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Mr Michael Cadier 

BA MA (Oxon) MBBS (London) MS (Soton), FRCSEd, FRCS (Plast) President of BAAPS 2014-2016
Consultant in Plastic, Reconstructive & Aesthetic Surgery


Breast Augmentation

Breast augmentation is one of the most popular cosmetic surgical procedures.  It is associated with extremely high rates of patient satisfaction. Implants, usually containing silicone gel, are inserted behind the breast via small incisions situated in the crease under the breast.  The aim is to produce a natural and aesthetically pleasing appearance and feel to the augmented breast.
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Pre and 6 months after 295cc Silicone Gel Implants inserted into a Dualplane II pocket.

Patients requesting breast augmentation often come from one of two cohorts, either women aged 18-25 years in whom the breast has never fully developed, or women who have finished their families and whose breasts have become empty. Some patients have other problems such as asymmetries, chest wall anomalies or tuberous breasts. These may require a modification of the traditional augmentation technique or additional surgery to further correct the problem either at the same time of as a later procedure.


Pre-operative advice

In order to optimize the result and minimize the risks a number of factors should be considered. Smokers have a much higher risk of developing complications.  It is therefore advised that they should refrain from smoking for ideally four weeks prior to, and four weeks following surgery. Aspirin and related anti-inflammatories (other than those prescribed during the admission) should be avoided for one week before and 48 hours after surgery as these can significantly increase the risk of bleeding. Many supplements (gingko, ginger, turmeric, garlic) have anti-coagulant effects and therefore can increase the risk of bleeding and bruising and should be discontinued for a similar time period. The use of arnica is debatable with no clear evidence to support either its use or its avoidance.

It is recommended that patients on the combined oral contraceptive, and hormone replacement therapy, should stop these for four weeks prior to, and four weeks after surgery, as they may be associated with an increased risk of deep vein thrombosis (DVT).  For patients on the pill alternative forms of contraception should be used.

Patients who are overweight also have a higher risk of complications. If patients are dieting, they should aim to get to their desired weight pre-operatively. Mr Cadier and his team have the policy that such surgery will only be offered to patients with a Body Mass Index (BMI) of less than 36.  The BMI is calculated from the weight and height, and there are many simple tools available on the internet to help perform this calculation. Patients with a BMI of 36 or over have much higher risks both from the surgery and the anaesthetic and the risks therefore potentially outweigh the benefits.






What happens before the operation?

At the initial consultation with Mr Cadier after discussing regarding the specific concerns a full medical and surgical history will be obtained. As part of the consultation a psychological assessment is made to ensure that it is appropriate to undertake the surgery, and on occasions a psychological questionnaire may be required. In all cases Mr Cadier will write to the GP to request a past medical history. Patients may refuse this but need to be aware they are exposing themselves to more risks should they omit or forget some relevant past medical history. Also, in the post-operative period should there be any problems it is important that the GP is aware what has been undertaken in order to be able to offer effective help and advice.  At the consultation details regarding the operation, the aims, the limitations, the recovery and the risks will be discussed. Before the operation you will usually attend for a pre-operative nurse led assessment. You may require a blood test.  Any significant health problems not previously identified may be discussed with Mr Cadier or the anaesthetist, and a further assessment may be required to determine suitability for the procedure.

At admission you will again be assessed by the nurses and you will be measured for a pair of compression stockings.  These are worn to reduce the risk of thrombosis formation and should be worn for a minimum two weeks postoperatively. You will be seen by the anaesthetist prior to surgery and be able to discuss issues pertaining to the anaesthetic and also pain relief in the immediate post-operative period. You will also see Mr Cadier who may make some pre-operative markings and will take photographs for the medical records.

The operation

The operation of breast augmentation is undertaken under general anaesthesia and usually takes approximately 1 to 1¼ hours.  The operation is undertaken on the day of admission and patients stay in hospital for one night following surgery.  The stitches that are used are self-dissolving and drains are usually employed in submuscular placements.  These drains are usually removed on the day of discharge but may be left in longer should there be significant oozing.

