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ABSTRACT 

The objective of this study was to emphasize the advantages of mastologists and plastic sutlfeons working 
together in a single sU1;gical procedure to treat breast tumors. The authors describe their experience with 58 
patients who underwent surgery in the Plastic Sutlfery Facilities at Hospital DiPina PrOPidCncia and Hos­
pital Moinhos de vento, both in the city ofPorto Alegre, in the state ofRio Grande do Sui, Brazil, between 
1998 and 2001. This sutlfery involved the removal of the tumor and breast reconstruction in a single 
sutlfical procedure. Patients were followed up clinically for at least 60 days. Follow-up included evaluation of 
clinical results, level ofsatisfaction with the physical aspect, and return to everyday activities. Breast recon­
struction techniques have been described, according to the type of resection conducted by the mastologist. 
Authors have concluded that the combination ofsUtlfical oncologic treatment and reconstruction in a single 
intervention is a key factorfor quick recovery andforproviding breast cancerpatients with a good quality oflift. 

INTRODUCTION 

Annually, more than 170,000 women in the United Grande do Sul and in the city ofPorro Alegre. In 1999, 
States(l) are diagnosed with breast cancer. Breast can­ breast cancer was the fourth leading cause of death 
cer is the leading cause of death among women who among women who die in the city of Porro Alegre 
die from malignant tumors both in the state of Rio (Table I, data from Rio Grande do Sul State Health 
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Department). In the last three years (from 1998 to 
2001),572 cases of malignant breast rumors were di­
agnosed in a single pathology facility, in the city of 
Passo Fundo (Rio Grande do Sul) which covers an 
area with 2 million inhabitants(2). 

Current therapeutic management provides a 5-year 
survival rate of 80% for patients diagnosed with in­
vasive breast cancer(3}. Considering the aesthetic rel­
evance of the breasts, the mutilating effect of the dis­
ease, and the role women play in modern society, we 
have tried to develop a combined surgical technique 
to simultaneously remove the rumor and reconstruct 
the breasts. This technique should provide safe onco­
logic treatment, restore patients' self-esteem, enable 
them to go back to their everyday activities as quickly 
as possible, and allow them to wear their usual clothes 
with dignity(4}. 

The mastologist suggests the joint procedure to be con­
ducted by the mastologist and the plastic surgeon to 

Fig. la - Two teams working together in a single surgical proce­
dure. 

patients, explaining the therapeutic efficacy of the pro­
cedure, the cosmetic advantages and the lower cost pro­
vided by combining both procedures in a single surgical 
procedure. Emphasis is also placed on the reduction of 
psychological distress provided by a single surgical in· 
tervention and the ensuing results. These aspects have 
been widely accepted by patients, who, in some cases, 
have sometimes even seen this as an opportunity to COf­

rect their breasts with the plastic surgery<4,5, 6) . 

MATERIALS AND METHODS 

From 1998 to 2001,58 patients with breast carcinoma 
underwent oncologic mammaplasty, performed by 
teams of mastologists and plastic surgeons in a single 
surgical procedure(7) at the Plastic Surgery Facilities of 
Divina Providencia Hospital and Moinhos de Vento 
Hospital, in Porto Alegre. Patients were followed up 
for at least 60 days, after which a clinical evaluation 
was performed. A questionnaire was also administered 

Fig. 1b - Design on patient skin, normally used as access and 
reconstruction route. 
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Fig. lc - Displacement of the glandular base for the mastologist Fig. Id - Final surgical scar. 
to resect the rumor. 
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to assess emotional aspects, self-esteem, psychological 
distress and psychosocial skills. Patients ranged in age 
from 26 to 62 years with an average age of 45. 

The patients underwent bilateral intervention so as to 
ensure breast symmetry, and the best aesthetic results(9). 
While mastologists resected the tumor in one breast, plastic 
surgeons concomitantly reduced the volume of the con­
tralateral breast. The tissue removed from the healthy breast 
was then sent for pathology analysis (Fig. la). 

Figs. 2a - 2c - Preoperative assessment: 26 year-old with 1 cm in 
situ carcinoma on right breast. 

