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Introduction

This booklet is for women considering breast reconstruction after breast
surgery to treat breast cancer.

[t may also be useful for women who are considering breast
reconstruction for other reasons, such as uneven breast development
or after a bilateral mastectomy (removal of both breasts) to reduce the
risk of breast cancer from a significant family history. If you would like
more information about family history and breast cancer please see our
Breast cancer in families booklet.

Reconstruction is not commonly offered to men who have a
mastectomy for breast cancer because it is harder to recreate the shape
of a man’s breast. Also, men usually have less volume of breast tissue
to replace. But it's sometimes possible to improve the appearance and
symmetry of the chest with surgery, so men may want to discuss some
of the techniques described in this booklet with their specialists. For
more information, see our resource pack Men with breast cancer.

A range of techniques can be used to reconstruct the breast and

these change as current methods are improved. The right one for you
depends on the assessment by your breast surgeon, your preferences,
expectations and personal circumstances. Each operation is adapted
to your individual needs and suitability for a particular technique. The
outcome of surgery and the final shape will differ from person to person.

Combining breast cancer surgery with plastic surgery to provide the best
cancer treatment and cosmetic outcome is known as oncoplastic surgery.

This booklet will give you an understanding of breast reconstruction and
the options available.

What is breast reconstruction?

Breast reconstruction is the creation of a new breast shape (mound)
using surgery. It may be done after removal of a whole breast
(mastectomy) or part of the breast. You can either have reconstruction at
the same time as the breast cancer surgery (immediate reconstruction)
or months or years later (delayed reconstruction). Breast reconstruction
often involves several operations to give you the best result possible.
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The new breast shape can be created using an implant and/or your
own tissue from another part of the body, usually the back or lower
abdomen. Reconstructed breasts don’t usually have a nipple but one
can be created with surgery. Otherwise prosthetic stick-on nipples can
be used (see page 27 for more information).

The aim of breast reconstruction is to try to create a breast shape that
looks as natural as possible and to try to match the remaining breast in
size, shape and position. However, even with the best outcome, there
will be differences between the two and surgery to the other breast may
be necessary. Where both breasts are being reconstructed the aim is
to recreate breasts that match and are in proportion to the woman’s
body shape.

There are usually different options available for breast reconstruction
and your breast surgeon will explain which one is likely to suit you best.
You may be happier with the outcome if you can take some time to
consider these options without feeling under pressure to make

a decision.

Sometimes surgery on the other breast is suggested to help with
evenness and balance. This might be done at the same time as

the reconstruction. However, sometimes it's better to wait for the
reconstructed breast to settle into position and any swelling to reduce
before having surgery to the other breast to achieve the best result.

Having a breast reconstruction will not increase the chances of the
breast cancer coming back.

Who can have a reconstruction?

Most women who have had a whole or partial mastectomy can have
either immediate or delayed breast reconstruction.

National guidance says the choice of immediate breast reconstruction
should be discussed with all patients who are having a mastectomy.
However, a delayed reconstruction may be a better option for some
women. All appropriate breast reconstruction options should be offered
and discussed, even if they are not available locally.
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Some people are advised not to have a breast reconstruction because
of other existing medical conditions that might increase the risk of
problems and complications following surgery. If it’s likely you'll need
radiotherapy this often influences the choice and timing of breast
reconstruction. Radiotherapy can increase the risk of hard scar tissue
forming around an implant known as capsular contracture (see page 32)
and affect a reconstruction that uses your own tissue, making the breast
feel firmer, reducing its size and possibly altering its shape. Because of
these factors, if radiotherapy is a likely treatment you may be advised to
delay reconstruction for up to 12 months.

If you're advised against reconstruction your surgeon should explain
why. You can ask for a second opinion if this would be helpful to you.

Reasons for having reconstruction

Surgery for breast cancer is likely to affect how you look and feel in
some way. Some women find it harder than others to come to terms
with losing one or both of their breasts.

