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10-15° of active movements of the toes. He doesn’t have 
flexion contracture of toes, and toes are maintained 
in the neutral position. A composite injury to the 
underlying bones, non-vascularised grafts, and the soft 
tissue reconstruction may be partly responsible for this 
lack of active movements. But the reconstruction has 
splinted the toes in a functional position and the patient 
is able to perform all his routine activities. The authors 
would like to propose its use for similar situations, as 
this graft material is easily available and still not being 
commonly used by plastic surgeons.
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Breast reconstruction 
awareness among educated 
women in a metropolitan 
city

Sir,
In spite of the poor reporting system in India, it is very 
evident from the various statistics that the incidence of 
breast cancer is rapidly rising, amounting to a significant 
percentage of all cancers in women.[1] Breast cancer is the 
commonest cancer in urban areas in India and its incidence 
in India is about 20.1%.[2] According to a study by Dikshit 
et al.,[3] increasing trends in the incidence of breast cancer 
have been observed in India, including Mumbai. These 
have likely stemmed from an increasing adoption of 
lifestyle factors more akin to those commonly observed 
in westernized countries. Although the incidence of 
breast cancer is rising, breast reconstruction surgery for 
any purpose is very uncommon.

We conducted a survey with the purpose of knowing 
the awareness of reconstructive surgery. A simple 
questionnaire was prepared consisting of the following 
eight questions:
1. Are you aware of breast cancer?
2. Are you aware of treatment options for breast cancer?
3. If yes, what options do you know?
4. Are you aware of reconstructive surgery after 

operation of breast cancer?
5. If yes, what types of surgeries are you aware of?
6. Are you aware of aesthetic surgeries of the breast?
7. Do you know where are these surgeries performed 

and who does them?

The inclusion criteria were females, 20 years of age and 
above, who have completed basic education (minimum 
10 + 2). A total of 1000 participants were surveyed from 
various areas in Mumbai. The forms were segregated 
on the basis of age as follows: Category I, between 
20 and 30 years (n = 374); category II, between 30 
and 40 years (n = 290); category III, between 40 and 
50 years (n = 208); and category IV, 50 years and above 
(n = 128).

Exactly 958 out of 1000 participants were aware of 
breast cancer, and out of these, only 653 were aware of 
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the treatment options of breast cancer. A total of 336 
participants were aware of surgery as an option, with 
maximum in category III (56%) followed by I (53.3%), 
II (47.9%), and IV (46.6%). Most of them were aware 
of chemotherapy (87.1% in category I, 66.3% in II, 64% 
in III, and 56.8% in IV). Knowledge about radiotherapy 
was highest in category IV (38.6%) which was close to 
the average of 31.9%. A total of only 16 females knew 
about hormonal therapy out of which 11 (3.6% of 336) 
were from category I.

Our main purpose was to know about the awareness of 
breast reconstruction. Only 242 of them were aware of 
reconstructive options after the treatment of carcinoma 
breast. The older group had a better knowledge about 
the options, as compared with the younger ones. Most 
of them said they had never heard about reconstruction 
after cancer surgery. Autologous reconstruction as a 
mode was known in category I, II, III, and IV by 51.1%, 
40.3%, 44.2%, and 39.4% of the participants, respectively, 
out of 242, which turns out to be 4.8%, 2.7%, 1.9%, and 
1.5% of the total number of participants in category 
I, II, III, and IV, respectively. Most of the females knew 
about implants (177, 17.7% of the total) and many of 
them came to know about them from newspapers and 
magazines. 9.9% of the total participants were aware of 
aesthetic surgeries of the breast (augmentation with 
implants). Most of them were of younger age group, that 
is, 76 out of 99 females were between 20 and 40 years. 
Also, 352 participants were aware of where these 
surgeries are being performed and only 127 females 
were aware of the names of various private hospitals in 
Mumbai. Most of the participants wrote the name of Tata 
Memorial Hospital (211). Only 14 of these participants 
were aware of such surgeries being performed in 
government hospitals.

No previous survey has been done in India regarding 
the awareness of breast cancer reconstruction surgeries. 
Although performed exclusively in Mumbai, this may 
reflect the level of awareness anywhere in India. Because 
being a metropolitan city, it has all the facilities of cancer 
detection, its treatment and reconstruction options are 
available in not only private hospitals, but also in all the 
government hospitals. Also, it has one of the highest 
numbers of plastic and reconstructive surgeons. In the 
USA, the women’s Health and Cancer Rights Act was 
designed to ensure women’s access to post-mastectomy 
breast reconstruction by mandating insurance coverage 
for these procedures.[4] Still fewer than one-fifth of the 

women receive breast reconstruction at the time of 
mastectomy.[5] In our survey, we only included women 
with basic education (10 + 2), but to our surprise the 
results were very poor. The condition in rural areas is 
therefore hard to imagine.

