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prezentam filizofia noastra privind reconstructia mamara la
pacientele cu macromastie utilizand lamboul dermal inferior,
indicatii si aspecte practice.
Materiale si Metode: Am realizat mastectomie gi reconstructie
mamara imediata la zece paciente cu ptoza mamara gr. III-IV in
cadrul Institutului Oncologic “Prof. Dr. I. Chiricutd” intre iunie
2019 si decembrie 2020. Mastectomia a fost efectuata dupa un tipar
“Wise” iar din pielea restantd a polului inferior mamar a fost
deepidermizat un lambou dermal. Lamboul dermal a fost suturat
la muschiul pectoral mare pentru realizarea unui buzunar
subpectoral complet.
FRezultate: Din totalul de 13 glande mamare reconstruite in 11
cazuri am folosit lambouri dermale pentru realizarea buzunarului
subpectoral. Toate procedurile reconstructive au fost finalizate cu
succes si nu au existat pierderi de implant. In patru cazuri (36%) a
aparut o necroza superficiald la nivelul lambourilor restante post-
mastectomie (onctiune T).
Concluzie: Tehnica lamboului dermal utilizeaza tesut autolog de la
nivelul glandei mamare pentru protejarea implantului. Este o
metoda sigura, versatila si rapida care poate fi folosita in numeroase
Received: 15.01.2021 scenarii reconstructive. Lamboul dermal este o metoda ideala de
Accepted: 13.03.2021 acoperire a implantului in cazul pacientelor cu macromastie.

Chirurgia, 116 (2 Suppl), 2021 www.revistachirurgia.ro S127



M.V. Muntean et al

Cuvinte cheie: mastectomie, reconstructie mamara, lambou dermal, macromastie

Abstract

Introduction’ Achieving good aesthetic outcomes during immediate reconstruction in women with
large ptotic breast presents a unique challenge for the reconstructive surgeon. We present our
paradigm regarding immediate reconstruction in patients with large ptotic breasts, using the
inferiorly based dermal flap.

Materials and Methods: Ten patients with large ptotic breasts underwent mastectomy and
immediate implant reconstruction at the “Prof. Dr. I. Chiricuta” Institute of Oncology. The mastec-
tomy was carried out using a Wise pattern skin resection with preservation of a dermal flap at
the lower pole of the breast. The flap was sutured to the pectoralis major muscle and completed the
subpectoral pocket created for the implant.

Results: The reconstruction was done bilaterally in three cases with a total number of 13
reconstructed breasts. Of these 11 required dermal flaps. All reconstructions were completed
successfully and there were no implant losses. Four breasts (36%) developed superficial necrosis of
the tip of the mastectomy flaps at the T junction.

Conclusion: The dermal flap technique is safe, versatile and reliable. It is used in a wide array of
reconstructive scenarios as it provides the surgeon with an excellent alternative to more costly and

unreliable methods.

Key words: mastectomy, breast reconstruction, dermal flap, ptotic breasts

Introduction

Breast cancer incidence has continuously
risen over the last decades (1), with some
studies suggesting that as many as 1 in 8
women will develop breast cancer during their
lifetime. The higher sensitivity of diagnostic
imaging and new genetic studies allow
patients to be diagnosed sooner and benefit
from less invasive treatments (2). Although
breast conserving surgery and mastectomies
have similar outcomes in terms of survival (3),
superior aesthetic outcomes have determined
more and more patients to incline towards
mastectomy and immediate reconstruction (4).
Immediate breast reconstruction is an
ideal procedure because it does not delay
adjuvant treatment (5), oncologic outcomes
are unaffected, and patients do not have to
deal with the stress and anxiety that follows
mastectomy (6).

Achieving good aesthetic outcomes during
immediate reconstruction in women with
large ptotic breast presents a unique challenge

for the reconstructive surgeon. The large and
poorly perfused flaps that remain after
mastectomy are prone to necrosis and
dehiscence so obtaining good implant coverage
and protection is paramount.

The original technique of covering the
implant using a deepithelialized skin flap
from the lower pole of the breast was
originally described by Bostwick (7) in 1990
and has suffered various technical modifica-
tions since (8,9). We present our philosophy
regarding immediate reconstruction in
patients with large ptotic breasts. The aim of
the paper is to outline the indications and
practical aspects of the technique while
demonstrating the utility of the method in
preventing immediate breast reconstruction
complications in this patient group.

