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Objective: This study aims to evaluate the simultaneous implant and dermal flap technique for breast reconstruction following skin-
sparing total mastectomy in breast carcinoma patients, assessing both oncological and aesthetic outcomes.

Methods: A retrospective analysis was conducted on 28 patients who underwent skin-sparing total mastectomy with preservation of
the nipple-areola complex, followed by immediate breast reconstruction using implants and dermal flaps. Data on patient demo-
graphics, surgical outcomes, complications, and patient satisfaction were collected and analyzed.

Results: The study included 28 patients with an average age of 54.3 years. The implant sizes used ranged from 200 to 325 cc. Among
these patients, 7 were chronic smokers and 8 had chronic diseases. A total of 22 patients underwent bilateral mastectomies, while 6 had
unilateral mastectomies. Axillary lymph node dissection was performed in all cases. Preoperative radiotherapy was administered to 3
patients, and postoperative radiotherapy was given to 5 patients. Two patients experienced unilateral complete necrosis of the NAC
and skin, while one patient had partial NAC necrosis. No evidence of capsular contracture, tumor recurrence, or metastasis was
observed during the follow-up period. Patient satisfaction was high, with 24 out of 28 patients expressing positive outcomes.
Conclusion: Simultaneous implant and dermal flap breast reconstruction after skin-sparing total mastectomy offers a viable single-
session approach with optimal cosmetic results, minimal morbidity, and high patient satisfaction. This technique is particularly
beneficial for patients seeking immediate reconstruction with preserved nipple-areola complex.
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Introduction

Breast cancer (BC) is the primary cause of cancer-related death among women globally, and this trend is reflected in studies
conducted between 2018 and 2023." > Despite the growing incidence of this disease, the mortality rate has declined in developed
countries, primarily due to the widespread implementation of screening programs and advanced treatment techniques. It is widely
accepted that early detection is critical for improving patient outcomes, and this has led to a renewed focus on oncoplastic surgery.
In recent years, reconstruction methods such as implant or autologous reconstruction have gained increased attention, particularly
in light of advances in these techniques. Skin-sparing total mastectomy, a reconstructive procedure that preserves all skin tissues,
including the nipple-areolar complex, is a noteworthy development in this field.?

As the survival rates for breast cancer continue to improve, so too does the demand for satisfactory reconstruction
options.® Techniques such as subpectoral implant placement, tissue augmentation with implants, reconstruction with
autogenous tissues, and combinations thereof* are currently being used in two stages simultaneously or delayed after
mastectomy. Recent research has also indicated that skin-sparing mastectomy is a viable treatment option with similar
prognosis to simple mastectomy.”® The aim of this approach is to repair the deficiencies caused by surgical treatment
performed in accordance with the principles of oncologic surgery and to achieve an ideal, acceptable cosmetic result.
This approach has led to the inclusion of autologous or implant-based breast reconstructions, which can be performed
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simultaneously or late in breast cancer surgery, as part of the breast cancer treatment process. The popularity of
simultaneous breast reconstruction after skin-sparing mastectomy is on the rise as both a prophylactic and therapeutic
treatment for early breast cancer.'”” " The advancements in breast-conserving techniques and facilities have resulted in
a decline in the number of patients seeking autologous reconstruction in the USA.'°

According to the American Society of Plastic Surgeons, two-stage implant breast reconstruction comprises 72.6% of all breast
reconstructions, while the one-stage approach is increasingly accepted due to advancements in techniques and the use of cellular
dermal matrix."'""'* Advocates of the one-stage technique emphasize its low revision rate, fewer operations, reduced total costs,
less pain, fewer psychological problems, and excellent patient outcomes. Proponents of the two-stage technique stress the ability
to select an ideal implant for the second stage, reduced capsular contracture in the postmastectomy radiation field, lower revision
rate, and excellent patient outcomes.'*'*"'® However, both implant-based techniques have basic disadvantages, such as
complications like impingement folding, infection, and capsular contracture, which can result in poor aesthetic appearance.'’

Patients who meet specific criteria are ideal candidates for simultaneous breast reconstruction after mastectomy.
These criteria include having stage 0, 1, or 2 disease, a DCIS or invasive tumor less than 2 c¢cm in size, no significant
axillary lymph node involvement, and no skin involvement. It has been reported that this group of patients achieves an
ideal result, particularly those with medium-sized breasts.”'®'® When considering simultaneous reconstruction, the
oncological status of the contralateral breast should also be taken into account. However, patients who have received
radiotherapy for breast carcinoma are currently deemed poor candidates for implant-based breast reconstruction due to
skin and subcutaneous tissue damage.’

