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Current Issues in Breast Reconstruction

By Elena Prousskaia

1[‘& LveWire

ssue 1. Lack of Information for the
I Patients

Currently advantages of autologous
reconstruction are getting more and
more known by patients. Most wom-
en are now well informed and they
then become the strongest advo-
cates of the best treatment for them-
selves. Amazingly some of them are
still not told that DIEP reconstruc-
tion can be an option or even worse
they are informed that LD flap from
the back which sacrifices functional
muscle is as good as a DIEP flap from
the abdomen which allows us to pre-
serve muscle function.

Issue 2. Immediate Reconstruction
Surprisingly Seems to Have Lower
Satisfaction Rates

The decision whether to offer im-
mediate or delayed reconstruction is
usually guided by the potential need
for radiotherapy and of how aggres-
sive the cancer is. Immediate recon-
struction offers cosmetically the best
possible result but unfortunately
many of these patients are less satis-

fied compared to women who have
had to live without a breast before
they get their reconstruction done.
It is a paradox, but it makes me think
sometimes that the most important
outcome of breast reconstruction is
a patient’s satisfaction and somehow
we miss this point giving them the
best possible result but with lower
satisfaction rate.

Issue 3. Disadvantages of Immedi-
ate-Delayed Reconstruction with
Expander in Irradiated Field

In my breast reconstruction work |
am seeing a large volume of patients
who had so called immediate-de-
layed breast reconstruction where
an expander was inserted immedi-
ately after mastectomy to provide
the patient with certain volume
while awaiting the final reconstruc-
tion. Patients are usually told that
it is better than being flat. Unfortu-
nately it is well known that if patient
will have radiotherapy there is very
high chance that she will end up with
hard and painful lump instead of an-
ything looking like breast because of

developing capsular contracture in
irradiated field. An expander in this
case does not substitute the breast
but creates pain, aesthetically unac-
ceptable deformity and impossibility
to fit the external prosthesis. The
patient ends up lopsided and with
difficulty of fitting in external pros-
thesis because of expander on her
chest. These patients appreciate fi-
nal outcome of reconstruction with
their own tissue more than anybody
else after living for a while with en-
capsulated expander. From an aes-
thetic point of view, in these cases |
am rebuilding the breast using par-
tially expanded skin which does not
provide the volume of the other
side. The best outcome of their re-
construction still looks worse than
the result when the breast is rebuilt
as a single unit from the flat chest.
(See the Figure 1). In my opinion
insertion expander as temporary
reconstruction in patients who will
have radiotherapy provides more
disadvantages when advantages.
Even if it is “convenient” to be able
to tell the patient “you will not wake
up completely flat” we should think

about what it will bring to this wom-
an for next year or two until she will
be having final reconstruction.

Issue 4. When Breast Fat Grafting Is
Indicated?

Lipofilling is a relatively new tech-
nique, which is becoming increas-
ingly popular. It is well known that
fat graft loses about 40-50% of its
volume in a first 6 - 12 months af-
ter the surgery. Itis also well known
that only certain volume of it can be
transplanted in a single procedure
otherwise it will not be vascularized
and will not survive. There are pub-
lications from mostly the same few
authors in the world claiming that
the breast can be completely rebuilt
with fat grafting. In my experience
some of these patients came to my
clinic after having multiple general
anesthetics for repetitive fat graft
procedures and the result was not
even close to looking like a breast.
Considering lack of strong evidence
in the literature | currently do not
recommend to my patients fat graft
as a technique to rebuild the entire
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breast. However | feel lipofilling is
very useful for small secondary ad-
justments to improve fullness of up-
per pole or to give a bit more volume
to reconstructed breast after recon-
struction with DIEP or TUG flaps.

Using fat grafting to resurface de-
fects after wide local excision is not
something that makes me feel at
ease. There is ongoing broad re-
search regarding safety of fat graft-
ing. No strong evidence was provid-
ed against fat transfer to breast tis-
sue with previous history of breast
cancer, neither there is enough evi-
dence to prove the contrary. Inject-
ing stem cells to the irradiated breast
tissue after wide local excision know-
ing that there is always risk of recur-
rence is very different from injecting
it to the area of complete mastecto-
my where no breast tissue was left.

Issue 5. New Exciting Horizons -
Joined Breast Reconstruction and
Lymphoedema Treatment.

Following mastectomy and axillary
lymph node clearance for breast
cancer it is not uncommon for the
woman to develop lymphoedema
of her arm on the side of the can-
cer. The exciting news is that now it
is possible to perform an operation
combining the breast reconstruc-
tion using tissue taken from abdo-
men (DIEP flap) with the restoration
of removed axillary lymph nodes us-
ing vascularized lymph node transfer
(LNT) from the groin in order to si-
multaneously rebuild the breast and
treat the lymphoedema. The lymph
nodes are transferred to the area af-
fected by lymphoedema to restore
lymphatic outflow. The blood ves-
sels of the lymph nodes are joined
under the microscope to recipient
vessels. This allows the preservation
of blood flow to the lymph nodes en-
suring their survival in the new loca-
tion. The newly transferred lymph
nodes stimulate growth of new lym-
phatic vessels thereby improving the
lymphatic outflow circulation. If LNT
is not enough additional lymphatico-

venular anastomosis (LVA) is performed small through 2-3 cm incisions, which
are made on the skin of the patient’s extremity. The surgeon then looks for
viable lymphatic vessels, which are generally less than 1 mm in diameter.
These tiny channels are then connected under a high magnification micro-
scope to very small veins using sutures, which are smaller than the human
hair. This procedure creates new pathways, which then allow lymphatic fluid
that has accumulated in the obstructed lymphatic system to divert into the
venous system bypassing the obstruction.

Fig 1.

Patient 1.

Patient had mastectomy and later on her
breast was rebuilt with tissue from her
abdomen (DIEP flap). No expander was
inserted and the whole breast was recon-
structed as a single unit using abdomi-
nal tissue with very satisfactory cosmetic
outcome.

Patient 2.

Patient had an expander inserted after
mastectomy, which became painful, dis-
placed and encapsulated, causing distress
and discomfort to the patient for a long
time. As a consequence of insufficient
expansion there was no possibility to ex-
pand the skin enough. Final result after
reconstruction with DIEP flap is good, but
the flap skin is inserted in the middle of
the breast as opposed to the case 1.

16 JUNE 2015

JUNE 2015 17



EXPERT GUIDE: AESTHETIC & COSMETOLOGY 2015
UNITED KINGDOM

/\I\/\' MEDICALL ivelirve

Mrs Elena Prousskaia is a Board Cer-
tified UK Consultant Plastic Surgeon.
Sheis a member of the British Associ-
ation of Plastic Surgeons (BAPRAS),
Royal College of Surgeons, London
(FRCS Plast) and European Board of
Plastic Surgeons (EBOPRAS). She is
also on the UK GMC Specialist Reg-
ister for Plastic Surgery and holds
the UK (CCT) Certificate of Comple-
tion of training in Plastic Surgery.
She is one of very few female plastic
surgeons in UK and brings a distinctly
female perspective to her work, with
a deep understanding of the physical
and emotional concerns experienced
by women undergoing cosmetic or
reconstructive surgery.
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