After having a mastectomy, women can be concerned about the shape
of their bodies and the look of their breast area. While some women
prefer to wear an external breast form (prosthesis) inside their bra to
restore their shape, others prefer not to and remain flat chested without
wearing a prosthesis. Everyone is different, and what matters is that
you choose what suits you best. There is no right or wrong way to react
and every woman should be given the choice to have surgery to restore
her breast shape if she wants it. Reconstruction can help emotional
recovery and wellbeing.

Like many women, you may choose breast reconstruction because
your breasts are an important part of your body image, self-esteem and
sexuality. How your partner feels may also play a part. Some women
choose to have a reconstruction as they think it will make a difference
to their partner, or that it may help them feel more confident during
intimacy and sex. However, any decision you make about having a
reconstruction should be based on whether it’s right for you. If you feel
pressurised into having a reconstruction you may feel resentful later.
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If you're not in a relationship at the time of your breast cancer surgery,
you may be worried about the prospect of meeting someone new.
Breast reconstruction may help you feel more at ease when forming new
relationships and allow you to decide whether and when you want to
talk about your breast cancer.

For more information about relationships, read our our booklet
Your body, intimacy and sex.

Women who have reconstruction are often satisfied with the result.
However, not everyone’s experience is positive and some women still
feel unsure of their new shape or very aware of their new breast(s).

Limitations of breast reconstruction

» Reconstructed breasts will not feel and look exactly the same as
before. They tend to be less sensitive and sometimes very numb.

» Several visits to the hospital for appointments and further operations
are often needed to get the best cosmetic result.

» Recovery after breast reconstruction will take longer than after a
mastectomy.

» You may have scars on other parts of your body depending on the
type of reconstruction.

» The potential risk of complications is greater than having a mastectomy.

« If you need radiotherapy after your reconstruction, this can affect the
appearance of your reconstructed breast.

« Reconstructed breasts don’t usually have a nipple, but one can be
created with surgery usually at a later date.

Breast reconstruction can only reconstruct a breast shape. A
reconstructed breast will not look or feel the same as the breast you have
lost — it will often be a slightly different size and shape. Any differences
should not be noticeable when you are clothed, even in a bra or in
swimwear. When you are undressed, the differences are more obvious.
You'll be able to see some scarring, although this will fade over time.

You won’t get the same feeling as before from a reconstructed breast
and you may have no sensation at all. A natural breast will change over
time and droop as you get older. Reconstructed breasts (especially
following implant-based reconstruction) will not change in the same way.
Over time the differences between a natural and reconstructed breast
may become more obvious.
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However, most women find the results after reconstructive surgery
acceptable and say they feel confident about the way they look.

If you want more information about wearing an external breast form
(prosthesis), see our booklet Breast prostheses, bras and clothes
after surgery.

Your breast surgeon

The surgeon you meet at diagnosis of your cancer is likely to be a
general breast surgeon or an oncoplastic breast surgeon. They and
their team can explain the types of reconstruction, what procedure may
suit you best and what techniques are available in your local hospital or
linked hospitals. Alternatively they may refer you to another surgeon or
breast unit for this advice and guidance.

Every breast unit should have a breast reconstruction pathway. This is
to make sure all women interested in breast reconstruction can get the
most up-to-date information as well as access to the technique best for
them, even if it is not at your local hospital.

Your breast reconstruction may be carried out by an oncoplastic
surgeon (a general breast cancer surgeon trained in plastic surgery
techniques and breast reconstruction) or a plastic surgeon trained in
breast reconstruction.

Some reconstruction operations need plastic surgeons who are trained
in microvascular surgery (operating on tiny blood vessels), and you may
have to be referred to a plastic surgeon some distance from your home.

You may find it helpful to discuss breast reconstruction with more than
one specialist in order to choose the right option for you. If so, your GP
or surgeon may be able to recommend someone else in your area.

