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Abstract
Breast tissue–preservation surgery relies on the identification of anatomical dissection planes that allow surgical access while minimizing dis-
ruption of glandular and fascial structures. Although a plane between the mammary gland and the pectoralis major fascia is increasingly utilized 
in aesthetic procedures, its anatomical basis remains incompletely defined. The aim of this study was to describe the anatomical and histolog-
ical foundations of a posterior intralamellar dissection plane located between the corpus mammae and the pectoralis major fascia and to char-
acterize its relevance for breast tissue–preservation surgery. Eight bilateral dissections (n = 16 breasts) were performed on fresh cadavers at 2 
academic anatomy centers between 2024 and 2025. Conventional breast augmentation approaches (subglandular, subfascial, and dual-plane) 
and breast tissue–preserving techniques were sequentially performed. Specimens underwent layer-by-layer anatomical dissection or sagittal 
sectioning. Macroscopic, endoscopic, and histological analyses were conducted at standardized anatomical locations using hematoxylin and 
eosin, Masson’s trichrome, and Sirius Red/Fast Green staining. A consistent posterior lamella composed of laminated adipose and fascial layers 
was identified in all specimens, regardless of the surgical approach. This posterior intralamellar plane separated the corpus mammae from the 
pectoralis major fascia and demonstrated variable thickness but reproducible continuity. Atraumatic tunneling and balloon-assisted expansion 
preferentially propagated within this plane, creating a reproducible dissection space while preserving glandular, fascial, and adjacent neuro-
vascular structures. Histological analysis confirmed a distinct laminated fascial architecture, clearly differentiated from both glandular parenchy-
ma and underlying muscular fascia. The posterior intralamellar plane represents a consistent anatomical and histological dissection plane 
suitable for breast tissue–preservation surgery. Recognition of this plane provides an anatomical rationale for conservative surgical strategies 
that preserve glandular integrity and may facilitate posterior access aligned with native breast tissue architecture.

Level of Evidence: 4 (Therapeutic)
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The anatomy of the mammary gland has traditionally been described 
through macroscopic and microscopic observations, with emphasis 
on glandular, vascular, and neural structures. In breast surgery, clas-
sical augmentation approaches have historically relied on broadly 
defined dissection planes located deep to the mammary gland or 
the pectoralis major muscle.1 These planes, however, were largely 
established through surgical convention rather than through detailed 
anatomical characterization. In contrast, the fascial architecture of the 
breast, including the mammary fasciae and retinacula cutis, has 
received comparatively limited attention, despite its central role in 
mechanical support and tissue organization. This relative underrep-
resentation is largely attributable to the inherent difficulty of studying 
these structures comprehensively in 3 dimensions.2-4 Conventional 
anatomical dissection techniques may obscure fine connective tis-
sue layers or generate artificial or surgical planes of separation, 
whereas histological approaches provide only focal, limited-field 
analysis. Consequently, the laminated organization of breast fasciae 
and its potential surgical relevance remain incompletely character-
ized.4 Recent advances in anatomical investigation, including magni-
fied dissection, microdissection, refined sectioning techniques, and 
modern histological analysis, allow renewed evaluation of the adipo-
fascial lamellae surrounding the corpus mammae, as well as the cir-
cummammary and vertical retinacular systems. A more precise 
understanding of this fascial organization is increasingly relevant in 
the context of breast tissue–preservation surgery, where respect 
for native connective tissue architecture may minimize glandular dis-
ruption and contribute to durable aesthetic outcomes.5,6

The aim of this preliminary study was to describe the anatomical 
and histological features of a posterior intralamellar dissection plane 
located between the corpus mammae and the pectoralis major fa-
scia, thereby providing an anatomical foundation for conservative, 
tissue-preserving surgical approaches.

METHODS
Study Design
This study was designed as a descriptive anatomical and histological 
investigation of the fascial architecture of the mammary gland, with 
particular focus on the posterior intralamellar plane located between 
the corpus mammae and the pectoralis major fascia.

