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Report of a case

A 4l-year old who was on estrogen replacement therapy presented to us for a mass 2 X 2 cm
in the outer quadrant of the right breast. Mammography revealed a suspected lesion. B.LRads
-5 highly suspicious of malignancy (A.C.R-B.LR.A.D.S-American College Of Radiology
_Breast Imaging Reporting and Data System). Open biopsy showed invasive mammary
carcinoma and multifocal ductal carcinoma in situ (DCIS). The patient underwent right
modified radical mastectomy because of multi centric disease and immediate reconstruction
with a saline implant. She had been given postoperative chemotherapy consisting of six cycles
of doxorubicin, cyclophosphamide and 5-fluorouracil (FAC) as well as tamoxifen therapy.
Six months later the patient had undergone reduction mammaplasty of the left breast. On
histopathology invasive duct carcinoma was found. After discussion with the patient it was
decided to perform modified radical mastectomy and reconstruction with saline implant. Four
years after the second operation, there was no evidence of recurrence.

Fig. 1

Fig. 2
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Abstract
Reduction mammaplasty (RM) is a common surgical procedure performed for cosmetic
reasons or for symptomatic mammary hypertrophy (back and neck). It produces a variable
amount of tissue that subseguently is sent for pathologic evaluation ‘) Reduction
mammaplasty also performed in conjunction with contra lateral breast cancer procedures to
achieve bilateral symmetry.
Breast tissues from RM procedures arc commonly encountered specimens in surgical
pathology, yet no well-defined guidelines are available for the pathologic examination of
these specimens. Only a few reports are available in the literature discussing histopathological
findings in RM's .
We shall discuss the issue of reduction mammaplasty and breast cancer.
Mammaography has proven to be effective for breast cancer screening. Incidental diagnosis of
hreast cancer might have been/prevented in three of the four women in our series if
preoperative mammograms had been oblained; patient 4 had invasive lobular carcinoma,
which has been associated with mammographically oceult malignancies and a false-negative
rate of 19%.
The American Cancer Society currently recommends rontine mammography screening for
women starting at age 40 years. It is important to identify the risk factors for breast cancer and
obtain an appropriaste preoperative mammogram. Women can he separated into low to
moderate risk and high risk categories. For women between the ages of 20 and 39 years, a
physical breast examination every 1-3 years is recommended, and breast self-examination is
encouraged.
Approximately hall of the malignancies discovered by mammography are not palpable. The
sensitivity of screening mammography for women in their 50% is 73% to 88%, with a false-negative
rate of 7.5%. Preoperative mammography, in addition to a comprehensive physical examination of
the breasts and nodal basins, is crucial for patients with breast cancer undergoing reduction
mammaplasty. In fact, all patients with a history of breast cancer should have bilateral diagnostic
mammography before any breast surgery, For women with dense breasts, ultrasonography should be
considered as an additional diagnostic tool.
If the mammogram or physical examinations reveal an abnormality, a diagnostic workup including
biopsy should be perfonned before proceeding with reduction mammaplasty, If the preoperative
biopsy demonstrates neoplasia, then all potential treatment options remain available, including
sentinel node biopsy instead of axillary dissection. One option may include the combination of breast
conservation therapy and reduction mammaplasty. This approach has been shown to be effective
for select patients who have large pendulous breasts, who do not wish 10 undergo mastectomy, and
who are otherwise candidates for breast conservation therapy. Patents with macromastia who
undergo breast conservation surgery with radiotherapy have an increased rate of complications and
poor cosmetic results, largely because of radiation-induced fibrosis from radiation dose
inhomogeneity, Combining reduction mammaplasty with breast conservation therapy reduces dose
inhomogeneity and can provide good cosmetic results 2
If an occult carcinoma is diagnosed intraoperatively, at least three options are available: closure of
wounds without additional dissection, segmental mastectomy (with or without concorment axillary
nexde dissection), or immediate mastectomy. The time during the surgery when the carcinoma is
diagnosed influences the decision process. Immediate closure may be more feasible when
the carcinoma is identified before extensive dissection of the breast, After exposure of
multiple breast tissue planes, future identification of the tumor sile may be difficelt and
mastectomy will often be required. Segmental mastectomy with an attempt to obtain at least a
l-em grossly negative margin is a reasonable option if the true margin can be confidently
identified. This may be difficult or impossible if extensive dissection of the breast
parenchyma has been performed. In addition, segmental mastectomy may not be an option if
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the resection would include significant portions of the nipple-areola complex, pedicle, or
remaining breast skin, Axillary dissection can be performed, if indicated, primarily through
the mammaplasty incisions or through a separate axillary incision. With either approach,
axillary dissection may reduce the vascularity of the lateral skin flap; care should therefore be
taken to minimize the amount of undermining of the lateral skin flap to maintain adequate
vascularity. Alternatively, a delayed axillary node dissection can be performed, if indicated,
after receipt of the permanent pathology report and discussion with the patient about the risks
and benefits. Although requiring a second procedure, this approach might sparc some patients
from un unnecessary axillary node dissection and help preserve vascularity to the lateral skin
flap. Despite suecessful completion of segmental mastectomy, axillary node dissection, and
reduction mammaplasty, subsequent mastectomy may be required if permanent section
pathological examination demonstrates multifocal disease, positive margins, or incompletely
resected ductal carcinoma in situ or if the patient prefers mastectomy to breast conservation
therapy ''*". The third option, performing immediate mastectomy, commils the patient to a
delayed (or no) reconstruction unless the patient and surgeon have planned and are prepared
for immediate breast reconstruction ',