The implant pocket

The implants are placed in pockets designed to give the most natural look, this being a balance between providing enough padding to minimize implant visibility, allowing the implant to sit in the breast (important when there is an element of breast droop), and reducing undesirable side effects such as squeezing of the implants on certain movements. In all cases the implant is placed behind all of the breast tissue. The exact placement is tailored to the needs of the individual.

The pocket can be in front of the muscle either in a sub-glandular position, or in a sub-fascial pocket. In this latter placement the implant is placed behind a gristle layer that sits in front of the muscle. This helps to improve the takeoff of the breast in the upper portion and so can give a more natural look.
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In patients who are very slim the implant is usually placed behind the muscle to improve the takeoff and reduce implant visibility. This is the sub-pectoral pocket. In some patients it may be desirable to place the top half of the implant under the muscle and the bottom half just behind the breast. There are several variations of this placement, usually termed Dualplane I, II and III. These placements are particularly useful in slim patients where this is an element of breast laxity, or droop.





The implant types 

There is a very large range of breast implants available with sizes ranging from 80 to 800 cc. Larger sizes are available but only on a custom-made basis.  The implants can either be round or breast shaped (often termed tear-drop, anatomical or bio-dimensional). In most augmentations round implants are used. These have the advantage of looking natural both when upright (as the filler will tend to move down in the implant), and when lying (the filler will move to the side). In shaped implants the shape is constant in both positions. Also, if a shaped implant rotates a very undesirable appearance will result. 

At the current time all the breast implants that are available are made of silicone in their outer layer (some now have polyurethane covering this).  The filler material can either be silicone gel or saline (salt water). Most surgeons feel that the silicone gel containing breast implants give a more natural shape and feel to the breast.  In recent years the silicone gel within the implant has been rendered cohesive. The cohesive gel is more bound together, this giving the advantage of reducing gel leakage whilst at the same time maintaining a natural feel. There are several grades of cohesiveness available though firmer, more cohesive, implants are only used in exceptional circumstances. 

There have been a number of concerns over the years regarding the safety of silicone gel implants though at the current time there is a very substantial body of evidence and research, which has confirmed the safety of these implants. For further details regarding this, the following websites are recommended:

1. Information from BAAPS (British Association of Aesthetic Plastic Surgeons): http://www.baaps.org.uk
2. Information from UK government organization: http://www.mhra.gov.uk
3. Information from US government organisation: http://www.fda.gov/MedicalDevices



Determining the implant size

One of the key factors in determining the success of the augmentation is getting the right size of implant for the patient. Too small and patients feel that will not have benefited from the operation. Too large and the implants will look unnatural and not fit the frame of the patient. Also, clothing will not fit properly, and the heaviness of the implants can predispose to premature drooping of the breasts. There are no ideal ways in which to find the right size. At the initial consultation Mr Cadier will suggest a suitable range of sizes dependent on your specific wishes and also your current anatomy. Additionally, a water bag technique for self-sizing will be described in the initial consultation, and all patients will be offered a sizing consultation with a specialist cosmetic nurse who will usually help determine the most appropriate size by employing custom made sizers and in some cases the use of a 3D scanning device.

What to expect following surgery

Your blood pressure and pulse will be taken regularly following your return to the ward.  You will have an intravenous infusion (a drip), which is usually removed once you are able to tolerate diet and fluids comfortably.  If you experience any pain or discomfort in the initial period following surgery painkillers are given either by injection or as tablets.

Appearance and sensation

Following a bilateral breast augmentation procedure, the breasts will inevitably feel tight and will often look too pert for two to three weeks following surgery.  Sometimes the breasts feel too full in their upper portion.   This will resolve over several weeks as the implants settle down and gravity takes effect. Some loss of sensation around the scar line and between the scar and the nipple is inevitable though this will recover but may take several months to do so.  Nipple sensation is frequently affected following breast augmentation often becoming hypersensitive and, on some occasions, painful.  If this persists then the nipple/areola complex should be massaged and tapped to desensitize it.  Avoiding touching or stimulating the nipple/areola complex will only prolong hypersensitivity.  A few patients notice a reduction or loss of sensation in the nipple.  In most cases this will recover spontaneously, though yet again this may take several months.

