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Summary
Background. Advances in burn treatment have improved survival 
rates, even in extensive cases. However, burn sequelae can lead to 
severe deformities, such as breast burns in women, resulting in loss of 
the nipple-areola complex (NAC), scar contractures, and tissue alter-
ations. Women with chest burn sequelae may also develop mammary 
hyperplasia, requiring careful surgical management.
Methods. A 45-year-old woman with burns covering 25% of her total 
body surface area (TBSA) sought treatment for scar contractures and 
gigantomastia symptoms, including cervicalgia and lumbosacral pain. 
Preoperative examination showed severe tissue damage in the chest 
and neck, with adherent scars and reduced skin elasticity. A mammary 
deformity, including asymmetry and abnormal jugulo-nipple distance, 
complicated surgical planning.
Results. This case presents reduction mammaplasty in a patient with 
chest and neck burn sequelae, using McKissock’s supero-inferior pedi-
cle technique. The technique ensured secure vascularization and prop-
er NAC repositioning, leading to improved outcomes.
Conclusions. Managing gigantomastia in patients with burn sequelae 
remains complex and requires individualized strategies. Further studies 
and clinical guidelines are needed to refine surgical decision-making in 
such cases.
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INTRODUCTION

Over the years, thanks to significant advancements in burn treatment 
techniques, the survival rate of patients, even in cases of extensive inju-
ries, has improved markedly 1. However, the sequelae of burns can lead 
to severe and disabling deformities, accompanied by considerable psy-
chological distress, as seen in cases of breast burns in young women. 
The most common issues include partial or total loss of the nipple-areola 
complex (NAC), post-burn scar contractures, and alterations in breast 
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tissue 1,2. Women with chest burn sequelae may also 
develop mammary hyperplasia over time, presenting 
symptoms similar to those of patients without burns 1,2. 
In such cases, the plastic surgeon faces the challenge 
of planning a reduction of mammaplasty to improve the 
patient’s quality of life. In addition to the aesthetic dam-
age that compromises the appearance of the breast 
and complicates surgical planning, these lesions can 
negatively impact vascularization, which is why many 
plastic surgeons are reluctant to operate on burned 
breasts 1-3. The aim of the authors of this work is to pre-
sent a case of reduction mammaplasty performed on a 
patient with sequelae of burns to the chest and neck, in 
order to stimulate discussion on the best surgical and 
medical management in similar cases. The procedure 
was carried out using McKissock’s technique. In the 
case described, the technique proved to be safe and 
complication-free, with no hematomas, necrosis, or 
infections.

CASE

A 45-year-old woman, a habitual smoker (10 ciga-
rettes per day), with a history of burns covering 25% of 
her total body surface area (TBSA), involving her face, 
neck, chest, and upper limbs, presented again to our 
plastic surgery unit for treatment of persistent scar 

contractures on her neck and management of symp-
toms related to gigantomastia, including cervicalgia 
and lumbosacral pain, which significantly affected her 
quality of life.
The patient had undergone acute burn management 4 
years earlier, including tangential eschar excision and 
split-thickness skin grafting. Preoperative evaluation re-
vealed a complex clinical scenario: the chest and neck 
regions previously affected by burns exhibited adher-
ent, retracted scars with severe compromise of skin 
quality and underlying soft tissues. This condition was 
further complicated by a marked mammary deformity 
with significant asymmetry.
Preoperative anthropometric assessment demon-
strated a sternal notch-to-nipple (SN-N) distance of 
38 cm on the right side and 33 cm on the left, with a 
bilateral nipple-to-inframammary fold (N-IMF) distance 
of 14 cm. Preoperative breast volume was estimated 
using the Breast-V 4 application, revealing an approxi-
mate volume of 1450 mL for the right breast and 1320 
mL for the left. The combination of severe post-burn 
tissue alterations and excessive breast volume signifi-
cantly complicated preoperative planning for reduction 
mammaplasty (Fig. 1).
Despite these challenges, the patient was selected for 
simultaneous procedures: lipofilling of the neck, using 
fat harvested from the thighs, and reductive masto-
plasty with a superior-inferior pedicle technique. The 

Figure 1. Preoperative examination photographs of the patient. A) Left lateral view highlighting the retracted scars and altered 
breast contour; B) Frontal view showing breast asymmetry and jugulo-nipple distance discrepancy; C) Right lateral view illustrating 
tissue adhesion and deformity due to burn sequelae, emphasizing the surgical challenges in planning a reductive mastoplasty.
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McKissock technique for reductive mastoplasty was 
chosen for its multiple advantages in this case. It reduc-
es the size of large breasts with significant jugulo-nipple 
distances, eliminates the scar tissue from the medial 
and lateral flaps, and repositions the nipple-areola com-
plex (NAC) to a normal location, thus improving both 
aesthetics and functionality. The procedure was com-
pleted without complications. Immediate postoperative 
results showed breast symmetry, restored contour, and 
an improved jugulo-nipple distance Figure 2. The pa-
tient expressed high satisfaction with the functional and 
aesthetic results. 

Preoperative planning 
Preoperative markings were performed with the patient 
in the upright position. The new nipple-areola complex 
(NAC) position was planned along the breast meridian 
at the level of the projected inframammary fold, cor-
responding to approximately 21  cm from the sternal 
notch. According to the McKissock superior-inferior 
pedicle reduction mammaplasty technique 5, a supero-
inferior pedicle approximately 8  cm in width was de-
signed to ensure adequate vascularity in a surgical 
field compromised by post-burn scarring. Resection 
patterns were planned to preferentially excise the most 
inelastic and fibrotic tissues while preserving critical 
vascular territories. Particular attention was paid to 
scar-related tissue stiffness and altered skin elasticity, 

which significantly limited tissue mobilization compared 
with non-burned breasts.