Finding a surgeon

You can find some information online about which surgeons perform
breast reconstruction surgery in which hospitals, although the
information is not always complete or accurate. The British Association
of Plastic, Reconstructive and Aesthetic Surgeons has a list of surgeons
and hospitals with plastic surgery units. See the ‘Useful organisations’
section on page 37 for details.
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Your GP, surgeon or breast care nurse may be able to recommend a
hospital or particular surgeon for you. If you don’t have access to the
internet you can contact the Breast Cancer Care Helpline for more
information on 0808 800 6000.

Making your decision about reconstruction

Your surgeon will want you to have the operation with a full
understanding of what is going to happen and realistic expectations of
how your reconstructed breast will look. Don’t go ahead until you feel
you’ve got all the facts and have received answers to all your questions.
You may find it helpful to write down any questions you want to ask and
to take notes during consultations. Taking someone with you can help
you to remember what has been discussed and give you extra support.

Here are some examples of questions you may want to ask
your surgeon.

» Can | have an immediate breast reconstruction?

» Which reconstruction is best for me and why?

» What are the benefits, limitations and risks of this type of surgery?

» When can | have my surgery done?

» How long will | have to stay in hospital?

» What is the recovery time for this operation?

» When will | be able to move about, walk and drive?

» How much pain is there likely to be?

» Can you show me where the scars will be and how big/long?

« Will | have scars elsewhere on my body?

» Can | keep my nipples?

« Will reconstructive surgery delay my other cancer treatments, like
chemotherapy and radiotherapy?

» When can | exercise again?

» Can you show me any photographs or images of your previous breast
reconstructions?

» Can | speak to someone who has had the same type of
reconstruction?

» Do | need to wear any special bra after the operation?
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Your breast care nurse may be able to arrange for you to talk to a
patient who has had this type of surgery. Breast Cancer Care can put
you in touch with someone who has had a particular type of breast
reconstruction through our Someone Like Me service. Call our Helpline
0808 800 6000 or visit www.breastcancercare.org.uk/services for
more information.

Breast Cancer Care also run Information Sessions in several locations
covering the different types of breast reconstruction available and

what your surgeon will look at when making a recommendation. The
Information Sessions also cover possible complications for each type of
reconstruction and what to consider when choosing a surgeon. Call our
Helpline on 0808 800 6000 for more details.

A patient version of the Oncoplastic Breast Reconstruction Guidelines
(jointly produced with Breast Cancer Care) is available on the
Association of Breast Surgery website (see ‘Other organisations’ on
page 37). These have been developed by a group of experts

and provide guidance for best practice in breast oncoplastic and
reconstructive surgery.

If you choose private healthcare for your breast cancer treatment, most
health insurance plans cover the full cost of breast reconstruction.
Contact your health insurance company for further details to check what
is covered on your policy.

Immediate reconstruction
(reconstruction at the same time as mastectomy)

One of the benefits of immediate reconstruction is that the skin of the
breast can sometimes be preserved. Your breast surgeon may discuss
a skin-sparing mastectomy. This is removal of the breast and nipple area
without removing much of the overlying skin of the breast.

Most women who have a mastectomy have their nipple removed as
part of the operation. However, for some women, keeping the nipple (a
nipple-sparing mastectomy) may be possible.

Your surgeon will discuss which type of operation is appropriate to best
treat your breast cancer.
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Delayed reconstruction (mastectomy First,
reconstruction later)

You can have a reconstruction months, or even years, after your breast
surgery, so you have plenty of time to make a decision if you opt for a
delayed operation. During this time you may adapt to your mastectomy
and feel that you no longer want to go through further surgery; it is fine
to change your mind.

Women who want reconstruction at a later date after completing
treatment for breast cancer can still have their operation on the NHS.
However, in some areas there may be a long wait.

Types of reconstruction
There are three main types of breast reconstruction:
— reconstruction using only a breast implant

— reconstruction using your own tissue (a tissue flap). This tissue can
be taken from a number of places in the body, although the most
common sites are the back or the lower part of the abdomen

— reconstruction using a combination of tissue and an implant.

