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Mastectomy

Well perfused Poorly perfused

Mastectomy Closure

PrePectoral

1 or 2 stage

PrePectoral ðTE

Subpectoral - TE

Sufficient Thickness

Insufficient Thickness

No visible dermis

Tissue perfusion analysis

High necrosis risk

My Algorithm for Optimizing Outcomes

Visible dermis

Delayed 

Reconstruction

Low necrosis risk

Fat Graft

Nahabedian MY. Current approaches to prepectoral breast reconstruction. Plast. Reconstr. Surg. 142: 871, 2018.



Complications of Prepectoral 

Breast Reconstruction

uSeroma

uCapsular contracture

u Infection

uDelayed healing

uSkin necrosis

uRippling and wrinkling

u Implant flipping



Seroma

u Incidence: 2 ð10% 

uObesity

u Improper drain placement

uADM use

uPrevious RT 

uPremature drain removal

uLymphatic leak

uOveractivity 

Nahabedian MY. Prosthetic breast reconstruction with acellular dermal matrices: Achieving predictability and reproducibility. PRSGO. 2016 May 4;4(5):e698

Nahabedian MY. Acellular Dermal Matrices in Primary Breast Reconstruction: Principles, Concepts, and Indications. PRS. 130: 5 S-2, 44-53, 2012  



Seroma Prevention

uClosed -suction drains best

uMaintaining a constant negative pressure gradient

uRemoving drains: < 20 - 50 cc /24 -hour = fewer seromas 

compared to removing at a specific time.

uSeroma rates: sharp dissection (15.4 %), ultrasonic dissection 

(19.4 %), cautery dissection (28.3 %).

uPostoperative compression: No reduction in seroma

Janis JE, et al. Strategies for postoperative seroma prevention: a systematic review. Plast Reconstr Surg 2016; 138:240ð52. 



uAvoid folds  in ADM

uPerforate ADM

uDonõt use ADM

u2 drains in obese or ALND

uDrain direction:                

lateral, superior, medial

uTypical drain duration: 7 ð14 

days, < 30 cc/ day

My Strategies for Prevention



uAspiration

uCatheter

uContinued expansion

uOperative evacuation

Strategies for Management



Case Example #1
Seroma and Capsular Contracture

u30 yo with right breast CA

uVery athletic

uDoesnõt want flap or pectoral 

muscle violation

uPlan: Bilateral NSM

uLateral incision

uTE: Initial air fill



Right MRM

Left simple



Contour perforated ADM
400 cc tissue expander

Suture 2 halves with 3 -0 vicryl

Prepectoral TE

Air filled ð200cc

Tabs: 3-0 Nylon



Right: 2-drain sp MRM

Left: 1-drain sp simple mastectomy



POD 3
POD 30

350 cc



Preop markings

Exchange TE to implant

4 months                                                                 

seroma accumulation following chemotherapy

Office aspiration x 1



POD 4

450 cc smooth round 

silicone gel



4 months 

sp right Radiation Therapy



u3 years

uRight capsular contracture

Options

uCapsulectomy and new 

implant

uExplant and flap

uCapsulotomy and fat graft



markings



1 year

Implant exchange, capsulectomy

485 cc silicone gel



Infection 

u Incidence of infection - 1-29%.

u85% of infections - endogenous.

uBreast tissue harbors more bacteria 

than normal skin

u Increased with: RT, 

immunosuppression, DM, tobacco, 

obesity, delayed healing

Bartish S. Aesthetic Surgery Journal.. 31 (7): 802 -806, 2011

Bartsich S, et al. Aesthetic Surgery Journal 31(7) 802ð806, 2011

Nahabedian MY. Plast Reconstr Surg. 124: 1743, 2009.

Phillips BT. et al. Plast Reconstr Surg. 131: 1, 2013.



Strategies to Minimize Infection

uMinimize OR traffic

uNew instruments

uMinimal device handling

u IV antibiotics - Preop

uDrains / chlorhexidine patch

uAntibiotic irrigation

uConsider postop antibiotics

Phillips BT. et al. A Systematic Review of Antibiotic Use and Infection in Breast Reconstruction: What Is the Evidence? PRS. 131: 1, 2013.



My Antimicrobial Regimen

Preoperative : 

u Intravenous - Ancef or Clindamycin

uSkin prep - Chlorhexidine

Intraoperative

u Irrigation #1: Mastectomy pocket ðChlorhexidine Gluconate 

u Irrigation # 2: ADM -device - non -dilute povidone -iodine

Postoperative

uPO antibiotics: 3 days (Keflex or Clindamycin).



uMild cellulitis ðPO: Cipro / Doxy

uSevere cellulitis ðAdmission (ID 

consult) - IV: Vanco

uUnresponsive to abx ðI&D in OR

uFluid on imaging ðI&D in OR

uPurulence ðExplant, C&S

My Strategy for Management



Case Example # 2
Infection

u 47 yo

u BMI ð23.3

u Family history breast cancer

u BRCA +

u Scheduled for bilateral NSM



Preop Markings

IMF approach



Intraoperative 

TE and ADM



POD 7

Superficial NAC 

necrosis on left



POD 21

Expanded



uPOD 33

uRight breast cellulitis

uAdmitted

u IV vanco

uUTZ ðperiprosthetic fluid



Pod 35

To OR



6 months later

To OR

TE



u3 months later

u Inflated TE

u300 cc saline

uBilateral exchange 

and fat graft



4 months

400 cc SCX

Bilateral fat graft

Left ð40 cc

Right ð45 cc



uEarly debridement and closure

uSmall < 3cm: consider 

debridement and closure in 

office

uLarge > 3cm: consider 

debridement and closure in OR

Delayed Healing
My Strategy for Management



Tips to Prevent Delayed Healing

uPatient selection

uNo nicotine (4 weeks)

uGlucose control (HbA1c)

uCounter incisions (RT)

uDelayed reconstruction

uFluorescent angiography



uClinical

uArterial and venous bleeding

uFluorescent Angiography

uHb Saturation

uTissue oxygenation

Mastectomy Flap Assessment

Gurtner G, et al. Intraoperative Perfusion Mapping with Laser -Assisted ICG Imaging Can Predict and Prevent Complications in Immediate Breast 

Reconstruction. Plast. Reconstr. Surg. 125: 1065, 2010


