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Background: Alloplastic breast reconstruction continues to be the 

most prevalent breast reconstruction performed in the United 

States. Plastic surgeons are challenged to recreate the breast foot- 

print after the ablative surgeon’s mastectomy. Mesh augmentation 

has emerged as a valuable tool in controlling implant migration. 

Several soft tissue support breast meshes have been introduced, 

each characterized by a different risk profile, cost, and associated 

complications. 

Objectives: This manuscript presents a comprehensive systematic 

review, with updated data over the last decade, of the use of a re- 

sorbable and less costly VICRYL (Ethicon, Somerville, NJ, USA) mesh 

in breast reconstruction after mastectomy. 

Methods: The authors conducted a systematic review of the use 

of VICRYL mesh in breast reconstruction using Preferred Reporting 

Items for Systematic Reviews and Meta-Analyses (PRISMA) guide- 

lines. The authors queried five databases. Data was collected using 

a standardized form and underwent review using set inclusion and 

exclusion criteria. The primary outcome variable was reconstruc- 

tive failure, with secondary outcomes including seroma, hematoma, 

skin necrosis, and infection. 
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Results: A total of 693 articles were found after the multi database 

search. Forty articles met inclusion criteria. Following full text re- 

view, six articles analyzing 511patients were included. VICRYL mesh 

was utilized in 711 breast reconstructions, of which 5% were com- 

plicated by reconstructive failure (confidence interval (CI): 4.75–

5.25%); 1.6% by seroma (CI: 1.53–1.67%); 3.33% by infection (CI: 

3.14–3.52%); 1.83% by hematoma (CI: 1.71–1.95%); and 6.33% by 

skin necrosis (CI: 6.03–6.63%). 

Conclusion: VICRYL mesh repeatedly demonstrates low reconstruc- 

tive failure in breast reconstruction with an acceptable complica- 

tion profile. 

© 2025 Published by Elsevier Ltd on behalf of British Association 

of Plastic, Reconstructive and Aesthetic Surgeons. This is an open 

access article under the CC BY-NC-ND license 

( http://creativecommons.org/licenses/by-nc-nd/4.0/ ) 
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Approximately 13.0% of women will be diagnosed with breast cancer within their lifetime, with

lloplastic breast reconstruction remaining the most prevalent breast reconstruction performed in the

nited States. 1-4 When possible, direct-to-implant (DTI) reconstruction is often preferred as literature

uggests that it provides favorable psychosocial benefits for the post-mastectomy patient, including

mproved image, self-esteem and satisfaction. 5 One drawback of DTI reconstruction is that the breast

ocket is altered and often traumatized due to the competing interests of the breast surgeon who

ims to provide a complete oncologic resection, which often violates natural anatomic borders. Thus,

he plastic surgeon is challenged to re-create and reinforce the breast pocket, particularly laterally and

nferiorly Figure 1 . 

Mesh has been adapted as tissue reinforcement to support the lower breast pole, 6 with acellular

ermal matrices (ADMs) leading the forefront after Breuing and Warren’s initial case report in 2005. 7

ccording to the American Society of Plastic Surgeons, approximately 50.5% of breast reconstructions

tilized ADM in 2023, with 36,557 DTI reconstructions performed in total. 4 However, several synthetic

eshes have recently come to market and provide a more affordable cost profile. Specifically, several

ecent studies have evaluated the cost and safety profile of Vicryl mesh used in alloplastic breast

econstruction since its first published use in 2007. 8-13 

A systematic review evaluating complications of Vicryl mesh has previously been conducted. 14

early a decade later, the discussion surrounding synthetic mesh versus ADM has evolved. This study

herefore seeks to provide an updated assessment of surgical complications, cost, and safety profile

or the use of Vicryl mesh in breast reconstruction after mastectomy. 

ethods 

The authors conducted a systematic review using the Preferred Reporting Items for Systematic

eviews and Meta-Analyses (PRISMA) guidelines, for design, implementation analysis and reporting,

he original systematic review is registered with PROSPERO database CRD42014015107. 