You may have a number of choices available to you, although one
type of operation may be the most suitable for you depending on your
shape and build, general health, your expectations and whether you're
having or have had radiotherapy treatment to the breast. You can see
animations of the main reconstruction techniques on our website
www.breastcancercare.org.uk
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Reconstruction after a mastectomy

The following pages describe the most common reconstruction
techniques used for women undergoing a mastectomy.

Reconstruction using an implant

Y

Implant breast reconstruction involves restoring the shape and volume
of the breast using a breast implant. Breasts reconstructed in this way
tend to be more round and firm and to move less naturally than those

using your own tissue. This can mean it’s more difficult to get a natural
shape when one breast, rather than both, is being reconstructed. The

newly formed breast will not droop with age and may look higher than
the other breast.

Implant reconstruction is especially useful for women with small

and firm breasts, and it avoids the need for more extensive surgery
using tissue from another part of the body. At some point you may need
more surgery to the reconstructed breast, or to the other breast, for a
better match.

There is also a risk of infection or other problems which may mean that
the implant needs to be removed.

There is no set lifespan for a breast implant but it will usually need to be
replaced at some point and further surgery will be required at this stage.

There are variations of this method of reconstruction (see below) and
surgeons are developing new ways of improving the cosmetic result.
Your surgeon will be able to advise you on the best option for you.
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Immediate reconstruction using an implant

If the breast cancer can be removed without taking away too much skin
(skin-sparing mastectomy) and the remaining breast is not too large and
doesn’t have a significant droop, an implant may be inserted under the
chest muscle to replace the removed breast tissue. Inserting the implant
under the chest muscle helps to keep the implant in the right place and
hide its outline.

Using a breast implant alone is the simplest type of reconstruction
operation and the recovery time is usually quicker than for other
types of reconstruction. It's most often done as an immediate
reconstruction operation.

The other option is to have a permanent expander implant inserted at
the same time of the mastectomy. See below for details about
this procedure.

In some cases, if radiotherapy is required surgeons may be able to
insert a tissue expander or implant immediately after a mastectomy to
create and preserve a space, with the tissue expander being inflated
once radiotherapy has finished. This process aims to reduce the risk of

capsular contracture (see page 32).

Delayed reconstruction using an implant

In delayed implant reconstruction a tissue expander is first placed
behind the chest muscle - this helps keep the implant in the right place
and hides its outline. The implant is gradually inflated with saline (salt
water) via a small port by a surgeon or nurse. The saline solution is
injected into the port just under the skin. This is located either in the
expander so that the solution can be injected directly or is connected to
the expander by a short tube. This procedure is done during outpatient
appointments usually every one or two weeks.
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This slowly stretches the muscle and overlying skin. The number of
appointments needed varies from person to person.

When expander implants are being filled, you'll feel a stretching
sensation and tightness within the breast reconstruction. It can be
uncomfortable for a day or two after each inflation, but it shouldn’t be
painful. The expander is generally inflated until the new breast is slightly
larger than the other breast and then left for a few weeks so the skin
stretches. Some of the fluid is then removed through the port so that
the new breast flattens and droops slightly, with the aim of mirroring the
other breast.

A further small operation may be needed to remove the expander and
port, and replace it with a permanent implant, which will be your final
breast shape.

If a permanent expander implant has been used, the port can be taken
out under local anaesthetic leaving the expander implant in place.

Implant reconstruction with tissue expansion can be particularly useful if
you don’t have enough skin left on your chest to comfortably cover and
support an implant, especially if you're having delayed reconstruction.

Skin is very elastic and has a surprising ability to stretch but tissue
expansion is not usually suitable for women who have had radiotherapy
treatment as this will affect the elasticity and quality of the skin.

If your tissue expander has a metal port this can sometimes show up on
airport security scanners. Because of this, when they are flying, some
women choose to have a doctor’s letter or note stating they have an
implanted metal object.