Out of many reasons for low number of breast 
reconstruction, the main reason in India is lack of 
awareness of the cancer and its reconstructive options, 
which is evident from our survey. We believe that every 
woman undergoing treatment of breast cancer must be 
given the option for reconstruction and the operating 
surgeon has a big role to play in dispensing this 
awareness. In western countries, there are low rates of 
referral to plastic surgeons along with increasing use of 
reconstructive or oncoplastic surgery by general surgeons 
with an increasing trend in Europe for general surgeons 
to take over the entire surgical management of breast 
cancer patients.[6] The government, NGOs, and other 
clinicians must understand that breast reconstruction 
is not a separate procedure, but a part and parcel of 
complete treatment of carcinoma breast, and therefore 
they should involve the plastic surgeons actively in the 
treatment.

If such is the condition amongst educated women, the 
task required to spread awareness within the rest of 
the women can be a real difficult task. Like epidemic 
diseases, all efforts should be made for spreading 
awareness amongst the entire population with various 
cancers, their detection, and possible treatment options.

“Reconstruction is not an option…. In fact, it is the right 
of the patient.”
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Bilateral pneumothorax 
following breast 
augmentation: Beware and 
be aware

Sir,
Breast augmentation is one of the most commonly 
performed aesthetic surgeries across the globe. The 
common complications reported with the procedure 
are haematoma, infection, capsular contracture, breast 
asymmetry, rupture or rotation of the implant.

Here, we report a case of bilateral pneumothorax following 
breast augmentation in order to create awareness among 
plastic surgeons and practitioners.

A 25-year-old unmarried woman was brought to the 
emergency room for difficulty in breathing and chest 
discomfort of four days which got worse over three hours. 
She denied any history of injury, breath-holding activity, 
fever, chills, night sweats, cough, haemoptysis, or any 
previous illnesses. She was a non-smoker and denied any 
illicit drug use. She underwent bilateral breast augmentation 
surgery four days ago as a day care procedure elsewhere. 
She had been complaining of pleuritic chest pain and non-

productive cough associated with mild dyspnoea during 
immediate postoperative period.

On examination, she was conscious, oriented, acyanotic, 
tachypnoeic, dyspnoeic, tachycardic and her oxygen 
saturation was 89% on room air with bilateral decreased 
air entry and hyper resonant on percussion. Her arterial 
blood gas analysis revealed acute respiratory alkalosis 
and hypoxemia. Chest radiograph showed bilateral 
pneumothorax with collapsed lung (30% on right side, 20% 
on left side). Chest drain was inserted into both pleural 
cavities, subsequently her dyspnoea improved and drain 
was removed on day four. Her thoracic CT scan did not 
demonstrate any emphysematous change or bulla in the 
expanded non-atelectatic lung parenchyma.

On further discussion with the operated cosmetic 
surgeon, the bilateral breast augmentation was done with 
saline gel implants (210 ml on right and 230 ml on left), 
via the axillary route in the subpectoral plane, under local 
anaesthesia with intravenous sedation. He infiltrated 
lidocaine with 22-gauge spinal needle to achieve field 
block and at no stage there was a suspicion of penetration 
of the needle through the intercostal space. Subpectoral 
pocket was created under direct visualisation by blunt 
dissection with his fingers. The surgery lasted for about 
two hours and it was uneventful.

Pneumothorax has been reported as a rare complication 
of breast augmentation but the exact incidence is not 
known.[1] However, a recent survey of Californian Plastic 
Surgeons concluded that the incidence of pneumothorax 
could be more prevalent than previously reported and 
no definite precipitating factor could be established.[2] 
Various mechanisms of its causation have been observed 
and hypothesised. Among possible aetiologies, accidental 
needle penetration during local infiltration, direct 
trauma to the pleura during surgery, thermal damage 
from diathermy, rupture of pre-existing bleb, or high 
anaesthetic ventilation pressure have been observed.

Barotrauma during implant insertion has also been 
proposed as another mechanism which was supported 
by a South African case series;[3] they drained the air in 
the subpectoral pocket before implant insertion and 
noted that patients did not develop pneumothorax 
in post-operative period in contrast to their previous 
observations where three consecutive patients 
underwent breast augmentation without drainage of air 
and had developed asymptomatic pneumothoraces. The 
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