Search strategies: The authors selected studies which examined the use of Polyglactin 910 (Vicryl)

esh in breast reconstruction. The manuscripts included: original data (no abstracts, no case se-

ies < 10 patients, no editorial notes etc.) and outcomes of interest (reconstruction failure, seroma,

ematoma, skin necrosis, infection). The search query was done by a medical librarian in August 2023

nd included the following databases: Medline/PubMed, Cochrane reviews, Web of Science, Clinical-

rials and Scopus. 

The search strategy has been previously described and found in Appendix pages 4-5 . Title/abstract

nd risk bias assessment was done by two independent reviewers (AB, NR), who used Fleiss-Kappa
355
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Figure 1. Flowchart diagram of search strategies. 
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tatistics to determine interrater variability (Kappa = 0.91). In case of discrepancies, a third indepen-

ent reviewer (AR) was available to reach consensus. 

nclusion and exclusion criteria 

All clinical research studies that evaluated women who underwent primary alloplastic breast re-

onstruction using mesh for the support of an implant or a tissue expander were included. Studies in

hich the absorbable mesh was not used in the breast, or was used as a filler to replace volume, were

xcluded. Studies with fewer than 10 patients were excluded (i.e., no case reports, surgeon surveys,

ditorials and/or reviews of other article’s patients). Quality of the papers was synthetized using the

ethodological Index for non-randomized studies (MINORS). 

ata extraction 

Data was manually extracted onto an excel spreadsheet with all the variables. Access to this tem-

late was available only to the independent reviewers who each inputted this data independently. 

Data was analyzed using Microsoft Excel (Redmond, Washington), For categorical variables, Fisher

xact or Pearson χ ² were used, and for continuous variables, a two-sided t test or ANOVA was utilized.

onfidence intervals were calculated with 95%. All tests with a p-value less than 0.05 were considered

tatistically significant. 
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The multi-database search yielded 694 articles. After duplicates and title screening of articles, 597

rticles were deemed not to meet inclusion criteria and thus excluded from analysis. The resulting

0 articles’ abstracts and manuscripts were reviewed. Thirty-four manuscripts were excluded due to

se of Vicryl in other contexts in breast surgery (e.g. breast conserving therapy folding the Vicryl on

tself) or for use of a combined Vicryl and ADM construct. Sixteen manuscripts did not use Vicryl as

he synthetic mesh material of interest. One article was removed due to shorter length of follow up to

void duplicated data on the longer study from the same group. 15 In total, six articles were included

or analysis and the data were extracted. Only one article had a control group, 11 which precludes a

eta-analysis, therefore the authors present summarized data. 

rticle descriptions, patient co-morbidities and oncologic data 

Of the six studies that met inclusion criteria, four were retrospective cohort studies, 8-10 , 12 one was

 retrospective comparative study, 11 and one was a prospective observational study. 13 In the retrospec-

ive comparative study by Ganz et al., 11 DTI breast reconstruction with Vicryl mesh was compared to

 no mesh cohort. Data from Haynes et al. 13 was obtained from a prospectively maintained database

f breast reconstructive patients. In Haynes et al., 13 the examined cohorts were not sub-divided by

elayed versus immediate reconstruction and there was no standardization regarding the definition

f a delayed reconstruction. 

Of the six articles included in this analysis, there were 511 patients and 711 breast reconstruc-

ions that utilized Vicryl mesh as well as 40 patients and 46 breast reconstructions without mesh. A

urther breakdown can be found in Table 1 . Mean age ranged from 41.0 years 8 to 52.5 years. 11 The

ost noted patient co-morbidities consistent across studies were tobacco use and hypertension. Addi-

ional co-morbidities and oncologic data included diabetes, obesity, hypo/hypertension, BRCA positive,

eoadjuvant chemotherapy, adjuvant chemotherapy and radiation, prior radiation, and post-operative

adiation. 8-13 In Ganz et al., 11 demographics and co-morbidities did not vary significantly upon com-

arison of the mesh versus no mech cohort. 