Specimens
Eight fresh female cadavers underwent bilateral breast dissections 
(n = 16 breasts). Three cadavers were dissected at the School of 
Surgery of the Fer à Moulin, Assistance Publique–Hôpitaux de 
Paris, in October 2024, and 5 cadavers were dissected at the 
Division of Anatomy and the Body Donation Program of the 
University of California San Diego, in October 2025. This study was 
conducted in accordance with the ethical principles of the 
Declaration of Helsinki and complied with the regulations governing 
body donation programs at the participating institutions.

All cadavers had been previously injected with colored latex for 
vascular delineation, using red latex for the arterial system and 
blue latex for the venous system. Vascular injections were performed 
by selective cannulation of the deep superior epigastric arteries and 
veins at the level of the inferior costal margin. To optimize targeted 
vascular filling, the subclavian arteries and veins were proximally 
clamped bilaterally, thereby isolating the aortic arch and brachioce-
phalic veins, and the axillary arteries and veins were distally clamped 
beyond the origin of the subscapular vessels. This approach allowed 

controlled pressurization and ensured complete latex perfusion of 
the breast parenchyma and its principal vascular pedicles.

Surgical Dissection Protocol
Each specimen underwent sequential breast pocket creation using 
commonly described augmentation approaches, including subfas-
cial, subglandular, and dual-plane techniques, as well as 2 breast 
tissue–preservation techniques, Mia Femtech and Preservé 
(Establishment Labs, Coyol, Alajuela, Costa Rica; Figure 1).7-13 All 
procedures were performed by senior plastic surgeons in accor-
dance with published technical descriptions to reproduce standard 
surgical conditions and to evaluate tissue-plane behavior during 
dissection and implant placement. In all but 2 breasts, silicone 
gel–filled breast implants were inserted following pocket creation. 
In 2 breasts, the inflatable balloons of the tissue-preserving, mini-
mally invasive system were intentionally left filled with water to pre-
serve pocket morphology and ensure structural stability during 
subsequent freezing and sectioning.6,13 Following completion of 
the surgical procedures, specimens were assigned to 1 of 2 postpro-
cedural anatomical analyses by 2 independent anatomists: (1) 
layer-by-layer anatomical dissection (n = 10 breasts), performed us-
ing combined blunt and sharp techniques to allow direct visualiza-
tion of fascial planes, retinacular structures, and neurovascular 
elements; or (2) sagittal sectioning (n = 6 breasts), performed at 
1-cm intervals using a band saw after 72 h of specimen freezing, 
in order to preserve spatial relationships between the corpus mam-
mae, posterior lamella, and chest wall.

Anatomical Documentation
High-resolution macrophotography was performed using 
smartphone-mounted optical macro lenses (75 mm focal length 
and 1.7× magnification) to document fine fascial structures. 

Figure 1. Macroscopic appearance after bilateral breast augmentation procedures. 
Predissection surface markings are visible in a 72-year-old female specimen. Red 
markings delineate the circummammary fascial boundaries and indicate the 
planned axis of atraumatic tunneling for pocket creation, extending from the lateral 
mammary scar toward the manubrial notch. Black markings correspond to the cuta-
neous projection of the superior mammary fold, identified after superior displace-
ment of the mammary gland. Right breast: subfascial augmentation. Left breast: 
Preservé augmentation. The image illustrates symmetrical implant positioning 
achieved using different dissection strategies. Property of Establishment Labs 
(Alajuela, Costa Rica). All rights reserved, 2026. Reproduced with permission.
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Videoendoscopic visualization was additionally performed through 
the access channels created during minimally invasive breast proce-
dures, allowing in situ assessment of the posterior intralamellar plane 
and its relationships to adjacent glandular, fascial, and vascular 
structures.

Histological Analysis
Targeted tissue samples were harvested from the posterior lamella at 
standardized anatomical locations, including the superior and inferior 
mammary folds, along parasagittal planes passing through the mid-
clavicular level. Specimens were processed using routine histologi-
cal techniques and stained with hematoxylin and eosin, Masson’s 
trichrome, and Sirius Red/Fast Green to evaluate collagen organiza-
tion, fascial lamination, and the interface between glandular, adipose, 
and fascial tissues.