Reconstruction using an implant and a tissue matrix

A newer implant reconstruction technique uses a material derived from
pig or cow skin or a synthetic material that has been treated, processed
and preserved so it can safely be left in the human body. This surgical
mesh (called an acellular dermal matrix, ADM) looks like very thin white
leather and provides a ‘hammock’ that cradles the breast implant,
helping to create a natural droop, shape and contour. The mesh is
attached to the chest muscle making a space in which the implant can
be placed for internal support. Because it has almost the same structure
as human skin it becomes part of your body.
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This method is most suitable for small- or medium-sized breasts
and can be used to achieve a one-stage implant reconstruction with
mastectomy. This procedure can result in a more natural shape and
feel than using an implant alone but the technique is not available
everywhere in the UK. You can talk with your doctor about using a
tissue matrix in your reconstruction.

What scarring should | expect?

Scars will vary following reconstruction surgery using implants, but will
often be horizontal across the newly formed breast. With immediate
reconstructions the implant may be placed through an incision around
the areola (the darker area of skin around the nipple) and will leave
different scarring. You can ask your surgeon about the position and
length of the scar before the surgery takes place.

What are implants made of?

Breast implants have an outer shell made from silicone elastomer (similar
to rubber). The shell is filled with silicone gel or saline. The surface of
implants are usually textured although some may be smooth.

Silicone gel

Most implants used for reconstruction surgery contain silicone gel and
these tend to look more natural than saline implants. The gel can be
firm and feel more jelly-like or may be softer and feel more fluid-like
depending on the type of implant used.

Saline

Saline is an alternative to silicone gel. The outer shell of the implant is
still made of silicone. These implants contain a liquid rather than a gel so
they are more likely to wrinkle under the skin and can sometimes leak.
Any leaks are absorbed by the body and are not harmful, but as the
saline leaks out, the breast gradually gets smaller and in time the implant
has to be replaced. Saline implants are also heavier, which may restrict
the size that can be used. For these reasons this type of implant is not
commonly used.
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Expander implants

This type of implant uses both silicone gel and saline. The outer shell is
made of silicone with an inflatable inner chamber. Saline is injected in
to the inner chamber to expand it. It’s used in both immediate and
delayed reconstructions.

Are silicone implants safe?

Experts regularly examine evidence for the safety of silicone gel
implants. Implants used in Europe should adhere to specific safety
standards and surgeons in the UK continue to recommend them to
women considering breast reconstruction surgery.

Modern silicone gel implants are expected to last longer than 10 to

15 years, and there’s no need to replace them after this time if there

are no problems. The Medicines and Healthcare Regulatory Agency
(MHRA) has a publication called Breast Implants: Information for women
considering implants, which you may find useful. For details see page 38.

Once inserted, implants are very difficult to damage. You can continue
with all your normal activities including travelling by plane and taking
part in sports.

Reconstruction using your own tissue (tissue flap)
Another commonly used reconstruction technique uses flaps of your
own tissue (with or without an implant), including the skin, usually taken
from your back or lower abdomen, or from the thigh or buttock. This is
then reshaped to form the new breast. Because the skin used is taken
from another area of the body, it may be a slightly different shade or
texture to the rest of the breast. This method is particularly suitable for
creating moderate-to large-sized breasts that have a natural droop.

[t's commonly used in delayed reconstruction when women can’t have
tissue expansion because they’ve had radiotherapy. Flaps without
implants may also be used for immediate reconstruction for women who
are going to have radiotherapy treatment.

You may need to have an abdominal ultrasound (a scan that uses high
frequency sound waves to produce an image) or CT scan (a scan that
uses x-rays to take detailed pictures across the body) before your flap
reconstruction to look at the blood supply to the tissue which will be
used to create your new breast.
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Reconstruction using your own tissue (tissue flap) involves a longer
operation and more recovery time than an implant-only reconstruction.
But you will be less likely to need further surgery in the future than with
reconstruction using implants alone. A reconstructed breast using tissue
instead of an implant may also provide a better match with your other
breast in the long term. This is because tissue reacts to gravity, ageing
and weight change more naturally.

There are two ways in which surgery involving a tissue flap may
be done:

» pedicled flap — the flap remains attached at one end to its blood
vessels which means the blood supply to the muscle doesn’t need to
be cut

« free flap — the flap is completely detached from the body along with its
blood vessels and re-attached by microsurgery in the position of the
reconstructed breast.