Surgical technique was comparable across studies. Notably, all studies utilized Vicryl mesh to rein-

orce the breast pocket inferiorly and laterally, in between the chest wall and the released pectoralis

ajor edge. Studies included all types of mastectomies included nipple-sparing mastectomy (NSM),

kin-sparing mastectomy (SSM), and skin-reducing mastectomy (SRM). Implant fill volume broadly

anged from 150 cc to 800 cc across studies. 8-11 , 13 

eported outcomes 

Reconstructive failure was an outcome metric in all studies with a pooled incidence of 5% (confi-

ence interval (CI): 4.75-5.25%) amongst all patients with Vicryl mesh reinforcement. Haynes reported

he highest incidence of reconstructive failure at 8.7%, most commonly due to tissue expander expo-

ure resulting in implant/expander removal, and Loustau 

8 reported the lowest incidence with no re-

onstructive failures. 13 Notably, of the four reconstructive failures recorded by Haynes et al., 13 three

f the breasts had been previously irradiated. 

There was a relatively low incidence of seroma, reported at 1.6% (CI: 1.53–1.67%), with five of the

ix studies reporting findings. 11 Although seroma was not well defined across studies, many stud-

es reported on patients with seroma not requiring surgical intervention. Hematoma was collectively

ound to occur at an incidence of 1.83% (CI: 1.71–1.95%), with one study reporting no hematomas. 13 

Mastectomy skin necrosis demonstrated a pooled incidence of 6.33% (CI: 6.03-6.63%), although the

efinition varied between studies. For example, Bonomi et al. 9 recorded minor skin flap necrosis in

our patients and major skin flap necrosis with implant loss in one patient. On the other hand, Faulker

t al. 10 mentioned necrosis as a complication only when it required surgical debridement. Further,

anz et al. 11 did not delineate between skin necrosis and wound dehiscence that was recorded in nine

reasts. Another study reported four cases of minor necrosis treated with debridement, two nipples

ffected by partial necrosis not requiring surgery, and one instance of major flap necrosis necessitating
357
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Table 1 

Published incidence of complications using VICRYL mesh or no mesh for DTI breast reconstruction. 

Author 

(year) 

Study design Type of 

mastectomy 

Intervention Pati 

ents 

Breasts Incidence 

of primary 

outcome 

Incidence of secondary outcomes Quality assessment 

Reconst 

ruction 

failure 

Seroma Hema 

toma 

Skin 

necrosis 

Infec 

tion 

Implant 

/TE 

volume 

(cc) 

Average 

follow up 

(years) 

Level of 

evidence 

MINORS 

scale 

Cohort: VICRYL mesh 

Bonomi 

et al. 9 
retrospective 

cohort 

Modified 

inverted-T 

pattern SRM 

Submuscular DTI 

reconstruction 

with cohesive gel 

anatomical implant 

and Vicryl mesh 

sutured inferiorly 

to superficialis 

fascia, laterally to 

serratus fascia, and 

superiorly to 

inferior border of 

pectoralis major 

56 62 1.6% 1.6% 4.8% 11.3% 1.6% 433 –

618 

1 - 12 

Faulkner 

et al. 10 

retrospective 

cohort 

NSP or SSM Subpectoral DTI 

IBR with 

polyglactin mesh 

sling placed to 

ensure 

inferio-lateral 

mammary fold 

227 376 4.5% 1.1% 1.3% 3.5% 2.1% 150 - 

800 

- IV 8 

Ganz 

et al.11 

retrospective 

comparative 

study 

SSM Submuscular- 

subfascial DTI 

reconstruction 

with anatomic, 

textured 

silicone-filled 

implant ±
inferolateral Vicryl 

mesh pocket 

97 112 6.3% - 0.9% 8.0% 2.7% 229 - 

429 

3.8 III 20 

( continued on next page ) 

3
5
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Table 1 ( continued ) 

Author 

(year) 

Study design Type of 

mastectomy 

Intervention Pati 

ents 

Breasts Incidence 

of primary 

outcome 

Incidence of secondary outcomes Quality assessment 

Reconst 

ruction 

failure 

Seroma Hema 

toma 

Skin 

necrosis 

Infec 

tion 

Implant 

/TE 

volume 

(cc) 

Average 

follow up 

(years) 

