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ABSTRACT Breast cancer is a systemic disease that occurs in approximately one in eight women and may cause significant mortality and
morbidity. Inflammatory breast cancer was considered to be contraindicated for simultaneous reconstruction after mastectomy in previous pe-
riods due to frequent local recurrence and low survival expectancy. However, simultaneous reconstruction is a necessity nowadays; with the
use of combination therapies that includes chemotherapy and radiotherapy besides surgery for inflammatory breast cancer. Reverse ab-
dominoplasty was described by Huger in 1970, which is a reliable choice for reconstruction of anterior chest wall defects. In this case report,
a patient who was diagnosed with inflammatory breast cancer after breast reduction surgery and underwent bilateral modified radical mas-
tectomy and reconstruction with a reverse abdominoplasty flap was presented. Inflammatory breast cancer can be seen after reduction mam-
moplasty. Reverse abdominoplasty flap is a reliable option for the reconstruction of anterior chest wall defects after resection of such cancers.
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Inflammatory breast cancer was first described
in 1924 and is a rare, aggressive form of invasive
breast cancer.! Inflammatory breast cancer accounts
for just 2% of all breast cancers but is responsible for
10% of the breast cancer-related deaths. The inflam-
matory breast cancer is diagnosed clinically, and the
diagnosis is based on changes on the skin of the
breast, such as erythema, edema, peau d’orange and
prominent appearance of dermal hair follicles.” Re-
duction mammoplasty is a useful technique in both
oncologic and cosmetic aspects in terms of allowing
pathological examination of the breast parenchyma,
which also reduces the incidence of breast cancer
since it reduces total breast parenchyma.’ Reverse ab-
dominoplasty is a technique used to correct supraum-
bilical skin excess using the inframammary incision.
In recent years, it has also been used for bilateral an-
terior chest wall defects that occur after oncological
resection.?

I CASE REPORT

A 52-year-old patient was admitted to the Department
of General Surgery in our clinic with complaints of
erythema, itching and swelling of the left breast skin.
With these complaints, the patient first applied to the
outpatient clinic of general surgery of another hospi-
tal and was referred to the dermatology clinic. A
positron emission tomography/computed tomogra-
phy was requested to evaluate the patient and resulted
as follows: ‘Minimal hypermetabolism with suspi-
cion of malignancy was observed in both breast skins,
thickening of the skin reaching approximately 1 cm in
the widest part. Diffuse, dense areas were observed in
both breast parenchymas that were more prominent
on the left. Pronounced lymph nodes in both axillae
were suspected to be hypermetabolic metastasis.

The patient’s history revealed hiatal hernia, hy-
pothyroidism and hypertension, but no active drug
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use. The anamnesis showed that the patient under-
went bilateral reverse T scar reduction mammoplasty
at another hospital due to bilateral breast hypertrophy
approximately 1.5 years ago, and the patient’s mam-
mography was reported as BI-RADS 1 before the sur-
gery. It was also learned that the patient’s breast
tissue, which was sent for histopathological exami-
nation after reduction mammoplasty, was reported as
“focal fibrocystic changes”.

The patient’s mammography, which was per-
formed at the postoperative first-year follow-up, was
resulted as follows: “No clusters of microcalcifica-
tion in malignant nature were observed. A lymph
node with a thick cortex of the left axilla was ob-
served”. Correlation with ultrasonography (USG)
was recommended. The breast USG applied to the pa-
tient in line with these recommendations was reported
as follows: “Retroareolar millimetric cyst was ob-
served in both breasts. A cluster of microcysts was
observed in the right upper quadrant.”

In the physical examination, dermal erythema
and peau d’orange appearance extending from the in-
framammary sulcus to the inferior border of the clav-
icle in the skin of the left breast was observed. Also,
scars that are 20 cm in length extending from the in-
ferior border of areola to the medial and lateral sides
of the inframamarian sulcus compatible with the re-
verse T reduction mammoplasty incisions in both
breasts are observed. No palpable lymph nodes or
masses were present in both breasts and axilla. A tru-
cut biopsy was planned for the patient with a suspi-
cion of inflammatory breast cancer. The biopsy result
of the patient was reported as follows: “The findings
strongly suggesting invasive carcinoma.” After four
cycles of neoadjuvant chemotherapy treatment, in-
cluding cyclophosphamide, epirubicin, 5-fluorouracil
the patient, was prepared for surgery.

Bilateral modified radical mastectomy and bi-
lateral axillary lymph node dissection were carried
out by the general surgery team. Breast parenchyma
and axillary lymph nodes were sent for pathological
examination. The mastectomy defect in the right
breast could be repaired primarily. However, the mas-
tectomy defect in the left breast had a vertical length
of approximately 15 cm. The preoperative appear-
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FIGURE 2: The appearance of the patient after mastectomies.

ance of the patient is shown in Figure 1, and the ap-
pearance of the patient after mastectomies is shown in
Figure 2.