Medical oncological therapy should ideally be initiated as promptly as possible following mastectomy. It is essential to
take into account the fact that chemotherapy impairs the healing process of wounds, making it difficult to treat infections.
Complications that arise after surgery can delay the administration of chemotherapy. Although there is evidence to suggest
that implants can withstand radiation therapy in breast reconstruction with implants following skin-sparing mastectomy, the
outcomes may not always be optimal; the success rate is also reduced. Capsular contraction, implant exposure, infection,
and wound healing problems are frequently observed in breast tissue that has been exposed to radiation.

In the context of nipple-sparing mastectomy, the preservation of the nipple-areola complex (NAC) is contingent upon
the absence of invasion of the NAC and the absence of tumor evidence. In the event that intervention in the axillary
region is necessary, the surgery can be carried out through the mastectomy incision in the axillary region. Additionally,
the implants can be placed by creating a pocket beneath the pectoral muscle via the same incision.

In patients with breast cancer, optimal outcomes entail the complete removal of the malignancy, the prevention of
postoperative recurrence, and the achievement of aesthetically pleasing results, which includes the restoration of a natural
breast appearance. This study presents the case of a patient who underwent a skin-sparing mastectomy for breast carcinoma,
with the preservation of the nipple-areola complex, and simultaneous breast reconstruction using implants and dermal flaps.

Patients and Methods

This study was authorized by the Tekirdag Namik Kemal University Non-Interventional Clinical Research Ethics
Committee with protocol number 2019.122.07.18 on July 30, 2019. Our study was conducted in accordance with the
Declaration of Helsinki. Patients who received prophylactic mastectomy due to BRCA gene positivity were not included
in this study. Cases of inflammatory breast cancer and cases with nipple-areola complex involvement (including nipple
retraction and/or bloody nipple discharge) were also excluded from the study. The number of patients, age range and
average, implant size range and average, smoking history, presence of existing chronic disease, type of malignancy,
unilateral/bilateral mastectomy, chemotherapy/radiotherapy history, NAC necrosis, skin flap necrosis, capsular contrac-
ture, malignancy recurrence, patient satisfaction, and patient follow-up period are presented in Table 1.

A retrospective analysis of hospital and patient records was conducted. All patients’ demographic information was
summarized, and medical records, medical histories, tumor metastasis, recurrence, complications, and information on
additional reconstruction were reviewed. The examination records were analyzed to obtain patient follow-up data.
Additionally, we present our surgical technique and case examples of patients who underwent breast reconstruction
using simultaneous implant and dermal flap methods after undergoing skin-sparing total mastectomy for breast

carcinoma.
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Table | Patient Numbers, Age Ranges and Averages, Implant Size Ranges and Averages, Smoking History, Presence of
Chronic Disease, Type of Malignancy, Unilateral/Bilateral Mastectomy, Chemotherapy/Radiotherapy History, NAC
Necrosis, Skin Flap Necrosis, Capsular Contracture, Malignancy Recurrence, Patient Satisfaction, and Follow-Up

Period
Parameter Details
Number of Patients 28
Age 26-67 (average 54.3)
Implant Size (cc) 200-325 (average 250)
Smoking History 7
Chronic Disease 8
Malignancy Stage | and Stage 2 invasive ductal carcinoma

Unilateral/Bilateral Mastectomy | 22 bilateral, 6 unilateral

Chemotherapy/Radiotherapy 3 patients received preoperative radiotherapy, 5 patients received postoperative radiotherapy
NAC Necrosis 2 patients with complete necrosis, | patient with partial necrosis

Skin Flap Necrosis 2 patients

Capsular Contracture None during follow-up

Malignancy Recurrence None during follow-up

Satisfaction 24 patients satisfied, excluding 4 patients (including 2 with total NAC necrosis)

Follow-Up Period 12 months - 30 months

In our capacity as a breast surgeon, radiation oncologist, medical oncologist, and plastic reconstructive surgery team,
we collaborated closely with the patient and her family in the development and implementation of treatment and follow-
up plans for simultaneous breast reconstruction. Our approach was guided by a thorough evaluation of the patient’s

psychological state, motivation, and oncological circumstances.