Level of 

evidence 

MINORS 

scale 

Hashimoto 

et al.12 

retrospective 

cohort 

NSM or SSM Subpectoral DTI 

reconstruction 

with Vicryl mesh 

covering 

inferolateral 

portion of TE 

80 81 1.2% 1.2% 1.2% 8.6% 6.2% - 1 - 11 

Haynes 

et al. 13 

prospective 

observational 

study 

Subpectoral DTI TE 

reconstruction 

with vicryl mesh 

covering 

inferolateral 

portion of TE 

38 46 8.7% 2.2% 0 4.3% 6.5% 300 - 

650 

3.6 IV 12 

Loustau 

et al. 8 
retrospective 

cohort 

SSM Subpectoral DTI 

IBR with two 

ribbons (lateral 

and inferior) of 

mesh 

24 34 0 2.9% 2.9% 0 0 270-375 2.8 IV 8 

Cohort: No mesh 

Ganz 

et al.11 

retrospective 

comparative 

study 

see above see above 40 46 8.7% - 0 2.2% 2.2% 208 - 

360 

5.2 III 20 

SRM, skin-reducing mastectomy; NSM, nipple-sparing mastectomy; SSM, skin-sparing mastectomy; TE, tissue expander; MINORS, methodological index for non-randomized studies; 

DTI, direct to implant; IBR, implant-based reconstruction. 

- Not reported. 

3
5

9
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urgical intervention. 12 There was significant variation across studies with regards to defining and

eporting this metric. 

Infection broadly occurred at an incidence of 3.33% across studies (CI: 3.14-3.52%). Severity of in-

ection ranged from minor cellulitis requiring local antibiotics to major cellulitis requiring intravenous

ntibiotic administration. On the higher end, Haynes 13 and Kriethen et al. reported an infection rate

f 6.5%. Of these, three infections ultimately required implant removal, with two observed in previ-

usly irradiated breasts. 13 Hashimoto et al. 12 reported three cases of surgical site infections (SSI) with

taphylococcus aureus diagnosed six weeks after surgery that included axillary dissection. 

Additional complications were reported inconsistently across studies. These included capsular con-

raction, implant malposition, dehiscence without implant exposure, and patient reported pain and

ightness. A pooled incidence was not calculated for these variables due to reporting variability in the

ata. Of the articles that recorded capsular contraction, incidence ranged from 0% by Loustau et al.8

o 12.3% by Ganz et al. 8-11 , 13 

One study directly compared complications seen with Vicryl mesh use versus no mesh after DTI

econstruction. 11 Interestingly, the Vicryl mesh cohort had lower rates of reconstructive failure (6.3%)

ompared to the no mesh group (8.7%), but higher incidence of complications necessitating surgical

ntervention, including hematoma (Vicryl: 0.9%, no mesh: 0%), skin necrosis (Vicryl: 8.0%, no mesh:

.2%) and infection (Vicryl: 2.7%, no mesh: 2.2%). 

ollow up and cost 

Mean length of follow up across studies was 14 months, with all but one study reporting a more

han one-year follow-up. 10 Longest follow-up noted in a study was 5.2 years. 11 

Cost of Vicryl mesh and cost-savings compared to ADM were recorded by a handful of studies.

aulkner et al. 10 calculated total cost savings of $1,231,610 with use of Vicryl mesh as compared to

DM during the seven-year review period, with a 12 ×12-in sheet of Vicryl priced at $710 compared

o an 8 ×16-cm AlloDerm piece priced at $3,415. Another study reported on cost per unit area, with

icryl amounting to $1.57 per cm2 and AlloDerm at $35.10 per cm2 , a roughly 22-fold difference. 

iscussion 

This systematic review updates the assessment of Vicryl mesh’s surgical complications and safety

rofile in breast reconstruction post-mastectomy. Compared to the previous review, this study benefits

rom a longer follow-up time, demonstrating Vicryl mesh’s sustained safety and efficacy. While not all

atients require the use of a Vicryl mesh or ADM sling, some surgeons feel that using mesh in the

ubpectoral space helps prevent inferolateral migration of the implant, as per the current systematic

eview. 

omparison to acellular dermal matrices (ADMs) 