Pain relief 

Bilateral breast augmentation can on occasions caused a lot of discomfort especially with the submuscular placement.  For the first few days following surgery it is advisable to take pain relief on a regular basis to keep on top of any pain or discomfort.  After four to five days pain relief is usually taken only as required.  Not infrequently patients find that the pain gets worse forty-eight hours following surgery and then may take several days before it resolves again.  This is as a result of bruising and swelling.  Pain relief should be prescribed prior to discharge.

In the initial 24 - 48 hours patients should avoid Aspirin containing or any other equivalent non-steroidal anti-inflammatory agent (including Brufen, Ibuprofen, Nurofen and Voltarol) as this may increase bruising.

Dressings/Stitches  

At the end of the operation tape is applied to the wound underneath the breast and this is then covered with a light dressing.  A further light dressing is placed over any drain sites.  If the drains are required to be left in after discharge, then you will be shown how to look after the drains and will be attending for drain inspection and removal between one and five days postoperatively (occasionally longer).  At that time the dressings will be inspected and changed if required.  Alternatively, if the drains have been removed prior to discharge then an appointment to be reviewed by the nursing staff in the outpatients will be made seven days following discharge and at that time the dressing will be changed. 

The wound should be covered with a dressing for approximately ten days following surgery and during this time the wounds need to be kept dry.  A small sterile tape will have been applied to the wound at the end of surgery. Ideally this should be left on as long as possible, though if it has not come off by itself at 3 weeks it should be peeled off. At three weeks following surgery it may be beneficial to apply some Vitamin E containing cream or ointment to the scar line once or twice day for a few weeks just to minimize the scarring.  All of the stitches are self-dissolving, and none will need to be removed.  Occasionally at the ends of the scar line you may notice a small lump or feel the end of the stitch.  This is entirely normal, and no action is required as the stitch will dissolve away in due course.

Underwear

Patients are advised to put themselves into a sports bra’ as soon as possible following surgery.  The sports bra’ should be kept on for a total of six weeks being worn both day and night.  The purpose of the sports bra’ is to offer gentle pressure around the breast to help the implant bed in and also to keep it in the right position.  After the six-week period normal bras can be worn including under-wired ones.  

Sleeping 

Initially many patients find it too uncomfortable to sleep on their side or on their front. This discomfort will settle after two to three weeks.  Patients who sleep on their front may experience difficulty as a result of the presence of their new breasts though lying on them after two or three weeks will not cause any problem.

Activities

For the first week following surgery patients are advised not to drive as not only will the safety belt potentially put undue pressure on the breasts but also because patients will not be able to react properly in the event of an emergency stop.  Most patients take one to two weeks off work although some patients return after a shorter period of time.  Some patients where work involves a lot of manual activities including heavy lifting may require a longer period of time off.  Advice regarding this will be given at the initial consultation.  

You are advised to refrain from flying for 4 weeks before surgery and for at least 4 weeks postoperatively.  Please discuss any travel plans you may have around the time of surgery with Mr Cadier before proceeding with the booking.

For patients with children, especially young babies or toddlers, help will be required in the initial two weeks following surgery. Sporting activities including gym work, tennis and badminton should be avoided for between 4 - 6 weeks following surgery, and any vigorous sporting activities where contact is possible should be avoided for 3 months.  There are no specific restrictions on sexual activities, but the breasts should be handled with care for several weeks following surgery.

Follow up

Patients are usually reviewed by the nursing staff for wound check at 7 days postoperatively and then in the outpatient clinic by Mr Cadier around 1 - 2 months postoperatively.

Realistic expectations

Breast augmentation obviously increases the size of the breast but does not necessarily correct pre-existing problems. Patients with breasts that have a large gap between them will still have a gap (though frequently smaller) as the gap is as a result of the width of their breastbone. In these cases, if the implants are placed closer together the implant edge may become visible and the nipple will not be centred on the mound of the breast. Similarly, patients with breasts that point outwards will still have the same configuration post breast augmentation.