Materials and Methods

Patients

To qualify for dermal flap breast reconstruction
patients have to meet certain criteria. A clear
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indication for mastectomy has to be established
and the patient must be able to undergo imme-
diate reconstruction. Patients with either
macromastia or grade II or III breast ptosis
that require skin or NAC sparing mastectomy
and would otherwise be unsuited for immediate
reconstruction with implants are the ideal
candidates. The technique can be used in
patients with lesser degrees of breast ptosis as
long as the nipple to inframammary fold (N-F)
distance is more than 10 cm. This is because
the N-F distance represents the maximum
height of the dermal flap. The patients in our
group were selected from the total number of
patients presenting to the plastic surgery unit
of IOCN for mastectomy and immediate breast
reconstruction over a period of 18 months. To be
included all patients had to have grade II or
higher breast ptosis, and clear indication
for mastectomy and immediate implant
based breast reconstruction. Over the above
mentioned period 10 patients fulfilled the
criteria and benefited from dermal flap breast
reconstruction.

Patients were informed about the risks,
benefits, and alternatives of the procedure.
Written consent concerning the procedure and
the subsequent use of intraoperative/peri-
operative photography was obtained prior to
surgery in all cases.

6cm r Top of new areola
5cm

4 cm

3cm
2cm \

1cm

Inframammary fold
X2 Zone of resection \
71 permal flap

Figure 1.  Design and marking of the dermal flap

and mastectomy pattern (details in text)

Technique

Standard photographs are taken before
marking the patient.

Markings

The markings (Fig.1) are done with the
patient standing with both arms at the
sides. The breast is inspected for any previous
procedures as any scar at the level of the infra-
mammary fold (IMF) or breast lower pole
would make the dermal flap unusable. The
breast meridian is marked in the center of the
breast with disregard for nipple position. If the
mastectomy is unilateral the contralateral
meridian is mirrored on the breast and in
bilateral cases symmetric meridians are
drawn on both breasts. A vertical line is drawn
from the jugular notch to the xyphoid and
another vertical line is drawn at the level of
the anterior axillary line. The inframammary
fold is marked connecting the two vertical
lines previously drawn.

The fold is projected at the level of the
sternum and 6 cm are measured from that
point upwards. The 6 cm mark will be the top
of the new areola. The average sternal notch
to nipple distance is 21 cm but there are many
variations. The position of the proposed NAC
can be checked against the midpoint of the
humerus and has to be aesthetically pleasing
to the surgeon.

Once the NAC position is marked on the
breast meridian two vertical lines are drawn
from this point down towards the IMF. These
lateral and medial lines will be the new breast
pillars. They are drawn by displacing the
breast both medially and laterally and
aligning the pillars with the superior and
inferior part of the breast meridian. The
amount of displacement is consistent with the
size of the desired reconstruction. The length
of the new pillars measured from the top of the
areola has to take into account the size of
the areola (= 4 cm) so for a medium sized
reconstruction with a lower pole distance of
around 6 cm the pillars would measure 10 cm.
If the implant has already been selected, the
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distance from the maximum projection point
of the implant and the fold can also be used to
guide pillar measurement.

From the base of the lateral breast pillar
an arc is drawn connecting this point to the
lateral aspect of the IMF. This line is tapered
according to the size of the breast and meets
the IMF somewhere medial to the anterior
axillary line. The same process is repeated
on the medial side with care not to reach the
sternum.

Extending from the IMF to the bottom of
the existing areola the dermal flap is marked
on the skin centered on the breast meridian.
The width of the flap is around 12 cm but this
can be adjusted to accommodate local
conditions.

The only skin that is removed during
mastectomy is the area between the breast
pillars, the dermal flap and the IMF. The
existing areola is found somewhere in this
area and it can be removed with the breast
specimen or taken as a free graft depending on
the patients oncologic status.