At this stage, the operation was taken over by
the plastic surgery team for the repair of bilateral
mastectomy defects. A reverse abdominoplasty flap
was planned, and both mastectomy defects were com-
bined with excision of the midline intact tissue. The
main aim of excising the intact tissue was to reach a
uniform horizontal scar and also to reduce the risk of
a hypertrophic scar. To do so, the option of unilateral
primary repair of the right side and unilateral reverse
abdominoplasty flap to the left side was not favored.
The appearance of the patient after excision of the
midline intact tissue is shown in Figure 3.

The reverse abdominoplasty flap was elevated
by dissection of the anterior abdominal wall superfi-
cially the rectus fascia until the umbilicus is reached.
Figure 4 shows the dissected reverse abdominoplasty
flap.
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FIGURE 3: The appearance of the patient after excision of the midline intact tissue.

Then, the flap was adapted to both mastectomy
defects with appropriate sutures. The early postoper-
ative appearance of the patient is shown in Figure 5.
Any problems such as postoperative suture dehis-
cence, circulation problem or seroma were not ob-
served.

Pathological examination of bilateral mastec-
tomy and bilateral axillary lymph node dissection was
resulted as follows: “Mixed invasive micropapillary
and ductal carcinoma of the right and left breast (In-
vasive carcinoma NST), Grade 2; Invasive tumor and
lymphovascular invasion are present in the dermal
area of the areola. Paget’s disease was not observed.
Dermal subcutaneous tissue showing tumor infiltra-
tion and diffuse lymphovascular invasion were ob-
served. Axillary dissection materials revealed 16/17
metastatic lymph nodes on the right and 11/11
metastatic lymph nodes on the left.” The patient’s
consent was obtained for this case study.

I DISCUSSION

Patients with the request for reduction mammoplasty
must be evaluated by physical examination and radi-
ological imaging for breast cancer. The main reason
for this evaluation is that the breast lymphatic traffic
will change with reduction mammoplasty. This
change means that the position of the sentinel lymph
node to be biopsied in case of future breast cancer
also changes after reduction mammoplasty surgery.’
In the literature, the findings obtained in the cohort
studies showed that when the patients were over 40
years of age and when more than 600 grams of tissue
were removed during reduction mammoplasty, the in-
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FIGURE 4: The dissected reverse abdominoplasty flap.

FIGURE 5: The early postoperative appearance of the patient.

cidence of breast cancer significantly reduced.® In ad-
dition, in the 28-year follow-up performed by Baasch
et al., the relative risk of breast cancer was deter-
mined to be 0.61 following reduction mammoplasty.’
However, to our knowledge, there are no cases of in-
flammatory breast cancer developed after reduction
mammoplasty in the literature.

It is considered that embolism of tumor cells into
skin lymphatic vessels is the main responsible factor
for breast lymphatic obstruction in inflammatory breast
cancer.® Inflammatory breast cancer has approximately
a 5% incidence in the community, and its 5-year sur-
vival is between 34-47%.° When the patient was pre-
sented to our clinic, she was diagnosed with
inflammatory breast cancer due to skin lesions on the
left breast.

The main treatment in inflammatory breast can-
cer is neoadjuvant chemotherapy to reduce tumor
stage, obtaining tumor-free surgical margins and ra-
diotherapy in the breast, skin and axilla.!’ As a result
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of this triple treatment modality, the survival of in-
flammatory breast cancer cases has dramatically in-
creased.’ The increase in survival also increased the
need for repair of mastectomy defects.

Mastectomies were carried out because inflam-
matory breast cancer is more challenging than skin
protective mastectomies concerning reconstruction.
Simultaneous reconstruction was not recommended
for repairing mastectomy defects due to inflamma-
tory breast cancer because of high local recurrence
rate before chemotherapy, surgery and radiotherapy
triple treatment. In recent years, simultaneous recon-
structions have been preferred.

Skin grafts, regional and free flaps are possible
options for the repair of anterior chest wall defects
after surgical treatment of the inflammatory breast
cancer. These flap options include pectoralis major,
latissimus dorsi, omentum, rectus abdominis, external
oblique muscle and transverse thoracoabdominal
flap.® Reverse abdominoplasty flap is a reliable flap
with a rich blood supply that is rarely used for recon-
struction. In contrast to other flap options, using the
reverse abdominoplasty technique enables both mas-
tectomy defects to be reconstructed simultaneously
with mastectomy.* Another reason for the preference
is that the reverse abdominoplasty flap technique has
short operation and recovery time.* The most impor-
tant reason for the preference of this technique besides
the previous two techniques is that the risk of com-

plete flap failure after radiotherapy in the postopera-
tive period is lower compared to other techniques.”
Skin grafts are not preferred because they are not as
sufficiently resistant to a possible radiotherapy as
other flap options. Also since the patient had neoad-
juvant chemotherapy, the expected local recurrence
risk was quite low. The patient presented in this case
report had two separate mastectomy defects that were
repaired by the reverse abdominoplasty technique.
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