With a small amount of breast droop the augmentation may appear to correct this however when marked the droop will still be present and can sometimes appear as a double bubble in which the original breast droops off the implant mound. In some patients this still produces an acceptable result, but in others a breast uplift will be required. The amount of breast droop will be determined at the initial consultation and the consequences and options discussed.
No one is perfectly symmetric and in any individual their breasts will frequently have slight differences in size, shape and nipple position. Additionally, there may be slight differences in the chest wall muscles and in rib cage shape on either side. These differences will usually be identified at the initial consultation and the effect on the result discussed. In patients with significant differences in nipple position this may become more noticeable post augmentation and occasionally it is appropriate to undertake a nipple repositioning procedure. In patients with size differences either a small amount of tissue can be removed from the larger breast or different sized implants can be used.

Risks and complications

As with all surgery complications can occur. Fortunately, with breast augmentation they are relatively uncommon and, in most cases can be resolved with no significant long-term effects. They include:

· Anaesthetic risks – these will be discussed with you by the anaesthetist before surgery
· Bleeding
· Hematoma
· Infection
· Wrong or faulty position of the implant
· Hyperdynamic / Excessive movement on pectoral muscle contraction
· Wrinkling of the skin over the implant (ripples and knuckles)
· Persistent pain
· Changes in nipple or breast sensation
· Poor scarring, including hypertrophic and keloid scarring
· Fluid accumulation (seroma)
· Implant leakage or rupture
· The formation of tight scar tissue around the implant (capsular contracture)
· Possibility of revisional surgery
· Deep vein thrombosis and life-threatening pulmonary embolism

· Anaesthetic complications – these will be discussed with you by the anaesthetist before surgery.
· Death
· Breast Implant Illness
· Anaplastic Large Cell Lymphoma (ALCL)
· Implant recall

In the first few hours following surgery bleeding may occur such that a collection of blood accumulates around the implant. The breast swells massively, and patients need to return to the operating theatre for evacuation of the blood (haematoma) and cautery of any bleeding points. There are no long-term sequelea. The risk is about 1:250.

Infections around the breast implant usually occur at 1 - 2 weeks following surgery. The breast swells, becomes painful and red and in some cases, there is a purulent discharge from the wound. Patients need to return to the operating theatre for a washout of the wound and in most cases the implant will need to be removed. After 3 - 4 months, once everything has settled down it can be replaced. Fortunately, this is a rare complication and occurs in less than 1:1000 cases.

Occasionally the implant sits in the wrong position. This may be due to breast asymmetries or chest wall anomalies (as discussed above) or may be due to the implant moving within the pocket. In some cases when an undesirable appearance results the implant needs to be re-positioned though this is usually deferred for several weeks as the implant(s) may re-position itself into the correct place spontaneously as the swelling dissipates.

When there is relatively little tissue covering the implant, some visibility may occur. This is manifested as ripples, usually occurring in the upper inner aspect of the breast. Modern implants are designed to have low ripple rates but if it should occur the most common corrective measure is to re-position the implant into a deeper pocket, which in itself may have problems. Some palpability of the implant in the crease under the breast is common. It is of no concern and does not affect the cosmetic result.

When implants are situated behind the muscle some squeezing of the implant will occur upon muscle contraction. In most cases this is mild and of no consequence however in some patients it is marked. In these rare cases one solution is to re-position the implant in front of the muscle, however this can result in implant visibility and so may not be a viable corrective measure.

Most patients will experience some pain and discomfort for the first few days following surgery. Some patients experience pain beyond this time period, often as a dull ache, which may be aggravated by touch or exertion. If this does occur usually it will settle spontaneously but this may take several months. Occasionally a course of medication is required, especially when the pain appears to be nerve related.

In all patients there will be a small scar under the breast. This usually fades and becomes very inconspicuous over time. In some patients, especially those with very pale skin the scar may become raised and red and may take many months to settle, sometimes requiring some scar treatment to speed up the process. Very rarely it becomes red and raised and gradually increases in size (keloid scar). This will require additional, usually non-surgical treatment. In patients with a coloured skin the colour of the scar may be paler or darker than the surrounding skin rendering it more conspicuous.