Surgical Technique

The general surgery team begins the
procedure. The patient is prepared and draped
for surgery in standard fashion. The surgery
begins by incising the skin around the area
proposed for resection. If the nipple will be
taken as a free graft this can be done at this
time otherwise it is included with the specimen.
The mastectomy flaps are elevated at the level
of the superficial fascia and down to the
pectoral fascia. Special attention is required
when elevating the breast from the IMF. No
undermining of the IMF is done at the level of
the dermal flap in order to maintain maximum
blood supply. Once the pectoral fascia is
reached the mastectomy specimen is removed
along with it. Any other procedures
(Lymphadenectomy, SLNB) can be done at this
time. Hemostasis is achieved and the patient is
re-draped. The plastic surgery team begins the
reconstruction. No adrenaline is infiltrated
prior to de-epithelization to avoid damaging the
vessels. The subdermal flap is deepithelialized

above the subdermal plexus (#7g. 9.

A subpectoral pocket is created by elevating
the pectoral muscle and dividing its costal
attachments all along the IMF up to the
sternal border. The serratus fascia is raised al
the lateral end of the pocket and the selected
breast implant is inserted under the pectoralis
muscle (Fig. 5. Anatomically shaped, round
base polyurethan implants (Replicon®,
Microthane®, Polytech, Dieburg, Germany)
were used in all cases. The subdermal flap is
tailored as needed and then sutured to the
pectoralis major and laterally to the serratus
fascia. Total submuscular coverage is achieved
(Fig. 9.

Two drains are placed, one inside the pocket
and another overlying pectoralis major. The
lateral and medial breast pillars are sutured
together and fixed at the IMF along the breast
meridian using a 2/0 vicryl suture. This is the
key suture at the T juncture and here is where
most of the breakdowns occur. Care must be
taken not to damage the tips of the flaps when

H \.A/

Figure 2.

D] [E]

Deepithelialization of the dermal flap and creation
of the implant pocket with total implant coverage
(A) redundant skin flaps after mastectomy; (B) deeithelization of skin flaps;

(C) suturing the flap to pectoralis major; (D) completion of the
subpectoral pocket; (E) final result
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Figure 3.  Dermal flap creation

(A) mastectomy skin flaps;

(B) breast lower pole skin flap;

(C) deepidermization of the dermal flap;
(D) final aspect
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Figure 4.  Total submuscular
coverage using the
dermal flap

(A) Pectoralis m., serratus and dermal
flap at the end of the mastectomy;
(B) dermal flap sutured to pectoralis
m. muscle; (C) complete muscle cov-
erage using the dermal flap, pectoralis
m. and serratus fascia; (D) final on
table result after draping if the skin
flaps
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anchoring them to the IMF. Symmetry is
checked and any further adjustments to the
position of the implant and skin flaps can be
made at this time. The breast flaps are draped
over the implant and skin suture is done using
2/0.3/0 and 4/0 absorbable sutures, with the
final closure being intradermal. If the nipple
has been taken as a graft, the area correspon-
ding to the new NAC is deepithelialized and
the nipple graft is sutured into position
using nonabsorbable 5/0 sutures. The graft is
covered with Vaseline gauze and a compressive
dressing. The sutures are covered with sterile
strips and dressings. Drains are checked and
the patient is transferred to post anesthesia
care unit.

Postoperative Care

Skin flaps are inspected and monitored close-
ly during the first postoperative day. Care is
taken that nothing (hematoma, dressing,
patient position) interferes with skin flap vas-
cularization. The patient receives IV antibiot-
ic medication, usually ceftriaxone 1g twice
daily during hospital admission and then will
continue oral antibiotic medication at home
until drain removal. Drains are removed when
the output drops under 30 ml/24h for two
consecutive days . After confirming skin flap
survival the patient receives a supportive bra

and wears this for at least 2 months. Sutures
are removed at 14 days post-op and the
patient is scheduled for check-ups at 1,3 and
12 months.