There are variations of these methods (see below) and surgeons are
developing new ways of improving the cosmetic result. Your surgeon will
advise on the best option for you.

Different reconstruction options

Breast implant

DIEP

SIEA

Free TRAM
Pedicied TRAM

IGAP
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LD (latissimus dorsi) flap — back flap

This procedure uses the latissimus dorsi muscle — a large muscle that
lies in the back just below the shoulder blade. The skin, fat and muscle
are removed from the back but the blood vessels of the flap remain
attached to the body at the end nearest the armpit (pedicled flap).

The flap is then turned and carefully tunnelled under the skin below

the armpit and is brought round to the front of the body to lie on the
chest wall and form the new breast (or part of the breast if being used

in breast conserving surgery). Some of the skin on the flap is used to
form the new skin of the reconstructed breast while the muscle and the
fat are used to form the volume of the breast. It’s usually necessary to
use an implant under the flap after a mastectomy to help create a breast
that’s a similar size to the other one.

An expander implant is sometimes used (particularly in a delayed
reconstruction) and the expansion process starts when the tissue flap
has healed, usually two or three weeks after surgery.

The scar on the back is usually horizontal and hidden along the bra line,
or it can be diagonal. The scar on the breast will vary depending on your
shape, the size of your breast and whether you have the reconstruction
done at the same time as your mastectomy or at a later date.

After fully recovering from an LD flap reconstruction, most women don’t
notice weakness in the shoulder during everyday activities. However,
possible weakness may be an important consideration if you're very
active, for example if you regularly swim, climb, row, play tennis or golf.
So consider this when deciding which method of reconstruction is best
for you.
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DIEP (deep inferior epigastric perforator) flap

v

The DIEP reconstruction uses a free flap of skin and fat, but no muscle,
to form the new breast shape. The flap is taken from the lower abdomen
and uses the skin and fat between the belly button and the groin along
with the artery and veins. It is called DIEP because deep blood vessels
called the inferior epigastric perforators are used.

The free flap is transferred to the chest and shaped into a breast while
the artery and veins are connected to blood vessels in the armpit or
chest wall using a specialised technique involving microvascular surgery.
If the flap of tissue doesn’t have a good blood supply it will die and the
reconstruction will fail (see page 23).

The advantage of this type of reconstruction is that no muscle has to
be removed so the strength of the abdomen is not affected. This means
there is very little chance of developing a hernia (a bulge or protrusion
where the wall of the abdomen has been weakened).

The DIEP flap is major surgery involving a long and complex operation,
and you will need to be in good overall health to go through it. Ideally
you should be a non-smoker, have no existing scars on your abdomen
and have enough fatty tissue in your lower abdominal area.

If you're overweight you may be advised to lose weight before being
offered this type of surgery. This is to reduce your risk of complications
from the anaesthetic and the surgery.

There will be scarring on the breast, which is usually oval, and on the
abdomen — usually below the bikini line stretching from hip to hip. The
belly button (umbilicus) is repositioned during this type of surgery,
leaving a circular scar around it.



20 Call our Helpline on 0808 800 6000

TRAM (transverse rectus abdominis muscle) flap

I ™

This technique uses the large muscle that runs from the lower ribs to
the pelvic bone in the groin. It is called a TRAM flap because the rectus
abdominis muscle (large tummy muscle) is used and because the skin is
taken from across your tummy (transversely).

There are two types of TRAM flap operation. A pedicled flap is where
the flap remains attached at one end to the original anchoring point and
the original blood supply. Or a free flap where it’s completely detached
and then re-attached.

In a pedicled flap, the rectus abdominis muscle, along with its overlying
fat and skin and blood supply, is tunnelled under the skin of the
abdomen and chest and brought out over the area where the new
breast is to be made. Usually there’s enough fat in the flap to make

the new breast the same size as the other one without the need for an
implant.