With patients in a supine position, without dorsal el­
evation, access was a periareolar elliptical incision(7) 
and another infra-areolar eUipse, the base of which 
was an isosceles triangle (Fig. Ib). This technique has 
been used for 10 years in the facility and has been 
systematized by one of the authors{l). The affected 
breast was reconstructed with the remaining 
mammarian tissues, after results from pathology. 
Breasts were reconstructed with mononylon 2.0. 

. Figs. 2d - 2f - Patient in picrure 2: at 6-month postoperative pe­
riod. Resected tissue between reduction and sectorectomy: 300 g 
R breast, and 300 g L breast (resection of less than 1/5 of breast 
volume - Group I). 
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Local flaps or lower pedicles were used(8,IO) (Fig. Ie). 
The latter were either attached to the skin saved by 
the mastologist to build the upper quadrant, or to the 
aponeurosis of the pectoralis major in order to obtain 
greater protection or to fill in resected areas. The skin 
was sutured with monocryl 4.0 or 5.0. One patient 
had a peri areolar scar, while others had a periareolar 
scar with vertical and horiwntal extensions ranging 
from I to 3 cm (Fig. Id). When there was need for 

axillary drainage, a suction tube was placed for 5 days 
or until the amount of drained liquid no longer ex­
ceeded 20 ml in two hours. 

The 58 patients were classified into 4 groups accord­
ing to the amount of tissue resected from the affected 
breast, type of histological lesion and the technique 
used (Table I). Group I included 7 patients with atypi­
callobuJar hyperplasia or clustered microcalcifications, 
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Figs. 3a - 3c - Preoperative assessment: 41-year old, with 2.10 
cm in siru carcinoma on L breast. 

Figs. 3d - 3f - Patient in picrure 3: at I-month postoperative 
period. Tissue resected with sectorectomy: 160 g L breast and 
180 g R breast (resection smaller than 1/5 of breast volume ­
Group II). 
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who underwent minimal resection and reconstruction 
with local flaps. Group II (Figs. 3a - 3c) included 16 
patients with intraductal carcinoma, invasive ductal 
carcinoma, in situ medullary carcinoma or invasive 
medullary carcinoma(11 ) • ill this group, resections were 
sma)ier than 1)5 or the breast volume and. reconstruc­
tions were done with local flaps or lower pedicles (Fig. 
3d - 3f). Group ill (Figs. 4a - 4c) included 50% of 
the cases studied and results of pathology were the 

Systematization in Oncologic Mammaplasty 

Figs. 4a - 4c - Preoperative assessment: 40-year old, with inva­
sive ductal carcinoma on breast and resection of 2/3 of the left 
gland and 2 cm fibroadenoma on R breast. 
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same as in Group II. For these patients, resections 
were larger than 1/5 of the breast volume and recon­
structions were made with local flaps, lower pedicles, 
and prostheses (Figs. 4d - 4f). Six (6) patients were 
grouped as special cases in Group IV (Figs. Sa - Sc). 
Tbese patients bad their bistologlcal diagnoses con­
firmed only during the intra-operative period. When 
it was found to be necessary to extend the resection, 
the decision to do so was made at the time of recon-

Figs. 4d- 4f - Patient in picture 4: at 3-month postoperative pe­
riod. Using 180 cc prosthesis on R breast, with reduction of 
periareolar skin. On L breast, 235 cc prosthesis, local flap for 
upper quadrant with reduction of periareolar skin (resection 
greater than l i S of breast volwne - Group III). 

~ 
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Chart I 
MAIN CAUSE OF DEATH BY CANCER IN WOMEN, 1999 

Rio Grande do Sui 

Br•••t ~==:-__
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ColonJRectum 1-----­Uterus 1-_____ 

