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temporal lobe where epilepsy was the commonest present­
ing symptom. With meningiomas headache was common
in all regions except the temporal and parietal regions
where epilepsy and localizing features were more frequent
initial symptoms.

(b) Mental changes occurred with tumours of all
regions but were most common initial symptoms in
tumours of the prefrontal region with or without involve­
ment of the corpus callosum. They were very much less in
evidence with extrinsic compressive lesions (meningiomas)
than with the infiltrating gliomas.

(c) Localizing symptoms (dysphasia, paresis or sensory
loss) were commonest with lesions involving the central
region and the parietal lobe, especially of the dominant
hemisphere.

(d) Visual symptoms resulting from visual-field defects
were rare with tumours of any part of the cerebral hemi­
spheres while those from post-papilloedematous optic
atrophy were not uncommon with meningiomas in the
prefrontal and central regions. Even with occipital lobe
tumours causing marked visual field defects, symptoms
arising from these defects were rare.
4. Epilepsy as an Initial Symptom of Gliomas and
Meningiomas

The figures presented here support the conclusions
reached by Penfield et aI.ll, 15, 17 and White et al.12 that
the incidence of epileptic seizures increased as the tumour
approached the central sulcus. However, the highest inci­
dence of epileptic seizures in our material occurred with
lesions in the temporal lobe and it was rarest with occipital
lobe lesions.

When the nature of each symptom was contrasted with
the delay in diagnosis, it was evident that most delay
occurred with epilepsy-whether caused by gliomas or
meningiomas. It was also noted that epilepsy tended to
exist as an isolated symptom much more frequently and
for longer periods than any other symptoms. The views of
Penfield, White and others were discussed; the conclusion
reached by them being that the presence of epilepsy is a
function of the slowness of growth of the tumour as well

as of its situation. We have suggested another factor to
account for the delay, namely that epilepsy, by virtue of its
pathogenesis, may be caused by a lesion so small that it
will not cause space-taking or significant destructive effects
for a considerable period of time after the onset of seizures.

The slowness of growth of tumours evoking epilepsy does
not necessarily indicate a good prognosis, because, as
Walshe pointed out (see above), they are often only dis­
covered when raised intracranial pressure makes its appear­
ance.

It seems reasonable to conclude that, as long as surgical
therapy remains the treatment of choice, more attention
should be paid to the careful investigation of focal
seizures, including, if needs be, exploratory craniotomy.

SUMMARY

239 supratentorial gliomas and meningiomas have been ana­
lysed as to their racial incidence, site, initial symptomatology
and delay in diagnosis.

We wish to thank Dr. J. MeW. MacGregor for permission to
publish this paper, also Mr. H. L. de Villiers Hamman for
access to the neurosurgical case records, Dr. H. Gordon for
statistical information, and Mr. G. McManus of the Depart­
ment of Surgery, University of Cape Town, who drew the
graphs.
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AUGMENTATION MAMMAPLASTY
BASIL M. DE SAXE, M.B., B.CH., F.R.C.S., Surgeon, Johannesburg

Many women are unhappy, and some are even psycholo­
gically disturbed by the fact that they have breasts below
normal in size. These patients should be carefully
examined and investigated. A few who present with
obvious endocrine deficiencies can be helped by hormone
therapy. Others in whom it may follow too rigid dieting
can be remedied by attention to a correct diet. Most
often, however, the patients have true small breasts of a
phylogenic type, in which the nipple and glandular sub­
stance is well developed, but which are lacking in adipose
and supporting tissue.

Although these are the patients usually subjected to
aumentation mammaplasty, I would stress that other im­
portant indications exist, which should be borne in mind,
especially by the general surgeon dealing with breast
pathology. Trauma or bums, for instance, can cause

partial loss or gross scarring with distortion and deformity,
and repair of such a breast might require, and be greatly
benefited by concurrent augmentation of the breast.

Secondly, simple mastectomy is often essential for a
variety of benign pathological lesions, e.g. patients with
chronic diffuse mastitis may present with:

(a) Persistent nipple discharge which originates from a
widespread area throughout the breast.

(b) Severe persistent mastodynia.
(c) Recurrent nodules in which repeated incisions and

biopsies have to be carried out for suspected pos­
sible malignancies, each assault being associated
with an emotional crisis.