Terminology and Anatomical Framework
In the present study, anatomical terminology follows the principles 
of the Nomina Anatomica, updated in accordance with the 
Terminologia Anatomica, second edition (TA2), as established by the 
Federative International Programme for Anatomical Terminology.14-18

The terminology used herein reflects conceptual laminar relationships 
within a continuous connective tissue system rather than discrete or 
compartmentalized anatomical entities.19 This approach is intended 
to describe anatomical organization and surgical behavior without im-
plying the existence of newly defined or isolated structures.

RESULTS
Specimen Characteristics
The specimens had a mean age of 83.6 ± 8.1 years, a mean body 
weight of 75.2 ± 10.6 kg, a mean height of 1.64 ± 0.04 m, and a 
mean BMI of 27.6 ± 4.9 kg/m2.

Macroscopic Anatomy and 
Fascial Organization
The posterior intralamellar plane and its laminated posterior lamella 
architecture were observed consistently across specimens, irrespec-
tive of the augmentation approach performed (subglandular, subfas-
cial, dual-plane/retropectoral, and tissue-preserving posterior 
dissection techniques). In the specimens undergoing a 
breast-tissue-preserving approach, the atraumatic tunneling and hy-
drodissection, performed using a saline infiltration cannula under ul-
trasonographic guidance, consistently entered a laminated plane 
within the posterior lamella, located between the corpus mammae 
and the pectoralis major fascia (Figure 2). This posterior intralamellar 
plane was reproducible in all specimens and could be expanded by 
saline infiltration, including in specimens with relatively thin posterior 
lamellae. Interindividual variability in posterior lamella thickness was 
observed, although its laminated organization remained consistent 
across specimens. This laminar organization allowed reliable identifi-
cation of the dissection plane and facilitated controlled pocket crea-
tion. At the periphery of the breast, convergence of superficial and 
deep fascial layers consistently defined a circummammary boundary. 
Neurovascular bundles were observed to course within this peripher-
al zone and were preserved during atraumatic tunneling and 
balloon-assisted dissection performed within the posterior intrala-
mellar plane (Figure 3).

Endoscopic Observations
Videoendoscopic assessment performed through minimally invasive 
inframammary access channels confirmed the presence of multilay-
ered adipofascial structures and a continuous posterior intralamellar 
plane located posterior to the balloon-dissected pocket. Endoscopic 
progression through the channel demonstrated smooth separation 
between laminated fascial layers without disruption of the lamellae, 
glandular tissue, or neurovascular structures with the tissue- 
preservation techniques (Figure 4).

Section Analysis and Identification of the 
Posterior Intralamellar Plane
In all specimens, the mammary gland was identified as a discrete, mark-
edly atrophic glandular body corresponding to the corpus mammae, 
which was difficult to delineate because of advanced age-related invo-
lution. Superficial to the corpus mammae, the anterior lamella was iden-
tified as a fatty-fascial layer of variable thickness, influenced by specimen 
BMI and the trophicity of the subcutaneous adipose tissue. Posterior to 
the corpus mammae, a distinct fatty-fascial layer consistently separated 
the corpus mammae from the chest wall musculature fasciae. This pos-
terior lamella demonstrated a characteristic laminated architecture, with 
multiple thin adipofascial sheets arranged in parallel. The structure was 
continuous along the craniocaudal axis and extended from the paraster-
nal region medially to the midaxillary line laterally, delineating a stable 
anatomical plane posterior to the mammary gland (Figure 5).

Histological Findings
Histological analysis confirmed that the posterior lamella was com-
posed of alternating layers of adipose tissue and collagen-rich fascia. 
Hematoxylin and eosin staining demonstrated a clear separation be-
tween the glandular tissue and the posterior fascial layers, with no 
glandular elements identified within the posterior lamella. Masson’s 
trichrome and Sirius Red/Fast Green staining highlighted dense col-
lagen bundles arranged in parallel bands within the posterior lamella, 
distinct from both the glandular parenchyma and the fascia of the 
pectoralis major muscle. No direct continuity between glandular ep-
ithelial structures and the posterior lamella was identified on histolog-
ical sections within the limits of the specimens studied (Figure 6).