Surgical Technique

Preoperatively, an outpatient procedure was carried out. The incision site was planned with a crescent-shaped oblique drawing
that extended laterally at the lower level of the NAC. Based on the breast size and degree of ptosis, various incisions were
planned. The location of the inframammary fold was also determined, and care was taken to ensure the thickness of the skin flaps,
the viability of the NAC, and the absence of residual breast tissue. Following mastectomy, a biopsy was conducted to confirm the
presence of any residual malignancy in the NAC. The patient was then transferred for reconstruction. After transfer, the breast
pouch was washed with isotonic rifampicin, and the pectoralis major muscle was released inferomedially. The pouch was
elevated and created, and careful control of bleeding was performed. De-epithelialization was performed to prepare the dermal
flaps from the inferior skin. The prepared dermal flaps were planned to be at least 5 cm in height and 10 cm in width, as needed.
Hemovac drains were placed in the submuscular and axillary pouches. The submuscular pouch was then washed with isotonic
rifampicin. In our cases, we used round, smooth, high-profile gel implants. The preferred implant size was one below the ideal
size to ensure easy insertion into the created submuscular pouch, reduce the risk of exposure, and minimize tension. An
appropriately sized implant was placed under the muscle, and the implant was exposed inferomedially. The inferior skin flap was
secured to the chest wall at three separate points along the planned fold line. Additionally, the inferior skin flap was fastened
beneath the skin at three locations, located caudal to the pectoralis major muscle, with the appropriate amount of tension. This
helps prevent contraction and regression. The planned dermal flap tip was attached to the superior skin flap at three points. The
NAC was applied to the remaining portion of the prepared dermal flap, and the inferior skin was sutured to the wound lip. While
the patient was standing, a crescent-shaped and lateral skin incision was made with a dermal flap beneath it, the pectoralis muscle
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beneath that, and the implant beneath the muscle. This construction ensures that even if the wound lip deteriorates or skin necrosis
occurs, there is minimal chance of implant exposure.

Results

28 individuals underwent a skin-sparing total mastectomy to treat breast carcinoma, preserving the NAC. The youngest
patient was 26 years old, while the oldest was 67 years old, with an average age of 54.3 years. The implant sizes utilized
varied between 200-325 cc, with an average of 250 cc. Among the 28 patients, 7 were chronic smokers, and 8 had chronic
diseases. The patients’ breast carcinomas ranged from stage 0 to 2, and 22 of them underwent bilateral mastectomies, while
6 received unilateral mastectomies. An axillary lymph node dissection was performed for all patients. Preoperative
radiotherapy was administered to 3 patients, and postoperative radiotherapy was provided to 5 patients. Two patients
experienced unilateral complete necrosis of the NAC and skin, with one undergoing high-dose radiotherapy postoperatively
and being advised against breast reconstruction. The patient was instead treated with a vacuum wound dressing and
reconstruction using a graft. The other patient had NAC necrosis, which was debrided and repaired without implant
removal. One patient experienced unilateral partial NAC necrosis, which was partially debrided and primarily repaired.
During the follow-up period, no evidence of capsular contracture, tumor recurrence, or metastasis was observed in any of
the patients. 24 patients, excluding 4, reported satisfaction with their outcomes. The results are presented in Figures 1A-L,
Figures 2A—K, Figures 3A—G, Figures 4A-D, and Figures SA-D, along with case examples. In Figures 1 and 2, an inferior
based dermal flap and subpectoral muscle pouch were created for the breast in which total mastectomy and reconstruction
were planned with preservation of skin and NAC due to bilateral breast carcinoma. The pectoral muscle was adapted to the
inferior skin flap. The exposed part of the implant was covered with the dermal flap and the dermal flap was adapted under

the superior skin flap. The dermal flap was covered with NAC. In Figure 3, unlike the first two cases, the dermal flap was

