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Background: Breast cancer treatments involve tumorectomy or mastectomy.
Over the past few decades, the authors have been offering direct breast reconstruction with anatomical, gel-cohesive, extra-projection prostheses. This study
aimed to demonstrate that breast reconstruction directly with prostheses in a
subpectoral pocket is feasible and safe.
Methods: From 2002 through 2008, 400 prostheses reconstructions were performed at a single center. The prosthesis was covered by the muscle in its upper
two-thirds and by using the skin from the mastectomy in its lower third. A
prospectively maintained database was reviewed. The primary endpoint was the
development of a complication.
Results: In all patients, surgery was well tolerated. No systemic or medically
unfavorable events occurred in the immediate or late postoperative period.
Morbidities, which included infection, required implant removal in four patients. Five patients had marginal ischemia of the skin envelope, and implant
removal was required in two cases. Eight cases of implant extrusion required
implant removal; two of nine patients with hematoma required implant removal;
significant capsule formation requiring capsulectomy occurred in 45 patients.
The overall number of cases in which complications resulted from capsule
formation was 71 (17.75 percent).
Conclusions: This preliminary study demonstrates that immediate breast reconstruction with a direct, extra-projection, anatomical prosthesis is a good
alternative. Because of the low rate of complications elucidated, a prosthesesbased technique of breast reconstruction should be made available to the
public. (Plast. Reconstr. Surg. 125: 1599, 2010.)

B

reast cancer is the most common malignancy affecting women today. It is responsible for the greatest percentage of mortality. Surgical treatment of this disease involves
tumorectomy or mastectomy. Approximately 20
percent of patients in our center have undergone
mastectomies in conjunction with or without chemotherapy, hormone therapy, and radiotherapy.1
A skin-sparing mastectomy is the removal of
the nipple-areola complex, previous biopsy incisions, the entire mammary gland, the pectoral
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major fascia, and recumbent skin when a tumor is
found near the surface. At the same time, the
remaining skin covering the gland is conserved.2
In the case of immediate breast reconstruction, we
have seen a lower postoperative morbidity rate, a
higher level of patient satisfaction regarding the
oncologic safeness of this procedure, and preservation of the original breast skin sensitivity.
A skin-sparing mastectomy can be followed
by an immediate breast reconstruction using
autologous tissue and/or prosthetic implants.
This approach has been advocated as an effective treatment option for patients with earlystage cancer that is not amenable to breast-conserving therapy.3– 6 It is possible to reconstruct the
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breast immediately using a prosthesis because of
the preservation of most of the breast skin envelope and inframammary fold. The use of the patient’s skin envelope optimizes the final contour of
the reconstructed breast and can result in excellent cosmesis.6 The combination of oncologic and
reconstructive procedures requires only a single
hospital admission with one operation and minimal recovery time.
Breast reconstruction with prostheses has been
offered immediately after skin-sparing mastectomy
for only the past decade. Nevertheless, there has
been a great reluctance on the part of some clinicians who are concerned about dealing with serious
comorbidities. This is most probably because of the
limited number of clinical series. Fortunately, today
the situation is changing as knowledge increases.
Nevertheless, breast implants for reconstructive and cosmetic purposes have evolved greatly
during the past decade.7 Multiple shapes are now
available and are much closer in design to the
natural aspect of the female breast. Our technique
consists of immediate breast reconstruction using
extra-projection, anatomical, cohesive-gel prostheses placed in the upper pole submuscular layer
and in a lower pole subfascial layer.

PATIENTS AND METHODS
Women in 400 consecutive cases underwent
skin-sparing mastectomy. Between 2002 and 2008,
reconstruction was performed immediately postoperatively by the same surgical team using a highprofile anatomical breast prosthesis. Patients’ ages
ranged from 26 to 82 years, with an average age of
49.96 years.
The selection criteria for skin-sparing mastectomy and immediate breast reconstruction were a
preoperative diagnosis of breast cancer, unifocal
or multifocal carcinoma, unicentral or multicentral carcinoma, sufficient cutaneous coverage after skin-sparing mastectomy, adequate quality of
soft tissue, and sufficient patient motivation (Table 1). At the time of diagnosis, patients were