DISCUSSION
This preliminary study presents an anatomical and histological char-
acterization of a posterior intralamellar dissection plane located be-
tween the corpus mammae and the pectoralis major fascia, with 
implications for conservative, tissue-preserving surgical strategies. 
Although classical anatomical descriptions have long acknowledged 
the presence of a loose plane posterior to the mammary gland, the 
laminated organization and surgical behavior of this region have re-
mained incompletely defined. Our findings demonstrate that this 
area does not represent a single potential plane but rather a well- 
defined, reproducible laminated adipofascial system. This lamination 
delineates the posterior boundary of the corpus mammae from the 
anterior surface of the chest wall musculature, with no glandular tis-
sue identified within this plane, according to the limits of the speci-
mens and tissue samples analyzed. The posterior intralamellar 
plane therefore constitutes a distinct anatomical compartment, struc-
turally separating the mammary gland from the pectoralis major fa-
scia, with a thickness that varies according to specimen BMI.
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Anatomical Interpretation of the 
Posterior Lamella
The fascial anatomy of the breast has long been subject to diver-
gent interpretations, largely because delicate connective tissue lay-
ers are particularly susceptible to distortion during conventional 
anatomical dissection. As emphasized in previous anatomical stud-
ies, sharp dissection and rigid plane-by-plane separation may artifi-
cially create or obscure natural tissue planes, contributing to 
historical inconsistencies in descriptions of breast fascial organiza-
tion and terminology.19 To mitigate these limitations, the present 
study employed a multimodal anatomical approach, combining blunt 
and sharp dissections, sectional analysis, endoscopic visualization, 
and histology, thereby limiting dissection-related bias and providing 
convergent evidence consistent with native tissue architecture. 
Across all specimens, the posterior lamella was consistently 

identified as a laminated adipofascial structure composed of multi-
ple fine layers of fat and fascia. This structure corresponds to 
what has variably been described in the literature as the posterior 
lamella, the deep layer of the superficial fascial system, the retro-
mammary space, or the subglandular space.3-5,20 Rather than repre-
senting a distinct or competing entity, these terms appear to 
describe different perspectives of the same laminated anatomical 
structure. Histological analysis confirmed that the posterior lamella 
is structurally distinct from both glandular parenchyma and muscular 
fascia, with no epithelial elements identified in the plane based on 
the specimens analyzed. Preservation of this plane during dissec-
tion maintains the native fibrous and fascial framework of the breast, 
thereby preserving the intrinsic architectural scaffold that contrib-
utes to breast form and mechanical support. This structural distinc-
tion reinforces the suitability of the posterior lamella as a 
gland-preserving dissection plane. From a functional standpoint, 

A B

Figure 2. Ultrasonographic identification of the posterior lamella. Horizontal ultrasonographic cross-sectional images of the left breast obtained before cadaveric dissection 
during a tissue-preserving augmentation procedure. (A) Baseline image before saline infiltration, showing the posterior lamella as a thin, laminated adipofascial compartment 
(small lateral brackets) located posterior to the corpus mammae. Echogenic fascial bands (arrowheads) are interposed between hypoechoic adipose layers (asterisks), forming 
the native laminated architecture. (B) Image obtained after tumescent saline infiltration, demonstrating expansion of the same laminated compartment (expanded lateral brack-
ets). Saline separates the lamellar layers (asterisks), enhancing visualization of the posterior intralamellar plane as a hydrodissection-expanded adipofascial compartment. In 
both panels, the interface between the posterior lamella and the pectoralis major fascia/muscle fibers is indicated by arrows. Orientation markers indicate superficial and 
lateral directions. Property of Establishment Labs (Alajuela, Costa Rica). All rights reserved, 2026. Reproduced with permission.