N -

Figure | (A) Preoperative drawing plan of both breasts, planned for total mastectomy and reconstruction with skin and NAC preservation due to bilateral breast
carcinoma, viewed from the front. (B) Preoperative drawing plan from the left oblique angle. (C) Preoperative drawing plan from the right oblique angle. (D) Planning of
inferior-based dermal flaps. (E) Preparation by de-epithelialization. (F) Creating the pocket by releasing the pectoral muscles from the inferior-medial. (G) Placement of
implants and creation of the inframammary fold with the inferior skin flap and adaptation of the pectoral muscle to the inferior skin flap. (H) Coverage of the exposed part of
the implant with the dermal flap and adaptation of the dermal flap under the superior skin flap. (I) Coverage of the dermal flap with the NAC. (J) Front view at 6 months
postoperative. (K) Left oblique view at 6 months postoperative. (L) Right oblique view at 6 months postoperative.
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Figure 2 (A) Preoperative drawing plan of both breasts, planned for total mastectomy and reconstruction with skin and NAC preservation due to bilateral breast
carcinoma, viewed from the front. (B) Preoperative drawing plan from the right oblique angle and design of the dermal flap to be de-epithelialized. (C) Preoperative drawing
plan from the left oblique angle and design of the dermal flap to be de-epithelialized. (D) Placement of the implant and creation of the inframammary fold with the inferior
skin flap by freeing the left pectoral muscle infero-medially and adaptation of the pectoral muscle to the inferior skin flap. (E) View of the left inferior-based dermal flap. (F)
Coverage of the exposed part of the implant with the left inferior-based dermal flap and adaptation of the dermal flap under the superior skin flap. (G) Coverage of the left
NAC with the dermal flap. (H) Placement of the implant and creation of the inframammary fold with the inferior skin flap by freeing the right pectoral muscle infero-medially
and adaptation of the pectoral muscle to the inferior skin flap. (I) View of the right inferior-based dermal flap. (J) Coverage of the exposed part of the implant with the right
inferior-based dermal flap and adaptation of the dermal flap under the superior skin flap. (K) Coverage of the right NAC with the dermal flap.

Figure 3 (A) Preoperative view of right breast carcinoma, drawing periareolar and laterally. (B) Resection of the tumor with preservation of skin and NAC. (C) Preparation
of superior based dermal flap. (D) Creating a pouch under the pectoral muscle, placing the implant and creating the inferior fold. (E) Covering the exposed part of the
implant with superior based dermal flap and adapting and fixing the dermal flap under the inferior skin flap, covering the dermal flap with NAC. (F) 6th week postoperative
view from the front. G. 6th week postoperative view from the right oblique angle.
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Figure 4 (A) Partial NAC necrosis of the right breast after bilateral breast carcinoma reconstruction with skin and NAC preservation. (B) Exposed pectoral muscle after
debridement. (C) Viability of the NAC and right oblique view at 6 weeks postoperative. (D) Front view at 6 weeks postoperative.

planned with a superior basis. In Figure 4, a left total mastectomy was seen 15 years ago due to left breast carcinoma in
which NAC was also resected. A total mastectomy was performed with preservation of the right NAC due to right breast
carcinoma. An inferior dermal flap based on NAC was prepared. Afterwards, superficial NAC circulatory disorder was
observed; however, it was seen that NAC was alive. Figure 5 shows right partial NAC necrosis after bilateral breast cancer
reconstruction preserving skin and NAC. The pectoralis muscle is exposed after debridement and then primary repair of the
defect is seen.

Discussion

In recent times, the use of autologous tissue in breast cancer reconstruction has become increasingly popular. However,
implant-based breast reconstructions have also gained prominence. In these procedures, an acellular dermal matrix or
polypropylene mesh coated with titanium is commonly utilized. The advent of new materials like cellulose dermal matrix
and titanium-coated polypropylene mesh has expanded the scope of applications for breast surgeons.

The challenges of placing implants in the subpectoral area have been addressed by means of wraparound materials
that support the pectoral muscle from below, prevent the muscle from migrating upward, and secure the implant in the
subpectoral region. The use of mesh in breast reconstruction with implants was initiated in 2008 and has been widely
accepted. Dieterich et al’ reported that the use of advanced materials, such as biological matrix and synthetic meshes, in
conjunction with implants is safe and increasing in popularity.

