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DEAR EDITOR-IN-CHIEF

Breast reconstruction as staged procedure has its benefits and 
limitations. Following radiotherapy, implant based procedures might 
suffer complications accordingly. Therefore, some surgeons suggest 
autologous breast reconstruction surgeries. They support of this idea 
illustrating predictability and acceptable long term aesthetic and 
functional results. Among autologous breast replacement surgeries, free 
tissue transfers need special facility and expert surgeons who passed 
steeped learning curves. Thus, pedicle based flaps are generally accepted 
and adopted by plastic surgeons. 
Contralateral breast flap presented by Marshal is a kind of pedicle flap 
based on medial perforators of breast1. He proposed the procedure as 
two stages: during first stage, medial pedicle including NAC transferred 
to the previously mastectomy side. About weeks later, in the second 
operation, the attached pedicle was divided and extra tissues were 
reshaped to form breast monde in both sides. Viability of transferred 
flap is deeply dependent on preserving local perforators. 
There are various types of loco-regional flaps in breast tissue 
replacement, but mostly discuss about ipsilateral reconstruction (2).  
Internal mammary artery perforators are reliable branches to harvest 
chest wall or even partial breast flaps. There are reports of supercharge 
micro anastomosis of breast tissue, too. Scaglioni et al reported a case 
of free flap of partial breast, which transferred to the contralateral side 
immediately after mastectomy based on internal mammary perforators, 
and anastomosed to perforators of other side 3. We need expert surgeons 
to do such operations, but pedicle breast flap can be feasible for most of 
plastic surgeons.  When the contralateral breast tissue crosses over the 
sternum, challenges may appear. It is not inevitable, because we need 
time before division of nourishing perforators.  However, Jinguang et 
al presented their contralateral breast flap in one stage. They did flap 
de-epithelialization and demonstrated the final shape after 3 months 
without fullness over the midline 4.
The patient was a 56 years old woman who underwent right modified 
radical mastectomy 12 years ago and asked to do breast reconstruction. 
She had huge ptotic left breast (Figure 1).
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Her request was reconstruction with autologous 
tissue without any surgery on abdomen. The patient 
was operated as below: left side breast reduction 
mammoplasty with supra-lateral pedicle with wise 
pattern incision and clockwise transfer of excess infra-

medial tissues to the contralateral side (Figure 2).  
About 3 months later, the second stage surgery was 
done and the flap was separated from its origin in left 
side. Internal mammary artery perforators were cut 
successfully and divided pedicle was folded bilaterally 

 

Figure 1: 56 years old woman with large left breast (SN-N= 40 cm) and right side mastectomy 

scar 

  

 

Figure 2: Left: de-epithelialized superolataral pedicle. Right: transferred tissue to opposite 

side 

  

Figure 1: 56 years old woman with large left breast (SN-N= 40 cm) and right side mastectomy scar

Figure 2: Left: de-epithelialized superolataral pedicle. Right: transferred tissue to opposite side

 

Figure3: Flap division and reconstruction from contralateral breast 

 

Figure 3: Flap division and reconstruction from contralateral breast

 [
 D

O
I:

 1
0.

61
18

6/
w

jp
s.

13
.1

.1
03

 ]
 

 [
 D

ow
nl

oa
de

d 
fr

om
 w

jp
s.

ir
 o

n 
20

25
-1

1-
04

 ]
 

                               2 / 3

http://dx.doi.org/10.61186/wjps.13.1.103
http://wjps.ir/article-1-1234-en.html


Modification in Contralateral Breast Flap ...105

www.wjps.ir

and secured under medial flaps of both breasts. At 
this stage, all previously transferred tissues were 
examined and any suspicious tissues were removed 
with less bleeding. At last, infra-medial Incisions of 
both breasts sutured accordingly (Figure 3).
The next decision was to do some refinement while 
nipple reconstruction, but she has not come back 
to do last surgery as she decided to postpone the 
surgery sometime. 
This study was approved by Tehran University of 
Medical Sciences ethical committee with ID “IR.
TUMS.IKHC.REC.1402.233”
Second primary carcinoma of the breast is the 
most concerning issue in these patients. Marshall 
prescribed this technique in older women who 
seemed have risk of contralateral breast cancer 
no more than normal population 1. So, she was 
selected, as she was in postmenopausal period. On 
the other hand, Ramin et al evaluated risk factors for 
contralateral breast cancer and determined various 
factors as red flags in patient selection 5. In my 
opinion, older women who have huge contralateral 
breast with less pathologic risk factors might have 
good opportunity for this surgery. Moreover, it is 
possible to follow them by serial radiologic imaging 
like other patients. 
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