In the past, such indications have as a rule resulted in
a simple classic mastectomy being performed, with a
resultant cosmetic deformity and often associated emo-
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used as an artificial prosthesis to augment the existing
breast, or replace a breast which has had to be removed
for traumatic or pathological reasons, as discussed above.

The characteristics for an ideal implant can be listed as
follows: 2

1. It should be physically and organically inert.
2. It should look and feel natural.
3. It should remain soft.
4. It should not shrink.
5. It should not cause any inflammatory reaction, infec-

tion or formation of fluid.
6. It should become firmly attached to body tissues.
7. It should not be in any way carcinogenic.
Several suitable plastic products are now commercially

manufactured and 2 of them with which I am familiar
are:

1. 'Polystan' (a biproduct of the polymerization of
ethylene).

2. 'Silastic' (Dew-Coming's medical silicone).
Both of the above, as well as other products, have now

been used in a large series of cases, and have generally
conformed to the essential characteristics and are proving
satisfactory.

These commercial implants are manufactured in pre­
determined sizes and can be obtained in either large,
medium or small sizes to suit the particular case.

The general principle of a good implant is that its outer
surface should be sealed, e.g. by heating or by being
covered with suitable adhesive, to prevent invasion of its
substance by ingrowth of cells. This will ensure its lasting
resilience and reduce the chance of infection as well as
changes in its consistency.

Possible Effects
The question of possible carcinogenicity is a very

worrying factor. Extensive research and review of cases
involving hundreds of implants carried out in large
centres in the USA, have shown no known case of proven
malignancy in humans. However, caution must still be
exercised, as these implants have been in use for only 10
years or so, and in experiments, using laboratory animals,
malignant tumours have been produced.s

Before embarking on any operation involving the use of
artificial mammary prostheses, the following points should
be discussed with, and made explicitly clear to, the
patient, who should preferably be asked to sign a form
indicating that she understands the implications. The im­
plications and possible side-effects of augmented mamma­
plasty are:

(a) Possibility that the body will not tolerate the im­
plants. That they then may have to be removed, but
that this is likely in less than 5% of cases.

(b) Fluid may accumulate and require to be aspirated.
(c) The consistency of the implants may alter.
(d) No case of malignancy has been known to occur in

humans, but further knowledge may possibly lead
to recall and removal of the implants.

Operative Technique
With regard to operative technique, the incision should

be placed just above or in the submammary fold, and its
diameter should be slightly in excess of the diameter of
the implant.4 The incision is deepened to reach the pectoral
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tional depression. These patients were generally doomed
to spend the rest of their lives with the absence of one or
both breasts and to wear padded brassieres or 'falsies'.
Any attempt to reform these breasts surgically, after the
routine simple mastectomy operation has been done, is
extremely difficult and the results are often most dis­
appointing.I

With this in mind, the surgeon should be aware of the
advantages of augmentation procedures, and in suitable
cases should plan his initial mastectomy in such a fashion
as to allow for immediate or delayed augmentation.

The Technique
The technique employed is an enucleation of the entire

pathological breast through a thoraco-mammary incision
placed in or just above the submammary fold, leaving the
skin and nipple intact (Fig. 1).

Fig. 1. Technique of enucleation of breast through sub­
mammary incision.

At this stage, because of the danger of infection,
especially in those cases where there has been nipple dis­
charge with positive culture of the fluid, it is generally
advisable to close the incision, and carry out the augmen­
tation procedure at a second operation several weeks
later. This is then done through the same incision. I would
stress that despite the necessity of 2 hospitalizations, 2
operations, etc., this is far safer than risking a one-stage
procedure.

Augmentation Mammaplasty
A variety of methods have been and are used for aug­

mentation mammaplasty.
Transplants of fat tissue, usually combined with

attached layers of derma and fascial tissue have been
extensively used, the buttock being the common donor site.
While some series showing good results have been re­
ported, the general consensus is that the results are
disappointing, owing largely to varying degrees of reab­
sorption of the fat transplant.

Local dermo-fat pedicle flaps is another method used.
These have the advantage of carrying their own blood
supply and the resilience of the derma creates a breast
which approximates the normal breast on palpation.
Permanence can be expected, but this method is only
practical in a few selected cases.