Breast reconstruction with a single-stage permanent implant was first accomplished by Bostwick by creating an
inferior-based dermal tissue pocket attached to the pectoralis major muscle.?’" This technique has several advantages
over cellular dermal matrices, including the fact that inferior dermal flaps maintain their own blood supply, thus
providing a fully vascularized implant pocket.*

In Ross’s study on one-stage breast reconstruction with implant and dermal flap methods after prophylactic
mastectomy, it was reported that no patient’s nipple and areola were preserved.?” It should be noted that in many studies,
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Figure 5 (A) Right partial NAC necrosis after skin and NAC-sparing, bilateral breast cancer reconstruction. (B) Exposed pectoralis muscle after debridement. (C) 6th week
view from the right oblique angle where NAC experienced after primary repair. (D) 6th week frontal view.

the NAC was not preserved or adapted as a graft.""'%?*2* In their study, King et al attributed the main reason for using
NAC as a graft to the risk of possible residual malignancy.?® In all our cases, we preserved the NAC, and in only one
patient, a patient with bilateral breast carcinoma, the NAC was resected due to unilateral tumor invasion of the NAC. We
preserved the NAC and allowed feeding through a dermal flap by focusing on dissection and incision to preserve the
nutrition of the NAC. It is safe to perform areola-sparing mastectomy when early-stage, invasive, or DCIS tumors are
more than 2 cm away from the nipple, there is no areolar involvement on imaging, the nipple margin is clear, and there is
no nipple discharge or Paget disease.

The option of one-stage reconstruction using implants and inferior dermal flaps after mastectomy can also be applied
to breasts with severe ptosis.?* This technique is typically recommended for patients with a high body mass index (BMI)
who are either unsuitable or unwilling to undergo more complex reconstruction (Reference 22). However, it is important
to note that this method may not be as effective in achieving ideal cosmetic results in macromastia patients. The thickness
of planned dermal flap was adjusted to 5 mm,** but in our study, the thickness of the dermal flap was 3—4 mm.
Nonetheless, we applied this technique to all patients with type 1, type 2, and type 3 ptotic and nonpitotic fractures.

The benefit of dermal flaps lies in the fact that they provide a substantial amount of excess tissue, which is autologous
in nature. Furthermore, they provide adequate coverage of the exposed implant and a third layer apart from the skin and
subcutaneous tissue. It has been reported that the wound healing process of dermal flaps is better than that of artificial
dermis.?* Consequently, it has been determined that this reconstructive technique is both safe and a viable option. All
patients who underwent the procedure reported high levels of satisfaction; however, further analysis is necessary to
determine how the dermal flaps will change over time and whether any future correction for ptosis will be required.?
Although the follow-up period for our cases varied between 12 months and 30 months, no patient developed ptosis, and
no problems arose that required additional surgery. In our surgical technique, we prevented ptosis by fixing the inferior
skin flap to the chest wall at three different points, which were located at the planned fold line.
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Some researchers have employed an artificial dermis to address aesthetic concerns of the lower pole region, achieving
satisfactory outcomes.?? In a breast reconstruction investigation conducted by Derazon et al, who evaluated two-stage
tissue expander and one-stage direct implant strategies, they reported that utilizing an artificial dermal matrix produced
favorable results in establishing a proper pocket for the implant, minimizing tension on mastectomy skin flaps, and
diminishing the likelihood of capsular contracture.>**?® The incorporation of acellular dermal matrix (ADM) has
become a crucial aspect of implant-based breast reconstruction. ADM is placed between the inframammary fold (IMF)
and the lower margin of the pectoralis muscle as a sling or drape to provide structural support for the implant.?”-*® In our
study, we did not utilize ADM. Instead, we relied on the planned dermal flap to provide adequate coverage and layering.
By not employing a second foreign material, we have mitigated certain risks and spared our patients the significant
financial burden associated with healthcare in our country.

The findings of a recent systematic review revealed that direct implant reconstruction and the two-stage approach had
comparable complication rates of 35% and 34%, respectively, when proper patient selection was taken into account. Our
reconstruction procedure using simultaneous implants resulted in an even lower number of complications, which is lower
than the rates reported in previous studies.

As per recent studies, there has been a decline in complication rates due to plastic surgeons becoming more proficient
in the use of ADM, and its increasing utilization. Currently, more than 50% of breast reconstructions performed by
members of the American Society of Plastic Surgeons involve the use of ADM.*?°! Moreover, the overall complexity
of ADM-facilitated reconstruction was not notably greater than that of non-ADM-facilitated reconstruction; however, the
incidence of long-term capsular contracture was lower.****% Notably, none of our patients reported significant discom-
fort, which negatively impacted their quality of life. In our dermal flap procedure, the reconstruction time following the
oncological surgeon was less than approximately 90 minutes for bilateral breast reconstruction.