Some patients develop small bands under the scar. These are called “Mondor's cords” and are visible extending from below the incision to the lower chest and rarely towards the abdomen. These cords are nothing more than irritated veins just under the skin with some clotted blood inside them. They go away by themselves after a few weeks and no treatment is required.

Seromas are an unusual problem following breast augmentation and represent an accumulation of blister-like fluid around the implant on one or both sides. Patients notice a sudden swelling of the breast. This can occur several years following surgery and may be precipitated by a violent bout of exercise. In most cases this is a not a significant problem and treatment is usually non-surgical and includes wearing a compression bra, avoiding the precipitating exercise and taking anti-inflammatory medication. However, because of the very rare risk of BIA-ALCL (see below) patients should always seek medical advice, and ideally return to Mr Cadier for review.

When a breast implant is inserted the body will automatically put a layer of scar tissue (a capsule) around the implant. In most cases this is of no consequence. However, in some patients, for reasons not fully understood, the scar tissue thickens and squeezes the implant. This is termed capsular contracture. This may occur at any stage following augmentation, though it is unusual in the first year. It can come on slowly or rapidly and affect one or both breasts. In many cases it is manifest by firmness of the implant, but in severe cases the implant becomes hard and painful and the breast shape is distorted. Capsular contracture is detected in about 1:10 to 1:20 patients at 10 years following augmentation, though only about 1:25 to 1:50 require treatment. The treatment is surgical, and patients should be aware that they would be liable for treatment costs.

All breast implants leak tiny quantities of silicone into the surrounding tissue. Modern implants incorporate special shells and the filler gel is cohesive, these both being designed to minimize any silicone leakage. This microscopic leakage has been known about for many years and initially it was thought that it might be associated with skin and joint conditions. This was originally called Human Adjuvant Disease and for several years in the 90’s implanting silicone gel implants for cosmetic augmentation was stopped in the US. Following multiple studies which showed no evidence of this disease the ban was reversed. However, in the last 2-3 years there have been reports of patients with silicone implants developing a multitude of symptoms that has been grouped together under the term Breast Implant Illness. Following implant removal most patients report that their symptoms improve. However, patients should undergo full investigations of any symptoms as Breast Implant Illness is at the current time a diagnosis that should only be considered after all tests are shown to be normal. Further information can be found in a separate information leaflet.


The breast implants used by Mr Cadier are all state of the art being made by highly reputable companies and are extremely well designed and subjected to rigorous tests. Breast implants will not rupture when going in airplanes, contrary to some popular belief. It is recognized that with some implants over the course of many years the shell of the implant may develop cracks and silicone gel can be found between the capsule and the implant shell (termed intra-capsular rupture). Usually this is not associated with any symptoms and may be picked up when a patient is having a scan or mammogram for some other reason. In these cases, patients are advised that it is probably appropriate for the implants to be changed as it is possible that over the course of several more years that free silicone gel may be found outside of the capsule in the breast tissue (termed extra-capsular contracture). This free silicone gel can form lumps in the breast (granulomas) which in themselves are not dangerous but can be potentially confused with breast cancers. It should be stressed that even with the implants used 15 - 20 years ago (which neither had cohesive gel nor extra barriers as found in the modern implants) that the incidence of granuloma development, even after 20 years, is very small.

Following any surgery there is a risk in developing a deep vein thrombosis (DVT). This is a clot in the calf vein of the leg. In itself it may result in pain and swelling. The risk is that should the clot separate from the vein it can move to the lungs resulting in a pulmonary embolism. This is a potentially life-threatening situation. All attempts are made to reduce the risk using compression stockings during and for two weeks after surgery, using pneumatic compression devices on the legs at surgery and in the immediate post-operative period, by encouraging early mobilization, advising patients to stop the combined oral contraceptive pill or Hormone Replacement Therapy (HRT) four weeks prior to surgery, and where it is felt appropriate using injections of blood thinning agents. 

