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tive, but some cases involve substantial patient-

related risk factors. Adjuvant treatment planning
can change after breast cancer resection because of
the degree of tumor aggressiveness identified dur-
ing the definitive pathological examination. In such
cases, radiation therapy may be chosen as a supple-
mentary treatment.'”

Depending on the intensity of capsular forma-
tion, it may be necessary to change the reconstruc-
tion method so that autologous tissues are used.
Rectus abdominis—based muscle flaps are often one
of the first choices in these situations.*

An abdominal defect must be produced to har-
vest tissue for breast reconstruction, and tension-
free closure is not always possible. In such cases, one
can rely on muscular transposition, tension-relief
incisions, or prosthetic materials to replace the ab-

I mplant-based breast reconstruction is very effec-
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Summary: Adjuvant treatment planning can change after breast cancer
resection and definitive pathological examination. Radiation therapy is of-
ten chosen as a supplementary treatment. Rectus abdominis-based muscle
flaps are one of the main choices when breast reconstruction plans must
be changed from implant-based to autologous methods. We herein report
a case in which the patient’s own tissue expander capsule was used to repair
an abdominal wall defect after muscle-sparing transverse rectus abdominis
myocutaneous flap reconstruction. (Plast Reconstr Surg Glob Open 2014;2:¢247;
doi: 10.1097/GOX.0000000000000213; Published online 6 November 2014.)

dominal wall.>* The use of allogeneic material to
repair abdominal wall defects is not risk-free; infec-
tion, extrusion, herniation, and secondary bulging
of the abdominal wall are all possible.

When an abdominal flap is being adapted to the
recipient area, it is necessary to resect portions of
the prosthetic capsule. The capsule is discarded after
histopathological evaluation in all cases. Breast tis-
sue expanders are mainly placed in a retromuscular
fashion. After extensive institutional review, our team
considered only the hypothetical possibility that vi-
able tumor cells are present in the tissue expander
capsule in the selected donor site underneath the
pectoralis major muscle.

CASE REPORT

A bb-yearold female patient was diagnosed with
ductal breast carcinoma as confirmed by open bi-
opsy. She underwent mastectomy and sentinel node
resection followed by tissue expander—based recon-
struction. After definitive pathological analysis, radia-
tion therapy was recommended. Expansion was thus
delayed until termination of the radiation therapy.
Autologous reconstruction was subsequently indicat-
ed because of difficulties in expansion and the devel-
opment of significant capsular contracture. Then a
deep inferior epigastric perforator flap was planned.'
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During the surgical procedure, identification of a
dominant perforator was not possible, and a muscle-
sparing transverse rectus abdominis myocutaneous
flap was designed. A small, concentrated area of per-
forators (5x5cm) with minimal muscle volume was
collected along with the anterior rectus abdominis
fascia (Fig. 1). Primary closure of the defect would
have involved excessive tension due to intra-abdom-
inal adiposity. The abdominal muscle thickness was
inadequate for performance of muscular transposi-
tion or creation of a tension-releasing incision. The
future development of abdominal weakness was also
a concern.

The use of allogeneic material to repair the ab-
domen was impractical due to social and economic
issues and institutional logistics. Our team decided
to use a retropectoralis portion of the tissue expand-
er capsule for abdominal wall restoration (Fig. 2).
We replaced the lost portion of the rectus abdomi-
nis muscle anterior fascia by placing the internal,
smooth surface of the capsule toward the muscle
and the external capsular surface in contact with the
subcutaneous tissue. Macroscopic similarity between

Fig. 1. The abdominal wall defect after harvesting the flap.

Fig. 2. The retropectoralis muscle portion of the breast cap-
sule, measuring approximately 5x5cm.
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the capsular tissue and rectus abdominis fascia was
noted (Fig. 3). Abdominal closure was performed
using progressive tension sutures between the flap
and the muscle fascia as described by Baroudi and
Ferreira'' and Pollock and Pollock."

The outcome was uneventful. There was no evi-
dence of hernia formation, bulging, seroma forma-
tion, or surgical site infection. The abdominal wall
contour was maintained during follow-up, and the
patient resumed social activities with no major com-
plaints. Magnetic resonance imaging 3 months af-
ter surgery demonstrated abdominal wall integrity
(Fig. 4). Six months after the procedure, there was
still no sign of abdominal weakness.

DISCUSSION
Uncertainty often surrounds adjuvant breast
cancer treatment. The need for irradiation can be

Fig. 3. The capsule replacing the lost portion of the rectus
muscle anterior fascia.

Fig. 4. Abdominal wall integrity in abdominal magnetic reso-
nance imaging performed 3 months after surgery.
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difficult to predict. Changes in reconstruction pro-
cedure plans must be explained to the patient in
these situations. It is necessary to provide a detailed
explanation of the repair options and the positive
and negative aspects of each.

Although the use of biological material to recon-
struct the breasts has been reported, our team has no
knowledge of any previous report of breast capsule
reutilization in the specific setting presented herein.
This method may be a viable alternative, although
further studies are needed. In the present case, we
observed no adverse events during the initial postop-
erative healing period.'*°

CONCLUSIONS
The use of tissue expander capsule for reinforce-
ment of the abdominal wall after the autologous
breast reconstruction with a muscle-sparing trans-
verse rectus abdominis myocutaneous flap has ini-
tially proved itself to be a safe and reliable option for
abdominal wall restoration.
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