A B

Figure 3. Macroscopic appearance of retinacular and neurovascular structures following Mia Femtech procedure. Dissection was performed following tissue-preservation 
access using combined blunt and limited sharp techniques to expose structures encountered after separation within the posterior intralamellar adipofascial compartment. 
(A) Parasternal region showing emergence of the third and fourth internal thoracic perforator arteries (red) and veins (blue), with accompanying sensory nerves supplying 
the medial breast. The implant elevating the corpus mammae is indicated (white star). Arrowheads indicate sensory nerve branches located within the peripheral fascial 
convergence zone. (B) Vertical retinacular fibers (Cooper’s ligaments; white arrows) extending from the dermis toward the pectoralis major fascia (black arrow). These fibers 
are shown after separation along the laminated adipofascial interface, where they appear displaced rather than sharply transected. The pectoralis major muscle is indi-
cated (black star). Property of Establishment Labs (Alajuela, Costa Rica). All rights reserved, 2026. Reproduced with permission.

S112                                                                                                                                                     Aesthetic Surgery Journal 46(S2)

D
o
w

n
lo

a
d
e
d
 fro

m
 a

c
a
d
e
m

ic
.o

u
p
.c

o
m

/a
s
j/a

rtic
le

/4
6
/S

u
p
p
le

m
e
n
t_

2
/S

1
0
9
/8

7
5
8
9
5
2
 b

y
 g

u
e
s
t o

n
 2

9
 S

e
p
te

m
b
e
r 2

0
2
6



this laminated adipofascial structure provides both structural sup-
port and a physiological gliding interface, allowing relative mobility 
between the mammary gland and the pectoralis major fasciae, con-
sistent with descriptions found in classical anatomical treatises and 
subsequent anatomical interpretations.21,22 These findings align 
with contemporary 3-dimensional models of breast fascial anatomy, 
which describe the breast as an organ enclosed within a continuous 
fibrofatty fascial system anchored to the chest wall at its 
periphery.2-6

Historical Perspective, Definitions, 
and Nomenclature
Classical anatomical descriptions have long recognized the mammary 
gland as a distinct organ separated from the chest wall by a loose con-
nective tissue plane.23,24 In Gray’s Anatomy: Descriptive and Surgical 
(1858), the breast was described as a glandular organ separated from 
the pectoral muscles by a thin layer of superficial fascia, composed of 
lobes and lobules interconnected by fibrous septa and embedded 

A B C

Figure 4. Videoendoscopic views following Preservé breast augmentation (left breast). Cranial orientation is indicated in the upper left corner of each panel. (A) Initial endo-
scopic entry through the device channel (black star) at the inframammary fold. The view demonstrates the multilayered adipofascial architecture of the fold region. Multiple 
thin, parallel vertical retinacular fibers (black arrows) correspond to the continued laminated connective tissue from the channel to the posterior lamella before full expansion. 
(B) Progression through the channel after atraumatic trocar advancement and balloon expansion within the posterior intralamellar plane. Vertical retinacular fibers (Cooper’s 
ligaments; black arrows) are seen bridging toward the mammary gland (at the top) but are displaced rather than transected. The developing pocket remains bounded by lam-
inated fascial layers, illustrating propagation along a preexisting connective tissue plane rather than through glandular tissue. (C) Fully expanded posterior intralamellar space 
(white star). The posterior lamella forms a smooth laminated inner surface, whereas the pectoralis major fascia and muscle fibers are visible through the translucent adipo-
fascial layers posteriorly. Scale bars = 1 cm. Property of Establishment Labs (Alajuela, Costa Rica). All rights reserved, 2026. Reproduced with permission.