The literature regarding ADM-assisted breast reconstruction reports complication rates ranging

rom zero to 22% for seroma, zero to 4.8% for hematoma, 5.3 to 23.8% for infection, 2.7 to 5.2% for

apsular contracture, zero to 14.7% for skin necrosis, and 1.3 to 18% for reconstruction failure. 16-22

nterestingly, a recent meta-analysis on ADM mesh use in the prepectoral plane identified infection,

eroma, and mastectomy flap necrosis as the most common complications. 23 By comparison, highest

omplication rates reported for breast reconstruction with use of Vicryl mesh demonstrates lower or

quivocal complication rates with seroma at 2.9%, hematoma at 4.8%, infection at 6.5%, capsular con-

racture at 12.3%, skin necrosis at 11.3%, and reconstruction failure at 8.7%. Of note, recent studies have

ndicated the potential role of ADM in reducing risk of capsular contraction, theorizing that it acts as

 protective barrier or causes decreased myofibroblast concentration. 24 , 25 Although some literature

as also indicated synthetic mesh may be protective against capsular contraction, it is yet unknown

hether Vicryl has a similar effect. 26 
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mpact of implant size and weight 

Research conducted by Bonomi et al. 9 emphasizes that Vicryl mesh effectively supports implant

eight, mitigating tension on mastectomy skin flaps, regardless of implant size. These findings sug-

est that breast implant size should not be considered a risk factor for complications when using

icryl mesh for reconstruction. Conversely, Medor et al. 27 found a positive correlation between risk of

mplant rupture with implant size and higher volume to patient body mass index (BMI) ratio, empha-

izing the importance of mesh support. 

onsideration of patient co-morbidities and oncologic data 

It has been well-established that patient co-morbidities and oncologic data significantly influence

omplication rates. For example, irradiated patients show higher complication rates after DTI breast

econstruction regardless of type of mesh or no mesh used, including infection and reconstructive

ailure. 13 , 17 , 19 , 20 , 28 This systematic review demonstrates that irradiation remains problematic for DTI

econstruction with Vicryl mesh. Notably, Haynes et al., 13 demonstrate three out of the four cases of

econstruction failure occur in irradiated patients. These findings promote an in-depth consideration

f the risk-benefit profile of DTI versus delayed reconstruction in women with prior skin irradiation,

egardless of type of mesh or no mesh used. 

onsideration of cost 

Cost analysis reveals substantial savings with Vicryl mesh compared to ADM. Faulkner et al. 10 cal-

ulated over one million dollars in total cost savings over seven years using Vicryl mesh. Additionally,

icryl’s cost per unit area is significantly lower than ADM, making it an economically favorable option

ithout compromising safety. 10 , 13 

lternative synthetic meshes 

While this systematic review elected to report on Vicryl mesh use in alloplastic breast reconstruc-

ion, additional low-cost synthetic meshes exist and we would be amiss to not mention them. In brief,

ommon alternative non-biologic meshes include TIGR Mesh (poly-lactide/glycolide and trimethylene

arbonate copolymers), TiLOOP (titanium-coated polypropylene), GalaFLEX (poly-4-hydroxybutyrate),

nd DuraSorb (polydioxanone). 29 TIGR is a long-term absorbable mesh multifilament constructed of

ast and slow degrading fibers. 30 TiLOOP is a non-absorbable titanium-coated mesh designed to reduce

nflammation and shrinkage. 30 GalaFLEX and DuraSorb are absorbable monofilaments, the former fab-

icated from high strength poly-4-hydroxybutyrate and the constructed with a microporous design. 31

here is a paucity of high quality evidence contrasting use of these alternative synthetic meshes in

reast reconstruction. 

imitations 

Limitations of this systematic review includes the absence of randomized controlled trials com-

aring Vicryl mesh to acellular dermal matrices. Additionally, the inability to conduct a meta-analysis

ue to the lack of control groups in included studies limits the generalizability of the findings. 

onclusion 

Vicryl mesh consistently demonstrates low complication rates in breast reconstruction, making it a

afe and less costly alternative to ADMs. Future research should focus on randomized controlled trials

o further validate these findings and explore long-term outcomes. 

thical approval 

Not required. 
361



A. Barber, A. Ramamurthi, M. Ebert et al. JPRAS Open 44 (2025) 354–363

F

D

A

 

t

S

 

1

R

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

2  

 

 

 

unding 

The authors have no financial interests to disclose. 

eclaration of competing interest 

None. 

cknowledgments 

The authors thank Ori O’Malley, MLIS, of the Medical College of Wisconsin Libraries, for his assis-

ance in the systematic review search. 

upplementary materials 

Supplementary material associated with this article can be found, in the online version, at doi:

0.1016/j.jpra.2025.04.002 . 

eferences 

1. Albornoz CR, Bach PB, Mehrara BJ, et al. A paradigm shift in U.S. Breast reconstruction: increasing implant rates. Plast
Reconstr Surg . 2013;131:15–23 . 

