissected with preservation of the “soft tissue triangle”.
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of axillary over non axillary technique. The incidence of surgical revision was 7.5% for the entire breast augmentation 
population and 6.8% for the patients who underwent transaxillary breast augmentation.

However, there is not only one strategy to achieve all the goals of breast augmentation in every patient. In breast 
augmentation it is imperative that the surgical approach, the creation of the implant pocket, the implant selection, and 
the implant position must always be tailored on the individual patient.

In conclusion, in selected patients transaxillary breast augmentation represents our favourite technique because 
scars are hidden, postoperative aesthetics outcomes improved and there is not concern about any negative conse-
quences for screening, diagnosis and treatment in breast cancer and upper extremities/trunk melanoma.

This technique is an excellent choice for young patients with an indistinct or absent inframammary fold if they don’t 
want a scar in the aesthetic unit of their chest.
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