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Dear Editor, 

Breast cancer remains the most common malignancy among women worldwide and continues to represent 

a major cause of cancer-related mortality.
1,2

 Although locoregional recurrence after mastectomy is 

relatively uncommon, its management remains clinically challenging and requires individualized treatment 

planning.
4
 While current literature mainly focuses on oncologic outcomes, less attention has been paid to 

how previous breast reconstruction may influence the diagnosis and treatment of local recurrence.
5
 

All patients with suspected local recurrence should undergo multidisciplinary evaluation and systemic 

staging to distinguish isolated locoregional disease from metastatic recurrence.
6,7

 Biological subtype, 

receptor status, previous radiotherapy, patient factors, and reconstructive history should all be considered 

during treatment planning.
8
 

In patients without reconstruction, recurrence typically develops along the surgical scar or chest wall.
4
 

When technically feasible, surgical excision remains an important component of local treatment, often 

combined with radiotherapy and systemic therapy according to previous treatments and tumor 

characteristics.
9
 

Figure 1 demonstrates a 65-year-old woman who developed a parasternal chest wall recurrence after 

modified radical mastectomy. Histopathological examination confirmed recurrent invasive breast 

carcinoma. Wide local excision was performed; however, close surgical margins necessitated adjuvant 

radiotherapy following multidisciplinary review. 

 

Figure 1: Clinical photograph demonstrating a parasternal chest wall recurrence in a 65-year-old woman 

following modified radical mastectomy. 



Figure 2 presents an 86-year-old patient who developed multiple incision-line recurrences six months 

after modified radical mastectomy. Biopsy confirmed recurrent disease. Because concomitant metastatic 

disease was present and surgical resection was not feasible, radiotherapy was administered, resulting in 

substantial local regression. 

 

Figure 2: Local recurrence along the incision line in an 86-year-old patient six months after modified 

radical mastectomy. 

Management becomes more complex in reconstructed breasts. Recurrence following implant-based 

reconstruction may arise adjacent to the implant capsule, skin envelope, or chest wall.
5,10

 Surgical treatment 

must balance oncologic safety with preservation of the reconstruction whenever possible. In selected cases, 

implant removal may be required to achieve adequate margins. Furthermore, postoperative changes and 

capsular contracture may complicate surveillance and clinical examination, making advanced imaging 

modalities such as magnetic resonance imaging particularly valuable.
11

 

Figure 3 illustrates a patient who previously underwent breast-conserving surgery and radiotherapy and 

later developed an isolated ipsilateral recurrence. Wide local excision of the recurrent lesion with adequate 

margins, followed by nipple-sparing mastectomy and immediate implant-based reconstruction, was 

performed. Despite an initially uneventful recovery, smoking resumption and poor postoperative 

compliance resulted in wound complications and eventual implant loss. This case highlights the influence 

of patient-related and reconstructive factors on treatment outcomes. 

 

Figure 3: Early postoperative wound complication following nipple-sparing mastectomy and immediate 

implant-based reconstruction performed for isolated ipsilateral breast cancer recurrence. 



Similarly, recurrence after autologous reconstruction may be difficult to distinguish from fat necrosis or 

flap fibrosis.
12

 Careful radiologic evaluation is therefore essential, and in selected cases partial or complete 

flap excision may be required to achieve adequate oncologic margins.(13) Furthermore, recurrence 

involving implant-based reconstructions may necessitate implant removal, with immediate or delayed 

autologous reconstruction representing a potential reconstructive option. 

In conclusion, local recurrence after mastectomy should not be considered a uniform clinical entity. 

Previous reconstruction may significantly influence recurrence detection, radiologic evaluation, surgical 

feasibility, and treatment strategy.
5,11-13

 Recognition of reconstruction-specific challenges and 

multidisciplinary decision-making are essential for achieving optimal oncologic and reconstructive 

outcomes. 

Written informed consent was obtained from the patients for publication of the clinical photographs and 

accompanying clinical information. 

References 

1. Giaquinto AN, Sung H, Newman LA, Freedman RA, Smith RA, Star J, et al. Breast cancer statistics 2024. CA Cancer J Clin 
2024;74(6):477-495.  

2. Siegel RL, Kratzer TB, Giaquinto AN, Sung H, Jemal A. Cancer statistics, 2025. CA Cancer J Clin 2025;75(1):10-45.  

3. De Rose F, Meduri B, De Santis MC, Ferro A, Marino L, Colciago RR, et al. Rethinking breast cancer follow-up based on 

individual risk and recurrence management. Cancer Treat Rev 2022 Sep;109:102434.  

4. Mirzabeigi MN, Rhemtulla IA, Mcdonald ES, Sataloff DM, Kovach SJ, Wu LC, et al. Locoregional Cancer Recurrence after Breast 

Reconstruction: Detection, Management, and Secondary Reconstructive Strategies. Plast Reconstr Surg 2019 
May;143(5):1322-1330.  

5. Winchester DP. The national accreditation program for breast centers: a multidisciplinary approach to improve the quality of care 
for patients with diseases of the breast. Breast J 2008;14(5):409-411.  

6. Cardoso F, Paluch-Shimon S, Senkus E, Curigliano G, Aapro MS, André F, et al. 5th ESO-ESMO international consensus 
guidelines for advanced breast cancer (ABC 5). Ann Oncol 2020 Dec;31(12):1623-1649.  

7. Schrijver WA, Suijkerbuijk KP, van Gils CH, van der Wall E, Moelans CB, van Diest PJ. Receptor Conversion in Distant Breast 
Cancer Metastases: A Systematic Review and Meta-analysis. J Natl Cancer Inst 2018 Jun;110(6):568-580.  

8. Ma J, Jiang R, Fan L, Mei X, Yang Z, Yu X, et al. Isolated locoregional recurrence patterns of breast cancer after mastectomy and 
adjuvant systemic therapies in the contemporary era. Oncotarget 2015 Nov;6(34):36860-36869.  

9. Mota BS, Bevilacqua JL, Barrett J, Ricci MD, Munhoz AM, Filassi JR, et al. Skin-sparing mastectomy for the treatment of breast 
cancer. Cochrane Database Syst Rev 2023 Mar;3(3):CD010993. 

10. Kanavou T, Mastorakos DP, Mastorakos PD, Faliakou EC, Athanasiou A. Imaging of the Reconstructed Breast. Diagnostics 
(Basel) 2023 Oct;13(20):3186.  

11. Coleman-Belin JC, Barnett J, Khavanin N, Nelson JA, Stern CS, Allen RJ Jr. Imaging in Autologous Breast Reconstruction. 

Cancers (Basel) 2024 Aug;16(16):2851.  

12. Christopher AN, Morris MP, Jia H, Patel V, Broach RB, Serletti JM, et al. Managing locoregional breast cancer recurrence after 
autologous free flap reconstruction: A retrospective review of 2,734 procedures. J Plast Reconstr Aesthet Surg 2022 

Feb;75(2):562-570.  