Results

From dJune 2019 till December 2020 10
patients with large ptotic breasts underwent
mastectomy and immediate reconstruction at
the “Prof. Dr. I. Chiricuta” Institute of
Oncology. One case was purely prophylactic,
two cases were therapeutic/prophylactic and
the rest were therapeutic for breast cancer.
Three cases were bilateral with a total
number of 13 reconstructed breasts (7able 1).
A total of 11 breast reconstructions with
dermal flaps were done. The other two breasts
were secondary cases and received autologous
reconstruction with DIEP and latissimus dorsi
flap and implant. Average hospital stay was 9
days (7-15 days). Anatomic round base
polyurethan implants were used in all cases.
The average implant volume was 410 ml (350~
435 ml). A free nipple graft was taken in one
bilateral case with good subsequent graft
vascularization and integration. The rest have
or will undergo NAC reconstruction. All recon-
structions were completed successfully and
there were no implant losses. One patient
developed a hematoma on the second post-

Table 1.  Dermal flap breast reconstruction patient series
Patient Age Mastectomy Reasons for  Chemotherapy Radiotherapy Side Implant Days in Complications
surgery size (ml)  hospital
1 BM 38 Bilateral + Therapeutic/ No No Bilateral ~ 420/420 11 Hematoma
R axilla Prophilactic
2 MF 31 Unilateral Therapeutic Yes No L 425 7 Partial necrosis
of the tip
3 Gl 34 Unilateral + Therapeutic No No R 435 9 Partial necrosis
axilla of the tip
4 DA 4 Unilateral Therapeutic Yes No L 350 15 None
5 LE 38 Unilateral Therapeutic Yes No L 445 7 None
6 SA 33 Bilateral Prophilactic No No Bilateral ~ 395/395 10 Partial necrosis
of the tip
7 Il 45 Unilateral Therapeutic Yes No L 425 8 None
8 cv 48 Unilateral Therapeutic Yes Yes R 395 6 None
9 TA 39 Bilateral Therapeutic/ No No Bilateral ~ 330/330 11 Partial necrosis
Prophilactic of the tip
10 SN 49 Unilateral Therapeutic No No R 395 7 None
5132 www.revistachirurgia.ro Chirurgia, 116 (2 Suppl), 2021
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Figure 5.  Before and after result
after mastectomy and immediate
dermal flap and implant breast
reconstruction using implant and
dermal flap on the left side and
latissimus dorsi and implant
secondary breast reconstruction on
the right side

¥

operative day and required reintervention for
drainage and hemostasis and went on to heal
uneventfully. Four breasts (36%) developed
superficial necrosis of the tip of the mastectomy
flaps at the T junction. The wounds granulated
and eventually epithelialized with conservative
wound care (Fig. ). One patient received
adjuvant radiotherapy with no complications.

Discussions

Immediate breast reconstruction in patients
with macromastia or severe ptosis is a
challenging procedure and good aesthetic
outcomes are hard to achieve. Because the
redundant mastectomy flaps have poor
perfusion, breakdowns at the T junction are
common even Iin experienced hands.
Dehiscence occurs in up to 25% of Wise
pattern mastectomies (10). This high compli-
cation rate can lead to implant exposure
and subsequent infection, compromising the
reconstruction. To prevent this the T junction
must be protected and the implant completely
covered (11,12).

Implant coverage using a dermal flap from
the lower pole of the breast is not a new
concept. The use of deepithelialized breast
flaps to cover and support the breast has been
described by numerous authors (13-16) and
the technique is used in both reconstructive
and aesthetic cases. In aesthetic surgery
dermal flaps are used mainly to prevent
implant migration and malposition (17) while
in reconstructive cases they provide stable
implant coverage immediately after surgery
and during radiotherapy (18,19). Implant
malposition was not a concern for us because

we only use polyurethane implants for breast
reconstruction. Although the mastectomy
leaves behind a very large pocket, the surface
of the Microthane® implant is highly adhesive
to tissues making implant displacement
impossible (20). Smooth and textured
implants lack this feature and have a much
higher rate of capsular contracture when
compared to polyurethan implants (21).

Because implant stability was not an issue,
the dermal flap design in our technique is
centered on the breast meridian and does not
extend as much laterally as described by other
authors (22). Extending the flap laterally is
unnecessary as it can cause problems with
flap vascularization and has a negative impact
on aesthetic breast contour. Using a S shaped
incision medially as described by Carstensen
(23) allows good coverage of the medial aspect
of the implant while the serratus fascia can be
raised if there is a need for lateral fixation.
This is optional when using polyurethane
1mplants.

