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i half of hypertrophic breast women presented with a physical complaint of back puin
ing the posture and lumbosacral angle. The aim of the present study is to investigate the
posture in breast hyperirophy and following its reduction. 40 female particepants had
e breast were conducted in the study, thier ages ranged between 16-20 years old. They
fied into two groups. The first group received postural exercises Jor 12 sittings. The
up received mammaplasty followed by postural exercises for 12 sittings, iwo weeks after
The results showed that, the lumbosacral angle in the first group before an exercises
66 degrees with a mean value of 47.83 = 8.18 degrees after exercises the angle range
degrees with a mean value of 9.6 = 8.36 degrees. The difference between the values
n 20.83% to zero % bui in the second group, before exercises the angle range was
65 degrees, with a mean value of 47.1 = 8.28 degrees. After treatment the values range
0 degrees with a mean value of 36.45 £3.73 degrees. The difference was i enificant. The
percentage ranged between 33.33% and 9.57%. The second gorup had improved 3 times

n angle more than the first group suggesting that hyperirophic breast reduction musi be

starting postural exercises.

a safe assumption to credit 75 per cent of all

be attributs
angle with
lumbar lor
lordosis'is

pain and an surgical treatment may

vast majority of painful states can
~d to an increase in the lumbosacral

dosis. The increase in the lumbar
commonly termed “sway back”. It is

static or postural low back pains to such
lordosis™. The first description of reduction
mammaplasty dates back to the nineteenth
century, when Durston’ partially amputated a
ptotic breast. Since then, several techniques
have been developedz-‘é’““3’19’20’22.

Procedures in which large poritons of the
gland were resected medially and superiorly
risked interrupting the blood supply and

innervation to the nipple-areola complex, as

mammary hypertrophy must be
searched in women with a lumber

be proposedg. In the static spine the

a consequent accentuation of the
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well as leaving large dead spaces that produced
hematomas or seromas. Techniques that had
set patterns and nipple placement inhibited the
surgeon’s ability to make alterations during the
procedure.

Other techniques required wide skin
undermining, which essentially separated the
gland frem the skin. The skin acts like a
pseudosuspensory ligament to the breast; and
when the proportional separation of the
“contents” from the “container” is too great,
the embryologic continuity is disrupted.
Consequently, these breasts often flattened
superiorly and sagged inferiorly, and the nipple
rotated upward instead of outward.

Pitanguy”, from Sao Paulo, Brazil,
developed a technique in which an almond-
shaped piece of skin was resected through a
subareolar incision. Although the principles
were good, the shape was not always
consistent. Nicholas et al.®, presented a
modification of this technique at the
International Society of Plastic Surgeons
Meeting in London. This modification
extended the incision above the areola to the
place where the new nipple would be naturally
located (point A), at the level of the projection
of the infraipammary sulcus on the
midclavicular line, The advantage was that it
allowed for resection of tissue from the lower
pole while gaining skin from the uppr pole.
This afforded a nice shape to the breast while
minimizing the scarring with one vertical
incision. However, second and third degree
hypertrophies required larger resections; and
later that year, the classic Pitanguy reduction
mamma-plasty was developed.

This proecedure evolved from point A of
the Arie-Pitanguy technique and worked
through a ftriangle, points A, B, and C,
resulting in an inverted-T scar. The resection
was located at the breast’s lower pole, usually

done in a shape similar to a ship’s keel, its
length being determined according to the
deformity and pathologic condition to be
corrected. It was perofrmed in a step-ladder
fasion and preseved two columns, of the breast
tissue that, when reapproximated, moved the
nipple-areola complex upward to its natural
position while avoiding any Ldead space
formation. Most importantly, there were no
fixed patterns, and the attachment of the skin
to the gland was maintained, allowing the
breast to support ittself in a brassierc-like
fashion.

According to Arie’, Converse" Goldwyn'?,
and Fauquest et al.?, the ideal age of the patient
is between 16 and 20 yeafrs. Virginal
hypertrophy being the sole indication for
surgery before the age of 16. There ar¢ no
upper age limits, provided the potential
benefits and medical risks of ths SUrgery are
equally considered,

Fauquent et al’, Han etal.”, Gramfing and
Elliott", suggested that more than half of
hypertrophic breast patients presented with a
physical complaint of back pain, anterior
thoracic pain, or mastodynia. The weight of
pendulous breasts produces chang%s 1n posture
that can result in kyphosis with compensating
lordosis and osteoarthrosis of the vertebral
bodies (fig. 1).

During inspiration the muscles elevate the
chest wall, raising the mammary glands by
third degree leverage. The weight of the large
ptotic breasts increases the| effort of
respiration during thoracic expansion. If this
condition persists through the years, the patient
may develop pulmonary problem‘ that in turn
may lead to emphysema and jltimately to
cardiovascular problems. Largel brassieres, °
necessary for support, may cut deep permanent
grooves into the shoulders. In tropical climates
and summer months, the moisture ithat collects
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in the submammary sulcus often leads to
. . 24015
intertrigo>*132%,

Fig. (1): A| and B, the effects of pendulous
breasts on the vertebral column are similar to the
postural changes experienced by a bass drummer
du;-ing a long parade. Coated from Fauquent et
al’”.