Artificial material. Recently extensive research has been
carried ·out with a view to finding artificial material to
which the body organism is indifferent, and which can be

J
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fascia. 10 those cases of micro-mastia, where the breast is
still present, its posterior aspect should be undermined,
and a 'pocket' formed between this aspect and the pectoral
fascia, sufficiently large for the prosthesis to fit snugly.
Tension should be avoided. With this technique the breast
and mammary ducts are not damaged in any way, and
galactogenous function fully preserved. In cases where the
breast has already been removed, the space between the
pectoral fascia and skin and nipple is reopened to allow
the insertion of the prosthesis. The implant can, if
necessary, be held in correct position by the use of a few
sutures placed between the periphery of the implant and
the pectoral fascia. Haemostasis should be meticulous and
preferably no drainage should be employed. The wound is
closed in layers, fine silk sutures being used for the skin.

Precautions
An aseptic technique is all-important, and with this in

mind the following precautions are taken:
1. The prosthesis must be carefully sterilized, auto­

ciaved, and / or soaked in antibiotic solution (250 mg. of
intramuscular tetracycline added to 1,000 ml. of saline).

2. The chest wall must be thoroughly prepared before
surgery. 'Savlon' or 'phisohex' washings are suggested.

3. During operation, after the 'pocket' over the pecto­
ral fascia has been prepared, surgeon and assistant should
reglove, the patient should be retoweled, and clean instru­
ments used.

4. Systemic antibiotics should be exhibited pre- and
postoperatively.
Postoperative Care

With regard to postoperative care, the breasts should be
kept moderately firmly bound, the usual care of the wound
exercised and the patient told to be relatively immobile,
especially with regard to excessive use of the upper limbs
for a period of 1 month after operation.

SUMMARY

The aetiology of abnormally small breasts is discussed and
possible means of treatment are suggested.

A variety of indications for augmentation mammaplasty are
discussed.

The general surgeon's attention is drawn to the fact, and
special emphasis is made with regard to simple mastectomy
for benign pathological breast lesions. A procedure described
for 'enucleation' of such breasts in preparation for augmenta­
tion mammaplasty.

Various augmentation procedures are discussed.
Artificial prosthesis mammaplasty is reviewed with regard

especially to the following considerations:
Plastic products which are in use today.
Ideal characteristics which apply to these products.
The question of possible carcinogenicity.
Factors to be discussed with the patient before operation.
The operative technique.
The importance of asepsis.
Postoperative care.
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THE MANAGEMENT OF RODENT ULCERS
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* Formerly of the Plastic Surgery Unit, Odstock Hospital,
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REGIONAL DISTRIBUTION

No.
62
22
22
20
20
16
11
11
10
9
8
6
1

TABLE 11.

Nose ..
Cheek
Outer canthus
Forehead
Ears ..
Lower eyelid
Inner canthus
Temporal area
Upper lip ..
Scalp
Lower lip
Body and limbs
Upper eyelid

Clinico-pathological Classification1,7

Considering the clinico-pathological aspect of this
disease, there is strong evidence that rodent ulcers are
caused by sensitivity to the actinic rays of the sun in fair­
skinned persons. This means that one would expect the
whole of the exposed area of skin in these patients to be
at risk, but the vast majority of lesions are found on the
head. There may be other factors involved such as pre­
vious X-ray therapy, and some chemical compounds, ego
bitumen.

ulcers treated on the body and limbs, 3 occurred on the
same patient in regions that had been burnt by mustard
gas during the 1914-18 war.

%
0.5
4.0

11.0
20.0
25.5
25.0
14.0

(IN YEARS)AGE DISTRIBUTION

No.
It
7

19
31
49
43
28

TABLE I.

Under 20
20 - 30
30 - 40
40 - 50
50 - 60
60 - 70
Over 70

tAged 19 years.

The regional distribution (Table II) also followed the
usual distribution of basal cell carcinomata with the majo­
rity of lesions occurring superior to a line drawn from the
angle of the mouth to the lobule of the ear. Of the 6

This paper presents an analysis of basal cell carcinomata
which were handled at the Plastic Surgery Unit, Odstock
Hospital, Salisbury, England, from the time that this Unit
was transferred there from Basingstoke in December 1949,
up to December 1960. There follows an evaluation of the
part played by surgery in the management of rodent ulcers.

The total number of patients recorded was 178, present­
ing 198 ulcers for treatment. Of those, 105 were males
(about 60%), and 73 were females (about 40%).

The age distribution followed the usual pattern for
rodent ulcers. It is worthy of note that the youngest
patient was aged 19 years (Table I).