The dermal flap provides coverage and
protection of the implant at the T juncture
where dehiscence is most common. The
thickness of the mastectomy flaps is variable
between patients ranging from 1-2 mm up to 2
cm (24). The thinner the flap the higher the risk
of complications. The incidence of flap necrosis
is fairly common, 36% in our series of patients,
but having viable, well vascularized tissue
underneath, allows for spontaneous wound
healing and epithelization (25). Flap loss leads
to implant exposure and implant loss. By using
the dermal flap in our series we prevented rein-
tervention and implant loss in 4 breasts. Larger
defects can be grafted but all our patients
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healed with conservative wound treatment.
Implant coverage is also important in the late
postoperative phase if the patients undergo
adjuvant radiotherapy. The dermal flap pre-
vents implant exposure while preventing post
radiotherapy capsular contracture.

Acellular dermal matrices (ADMs) are soft
connective tissue grafts generated trough a
process of decellularization that preserves the
intact extracellular skin matrix. They provide
a scaffold for donor cells to incorporate and
revascularize (26). They have been extensively
used in breast surgery, mainly for providing
lower pole coverage (27). The ADM is sutured
to the IMF and then to the pectoralis major
creating total coverage of the implant. Using
dermal matrices is faster and less technically
demanding than creating and tailoring dermal
flaps, however there are some drawbacks.
Recent data shows that the risk of developing
hematomas, seromas and infections is higher
in ADM breast reconstructions (28). There is
also a risk of immunologic reactions to the
matrix (29).

An ADM behaves similar to any non-
vascularized graft. Once it is placed on the
breast it needs to be integrated and vascu-
larized by the breast flaps. As mentioned
earlier the mastectomy flaps in these kinds
of patients tend to be poorly vascularized
and ischemic. ADMs placed underneath
ischemic flaps are not integrated and
dissolve leading to wound breakdowns and
implant exposure. Another issue with ADM
use 1s financial as these products have very
high cost and are not covered by health
insurance in our country (30).

The advantages provided by dermal flaps
over ADMs are obvious (31), but the main
benefit is that of having very well vascularized
robust tissue at the T junction that provides
protection immediately and is not dependent
on breast flap integration. This is crucial in
the immediate postoperative phase when most
complications occur. We still use ADMs in
patients who do not have enough autologous
tissue to create dermal flaps, patients with
previous scars at the level of the IMF or
in instances where there is an oncologic

contraindication (location of the tumor).

Immediate breast reconstruction usually
involves two different teams. The general
(oncologic) surgery team is responsible for the
resection while the plastic surgeons finalize
the reconstruction. Communication between
the two teams is essential in reconstructions
with autologous dermal tissue because great
care must be taken during the mastectomy
part not to damage the flaps blood supply or to
aggressively overthin the flap as this leads to
necrosis and reinterventions. In our series we
had no instances of flap compromise.

Reconstruction of large ptotic breasts
usually requires two stages and an expander-
implant approach (32). This leads to increased
costs, longer hospital stays with increased
downtime and anxiety for the patients (33).
Using autologous dermal flaps we can achieve
one stage immediate reconstructions with good
cosmetic outcomes and minor complications. By
using the dermal flap in our case series we have
prevented major complications (implant expo-
sure/implant loss/reintervention) in 4 breasts,
accounting for 36% of cases presented in this
group. Our results prove that the technique
described has a major impact on both morbidity
reduction and the number of reinterventions
required. Being able to use inexpensive well
vascularized tissue to cover the implant is
extremely important in immediate breast
reconstruction and this technique provides
exactly that.

The small number of patients presented in
our group is a limiting factor in establishing
statistical significance but the major impact
this technique has in reducing complications
warrants further study.

Conclusion

As the number of mastectomies performed for
breast cancer and risk reduction continues to
rise so do the single stage immediate implant
based breast reconstructions. Patients with
large, ptotic breast pose a unique challenge for
the reconstructive surgeon. The dermal flap
technique uses the patient’s own tissues as
an autologous flap. It can be used during
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immediate implant reconstruction to cover
and protect the implant, optimize aesthetic
outcomes and reduce costs. The technique is
safe, versatile and reliable. It is used in a wide
array of reconstructive scenarios as it provides
the surgeon with an excellent alternative to
more costly and unreliable methods.
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