According to Burton’, and Han et al."”>, the
jumbosacral| angle is formed when the
horizontal base of the angle is parallel to the
ground level and the hypotenuse of the angle is
formed at the level of the superior border of
the sacrum. The plane of the sacrum forms the
base from which the lumbar spine takes off in
its ascent and by which it achieves its balanced
state”.

Breast hypertrophy increase lumbar lordosis
and change| shearing stress, the shearing stress
is proportional to the angle of the scaral
inclination! +8, (Table 1).
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Table (1): The relation between lumbosacral
angle and shearing stress.

LSA Shearing Stress
30° 50%
40° 65%
50° 75%

The aim of the presnt study was to detect the
changes of posture in breast hypertrophy and
following its reduction.

Fourty femal particepants had hypertrophic
breast participated in the present study. There
ages ranged between 16-20 years old, and were
recruted from Kasr El Ani Hospital and Cairo
Metropolitan areas. They were chosen under
the following :

e Those who had no thoracic or lumbar
sergury before the study.
* Non obese femal.
» No congenital anomalies in lumbosacral
area.
e The hypertrophy of Breast was notrelated
to malignancy.
They were classefid equally and randomly into
tWO groups. '
The first gorup (20 particepants) received
postural exercises for lumbar and sacral areas,
for 12 settings.
The second gorup (20 particepants) received
reduction mammaplasty followed by postural
exercises for the lumbar and sacral areas two
weeks after operation forl2 settings.

Bull. Fac. Ph. Th. Cairo Univ.,:
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Methods

Evaluation :

Anthrompometric measurement were done
including, weight, height, to exclude obese
subjects.

Plan radiographs from lateral views were done
to detect the lumbosacral angle,
» First evaluation was done before treatment.
» Second evaluation was done after 12
settings.

Exercise program :

The first group was treated with postural

exercises inciuded :

Strengthining exercises for

1. Upper back muscles thomboids, trapizuis,
erectrospinae, latissmus dorsi muscles to
treat kyphotic curve in dorsal spine,

2. Abdominal muscles rectus abdominus;
external and internal obliques, transversus
abdominis muscles, and

3.Pelvic muscles, gluteus maximus, and
hamstring muscles.

Strefching  exercises for the muscles in the
concave side of the spine.
The exercise program was done every sitling
for 20 minuts followed by postural adjustnent,
and gait training in front of mirror. The
patients were adviced to repeat the program of
exercises for 30 minuts every day. They were
adviced to prevent bad posture and wearing
high heel during activities of daily living.

The second group received 12 sittings with the
same previous program, two weeks after
operation (whatever the type of technique used
in mammaplasty).

Table (2) shows, the lumbosacral angle, the
difference and the difference percentage belore
and after postural exercise only. Before
exercise, the angles ranged 35-66/degrees, with
a mean value of 47.85 + 8.18 degree. Alicr
exercise, the angle ranged 35-65 degrees, with
a mean value of 49.6 + 8.36 degrees (Fig., 2).
The difference between the valyes before and
after exercise was significantly different (1
paired = 3.9428, P<0.001). The difference
between the values of the angle before and
after exercise ranged from 10 (o zero degice,
which corresponds to a difference percentage
from the values before which ranged from -
20.83 % 10 zero % (Fig,, 3). \

Table (3) shows, the lumbosacral angle, the
difference and the difference percentage before
and after postural mammaplasty plus postural
cxercise. Belore exercise, the angles ranged
between 35-65degrees, with a mean valuc of
47.1 = 828 degrees. After manﬁlaplasty and
excrcise, the values of the a‘mgle ranged
between 30-50 degrees, with a mean value of
36.45 + 5.73 degrees, the djfferc‘nces between
these values are significant (¢ paired =
10.3218, P<0.001). The difference between the
values of the angle before and after
mammaplasty plus exercise ranged from -22 to
-3 degrees, which corresponds to difference
percentage from the values before which
ranged from -33.33 % to -9.57 % (fig. 2).

Comparing the mean values of the
lumbosacral angles before exercise {group I)
and before mammaplasty plus exercise showed
no significant difference (unpaired t = 0.2882 .
P >0.3). ‘

These results show that in the Tvo groups of

subjects in whom the lumbosacral| angles were
comparable,  postural exercise  alone
significantly reduced the angle, but the mean
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reduction was -2.25 (about 4.7 %), while

mammaplasty
reduced  the

significantly,

plus postural e¢xercise have
lumbosacral  angle, aslo,
and the mean reduction was -

10.65 degrees (about 22.6 %), i.e. about 5

times the

reduction in the mean angle

produced by postural exercise only.