A

B C D

E F G H

I J

Figure 5. Paramedian sagittal section after Preservé breast augmentation (left breast). Panels illustrate the anatomical relationships between the atrophic corpus mammae 
(black arrows), vertical retinacular fibers (retinacula cutis; commonly referred to clinically as Cooper’s ligaments), superficial fascia, and underlying chest wall musculature (pec-
toralis major and serratus anterior; white arrows). The balloon-dissected pocket is indicated (white star), and the posterior lamella is identified posteriorly (black star). (A) Global 
view. (B, C) Magnified views of the superior and inferior portions of the inframammary fold. (D) Anterior lower breast. (E) Anterior breast at the level of the nipple–areola complex 
(NAC). (F, G) Inferior and superior aspects of the superior mammary fold. (H–J) Posterior lamella posterior to the balloon-dissected pocket, showing superior, middle, and in-
ferior portions. Property of Establishment Labs (Alajuela, Costa Rica). All rights reserved, 2026. Reproduced with permission.
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within adipose tissue.21 This description already implied a layered fibro-
fatty organization in which connective tissue provides both structural co-
hesion and separation between the mammary gland and the chest wall. 
Testut’s Traité d’Anatomie Humaine (1905) further refined this concept 
by describing a retromammary areolar plane (corresponding to the 
loose areolar tissue previously described by Chassaignac as the retro-
mammary serous bursa) and a division of the subcutaneous adipose tis-
sue into 2 laminae of unequal thickness: a thinner posterior lamina 
interposed between the mammary gland and the chest wall fascia, 
and a thicker anterior lamina located between the gland and the skin. 
He also described vertically oriented connective tissue septa contribut-
ing to both suspension of the gland and compartmentalization of peri-
mammary adipose tissue, thereby foreshadowing later descriptions of 
retinacular and fascial support systems.22 Rouvière and Delmas further 
emphasized the presence of a loose laminated connective tissue layer 
located between the superficial fascia and the pectoralis major and ser-
ratus anterior fasciae. They described this structure as a loose laminat-
ed connective tissue (tissu lamelleux lâche) rather than a true serous 

bursa, noting that a distinct retromammary serous bursa is rare and in-
consistently observed.25 According to their observations, this lamellar 
tissue permits relative mobility between the mammary gland and the 
chest wall, thereby contributing to both mechanical support and func-
tional adaptability of the breast. This description closely parallels the an-
atomical organization identified in the present study and provides a 
classical anatomical foundation for the concept of a posterior lamella. 
Contemporary anatomical atlases have largely preserved these founda-
tional concepts.26

Relationship to Retinacular, Peripheral 
Fascial, and Neurovascular Structures
The mechanical role of vertical retinacular fibers referred to as 
Cooper’s ligaments has been variably interpreted, ranging from rigid 
suspensory ligaments to diffuse retinacular fibers within the breast 
parenchyma.27 In the present study, vertical retinacular fibers 

A B C

D E F

Figure 6. Histological characterization of the posterior lamella. Representative sagittal histological sections obtained along a parasagittal vertical axis at the midclavicular level are 
shown. Sections from the superior mammary fold are presented in A–C, and sections from the inferior mammary fold are presented in D–F. Sections stained with hematoxylin and 
eosin (A, D), Masson’s trichrome (B, E), and Sirius Red/Fast Green (C, F) demonstrate alternating adipose tissue (asterisks) and collagen-rich fascial layers forming the posterior 
lamella, with laminated fascial planes highlighted (arrowheads). Black arrows indicate the fascia and muscle fibers of the pectoralis major. No glandular epithelial elements are 
identified within the posterior lamella. Scale bars = 2 mm. Property of Establishment Labs (Alajuela, Costa Rica). All rights reserved, 2026. Reproduced with permission.
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anchoring the corpus mammae to the dermis and the pectoralis ma-
jor fascia were consistently observed traversing the posterior lamella. 
These fibers did not form rigid septa limiting dissection but instead 
behaved as compliant connective strands that were displaced during 
balloon-assisted intralamellar dissection rather than transected. This 
finding could clarify the mechanical behavior of the retinacular sys-
tem during posterior dissection and supports the feasibility of main-
taining native ligamentous support while accessing the posterior 
plane. At the periphery of the breast, convergence of superficial 
and deep fascial layers consistently formed a circummammary boun-
dary. Neurovascular bundles were observed to course within this pe-
ripheral zone and were preserved during blunt or balloon-assisted 
dissection performed within the posterior intralamellar plane.