In a free flap operation the muscle, fat and skin are removed completely
from the abdomen and the surgeon shapes a breast from this tissue.
The blood vessels that supply the flap are re-connected to blood
vessels in the region of the reconstructed breast using microvascular
surgery, either under the armpit or behind the breastbone.

If the flap of tissue isn’'t getting a good blood supply following this
procedure it will die and the reconstruction will fail. This is rare, but
if it does happen further surgery will be needed to remove the flap
and perform the reconstruction again at a later date, if possible (see
page 23).
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Both types of TRAM flap operation may weaken the abdominal wall,
which you might notice afterwards when lifting or during sporting
activities. During the operation the surgeon will put a ‘mesh’ into the
abdomen to help strengthen the muscles and to try to avoid a hernia
(a bulge or protrusion where the wall of the abdomen has been
weakened). If you do develop a hernia it can be repaired with a fairly
simple operation.

The free flap TRAM is a longer and more complex procedure, with a
greater risk of complications than the pedicled flap, so a longer recovery
time is usually needed.

You will need to be in good overall health to have either type of TRAM
flap procedure. You'll need to be a non-smoker, have no existing scars
on your abdomen (caesarean scars don’t always mean you can’'t have
this procedure) and have enough fat in the lower abdominal area. If
you’re overweight you may be advised to lose weight before being
offered this type of surgery. This is to reduce your risk of complications
from the anaesthetic and the surgery.

Both types of TRAM flap leave a scar across the width of the abdomen,
usually just below the bikini line. The scar on the reconstructed breast
will be circular or oval and vary in size from person to person. The belly
button (umbilicus) is repositioned during this type of surgery, leaving a
circular scar around it.

SIEA (super inferior epigastric artery flap)

This is similar to the DIEP flap as it uses only skin and fat from the lower
abdomen and no muscle, but the vessels taken are superficial (nearer
the surface) rather than the deep vessels used in the DIEP flap.

The blood supply might not always be sufficient to have this procedure.
The operation, complications and recovery time are like those described
on page 19 for the DIEP flap.
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Other free flap reconstructions

There are some other reconstruction techniques using flaps from other
areas of the body. The following types of free flap reconstruction use
tissue from the buttocks or thighs.

These techniques are mainly used for women who are not suitable for
any of the other types of reconstruction. They may be appropriate for
women who are too slim for tissue to be taken from their abdomen or
who have scarring from previous surgery to their abdominal or back
area. Only a few surgeons in the UK offer these techniques and you may
need to travel to another centre if you need this type of surgery.

As with all types of flap reconstruction, these techniques are generally
not suitable for women who have diabetes, are heavy smokers or are
very overweight.

SGAP (super gluteal artery perforator flap) and IGAP
(inferior gluteal artery perforator flap)

SGAP IGAP

The free SGAP (superior gluteal artery perforator flap) and IGAP (inferior
gluteal artery perforator flap) use only fat and skin taken from the upper
or lower buttock to create a new breast. Microvascular surgery is
needed to join the blood vessels. Where tissue has been removed from
the buttocks, there will be a scar and an indentation.
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TMG (transverse myocutaneus gracilis flap) or TUG
(transverse upper gracilis flap)

The tissue removed in this procedure is taken from the upper inner thigh
and consists of skin, fat and a small strip of muscle. It is called a free
TUG flap because the upper gracilis muscle is used in the operation and
the skin is taken from across your thigh (transversely).

The procedure may be suitable for women with small-or medium-sized
breasts. The inner thigh fat feels soft and is therefore similar in texture
to the breast fat. Microvascular surgery is needed to join the blood
vessels. The scar is placed in the fold of the groin and runs to the fold
of the buttock area. You may have to wear bandages or lycra shorts to
reduce the risk of swelling, bruising and fluid collection for some weeks
following surgery.

Tissue failure

With all flap methods of reconstruction, there’s a risk that the flap, or
part of the flap, will fail if it doesn’t have a good enough blood supply.
This is rare, but if it happens you may need another operation to remove
the affected tissue. Your surgeon will then talk to you about your options
for further reconstruction.
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Comparing types of reconstruction

The following table compares different forms of breast reconstruction.

