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Letter to the Editor 

Immediate Breast Reconstruction after Skin-Sparing 
Mastectomy for the Treatment of Advanced Breast 
Cancer: Radiation Oncology Considerations 

To the Editor: 

Treatment advances in surgery, medical oncology, radiation 

oncology, and plastic surgery have significantly improved the 
outcome of patients with locally advanced breast cancer. How- 
ever, with these advances, important new questions have de- 
veloped regarding the sequencing of these interventions. For 
patients with locally advanced disease, it is critical that all 
disciplines coordinate their services and work together to pro- 
vide optimal care for these patients. 

In a recent article published in the Annals of Surgical OncoIogy, 
Foster et al. reported the results of a prospective cohort study 
investigating the use of skin-sparing mastectomy and immediate 
breast reconstruction for treatment of patients with advanced 
stages of breast cancer.1 Twenty-five patients with stage I1B or III 

disease who undeiwent this procedure were the main focus of their 
report. The authors reported a low local-regional recurrence rate (1 

of 25) after a median follow-up of 4 years and a postoperative 
complication rate of 13%. In their conclusion, the authors encour- 
aged other institutions to consider immediate reconstruction after 
mastectomy for locally advanced disease. 

A major deficiency with this article was the lack of radiation 
oncology considerations. Previously published data from both our 
institution and a second series demonstrated that the local-regional 
recurrence rate after mastectorny and chemotherapy is 20% to 
30% for patients with stage 1I and III breast cancer. 2,3 Further- 

more, compared with the 25 patients reported in the Foster et al. 
report, these two studies each included over 1000 patients and 
each had median follow-up periods over 10 years. 2,3 More impor- 
tantly, mature randomized prospective trails investigating post- 
mastectomy radiation in this cohort of patients found that both 
local-regional recurrence and overall survival were improved with 
radiation treatment. 4 6 These data led to consensus statements 
from the American Society for Therapeutic Radiology and On- 
cology and the American Society of Clinical Oncology that have 
recommended postmastectomy radiation as a standard component 
of care for these patients. 7,8 

Given that all patients with locally advanced breast cancer 
should receive radiation, the important question regarding au- 
tologous tissue reconstruction is whether it should be done 
before or after radiation treatment. Despite a consensus at the 
recent American Society of Plastic Surgeons meeting and sev- 
eral large studies that have discouraged immediate breast re- 
construction in patients that will require postmastectomy radi- 
ation, articles continue to be published to the contrary. 
Although immediate breast reconstruction is ideal for many 

patients, there are two significant disadvantages with this ap- 
proach in patients with locally advanced breast cancer. 

First, radiation can affect the aesthetic outcome of the re- 
constructed breast. Investigators from our institution previously 
reported that late complications after reconstruction were sig- 
nificantly increased in patients who had an immediate autolo- 
gous tissue reconstruction followed by radiation compared with 
having radiation with a delayed reconstruction (87.5% vs. 
8.6%, respectively; P < .001). 9 Furthermore, 28% of the pa- 
tients with immediate reconstruction required an additional flap 
to improve aesthetics. Therefore, adverse effects of radiother- 
apy to a breast reconstruction should be avoided, and autolo- 
gous tissues should be reserved until after completion of 
radiotherapy. 

The second major issue with immediate reconstruction con- 
cerns the design of radiation fields. The randomized trials 
showing a survival advantage with postmastectomy radiation 
included the chest wall, internal mammary lymph nodes, axil- 
lary apex, and supraclavicular lymph nodes within the radiation 
fields. To include these targets and minimize dose to the heart 
and lung, we typically match a medial chest wall electron beam 
field to more laterally placed opposed tangent fields. This 
arrangement is not feasible after reconstruction because the 
sloping breast contour leads to an imprecise geometric match- 
ing of the fields. Alternative field arrangements require either 
exclusion of the internal mammary lymph nodes as a target 
volume or acceptance of an increase in the volume of normal 
tissue irradiated, with a possible increase in the risk of 
complications. 

Given these considerations, our multidisciplinary-deter- 
mined institutional philosophy is to avoid immediate recon- 
struction in patients that will require postmastectomy radiation. 
However, after our multidisciplinary team discusses the poten- 
tial downsides, some patients still elect to have an immediate 
reconstruction. At the minimum, we strongly advocate that all 
patients with locally advanced breast cancer receive compre- 
hensive information about these implications and be treated by 
a closely coordinated multidisciplinary team whose focus is on 
avoidance of recurrence, improvement of curability, and max- 
imization of long-term quality of life. 
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