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histopathologic examinations, the presence of a solid mass in
a breast thatsuffered previously from cancer cannot always be
addressed by logical explanations, reassurance, and encour-
agement to the patient. In addition, fat necrosis can deform
the breast and may create great physical and psychological
discomfort for the patient. Occasionally, surgical correction
is required. Moreover, the operation may result in major
defects of the reconstructed breast.

Hence, to avoid invasive procedures, we advise our patients
to perform an intensive deep-pitting massage with their (or
their partner’s) index finger. The massage should be per-
formed during the first weeks after the TRAM operation, as
soon as fat necrosis is suspected.

To relieve the pain induced by the massage and to protect
the overlying skin, we suggest that our patients apply petro-
leum jelly to the skin before the massage. We advise massag-
ing the area for about 10 minutes 3 times a day. The proce-
dure should be continued until softening of the tissues is
achieved. We have noticed that the earlier the massage is
started, the better the outcome.

Based on our encouraging experience, we hypothesize
that massage procedure breaks down mechanically the de-
veloping fat necrosis into small fragments, thus enhancing
clearance of the necrotic ussue by the lymphatic system and
avoiding calcifications. In additon, a more soft. regular, and
smooth breast shape is achieved.
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AVOIDING THE TEARDROP-SHAPED NIPPLE-
AREOLA COMPLEX IN VERTICAL
MAMMAPLASTY

Sir:

In the past I have found that during final closure of a
vertical mammaplasty, cinching of the intracuticular absorb-
able suture of the vertical incision often resulted in a teardrop
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i, 1. (Above) Final closure of vertical mammaplasty with
teardrop shaped nipple-areola complex. ( Below) Final closure
of vertical mammaplasty with rounder nipple-areola complex
after interrupting the intracuticular suture so that the first 1
to 2 cm are not cinched.

shape to the nipple-areola complex (Fig. 1, above). By the 3-
to 6-month follow-up, this usually had improved to some
degree. Nevertheless, 1 have found that the nipple-arcola
complex would not revert to a completely round shape.

To correct this problem I use a simple method. As Lejour
described, the deep dermis of the vertical incision is closed
with a 3-0 absorbable suture, approximating the deep dermis
to the underlying breast parenchyma.! Starting at the inferior
horder of the nipple-areola complex, or what is the superior
portion of the vertical closure, I perform the intracuticular
repair with a 4-0 absorbable suture. In the past, I would cinch
the entire length of the vertical closure so that the final length
was shorter than the preoperative length (usually between 7
and 10 cm). Because the cinching was along the entire length
of the closure, the nipple-areola complex would often be
pulled inferior and assume a teardrop shape.

I now start the repair as described, except that after the
first 1 to 2 cm of intracuticular closure 1 knot the suture
without cinching it, thus preventing pursing along the first 1
to 2 cm (Fig. 1, below). This prevents the superior aspect of
the vertical incision from being cinched down and avoids
tethering of the inferior border of the nipple-areola complex.
The remainder of the vertical incision closure is then con-
tinued in an intracuticular fashion and is cinched to obtain
the desired final length. After performing this simple ma-
neuver, I have found that the nipple-areola complex main-
tains a rounder, more natural appearance that persists over
time.
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ZOSTER FOLLOWING IMMEDIATE TRANSVERSE
RECTUS ABDOMINIS MYOCUTANEOUS BREAST
RECONSTRUCTION

Sir:

The transverse rectus abdominis myocutancous (TRAM)
flap has been established as the autologous reconstruciive
procedure of choice after mastectomy. The move to skin-
sparing surgery in sclected cases allows one to perform im-
mediate reconstructions that not only are volumetrically sym-
metrical to the opposite breast, but also maintain the original
breast skin and texture and a high degree of sensibility, fea-
tures that are more problematic after standard mastectomies.
After skinreducing mastectomies, progressive cutaneous sen-
sibility in TRAM flaps, both pedicled and free, has been noted
to occur, usually after a period of 6 months, and then pre-
dominantly medially.!® This is postulated to occur primarily
from the skin surrounding the flap and, to a lesser extent,
from the hed."

A 39-year-old woman underwent a skin-reduction mastec-
tomy and axillary clearance for a T2N1 ductal carcinoma of
the left breast. Simultaneously, a contralateral, unipedicled
TRAM flap and nipple-areola reconstruction were per-
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Fig. 1. (Above) Left TRAM flap breast reconstruction.
Note the fading rash on the medial mastectomy flap. (Below)
Zosteriform rash on the left side of the back.
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formed, along with a symmetrization right reduction mam-
maplasty. The patient’s postoperative course was uncompli-
cated. Chemotherapy was commenced 1 month alter the
surgery. Two weeks later, the patient developed a mild zos-
teriform rash in a dermatomal distribution on her left hemi-
thorax. This settled without specific therapy over a 2-week
period. The rash was present on her back and to the edge of
the medial mastectomy flap but not on the TRAM skin pad-
dle. No vesicles were present on the skin paddle (Fig. 1).
It is likely that the virus remained latent in the dorsal root
ganglion and was reactivated by the immunosuppressive che-
motherapy. The virus then spread along the intercostal nerve
and into the mastectomy skin flap, as reported in a previous
case study.” The presence of vesicles on the medial mastec-
tomy flap, despite a total mastectomy, indicates that there is
continuity of the medial mammary ramus of the anterior
cutaneous branch of the intercostal nerve. This may account,
in part, for the observation that TRAM flaps tend to develop
sensation predominantly medially and, to a lesser extent,
centrally and laterally, where the flap is thickest and the
lateral cutaneous branch of the intercostal nerve is resected
with the mastectomy specimen. This may also have implica-
tions for pedicle design and sclection in reduction mamma-
plasty, for which a superomedial pedicle may be favored.?
The usual management of such patients involves acyclovir
therapy. One should, however, be alert to the possibility of a
cutancous malignancy that mimicks herpes zoster. In women,
breast cancer accounts for the majority of skin metastases and
can mimic shingles very closely. ILis recommended that when
the lesions are either atypical (papules or nodules rather than
vesicopustules) or follow an atypical clinical course, biopsy
should be performed to exclude cutaneous metastases.®!”
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