The diagnosis of breast cancer after breast reduction surgery may reduce surgical options and
complicate further cancer treatment. To reduce the risk of incidental breast cancer in
reduction mammaplasty specimens, identification of risk factors for breast cancer during the
initial consultation is crucial. A thorough interview and clinical breast examination must be
completed. Discussions between the surgeon and patient should include identification of
breast cancer symptoms, family history of breast cancer, history of any breast surgery, and
findings from recently obtained mammograms, A thorough clinical breast and nodal basin
examination should be performed and any suspicious findings should be investigated before
Surgery 10

Dwespite preoperative evaluation with mammography and physical examination, occult
carcinoma is oceasionally identified during reduction mammaplasty. The incidence of oceult
breast carcinoma in mammaplasty specimens has been reported to be 0.16% to 0.38% and
correlates with patients” overall risk for breast cancer, Women with cancer in one breast have
an increased risk for contralateral breast cancer: the incidence of metachronous contralateral
breast carcinoma is 0.5% to 1% per year. Therefore, patient with breast cancer undergoing
concurrent or delayed breast reduction for symmetry would be expected o have a higher
mg:idence ol occult carcinoma than would patients having bilateral reduction for macromastia
Most ocenlt carcinomas are identified in the final pathological specimens rather than
intraoperatively by the operating surgeon, and they are traditionally treated with mastectomy.,
Intraoperative identification and diagnosis of occult carcinoma would facilitate orientation of the
resected specimen for margin assessment, allow additional excision to obtain clear margins, and
increases the feasibility of treating select patients with hreast conservation therapy |

Women at high risk for breast cancer are women with a genetic predisposition. The criteria for genetic
predisposition as developed by the American Society of Clinical Oncology are the family has more
than two breast cancer cases and one or more cases of ovaran cancer diagnosed at any age, the
tamily has more than three breast cancer cases diagnosed before the age of 30 years, or the family has
sister pairs with two of the following cancers diagnosed before the age of 50 years: two breast cancers,
two ovarian cancers, or & breast and ovarian cancer. For women with this genetic history, annual
mammography and physical breast examination every © months are initiated 5-10 years before the
earliest age of diagnosis of breast or ovarian cancer in a relative, but not before age 25 vears. The
cumulative risk of breast cancer may be as high as 19% by the age of 40 vears in women with
BRCA 1 mutations. As the overall risk of breast cancer in BRCA- 1 or BRCA-2 mutation carriers
is estimated to be 20-fold greater than the average population nisk, the benefit of screening
may justily the radiation exposure.



Another group of women with high risk are women with lobular carcinoma in situ (LCIS).
LCIS is associated with a 10%-15% increase in lifetime risk of subsequent development of
cancer in each breast. For women with LCIS, an annual mammogram and physical
examination are recommended. Any suspicious abnormalities must be fully evaluated before
elective surgery.

In 1960, Snyderman and Lizardo''® reported a study on the detection of malignant neoplasms
in toutine breast plastic operations, including RM (reduction mammaplasty) procedures. Of
5.008 RM cases, 19 breast carcinomas were discovered before (by physical examination),
during (by frozen section), or after (by routine pathologic study) the operation. Bondeson and
Linell /" posed the guestion of what to do with all the tissue produced by these operalions.
They studied 200 RM cascs and found no pathologic abnormality 1o all paticnts younger than
30 years. Of the patients older than 40 years, 8% had lobular carcinoma in situ. They
concluded that in patients younger than 30 years, careful gross examination with or without
minimal microscopic examination (1 or 2 blocks) is adequate. Exlensive microscopic
examination in specimens from women older than 40 years was recommended, even in the
absence of grossly evident lesions. Other reports identified a variety of pathologic changes
ranging from more common proliferative lesions to rare invasive carcinomas.

Jansen et al. "™ relatively recent survey of 2,576 patients, who underwent RM, 4 breast
carcinomas were detected in the surgical specimens. This is a lower percentage (0.16%) of
malignant neoplasms than the reported by Snyderman and Lizardo (0.38%). This lower rate of
carcinoma detection was attributed to a greater awareness of the general public of disease,
leading to earlicr detection, and to the increased access to mammography. The consensus was
that RM specimens should be considered an opportunity to evaluate in great detail breast
tissue in higher risk age groups,

Ishag et al. U srudy detected a higher percentage of carcinoma (0.7%) than previously
published rates, The incidence of carcinoma was 2% (1/42) in patients with a history of breast
carcinoma and 0.6% in patients with no history of hreast carcinoma. All 4 of the carcinomas
detected were small (T invasive carcinoma, 3; ductal carcinoma in situ, 1}, We also found
that 1.4% of patients had atypical ductal andfor atypical lobular hyperplasia, lesions known (o
be associated with an increased risk of developing carcinoma. Lesions associated with a
mildly increased carcinoma risk {papilloma, moderate/florid hyperplasia, sclerosing adenosis)
were identified in 9.3%, in a younger age group (mean age, 44.6 yeuars; range, 24-63 years)
than those with carcinoma or atypical hyperplasia (mean age, 55.6 years; range 43-70).
Appropriate postoperative follow up after breast conservation and reduction mammaplasty is
very important. Small areas of fat necrosis after surgery can result in palpable mass and
caleifications. A new mammogram should be oblained 6 months after surgery. Ricei et al 0
and we agree with them, that contralateral breast reduction mammaplasty is a reliable
technigue providing an opportunity for diagnosis of an occult synchronous breast cancer,

The technique should be considered in combination with immediate breast reconstruction.
Eldar et al """ concluded, and we agree with this way of thinking that immediate breast
reconstruction improves well- being and quality of life for women undergoing mastectomy for
breast cancer.

We recommend preoperative mammography for every patient 40 wears of age, annual
physical breast examination and screening mammography, and breast self-examination.
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