
Seroma after Breast Reduction: When Should Drains Be Considered?

Table 1. Patient and Clinical Characteristics

The use of drains after reduction 

mammoplasty is highly variable amongst 

plastic surgeons.  Typically, drains have 

been used to prevent seromas after breast 

reductions, but there is limited evidence to 

help guide surgeons on when drains are 

most beneficial. The objective of this study 

is to identify patient factors that predict the 

likelihood of postoperative seroma 

formation. 

Introduction

- 234 patients (468 breasts) were included. 

- The superomedial pedicle was utilized in 268 (57.3%) breast reductions while the inferior pedicle was 

used in 200 (42.7%) cases. 

- The median follow-up time was 3.2 months (interquartile range: 2.8 months). 

- Seroma that required aspiration or drainage occurred in 17 breasts (3.6%). Patients who were of World 

Health Organization (WHO) Obesity Class I (hazards ratio, HR= 15.5, 95% Confidence Interval, CI 

[1.94 – 123.7], p= 0.01); Class II (HR= 13.9, 95% CI [1.63 – 119.2], p= 0.016) and Class III (HR= 27.4, 

95% CI [2.85 – 263.6], p=0.004) had significantly increased risks for developing seroma that required 

aspiration or drainage when compared to non-obese patients. No other statistically significant 

association was identified between other variables and having seroma. 

Results

Following the approval by the Institutional Review Board, a retrospective review of patients who 

underwent bilateral reduction mammoplasty without intraoperative drain placement at our institution 

between January 2016 and July 2021 was performed. Breast reductions with intraoperative closed 

suction drain placement were excluded from this study. Patient demographics, comorbidities, clinical 

characteristics, and the rates of seroma that required aspiration or drainage were recorded. The 

primary outcome measure was the formation of post-operative seroma that required aspiration or 

drainage. 

Descriptive statistics including medians, percentages, and ranges were used to present the data. 

Univariate time-to-event analysis using Cox proportional hazards model was performed to identify 

predictors of seroma. All analyses were performed using the JMP statistical software package 

Software (v16) (JMP. SAS Institute Inc., Cary, N.C., 1989–2022.). An alpha error of 0.05 was used, 

and p-values of less than 0.05 were considered statistically significant. 

Methods
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Objectives

- To assess the clinical outcomes of breast 

reduction in non-drained breasts in a single 

academic institution.

- To identify patient factors that predict the 

likelihood of seroma formation that 

requires aspiration or surgical drainage 

after breast reduction.

• For all patients who did not have drains placed at the time of breast reduction, the 

rate of seroma formation was relatively low at 3.6%. Analysis of risk factors indicated 

that having a BMI ≥ 30 kg/m2 increased the risk of postoperative seroma formation 

that required aspiration or drainage.

• Therefore, surgeons who want to further reduce the risk of seroma should consider 

drains for these patients. 

Conclusions

n

Patients 234

Mean age (SD), years 40.9 (17.6)

Mean BMI (SD), kg/m2 30.7 (5.5)

WHO Obesity Classification

Non-obese patients 117 (50)

Class I 61 (26.1)

Class II 43 (18.4)

Class III 13 (5.5)

Hypertension (%) 42 (18)

Diabetes mellitus (%) 8 (3.4)

History of smoking (%) 19 (8.1)

History of DVT (%)\ 4 (1.7)

Reduction Mammoplasties 468

Pedicle (%)

Inferior 200 (42.7)

Superomedial 268 (57.3)

Ptosis Grade (%)

No ptosis 2 (0.4)

Grade 1 14 (3)

Grade 2 301 (64.3)

Grade 3 151 (32.3)

Mean resection weight (SD), grams 717.2 (388)

Median follow-up (IQR), months 3.2 (2.8)

Abbreviations: WHO, World Health Organization; DVT, deep venous thromboembolism; SD, standard deviation; BMI, body 

mass index; IQR, interquartile range.