The potential presence of extraneous materials in implants can generally increase the risk of infection. However, there
is no unanimity regarding whether the use of ADM escalates the risk of infection.?” Chun et al discovered significantly
higher infection rates in patients using ADM (8.9% vs 2.1%), whereas Vardanian et al reported no variation in
postoperative infection rates between ADM use and non-use.”’** Although dermatitis was observed in one patient
after radiotherapy, we did not observe any infection in our patients.

In a study conducted by Rancati et al on single-stage breast reconstruction with mesh-covered implants following
skin-sparing mastectomy, the optimal location of the new inframammary fold for the reconstructed breast was deemed
crucial for achieving the best aesthetic result. This location should be symmetrical with the contralateral breast if there is
no ptosis, and if there is ptosis on the contralateral side, the new inframammary fold should be positioned 2 cm lower. We
adhered to this guideline during preoperative planning.

Women who possess larger bust sizes are generally deemed unsuitable for conservative mastectomy because the
vascularity of the nipple-areolar complex might be jeopardized, which could lead to necrosis.” Patients who are morbidly
obese, have undergone previous radiation therapy, or actively smoke tobacco products typically make poor candidates for
prosthetic reconstruction.” Before performing the procedure, we thoroughly assessed our patients’ smoking history and
informed them that they needed to quit smoking at least one month prior to the operation. We emphasized the heightened
risk of necrosis of the nipple-areolar complex to patients who had a history of smoking.

One-stage implant breast reconstruction has the advantage of utilizing excess skin tissue immediately after mastect-
omy. However, surgeons do not commonly use this procedure due to unfamiliarity with the technique, reluctance to apply
additional tension on mastectomy skin flaps, and the perceived difficulty of achieving a predictable result in a single
stage. Similarly, while skin-sparing mastectomy has the potential for natural skin flap necrosis, the reported rates of
necrosis have ranged from 0.0% to 21.6%> Avoiding periareolar incisions is highly recommended, as they can increase
the risk of complications related to the nipple-areolar complex. Despite the reasons for avoidance, we have modified and
contributed to our experience with this method. The success of this work depends on subtle nuances and requires close
patient follow-up. Although skin flap necrosis and loss of NAC are potential issues, they were not significant problems
that we encountered. We did not avoid a periareolar incision, and this was not a concern for us. This approach contributed
to our technique. Depending on the patient’s condition and the breast’s state, various incisions may be employed.
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Lee et al** concluded that patients undergoing one-stage direct implant prosthesis-based reconstruction were at
a relatively higher risk of postoperative complications and reconstruction failure compared to those undergoing two-stage
reconstruction using tissue expanders. However, they did not observe any significant difference in outcomes between the
two groups following skin-sparing mastectomy. The researchers also found that one-stage reconstruction provided a more
aesthetically pleasing result and had clear advantages in terms of financial burden compared to two-stage reconstruction.
Nevertheless, they recommended that more modern studies focusing on skin- and breast-sparing cases should be
performed to obtain more valid results.

According to current beliefs, the probability of contracting breast cancer is decreased when a larger amount of tissue
is excised during a skin-sparing mastectomy. Therefore, it is recommended that significant portions of breast parenchyma
be removed, and thin skin flaps be preserved, while keeping the NAC as thin as practicable. While this approach may
reduce the likelihood of recurrence, it may also increase the risk of skin and NAC viability."*** In our patient cohort, we
observed follow-up periods ranging from 12 to 30 months, and no instances of recurrence were reported.

Implant exposure is considered a critical complication in this procedure, with its occurrence falling between 0.25%
and 8.3%.%>¢ The following complications should also be taken into account: ischemic skin, necrotic skin, poor skin
cover, detached wound lips, chronic or partial fistula. In many cases, if left untreated, infection can occur, making implant
removal a necessity. Most instances of implant exposure are caused by skin necrosis resulting from excessive tension in
the suture line and excessive removal of subcutaneous adipose tissue or wound dehiscence.®” In one of our patients, the
implant became exposed due to high-dose radiotherapy treatment. Following re-suturing, the implant was exposed once
again, resulting in skin necrosis. To address this issue, debridement was performed, followed by the application of
a vacuum wound dressing for some time. Ultimately, the implant was successfully reconstructed using a graft and was
treated. Among our patients, we observed one case of partial loss of the nasal ala cartilage (NAC) and another case of
detached wound lips. Fortunately, in both instances, the wounds were repaired successfully and no implant loss was
reported. One patient, who was obese and had undergone radiotherapy previously, developed a significant seroma.