Table (2) : Lumbosacral angle, the difference

and difference percentage

before and after

postural exercise only in the first group.

No. Before | After | Difference Djﬁ“t;:ﬂce
CHLICISE CXCICISE
f 49 38 2 5.0
2 45 45 0.0 0.0
3 36 35 -1 2.78
4 48 46 -2 4.17
3 50 50 0.0 0.00
6 66 65 -1 1.52
7 35 35 0.0 0.0
8 47 45 -2 4,26
9 38 35 -3 7.89
10 55 55 0.0 0.00
11 48 47 -1 2.08
12 56 55 -1 1.79
13 47 44 -3 6.38
14 48 38 -10 20.83
15 50 45 -5 10.0
16 60 55 -5 9.33
17 43 39 -6 13.3
18 46 46 0.0 0.0
19 58 56 -2 345
20 39 38 -1 2.63
Mean 47.85 49.60 -2.25 4.77
+5.D 8.18 8.36 2.55 5.34
t paired 3.9428
P <().001
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Table (3) Lumbosacral angle , the
difference and difference percentage before
and  after mammaplasty plus postural
exercise in the second group .

No. Before After (Difference|Difference
exercise | exercise %
1 60 50 -10 16.7
2 53 43 -10 18.87
3 40 32 -8 25.0
4 46 32 -14 3043
3 35 43 -12 21.82
6 42 31 -11 26.19
7 38 32 -6 15.79
8 65 43 =22 33.85
9 52 38 -14 26,92
10 37 30 -7 18.92
11 48 32 -16 33.33
12 50 38 -12 24.00
13 42 31 -11 26.19
14 45 38 -7 15.56
15 47 32 -13 31.91
16 35 32 -3 9.57
17 38 42 -16 27.59
18 36 31 -5 13.89
19 45 38 -7 15.56
20 48 41 -7 14.58
Mean 47.10 36.45 -10.65 22.33
+SD 3.28 5.73 4,61 7.19
t paired 10.3218
P <0.001
Significance *
- tun-paired | 0.2882 7.1241 | 8.7648
P >0.3 <0001 | <0.001
Significance | N.S * *

1 paired compares the before with the afier values.

t unpaired compares values with exercise only and those with
mammaplasty plus exercise .

* = significant. N.S = Non significant.
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Fig. (2) : Mean lumbosacral angle before and

after  postural  exercise only or after
mammaplasty followed by postural exercise.

Difference in lumbosacral angle,
degies

Exercisc only Mammaplasty

and Exereise

Difference E Difference %

Fig. (3) : The mean difference and mean

difference % in lumbosacral angle before and

after  postural  exercise  only or after
mammaplasty followed by postural exercise.

i

Maihaffer and Echternach?, noticed that in
the static spine the vast majority of painful
sates can be attributed to an increase in the
lumbosacral angle with a consequent

accentuatation of the lumbar lordosis. This
result was confirmed by Dillard et al’, and
Hanetal.’.

Ohlen et al.*, and Burton®, suggested that
the shearing stress is proportional to the angle
of the sacral inclination. Edeiken et al.®, and
Kelso et al.'®, proposed that anr cxaggerated
lumbar lordosis followed hypertrophic breast
lead to increases anterior shear| stress at the
lumbasacral angle and causes postural back
strain, with mechanical default|/followed by a
muscle spasm and/or fascial resurection. In the
present study regulation of lumbar and pelvic
posture changed the shearing stress with
subsequent change in lumbosacral angle.

According to Gill, et al.l’, Nic‘tholas etal”,
and Burtor’, in hypertrophic brea‘lst_, the weight
of pendulous breast .produceg changes in
posture that can result in lq‘,fphoses with
compensating lordosis and osteoarthrosis of
vertebral bodies followed increasing of the
lumbosacrol angle.

The LSA changes more in gorup two. The
changes after applicaiton of mammaplasty
were more than that folloFNed postural
exercises only. This result may be due to the
effect of relaxation of the superficial as well as
deep muscles in lumbosacral areas following
the operation and decreasing of the weight and
mechanical stresses on the dorsal and lumbar
spi11e3’w.

According to Fauquent ¢t .9, and Han ¢t
al.”, the kyphotic primary ¢ in the dorsal
spine which followed by secondary lordotic
curve in the lumbar spine, which change the
LSA, disappear after treating the orginal cause
(hypertrophic breast). ‘

This leads to normalise the LSA as shown
in group two more than group o
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In conclusion postural exercises only is not

effective in the treatment of postural defect
and low back pain in hypertrophic preast
women. This result may be due to the effect of
superficial and deep muscles in lumbosacral
arecas followed decreasing the mechanical
stresses, fr1m hypertrophic breast after the
operation. The idial treatment is to perform
mammaplasty reduction as early as possible
before stanil}lg of postural exercises.
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