All surgical and anaesthetic procedures have risks and some are life threatening, these include pulmonary embolism, anaphylaxis (severe allergic response to a medication) and adverse drug reactions. Death however remains an extremely rare complication.


Breast Implant Illness

Breast Implant Illness is a condition in which women with breast implants develop a large variety of symptoms including chronic tiredness, joint pains, skin rashes and memory loss. There are up to 52 symptoms. Breast Implant Illness has only been apparent in the last few years and sufferers attribute their problems to their breast implants. The vast majority of patients feel better after implant removal.

It should be stressed however that there are no tests or investigations to confirm the diagnosis and all other causes of such symptoms should be excluded first. Patients should seek help through their GPs, and may need specialist referrals with rheumatologists, dermatologists and neurologists to make sure that there is no other cause for their symptoms.

This condition is not new. In 1975 in the US the breast implant manufacturer Dow Corning was successfully sued by women complaining of similar problems following silicone breast implant insertion. This was termed Human Adjuvant Disease. No specific cause was ever found. The US banned the use of silicone breast implants for several years whilst waiting for the results of comparison studies of women with silicone breast implants compared to women without implants. No association was found between silicone breast implants and the symptoms and the ban was reversed. All subsequent patients in the US having silicone breast implants were meant to be followed up long term, though this has not really been successful with many patients being lost to follow up.

Since that time there have been many studies but no real conclusive evidence of either Human Adjuvant Disease or Breast Implant Illness. However, there are several findings with silicone breast implants that have never been explained. When a silicone breast implant ruptures many women have no symptoms and it is picked up as an incidental finding on a breast scan or when the breast is being operated on to replace implants for other reasons (size change, capsular contracture). However, some women develop an instant reaction when their implants rupture with massive swelling and inflammatory changes. Likewise, with the scandal with PIP implants (manufactured with silicone gel meant for beds) when these ruptured the implants frequently changed colour and became surrounded with a large amount of sterile pus. These findings have never been explained but it is likely that some women react to the products within the implants differently. Implants do not just contain pure silicone but have a variety of substances (catalysts, breakdown products during the manufacturing process amongst others). The reactions will be with the immune system and many of the symptoms are reminiscent of autoimmune diseases.

Despite this the condition is not common and the vast majority of women are delighted with the result of breast augmentation with many demonstrable self-esteem and psychological benefits.

The following is the most recent statement from the UK organisations that represent aesthetic breast surgeons (BAAPS, BAPRAS and ABS):

Another concern is whether implants can make some people ill. Breast Implant Illness (BII), or Autoimmune Syndrome Induced by Adjuvants (ASIA), is a collection of multiple symptoms, most of which are common in the general population who do not have breast implants. BII/ASIA is not a WHO recognized disease, but there is much ongoing work and an enormous amount of data being collected and analysed internationally to establish if BII is a classifiable disease or not. Our three surgical Associations are represented on the Plastic, Reconstructive and Aesthetic Surgery, Expert Advisory Group (PRASEAG), which advises the MHRA. The group also has a representative on the International Global Network Forum and ICOPLAST (International Confederation of Plastic Surgery)
The MHRA is also looking at the published literature on both BIA-ALCL and BII. The PRASEAG expert advisory group will review the literature to build on the knowledge already gained as part of the Independent Review Group’s (IRG’s) report, which was commissioned by the Chief Medical Officer in the 1990s. This detailed review looked at the safety of breast implants from a number of different perspectives and considered evidence from a number of sources. The IRG published its report in 1998  (https://webarchive.nationalarchives.gov.uk/20110504132647/http:/www.mhra.gov.uk/Safetyinformation/Generalsafetyinformationandadvice/Product-specificinformationandadvice/Product-specificinformationandadvice-A-F/Breastimplants/Siliconegelbreastimplants/IndependentReviewGroup-siliconegelbreastimplants/index.htm) to IRG report) finding there was no evidence of a link between silicone breast implants and the symptoms reported at that time.


