Simplified Breast

Reconstruction

A plan to fight cancer's cosmetic challenges

by Kian J. Samimi, MD

ecently, the nomber of yOHInE

waomen  requesting  prophylactic

masteciomies & Our CANGEr cemler
has gome wp thanks to the availability of
genetic screening and the increased recop-
nition of family history s a nisk facior, The
ultimare facior in tese patiems” decision s
often the abdity e have an immediate
recomstnuction,

These women iypically work andfor
take care of children at bome. Albough |
offer the full spectrum of reconstructive
oplpons 1o these women, very few choose to
have suinlogons tissue reconsmuction, due
tr the meed for & prolonged inpatient stay,
length of recovery, postoperative pain, and
poiential complications associated with
that approach. Instend, patients wani an
acceptable cosmetic result with minimal
dowmtimes,

Ma.n_'.- ol Lthese VOUNE  WoHmen hive
friends who have had breast implanis, and
misl are adequately educated 1o ohjective-
Iy assess the risk of these implants. The
prospect of comecting the plosis acquined
with several pregnancies and possibly a
reclaction in breast size Fr:qmml:,- h.t.lp the
wimen b offset the perception of being
deformed following a mastectomy.

The surgical oncologists at our institu-
tion perform mostly skin-sparing mastec-
tomies through a penareclar incision in
these low-risk patients, | have mtcmpﬂ::d TN
samplifly the reconstractive process o make
it more structive to these women and still
achieve o good cosmetic resuli. This has
increased the number of patients af my
praciee electng o have immediale breast
reconsiruction, The sorgical oncologisis

nlso feel more comforiable offering pro-
phylactic masteclomies when they are
comfortable with the reconstroctive
priREas,

(ptions Are (Offered

In the precperstive consultation, all
reconstructive options are offered o the
patient, Photographs of the immedisie
posioperative appearance and Final resules
are shown, Also, the delayed h:nling with
a purse-string chosure and possible small
areas of skin boss gt the edpges are
explained. Women are asked what they
would hke as the finnl breast size,
Generally, most choose 1o remain the same
simE or shghtly smaller with comection of
ptosis  being more  important.  Small
increases of up 1o one cup size can be
accormmidated. A range of mﬁup-:mli'-tly
adjustable implants is chosen. These can
be either saline implaniz or silicone
imaplanis with a saline core,

The patient is marked in the bolding
area sitting uprighl. The Future position of
the fill por s marked with the patieni’s
i|'||Jlu[. Alter mduction of gemernl anesthe-
aia, bilaseral inpercostal blocks are admin-
itered with bupivacaine. Mo blocks e
given in obese patienis due o the increased
risk of ppeumoihorax. Bilateral mastec-
tnmies through a perisreclar approach are
performed. The difficulity and length of the
procedure is closely related o the general
surgeon's experience. bal also dependem
on the size of the areola While o lorge
diameter areolas makes the masteciomy
ensier for the general surgeon, it limiis the
amount of initial expansion and & mone
prone 1o delayed bealing,

Orverview

Siam the reconstructive procedure by
closely inspeciing the subcwaneows flaps for
hemostass. Due o the limiled exposure,
smaller bleeders are Irequemly overlooked
by the general surgeon amd may canse pasi-
operative hematomas, Mext, o subpecioral
pocket is created and the pectoralis muscle
is divided medially and infersorly. Only a
memamal mcision 15 mace i the baieral bor-
dder of the peciorulis major, The more inferni-
o lsieral border of the pectoralis is o
detached from the bateral tsanes, bul eventu-
ally it as lifted oft the chest wall I_-|:|- dissect-
ing on top of the chest wall from medial 10
laseral,

The serratus anterior muscle is then ele-
vabed off the lateral chest wall through the
same ambal limoted incision., Inl':ril_':rl:,.'
toward the inframammary fold, the lateral
(subscrraius) and medial (subpectoral) cis-
section cavities are connected without divid-
ing the overlying attschmenis as mentiomed
above. This creaves a muscle flap consisting
ol pectoralis major and serraius muescles,
whach wall prowvide complete submuscular
coverage for the implan.

Speer amplants are then ussd 1o deber-
mine the approprisie size of the posiopera-
tively adjostable implani. The adjusiable
imiplunis are then placed under the muscle
flap afier siandard preparation of e
implant. The fill kg s brought through
1he mast supernor parl of the muscle mcision
and this limited incisaon s then closed with
a hng-lasting absorbable suture (Figure 1),

The smaller of the two supplicd fill poms
is then amached w the fill whing. The Al
Tubang 15 shorened enough o avoid amy
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Simplified Breast Reconstruction

coiling; some e-
dundancy is  pre-
served (o pocommo-
date the expansion
of the implani
Some  manufactur-
ers  supply  their
implants with a me-
tal comneclor or a
snap=om plastic con- -
nector, Altheugh  Frioperatng 42 year old, para § and gravida 5.
the plasis connec-
tor is easier io
apply. 1 have had
diffsculises remov-
ing these due bo fis-
sue ingrowths

The fill poms
are placed i a nght
subcutanemus pack-
et. typically in the i
leteral awille, N 3 weeks postopermiive, following first expansion.
salures are wsegl Bo m”*-ﬁ“mm
secure ihese w the surmounding soft tissues, The implants are filled as
much as possible withowl putting any teasion on the skin flaps.
Typically they can be filled io half of their final volume.

The periareclar incissn i closed inoa purse-stnng fashion. This
i5 the most critical part of the procedure and has 1o be done meticu-
lously 10 avoid wound breakdowns or skin ischemia. | prefer a three-
layer closure.

Thee deep dermis ix first closed with a caprodactome and glycolide-
coiibed copolymer of lacikle and glyl.:nl'ili: suiwre |ﬁp|r¢ 2). This
purse string is tightened jusi enough 1o approximate the deeper tis-
swes. Any unidue tension is avoasded to prevent ischemin of the edges
of the skin flaps. The superficial dermis is closed as the next laver in
i purse-string fashion using a 30 or 4-0 pelydicsanone subare. This
layer should approximate the skin edges. The skin is then sealed
cither with 2-octy| eyanoacrylaie skin adhesive or a aaning 4-0 non
absorbable polypropylene sulure (Figure 3). The skin adhesive ssems
Lo cause less schemia, bul a polypropylene sulure is used il there ane
still some gaps, Mo dmins are used and the patient is circomferential-
ly wrapped.

The expansion is started at about 3 weeks. Initially, the purse-
aring closure has muluple folds radiating from the center, All o
these folds will disappear as the implant is filled and the skin is
cxpanded. The final scar is a slightly hyperpigmenied circle, which
has the appearance of an aneola.

Complcations with this procedure are extremely rare, The
deloyed healing of the purse-siring closure is anticipated. The
patients accepd this if it has been explained preoperatively. Inplam
ialections have mol occurmed o my patients, even when the purse-
string closure heals in o delayed fashion. Small seromas or
hemaiomas are not aspiraied and resolve when expansion is started.

The implants are tepically overfilled and then volume s removed
umtl the woman s sateshied with siee and symmetry. Inisolaled cases
a capsubectommy is performed at the time of port removal, This is wsa-
ally performed within 3 months of the mastectomy. Mipple-areolar
recaomstraction is performed st

Patient satisfaction is very kigh. | have followed a large number
of patients, some of them for over 4 years, and there have been no
mslances of implant deflation or mdiceable capsular contrciure, W
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