counseled and fully informed of the surgical treatment options, including the various types of immediate breast reconstruction (autologous tissues
versus implants). One hundred twenty-eight patients were excluded from the study, including 38
patients who underwent reconstruction by means
of a Becker type implant and 90 patients who
underwent reconstruction with autogenous tissues, either pedicled or free flaps.
After surgical marks were drawn by the plastic
surgeon in agreement with the oncologic surgeon,
the mastectomy was performed by oncologic surgeons (gynecologists and general surgeons) respecting the previous markings. The immediate
breast reconstruction was performed after mastectomy on those patients with a breast carcinoma
in stages I, II, or III, and with the possibility of
using skin-sparing mastectomy techniques. Patients needing radiotherapy or chemotherapy
were not excluded.
The implant used in all cases was an anatomical high-profile mammary implant, to optimize the size and shape of the reconstructed
breast (Fig. 1). The models used were Allergan
410 XP and 510 XP (Allergan, Inc., Irvine, Calif.),
Mentor CPG (Mentor Corp., Santa Barbara, Calif.),
and Polytech 20635 (Polytech Health & Aesthetics,
GmbH, Dieburg, Germany) (Table 2).
Twenty patients had bilateral skin-sparing mastectomy and immediate breast reconstruction (six
had bilateral cancer and 14 had contralateral prophylactic surgery). One hundred fifty-three patients underwent contralateral surgery to optimize
symmetry in the same operation, including 20 augmentations and 133 mastopexy/reduction mammoplasties (Fig. 2).

Table 1. Inclusion Criteria
Inclusion criteria for skin-sparing mastectomy and
immediate breast reconstruction:
●
●
●
●

Oncologic (breast carcinoma stage I, II, or III)
Unifocal/multifocal carcinoma
Unicentral/multicentral carcinoma
Sufficient cutaneous coverage after skin-sparing
mastectomy
● Adequate quality of soft tissue
● No previous radiation therapy
● Patient motivation
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Fig. 1. Intraoperative view showing how suturing the inferior
edge of the pectoralis major muscle to the lower cutaneous flap
can protect the suture line.
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Table 2. Devices Used in Our Series*
Device
Allergan XP range
410 LX
410 MX
510 LX
Mentor CPG
312
323
Polytech
20632
20636
20637
20647
Total

No.
86
88
12
170
20
8
8
4
4
400

*The average implant size is 362 cc, larger than in our previous
publication. We can deduce from the implant average that it is a
cohort of small-breasted patients, despite the fact that the body mass
index is close to our population average at these ages.

The average patient hospital stay was 3.5 days.
The aspirate drain was removed when drainage
was less than 30 cc. Treatment with antibiotics was
maintained for 5 days.

Surgical Technique
The standard skin-sparing mastectomy was
performed through a periareolar incision, preserving the inframammary fold in all cases. The
periareolar incision, in most cases elliptical, was
adequate to remove all breast tissue in the majority
of cases. However, short horizontal incisions were
added in some cases where the surgical access was
limited though the periareolar incision alone.
Fat and subdermal plexus were preserved to
ensure skin vascularization. The entire gland, including the anterior pectoral muscle fascia, was
removed. Along with skin-sparing mastectomy, an
axillary lymphadenectomy was necessary in 223
cases and sentinel lymph node biopsy was necessary in 70 cases. The same approach was used in
40 percent of the cases and a second incision was
needed in the remaining 60 percent of cases. This
second incision is actually preferred because it
decreases morbidity.
In this manner, the upper half of the prostheses is infrapectoral and the lower half is subfascial.
The key to this procedure is suturing the lower
border of the pectoralis major to the inferior superficial fascia of the fasciocutaneous flap (Fig. 3).
This protects the suture line, taking into account
that this is the weakest area and the source of
potential morbidity.

RESULTS

Fig. 2. A ductal carcinoma in situ was diagnosed in this 42-yearold woman. The breast was reconstructed immediately using an
Allergan MX-410 extra-projection prosthesis. Preoperative (above)
and 1-year postoperative (below) views are presented.