Breast Implant Associated - Anaplastic Large Cell Lymphoma

Anaplastic large cell lymphoma (ALCL) is an extremely rare type of cancer that can occur in adults and children. Over the last two decades, there have been rare reports of ALCL occurring in the scar tissue surrounding breast implants. This has led the medical community to recognise a new and different type of ALCL, referred to as Breast Implant- Associated ALCL (or BIA-ALCL for short). BIA-ALCL does not appear to behave in the same way as ALCL and in most cases is less severe. It should be noted that this is a very rare condition: at the time of writing (March 2020) there have been 700 cases reported worldwide since 1997, with an estimated 10 million implants inserted during the same period. Although there have been 19 reported deaths to date, BIA-ALCL in most cases is readily treatable by removing the scar tissue surrounding the implant and replacing the implant. It usually presents in women 8-10 years following implant insertion with sudden swelling of the breast as a result of a fluid collection – a seroma. Should this occur patients should seek urgent medical advice.

BIA-ALCL appears to occur when the implants have a macro-textured surface. This texturing is designed to reduce the risk of capsular contracture. In the UK in the last 20 years most implants that have been inserted have macro-texturing. The commonest implants used worldwide were made by Allergan. When evidence mounted that BIA-ALCL was associated with Allergan macro-textured implants most countries imposed a ban on their use and in 2018 Allergan voluntarily recalled all stocks of these implants. It should however be stressed that at the current time the risk of developing and dying from BIA-ALCL is extremely low, and that the very small mortality risk of the routine procedure to remove or replace the implants would be higher.

The following is the most recent statement from the UK organisations that represent aesthetic breast surgeons (BAAPS, BAPRAS and ABS):

One concern is about Breast Implant Associated Anaplastic Large Cell Lymphoma (BIA-ALCL). The World Health Organisation (WHO) defined BIA-ALCL as a disease in 2016 and our current information suggests that BIA-ALCL happens with 1 in every 24,000 implants inserted in the UK. Athough it is not yet known exactly why, significant variations in incidence rates are being reported between countries who have reported cases of BIA-ALCL.  By comparison Breast cancer, which is not related to having breast implants, occurs in 1 in 8 women in the Western World. BIA-ALCL typically presents on average 8-10 years after breast augmentation with visible, painless swelling of a breast over a period of a few weeks due to fluid accumulation called a seroma, or less frequently with a lump in the scar tissue (‘capsule’), which can develop around any breast implant. In July 2018 the MHRA advised that the very small risk of ALCL should henceforth be discussed with all patients considering having breast implants for either cosmetic or reconstructive reasons.
BIA-ALCL is usually treatable and curable with surgery, although other treatment may be required. Whereas BIA-ALCL continues to be a rare disease in the UK, we are monitoring both UK and international events closely with the UK regulator, the Medicines and Healthcare products Regulatory Agency (MHRA). The full clinical details are only known in approximately one third of BIA-ALCL patients worldwide.  It is therefore essential to obtain as much information as possible about each case to help understand this disease. The national Breast and Cosmetic Implant Registry (BCIR) (https://digital.nhs.uk/data-and-information/clinical-audits-and-registries/breast-and-cosmetic-implant-registry) is in regular contact with other international Registries, and it is important that UK government funding should continue to support this.
Advice for clinicians and patients in the UK on BIA-ALCL has been published by MHRA, produced with the help and advice of world renowned, independent experts, including toxicologists, bacteriologists, material scientists, lymphoma specialists, radiology specialists, representatives of breast cancer charities and surgeons from our Associations:
www.gov.uk/guidance/breast-implants-and-anaplastic-large-cell-lymphoma-alcl#current-uk-advice
The UK Plastic and Breast Surgery associations are closely involved in a growing international collaboration by the healthcare community to collect the information needed to find out more about breast implants and inform our patients. Patient safety is of paramount importance and our guidance will be updated in the light of new evidence.
Current advice from MHRA and all regulators world-wide is that those patients who have breast implants do not need to have them removed as the risks associated with surgery to remove implants and capsules outweigh the risks of potential disease. However, should patients develop any breast symptoms such as swelling, lumps or pain they should seek immediate advice from their family doctor and or operating surgeon and should be referred for assessment.