Implant

LD using tissue from your back

Implant or not?

Yes

Implant can be used behind the flap

Scars

Scar on breast only. Possible circular scar
around pigmented/coloured area of skin
near nipple (areola), either side of nipple or
an inverted T-shaped scar under breast

Scar on back near bra-strap line.
If skin-sparing mastectomy, there
may be a circular scar around
where the nipple was

Effects on muscles

Not much change

Slight shoulder/back weakness

Sensation in breast

Little or none

Little or none

breasts. Suitable if no excess tissue
available. May need further surgery in
future to change implants

after surgery

Approx length of 3 hours 6 hours

surgery

Average hospital 1-3 days 4-7 days

stay

Approx recovery 6-8 weeks 6-12 weeks

time

Considerations May not be suitable for large drooping May not be suitable if you regularly swim,

climb, row, play tennis or golf




DIEP or SIEA

Visit www.breastcancercare.org.uk 25

GAP or IGAP

TMG or TUG

Implant not generally used

Implant not generally used

Implant not generally used

Implant not generally
used

Bikini-line scar. If
skin-sparing mastectomy,
there may be a circular scar
around where nipple was

Bikini-line scar. If
skin-sparing mastectomy
there may be a circular scar
around where nipple was

Scar on buttocks and on
breast

Scar in fold of groin
and runs to fold of

buttock area. Scar

on breast

Risk of abdominal muscle
weakness

No muscle removed

No muscle removed

Small strip of muscle
removed but normally
with little muscle
weakness

Little or none

Little or none

Little or none

Little or none

4-6 hours 6-8 hours 6-8 hours 4-5 hours
5-7 days 5-7 days 5-7 days 5-7 days
6-12 weeks 6-12 weeks 6-12 weeks 6-12 weeks

Need to be in good health.
May not be suitable if

you are very slim, have
abdominal scars, are
diabetic, overweight or
smoke

Need to be in good health.
May not be suitable if

you are very slim, have
abdominal scars, are
diabetic, overweight or
smoke

May be suitable if tissue
can’t be taken from
tummy area. May not
be suitable if you are
diabetic, overweight or
smoke

May be suitable if
tissue can’t be taken
from tummy area.
May not be suitable
if you are diabetic,
overweight or smoke




26 Call our Helpline on 0808 800 6000

Reconstruction with breast conserving surgery

Breast conserving surgery is usually referred to as wide local excision or
lumpectomy, and is the removal of the cancer with a margin (border) of
normal breast tissue around it.

Oncoplastic surgery techniques during/after breast conserving surgery
are often used. The aim is to remove the cancer and maintain shape
and symmetry if there’s likely to be a noticeable indentation in the breast
after surgery.

There are two ways of trying to maintain shape and replace the
volume of the tissue lost from removing the cancer during breast
conserving surgery.

Volume can be replaced by moving some of the remaining breast
tissue around to shape the breast and fill out the area where the cancer
has been removed. This surgical procedure is sometimes called a
therapeutic mammoplasty. This usually reduces the size of the affected
breast so if this technique is used, you are likely to need surgery to your
other breast to reduce its volume and restore symmetry.

Lost volume in the breast can also be replaced with tissue from
elsewhere, usually from your back (called a latissimus dorsi flap). There’s
more information about latissimus dorsi flaps on page 18.

If you are having radiotherapy after either procedure, your surgeon can
advise you further.

Nipple reconstruction

Occasionally your own nipple can be preserved safely but mastectomy
usually means removal of the whole breast including the nipple and
areola. It's possible to have the nipple reconstructed and this may be
done at the same time as the breast surgery but it is more commonly
done a few months after the reconstruction to give the new breast time
to settle into its permanent position. The nipple reconstruction can be
done under a local anaesthetic if done after the breast reconstruction.

A reconstructed nipple can improve the appearance of your new breast,
but it won't feel the same as a natural nipple. It has none of the nerves