2. Jonczyk MM, Jean J, Graham R, Chatterjee A. Trending towards safer breast cancer surgeries? Examining acute complication
rates from A 13-year NSQIP analysis. Cancers (Basel) . 2019;11(2):253 . 

3. Le GM, O’Malley CD, Glaser SL, et al. Breast implants following mastectomy in women with early-stage breast cancer:
prevalence and impact on survival. Breast Cancer Res . 2005;7:R184–R193 . 

4. 2023 ASPS procedural statistics release. Plastic Reconstruct Surg . 2024;154:1–41 . 

5. Heimes AS, Stewen K, Hasenburg A. Psychosocial aspects of immediate versus delayed breast reconstruction. Breast Care
(Basel) . 2017;12:374–377 . 

6. Scheflan M, Colwell AS. Tissue reinforcement in implant-based breast reconstruction. Plast Reconstr Surg Glob Open .
2014;2:e192 . 

7. Breuing KH, Warren SM. Immediate bilateral breast reconstruction with implants and inferolateral AlloDerm slings. Ann
Plast Surg . 2005;55:232–239 . 

8. Loustau HD, Mayer HF, Sarrabayrouse M. Immediate prosthetic breast reconstruction: the ensured subpectoral pocket (ESP).

J Plast Reconstr Aesthet Surg . 2007;60:1233–1238 . 
9. Bonomi S, Sala L, Gennaro M, Ricci C, Cortinovis U. Skin-reducing mastectomy and direct-to-implant breast reconstruction

with submuscular-dermal-mesh pocket. Ann Plast Surg . 2019;82:19–27 . 
10. Faulkner HR, Shikowitz-Behr L, McLeod M, et al. The use of absorbable mesh in implant-based breast reconstruction: a

7-year review. Plast Reconstr Surg . 2020;146:731e–736e . 
11. Ganz OM, Tobalem M, Perneger T, et al. Risks and benefits of using an absorbable mesh in one-stage immediate breast

reconstruction: a comparative study. Plast Reconstr Surg . 2015;135:498e–507e . 

12. Hashimoto Y, Watanabe N, Yuasa T, Suzuki Y, Saisho H. Breast reconstruction with absorbable mesh sling: dynamic infrared
thermography of skin envelope. Gland Surg . 2017;6:73–81 . 

13. Haynes DF, Kreithen JC. Vicryl mesh in expander/implant breast reconstruction: long-term follow-up in 38 patients. Plast
Reconstr Surg . 2014;134:892–899 . 

14. Rodriguez-Unda N, Leiva S, Cheng HT, et al. Low incidence of complications using polyglactin 910 (Vicryl) mesh in breast
reconstruction: a systematic review. J Plast Reconstr Aesthet Surg . 2015;68:1543–1549 . 

15. Tessler O, Reish RG, Maman DY, Smith BL, Austen Jr WG. Beyond biologics: absorbable mesh as a low-cost, low-complication

sling for implant-based breast reconstruction. Plast Reconstr Surg . 2014;133:90e–99e . 
16. Maisel Lotan A, Ben Yehuda D, Allweis TM, Scheflan M. Comparative Study of Meshed and Nonmeshed Acellular Dermal

Matrix in Immediate Breast Reconstruction. Plast Reconstr Surg . 2019;144:1045–1053 . 
17. Carminati M, Sempf D, Bonfirraro PP, et al. Immediate implant-based breast reconstruction with acellular dermal matrix

compared with tissue-expander breast reconstruction: rate of infection. Plast Reconstr Surg Glob Open . 2018;6:e1949 . 
18. Loo YL, Haider S. The use of porcine acellular dermal matrix in single-stage, implant-based immediate breast reconstruc-

tion: a 2-center retrospective outcome study. Plast Reconstr Surg Glob Open . 2018;6:e1895 . 

19. Lohmander F, Lagergren J, Roy PG, et al. Implant based breast reconstruction with acellular dermal matrix: safety
data from an open-label, multicenter, randomized, controlled trial in the setting of breast cancer treatment. Ann Surg .