Peripheral Fascial Boundaries and the 
Circummammary Ligament Theory
Fusion and convergence of superficial and deep fascial layers at the pe-
riphery of the breast defined a circumferential boundary consistent with 
the circummammary ligament concept described by Rehnke and col-
leagues.3 This structure delineates the limits of the posterior intralamel-
lar plane and explains the natural termination of dissection at the breast 
footprint, corresponding to the superior, inferior, medial, and lateral 
mammary folds defining the cutaneous base of the breast. Similarly, 
the inframammary region was observed to represent a zone of fascial 
convergence rather than a discrete ligamentous band. This observation 
aligns with contemporary anatomical studies describing the inframam-
mary fold as a multilayered fascial system characterized by gradual fu-
sion and dissociation of septal structures, rather than a sharply 
defined ligament.5

Surgical Implication of an Intralamellar Plane
From a surgical perspective, recognition of a posterior intralamellar 
dissection plane provides an anatomical rationale for conservative, 
tissue-preserving approaches in breast surgery. The propagation of 
hydrodissection and balloon-assisted expansion within this region 
appears to be influenced by the intrinsic laminated architecture 
and peripheral fascial condensations that define the breast footprint. 
These structural boundaries likely guide expansion along the poste-
rior intralamellar plane rather than permitting unrestricted spread into 
adjacent extramammary spaces. Dissection within this laminated pre-
pectoral plane minimizes direct glandular violation, preserves the in-
tegrity of the corpus mammae, and avoids unnecessary disruption of 
vascular and neural structures. Macroscopic dissection, endoscopic 
visualization, and sectional analysis consistently demonstrated that 
major vascular structures are not typically encountered within this 
plane. Importantly, the posterior intralamellar plane differs conceptu-
ally from traditional subglandular or subfascial pockets, which are of-
ten approached as 2-dimensional areas. The laminated architecture 
of the posterior lamella defines a 3-dimensional structure whose 
boundaries are determined by fascial continuity rather than sharply 
demarcated anatomical borders (Figure 7).

Implications for Breast  
Tissue–Preservation Surgery
The findings of this study provide an anatomical foundation for 
surgical strategies that prioritize preservation of native connective 
tissue architecture. By aligning surgical dissection with intrinsic fas-
cial planes, it may be possible to maintain internal breast architecture 

and potentially support stable implant positioning and durable aes-
thetic outcomes.6,13 These principles are particularly compatible 
with minimally invasive approaches that rely on atraumatic tunneling 
and balloon expansion rather than sharp dissection.

Limitations
This study has limitations inherent to cadaveric anatomical research. 
Multiple augmentation approaches were intentionally performed to re-
produce common surgical conditions and to probe the reproducibility of 
tissue-plane behavior; the study was not designed or powered to com-
pare techniques, and no technique-specific comparisons are inferred; 
future studies would be required for technique-specific evaluation. 
The number of specimens was limited, and all dissections were per-
formed in a nonphysiologic state, which may influence tissue compli-
ance and spatial relationships. In addition, the specimens represented 
an elderly population with advanced age-related involution and marked 
glandular atrophy, which may limit extrapolation to younger patients or 
breasts with higher glandular density. Gravitational effects and function-
al tissue dynamics present in vivo were not assessed, and the study was 
not designed to evaluate clinical outcomes. Further anatomical and mi-
croanatomical studies, including higher-resolution histological and im-
aging techniques, are warranted to clarify this aspect of breast 
anatomy and its potential surgical relevance.

CONCLUSIONS
This multimodal anatomical study suggests that the posterior lamella 
of the breast constitutes a consistent, laminated adipofascial struc-
ture defining a reproducible intralamellar dissection plane posterior 
to the corpus mammae, which, upon controlled expansion, delin-
eates a potential anatomical space. Recognition of this plane refines 
the anatomical understanding of the mammary region and provides a 

Figure 7. Sagittal macroscopic section showing implant position within the posterior 
intralamellar plane. The implant occupies the balloon-expanded intralamellar pocket 
located posterior to the corpus mammae (black arrows), preserving the glandular tis-
sue and vertical retinacular structures (white arrowheads). The posterior lamella (black 
asterisks) corresponds to the laminated adipofascial interface between the gland and 
the pectoralis major fascia. In this macroscopic section, the posterior lamella appears 
as a thin, partially compressed adipofascial interval rather than a distinct thick layer, but 
maintains the anatomical separation between the implant pocket and the mammary 
gland anteriorly and pectoralis major fascia posteriorly. Property of Establishment 
Labs (Alajuela, Costa Rica). All rights reserved, 2026. Reproduced with permission.
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morphological basis for conservative, tissue-preserving surgical ap-
proaches aligned with native breast connective tissue architecture.
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