The median patient age was 49.96 years
(range, 26 to 82 years). The average body mass
index was 26.9. At least one lymph node was found
to be involved in 196 patients (49 percent). Adjuvant chemotherapy was required by 230 patients
(57.5 percent) and postmastectomy radiotherapy
was administered to 122 patients (30.5 percent).
Fourteen patients were lost to follow-up.
Surgery was well tolerated in all patients. No
systemic or medically unfavorable events occurred
in the immediate postoperative period and during
patient follow-up.
There were two cases of local recurrence after
a median follow-up of 32.4 months (range, 12 to
72 months; a short follow-up from an oncologic
perspective). The overall survival rate was 99.2
percent. Two patients developed unrelated diseases and one patient died as a result of metastatic
breast cancer.
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Fig. 3. A right skin-sparing mastectomy with immediate breast reconstruction was performed in this 50year-old woman after the diagnosis of ductal carcinoma in situ. In this case, an extra-projection, Mentor 323
prosthesis weighing 410 g was selected. To obtain symmetry, an inverted-T mastopexy was used on the
contralateral breast. Preoperative (left) and 1-month postoperative (right) views are shown.

Any problem experienced during a patient’s
recovery time was considered to be a complication. Morbidities, which included infection, required implant removal in four patients. Implant
removal was required in two of five patients with
marginal ischemia of the skin envelope. Implant
removal was required in eight cases of implant
extrusion and in two of nine patients with hematoma. Significant capsule formation necessitating
capsulectomy occurred in 45 patients. The overall
rate of complications resulting from capsule formation was 17.75 percent (71 of 400 reconstructions) (Table 3).
Chemotherapy was delayed (by 2 weeks) in
four patients because of infection. In our series, we
observed significant capsule formation in 43 of
122 patients (35 percent) who had postmastectomy radiotherapy compared with two of 278 (5
percent) who did not have radiotherapy. In all
cases, significant capsule formation was corrected
with a capsulectomy and implant replacement.

Total implant removal was rated at 15.25 percent
because of infection (four implants), flap necrosis
(two implants), exposure (eight implants), hematoma (two implants), and capsular contracture
(45 implants).
Patient satisfaction with the surgical outcome
was assessed by standard questionnaires that determined the psychological impact and the degree
of satisfaction with the achieved results. Two questionnaires were used: the Hospital Depression and
Anxiety Questionnaire8 (adapted and validated
for use with the Spanish population9) and the
Al-Ghazal et al.10 questionnaire.
Among this clinical series, the questionnaires
mentioned above were used, and 7.2 percent
showed symptoms of anxiety or depression
(scores, 11 to 21), clearly lower than among
women with nonreconstruction.11 At the time of
questioning, 94.77 percent of the women who underwent immediate breast reconstruction maintained their original preference for such treatment. In all, 68.62 percent were satisfied or very
satisfied with the results achieved.

Table 3. Complications in Our Series*
Complication
Infection
Marginal ischemia
Implant extrusion
Hematoma
Significant capsule formation

No. (%)
4 (1)
5 (1.25)
8 (2)
9 (2.25)
45 (11.25)