2019;269:836–841 . 
0. Parikh RP, Brown GM, Sharma K, Yan Y, Myckatyn TM. Immediate Implant-based breast reconstruction with acel-

lular dermal matrix: a comparison of sterile and aseptic Alloderm in 2039 consecutive cases. Plast Reconstr Surg .
2018;142:1401–1409 . 

21. Smith JM, Broyles JM, Guo Y, et al. Human acellular dermis increases surgical site infection and overall complication profile

when compared with submuscular breast reconstruction: An updated meta-analysis incorporating new products( ✰ ). J Plast
Reconstr Aesthet Surg . 2018;71:1547–1556 . 
362

https://doi.org/10.1016/j.jpra.2025.04.002
http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0001
http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0002
http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0003
http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0004
http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0005
http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0006
http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0007
http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0008
http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0009
http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0010
http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0011
http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0012
http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0013
http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0014
http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0015
http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0016
http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0017
http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0018
http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0019
http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0020
http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0021


A. Barber, A. Ramamurthi, M. Ebert et al. JPRAS Open 44 (2025) 354–363

2  

2  

2  

2  

2  

 

2

2  

3
 

2. Masià J. The largest multicentre data collection on prepectoral breast reconstruction: The iBAG study. J Surg Oncol .

2020;122:848–860 . 

3. Mangialardi ML, Salgarello M, Cacciatore P, Baldelli I, Raposio E. Complication rate of prepectoral implant-based breast
reconstruction using human acellular dermal matrices. Plast Reconstr Surg Glob Open . 2020;8:e3235 . 

4. Samuels K, Millet E, Wong L. Efficacy of acellular dermal matrix type in treatment of capsular contracture in breast aug-
mentation: a systematic review and meta-analysis. Aesthet Surg J . 2023;44:26–35 . 

5. Tevlin R, Borrelli MR, Irizarry D, et al. Acellular dermal matrix reduces myofibroblast presence in the breast capsule. Plast
Reconstr Surg Glob Open . 2019;7:e2213 . 

6. Ferenz S, Bai J, Fracol M, Kim JYS. A comparison of capsular contracture rates after immediate Implant-based breast recon-

struction using biologic versus synthetic mesh. Plast Reconstr Surg Glob Open . 2024;12(8):e6031 . 
27. Medor MC, Bouhadana G, Churchill IF, et al. How big is too big? Exploring the relationship between breast implant volume

and postoperative complication rates in primary breast augmentations. Plast Reconstr Surg Glob Open . 2023;11:e4843 . 
8. Mericli AF, Sharabi SE. Breast implants and radiation. Semin Plast Surg . 2019;33:240–246 . 

9. di Pompeo FS, Firmani G, Paolini G, et al. Immediate prepectoral breast reconstruction using an ADM with smooth round
implants: A prospective observational cohort study. J Plast Reconstr Aesthet Surg . 2023;80:56–65 . 

0. Cabalag MS, Rostek M, Miller GS, et al. Alloplastic adjuncts in breast reconstruction. Gland Surg . 2016;5:158–173 . 
31. Bai J, Ferenz S, Fracol M, Kim JY. Revision breast reconstruction with biologic or synthetic mesh: An analysis of postopera-

tive capsular contracture rates. Aesthet Surg J Open Forum . 2024;6:ojae035 . 
363

http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0022
http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0023
http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0024
http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0025
http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0026
http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0027
http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0028
http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0029
http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0030
http://refhub.elsevier.com/S2352-5878(25)00071-3/sbref0031

	Revisiting low complications of VICRYL mesh in breast reconstruction: Insights from an updated systematic review
	Introduction
	Methods
	Inclusion and exclusion criteria
	Data extraction

	Results
	Article descriptions, patient co-morbidities and oncologic data
	Reported outcomes
	Follow up and cost

	Discussion
	Comparison to acellular dermal matrices (ADMs)
	Impact of implant size and weight
	Consideration of patient co-morbidities and oncologic data
	Consideration of cost
	Alternative synthetic meshes
	Limitations

	Conclusion
	Ethical approval
	Funding
	Declaration of competing interest
	Acknowledgments
	Supplementary materials
	References