The opening of wound lips and necrosis of skin can lead to the exposure of an implant, which may result in implant
loss and surgical failure if there is no living tissue or layer between the implant and the skin. To prevent this, our
technique places a dermal flap and pectoral muscle beneath the incision scar. In other words, we avoid placing the
incision line near the exposed implant. This approach serves as the foundation of our technique.

According to Tadiparthi et al’s analysis study, while implant-based breast reconstruction appears to be
a straightforward method for maintaining the form and symmetry of the breast, they reported that 28-50% of patients
required revision surgery due to complications such as implant infections, impingement-folding, and capsular
contracture.'’>” The study’s authors concluded that patients were dissatisfied with implant-based breast reconstruction
and preferred autologous breast reconstruction.'” Although autologous reconstructions have demonstrated long-term
preservation of good aesthetic outcomes, the cosmetic results of implant-based reconstructions have reportedly
declined.'”**** However, simultaneous bilateral implant-based reconstructions may offer some improvement in this
regard.'” It is crucial that all patients considering implant-based reconstruction are fully informed about the potential
complications associated with implants, the likelihood of requiring revision surgery in the future, and the possibility of
converting to autologous reconstruction.'” Our patients have not reported any dissatisfaction with their outcomes. We
inform all patients about advanced complex reconstructive methods and have not observed any signs of capsular
contracture during our follow-up processes.

In their analysis, Bertozzi et al found that breast reconstruction using alloplastic materials can yield aesthetically
pleasing outcomes in patients undergoing minimally invasive surgery, allows for early hospital discharge in over half of
breast cancer cases, promotes rapid healing and quick resumption of daily activities.* This method, which we have also
employed, enabled our patients to remain in the hospital for two to three days and quickly return to their social and daily
routines. Furthermore, the additional sessions have provided our patients with positive psychological motivation and
increased self-confidence, along with a satisfactory aesthetic outcome.

In the study conducted by Bayram et al, they described a dermal barrier flap technique in medium-sized breasts after
skin-sparing mastectomy, where the implant was placed over the muscle with a double-layer dermal barrier. The flap was
bipedicled, and the thickness of the breast skin and NAC was preserved. Bayram et al refrained from placing the implant
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under the muscle due to prolonged surgical time and the difficulty of placing large-volume implants.*’ Our technique
shares similarities with this approach but has some differences. In our method, the dermal flap is single pedicled, and we
had no issue with placing the implant under the muscle. The creation of a submuscular pouch took only 10—15 minutes.
Our technique was applied to non-ptotic, type 1, type 2, type 3, and macromastia breasts without limitations based on
ptosis or size. We protected the oncologically significant skin and NAC by leaving them thin to prevent residual tumoral
tissue. The most notable aspect of our technique is that the incision line was covered by three layers: pectoral muscle,
dermal flap, and breast skin.

Conclusions

The benefits of one-stage breast reconstruction with implants comprise the simplicity of the surgical procedure, the
employment of neighboring and preserved tissues, the preservation of the nipple, the absence of complications at the
donor site, a brief operative and recuperation period. In cases where there is no uncertainty about the viability of skin
flaps following mastectomy, simultaneous reconstruction is favored. Successful one-stage breast reconstruction with
implants entails close collaboration with the breast surgeon, meticulous planning, attentiveness to the intricacies and
critical points in the surgical approach, and diligent follow-up.

Following skin-sparing total mastectomy for breast carcinoma, simultaneous implant and dermal flap breast recon-
struction with preservation of NAC is a highly desirable single-session method that achieves optimal cosmetic results,
minimizes morbidity, presents a low probability of complications as opposed to the literature, and is cost-effective,
resulting in increased patient satisfaction. In light of the potential for patient dissatisfaction, low psychological status,
decreased sexual happiness, decreased sensitivity and sensitization, and poor appearance resulting from subsequent
reconstruction of the NAC, it is our recommendation that NAC preservation be prioritized without exception.

Consent Statement

We informed all our patients about the surgery. We received approval for surgical consent and information form from all
our patients. We received patient consent form for medical photographs from all our patients. All our patients approved
the use of the photos in education, medical books, journals, articles and electronic media.
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