Advice for individuals with breast implants:
If you have breast implants and experience any problems with your breasts, in particular swelling, lumps or change in shape, then you should seek medical advice.
If you think your breast implants are causing general health problems you should seek the advice of your original implanting surgeon or the hospital/clinic where the implant operation took place. If you cannot contact either of those, please consult your GP.   
Advice for patients with Allergan (McGhan / Natrelle) implants with a textured Biocell® surface:
Following a ruling by the French regulator over the possible link with Allergan’s textured surface (Biocell®), the CE mark was not re-awarded for this product in December 2018. Allergan subsequently recalled all of their textured implants Worldwide. Their recall was for implants already sent out to distributers and hospitals. It was not a recall of implants in patients and does not change the advice from the MHRA regarding patients currently with implants.

Implant recall

Over the years there have been several implants recalls most notably the Trilucent soya bean oil filled implants (the first publication of the problems of Trilucent implants was by Mr Cadier, directly resulting in a request for widespread removal by the MHRA regulatory body), the Hydrogel implants and the fraudulently poorly manufactured PIP implants.
In the past patients were advised that their implants would need to be changed at 10 years. This is no longer considered to be correct and implants may last much longer, and in an older patient may never need to be changed. The commonest reasons for changing implants is patients requesting size changes or developing one of the problems as described above, in particular capsular contracture.

What happens if there is a complication?

When complications do occur, all attempts are made not only to remedy the problem in as speedy a manner as possible but also to optimise the final result. As with all cosmetic surgical procedures undertaken by Mr Cadier, there is a fixed fee policy, which means that no further charges are incurred for the treatment of complications that are identified within 6 months following the initial surgery. Revisional policies for aesthetic concerns have changed and, in most cases, additional fees will be incurred. Patients need to be aware regarding the limitations of surgery and have very realistic expectations about outcomes.

The vast majority of patients are delighted with the result of breast augmentation surgery. In many it results in a dramatic increase in self-confidence and patients feel not only more proportioned but also more feminine.
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Ph:		01725 511 550
Email:		theoffice@michaelcadier.com

Website : 	www.michaelcadier.com

Hospital:	Nuffield Bournemouth, 67 Lansdowne Rd, Bournemouth Dorset, BH1 1RW.
               Tel: 01202 291866
		

	


About your Surgeon:

[image: ]Michael Cadier was educated at the French Lycée in London, studied at Oxford University and undertook Medicine at St Thomas’ Hospital, London. After training in London, Salisbury and Bristol he became an NHS Consultant in the Supra-regional Plastic Surgery Unit in Salisbury in 1996, becoming Head of this Service in 1999. In his NHS practice he developed a breast reconstruction service in Portsmouth, and in 2000 was appointed as cleft surgeon to the newly established Spires Cleft Centre, for which he also became the first Clinical Director in 2002. He undertook yearly cleft lip and palate Charity missions in rural Pakistan from 1996 to 2009. He has a busy aesthetic surgery private practice along the South Coast, undertaking the full range of aesthetic surgery procedures. He has performed over a thousand facelifts, and over 1500 breast augmentations, with similar numbers for all of the more common aesthetic procedures. In 2015 he became fully private, concentrating solely on aesthetic surgical practice.

He is widely published and lectures and teaches on aesthetic surgery both nationally and internationally. In 2006 he was invited to become an examiner for the FRCS (Plast). He is the Program Director for the South Coast Reconstructive Cosmetic Surgery Fellowship, was part of the first UK delegation in the CEN in cosmetic surgery (European regulation) and chaired the CSIC Royal College committee on Clinical Quality and Outcomes in Cosmetic Surgery.

The British Association of Aesthetic Surgeons (BAAPS) is the leading organization for aesthetic surgery in the UK. He was elected to BAAPS Council in 2006 and was President of BAAPS from 2014 to 2016. One of his key objectives is to ensure that UK plastic surgeons of the future will practice aesthetic surgery to the highest possible and with that aim he has helped establish a comprehensive national training program in aesthetic surgery.
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