Stomach 


Pancreas 


Ovar1um 


50 100 150 200 

Table I 

Group Anatomopathological Resection Reconstruction N° % 

In Situ carcinoma SmaUer than 115 of 
the breast volume 

Local flaps 7 12,06 

II Intraductal carcinoma 
In Situ or invasive 

Lobular carcinoma 
In Situ or invasive 

Smaller than 115 of 
the breast volume 

Local flaps 
Lower pedicles 

16 27,5 

ill Intraductal carcinoma 
In Situ or invasive 

Lobular carcinoma 
In Situ or invasive 

Larger than 115 of 
!he breast volume 

Local flaps 
Lower pedicles 

Pros!hesis 

29 50 

IV Special cases: intraoperative 
anatomopathological 

Extended Flaps according to 
anatomopathological 

6 10,3 

Breast 

Uterus 

Lung 

CoionJRectum 

Stomach 

Pancr••• 

Porto Alegre 

...__________ 

~~~__~__~_~ 
o 200 400 600 800 

Groups distribution according to type of tumor, resection and reconstruction technique - 58 patients. 

struction, using flaps that are not 
normally used (Figs. 5d - 5f). 

Histological studies showed that 
92% of the patients presented inva­
sive ductal carcinoma, 5% had inva­
sive lobular carcinoma, and 3% of 
the tumors were in situ carcinomas. 

All patients agreed, after clarifica­
tion, to undergo both procedures 
in a single surgical event, and were 
informed that clinical follow-up 
would be necessary. 

All patients underwent radiation 
therapy as an adjuvant treatment (4) . 

Those with invasive tumors also 
underwent sentinel lymph node dis­
section or axillary drainage, and re­
ceived chemotherapy. 

RESULTS 

None of the patients experienced 
serious complications during the fol­
low-up period. One patient in 
Group I had a seroma that drained 
spontaneously, which did not mea 
the result. Average hospital stay was 
24 hours. None of the four groups 
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Fig. Sa ­ Preoperative assessment: 43 year-old, with invasive duc­ Fig. 5b ­ 6-month postoperative period. Sectorectomy with skin 
tal carcinoma on L breast. resection on upper quadrant and use of lower pedicle flap as an 

island on the upper quadrant ofleft side breast. Note mimitization 
with adjacent skin. Reduction of about 280 g of L breast com­
bined with sectorectomy of R breast to attain symmetry, provid­
ing similar volume for both breasts (Group IV - special cases). 
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presented clinical differences in their follow-up. Group 
IV patients, the so-called special cases, were more chal­
lenging in terms of teclmical planning, as the treatment 
procedure was decided only during the surgical event 
because histological diagnoses were not clear enough. 
In these cases, flaps, not routinely used were employed. 

The aesthetic result was regarded as satisfactory, con­
sidering the need to preserve mammarian synunetry 
for all patients and the absence of noticeable scar de­
fects. Subjective evaluations were provided by patients 
in the questionnaires used in the postoperative fol­
low-up period The questionnaires showed that 80% 
of the patients felt they had had their identities as 
women preserved; 70% reported reduction of psy­
chological distress, characterized by greater survival 
expectations and less anxiety. Of the patients treated, 
70% reported psychosocial re-adaptation; that is, they 
resumed their regular activities. 

DISCUSSION 

Systematization of the treatment for breast cancer, as 
presented in this study, differs from the traditional 
approach in which tumor resection and reconstruc­
tion take place in two distinct phases. The present 
study suggests that mastologists and plastic surgeons 
should work together to perform both oncology and 
aesthetic treatments in a single procedure. The reduc­
tion of the healthy breast, when carried out simulta­
neously with the resection of the tumorous tissue, 
permits better sizing of the final mammarian volume, 
facilitating symmetry. Moreover, the possibility of 
identifying malignant cells in the breast considered 
healthy significantly improved prognosis for patients. 

This study with 58 patients showed that the aesthetic 
results were not affected by the type of tumor, or by 
the amount of tissue resected by the mastologist. The 
combination of oncologic and aesthetic treatments in 
a single surgical procedure should lead to reduce costs, 
decrease anesthetic risks, and lower patient anxiety (12, 

13) 

The method described herein proved effective in im­
proving the quality of life of the breast cancer groups 
treated by minimizing adverse psychosocial effects, re­
ducing the feeling of mutilation and controlling the 
panic often present in patients with malignant diseases. 

CONCLUSION 

From an aesthetic point of view, the joint work of 

mastologists and plastic surgeons proved beneficial, in 
all 58 cases studied. The short clinical follow-up pe­
riod was not long enough to determine its therapeutic 
effects for tumors. Aesthetic advantages were reported 
by all patients, and most of them felt comfortable with 
the results. The combination of two procedures in a 
single surgical procedure provides considerable savings, 
in addition to cutting surgical trauma in half. 
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