Surgical technique

The patient was placed in a supine position under 
general anesthesia. Bilateral keyhole-shaped incisions 
were made following the preoperative markings. The 
nipple-areola complexes (NAC) were preserved on a 
superior-inferior pedicle, with deepithelialization of the 
pedicle and surrounding skin.
A total of 950 g of glandular and fibrotic tissue was re-
moved from the right breast and 720 g from the left. 
The excision aimed to eliminate scarred and inelastic 
tissues, ensuring maximum removal of compromised 
tissue while preserving the vascular supply of the NAC.
The medial and lateral breast flaps were mobilized 
and reshaped using parenchymal sutures to recreate 
a conical breast contour. The NACs were repositioned 
symmetrically and aesthetically through the movement 
of the areola-carrying flap, achieving a natural and har-
monious result.
The new inframammary fold was recreated by sutur-
ing the lower edges of the medial and lateral flaps of 
each breast. Skin closure was performed with layered 
sutures, ensuring minimal tension and optimal scar 
placement for a functional and aesthetically pleasing 
outcome.

Figure 2. Photographs of the patient during the first postoperative follow-up visit. A) Left lateral view highlighting the restoration of 
the breast contour with a more natural and harmonious shape; B) Frontal view showing significant breast symmetry and correction 
of the jugulo-nipple distance; C) Right lateral view illustrating the improvement in breast projection and shape, with reduced scar 
adhesions and a more uniform appearance of the tissues.
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DISCUSSION 

In patients with burn sequelae involving the chest wall, 
breast tissue may undergo profound structural altera-
tions secondary to retractile scarring and loss of skin 
elasticity. The present report describes a rare case of 
gigantomastia in a patient with post-burn sequelae, a 
condition that poses significant surgical challenges due 
to burn-related deformities of the surrounding tissues, 
as well as substantial functional and psychological im-
pairment resulting from the coexistence of both condi-
tions. In such complex scenarios, meticulous surgical 
planning is mandatory to preserve tissue integrity, en-
sure reliable vascularization, and achieve appropriate 
positioning of the nipple–areola complex (NAC).
A review of the literature reveals several reconstructive 
strategies for managing breast deformities in patients 
with burn sequelae. El-Otiefy et al. 6 described the use 
of a superiorly, laterally, or medially based abdominal 
sliding skin flap transferred to the inframammary sulcus 
to restore breast contour. This technique allows eleva-
tion and reshaping of the breast mound while adapting 
to individual anatomical and functional requirements.
El-Khatib  7 advocated the use of an inferior pedicle 
technique for breast reduction in burned patients, as it 
permits excision of compromised medial and lateral tis-
sues while enabling repositioning of the NAC to a more 
anatomical location. In the present case, however, McK-
issock’s supero-inferior pedicle reduction mammaplasty 
was selected. In addition to offering the advantages 
described for inferior pedicle approaches, this technique 
provides a more reliable blood supply through a dual-
pedicle design, which is particularly advantageous in tis-
sues compromised by burn-related scarring.
Recent literature emphasizes the critical importance of 
pedicle reliability in surgically challenging vascular envi-
ronments. Studies addressing reduction mammaplasty 
in compromised tissues highlight the benefits of robust 
pedicle design and careful planning of NAC transpo-
sition to reduce ischemic complications  8. Similarly, 
reports on breast reconstruction in burn patients un-
derscore the unpredictability of tissue perfusion and the 
need for reconstructive techniques that offer vascular 
redundancy 9. Earlier experiences with reduction mam-
maplasty in structurally altered breasts further support 
the use of approaches that minimize ischemic risk while 
allowing substantial reshaping  10. These considera-
tions support our choice of McKissock’s dual-pedicle 
technique, which offers enhanced vascular safety in a 
scarred operative field.
In agreement with Bayram et al. 11, we believe that no 
single standardized approach exists for the correction 
of post-burn breast deformities. Surgical reconstruction 
must be individualized, taking into account the specific 

characteristics of the deformity as well as the patient’s 
functional and aesthetic goals.
Despite the use of advanced surgical techniques, the 
management of post-burn breast deformities remains 
challenging due to scar contractures, compromised 
skin quality, and altered tissue biomechanics. These 
cases require a multidisciplinary approach, experi-
enced surgical expertise, and meticulous postoperative 
follow-up to optimize long-term outcomes. This case 
highlights the importance of personalized therapeutic 
strategies, as patients with burn sequelae and giganto-
mastia represent a unique and complex clinical popula-
tion requiring tailored surgical solutions.

CONCLUSIONS

The management of gigantomastia in patients with 
burn sequelae represents a rare but highly complex 
reconstructive challenge. Tissue fibrosis, reduced elas-
ticity, and unpredictable vascularity demand meticu-
lous planning and techniques that maximize perfusion 
reliability. This case demonstrates that McKissock’s 
supero-inferior pedicle reduction mammoplasty can 
provide a safe and effective option in severely scarred 
breasts, allowing substantial volume reduction, reliable 
NAC transposition, and restoration of breast contour. 
For plastic surgeons, this report reinforces the impor-
tance of individualized strategy selection and highlights 
the value of dual-pedicle techniques in surgically com-
promised vascular environments.
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