*The overall rate of complications was 17.75 percent (71 of 400
reconstructions). The most frequent complication was capsular contracture (45 of 400 reconstructions).
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DISCUSSION
Skin-sparing mastectomy and immediate
breast reconstruction in our series carried a low
morbidity rate, similar to that of other procedures.
Extra-projection devices gave us the chance to
modify the reconstructive predicament.12
Skin-sparing mastectomy allows for tumor resection to be combined with maximum preserva-
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tion of the patient’s skin envelope. Recognized
complications include skin flap necrosis. This may
be attributed to a compromised blood supply resulting from undermining and dissection away
from the mammary tissue. We observed five cases
of marginal ischemia of the skin envelope (1.25
percent). However, this complication has been
estimated to occur in 11 percent of skin-sparing
mastectomy and non–skin-sparing mastectomy
cases.13 The low rate of infection leading to implant loss (1 percent) in our environment can be
attributed to the routine use of povidone-iodine
pocket irrigation, glove exchange before the implant introduction, and the use of prophylactic
antibiotics.14
The majority of women undergoing mastectomy for invasive carcinoma do not require postmastectomy radiotherapy. However, for patients
with at least four positive regional lymph nodes or
large (⬎5 cm) tumors, radiotherapy has been
shown to reduce local recurrence and improve
survival.15 The guidelines for radiotherapy are
changing rapidly today, giving more importance
to the anatomopathologic study, scoring the tumor grade, the excision margins, and the lymphovascular invasion.16,17 Furthermore, the need for
postmastectomy radiotherapy is determined fundamentally following the histologic analysis of resection specimens.
For this reason, the utility of immediate breast
reconstruction in women who require adjuvant
radiotherapy has been the subject of much debate.
When implants are used, radiotherapy poses the
particular problem of capsular contracture. This
complication was observed in just 11.25 percent of
our patients, compared with 14 percent in other
series.18
In addition to cosmetic results, some studies
have raised the concern that irradiation of the
immediately reconstructed breast results in an inferior quality of irradiation.17,19 However, the need
to treat the internal mammary nodes is controversial because irradiation of the internal mammary
nodes has not been shown to confer a benefit in
survival or rate of distant metastasis.20,21 There are no
data to suggest that radiation plans are compromised in cases in which the immediate breast reconstruction is performed with prostheses.
The inability to predict which patients will require irradiation until after surgical resection increases the complexity of planning immediate
breast reconstruction.22 Although some authors report favorable outcomes with implant reconstruction and radiotherapy,23–28 others continue to argue
against prosthetic reconstruction in patients who un-

Fig. 4. This 49-year-old woman was diagnosed with ductal carcinoma in situ. An immediate breast reconstruction was performed with an MX prosthesis weighing 325 g after skin-sparing
mastectomy. A mastopexy with the same pattern as in the previous cases was used in the contralateral gland to achieve symmetry. Appearance of the patient 1 week after biopsy (above),
postoperatively during radiotherapy (center), and 1 year after
reconstruction (below).
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dergo irradiation.29 –34 Improvement in the delivery
of radiation therapy, reliability of surgical technique,
and manufacturing of breast prostheses35 has led
plastic surgeons to critically reevaluate the option
of prosthetic reconstruction in irradiated patients.
Besides, negative effects of irradiation can perhaps be diminished with appropriate timing of the
delivery or irradiation.18 Despite these observations, there are reports to suggest that general and
aesthetic satisfaction is not significantly different
following radiotherapy compared with patients
who do not receive radiotherapy, irrespective of
capsule formation and complication rates25,26,36
(Fig. 4).
Anxiety and depression are the most common
psychological problems of women who have undergone mastectomy. Women who have undergone immediate breast reconstruction are more
likely to be satisfied with the aesthetic results
achieved and are least likely to feel a loss of sexual
attractiveness. More to the point, a high level of
patient satisfaction was found in our study.
This study demonstrated that immediate
breast reconstruction, in which an anatomical
high-profile silicone breast implant was used, is an
acceptable option for most patients without need
for a more complex reconstruction using free
flaps, ensuring complementary treatments. Probably the group that most needed improvement is
that of women requiring postmastectomy radiotherapy because of the higher rate of capsular
contracture (35 percent versus 5 percent). Nonetheless, given our experience with prostheses reconstruction in breast cancer patients, we believe
that high-profile silicone breast prostheses confer a
more anatomical, natural pocket, expanding preferentially the lower pole without placing the upper
pole under unnecessary stress. In our opinion, onestage procedures lead to acceptable results, helping
us to avoid a second reconstructive procedure in
88.75 percent of patients (355 of 400).

CONCLUSIONS
On the basis of the results of this study, immediate breast reconstruction with anatomical,
high-profile, silicone breast prostheses is oncologically safe in appropriately selected patients with
Tis, T1, T2, and T3 tumors in the absence of
extensive skin involvement. The technique is aesthetically superior to delayed reconstruction and
is associated with high levels of patient satisfaction
and breast sensitivity and a low rate of morbidity.
It is simple and reproducible. A prosthesis-based
technique of immediate breast reconstruction
should be available to the population because of
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the oncologic safeness of this type of reconstruction and favorable cosmetic results.
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