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Immediate Breast Reconstruction with 
Abdominal Free Flap and Adjuvant Radiotherapy: 
Evaluation of Quality of Life and Outcomes 
Sir:

It was with great pleasure that we read the inter-
esting article by Pont et al.1 entitled “Immediate 

Breast Reconstruction with Abdominal Free Flap and 
Adjuvant Radiotherapy: Evaluation of Quality of Life 
and Outcomes,” and we congratulate the authors on 
their thoughtful analysis of outcomes. Use of radia-
tion therapy is widespread in breast cancer treatment, 

may explain why there is no statistically significant dif-
ference between the two study cohorts.

We strongly support the authors’ claim that the 
use of patient self-reported measures should be val-
ued, especially in the field of plastic and reconstruc-
tive surgery. We advocate that the use of the BREAST-Q 
questionnaire2 should become part of the routine 
management of patients who are candidates for breast 
reconstructive surgical procedures. The evidence-based 
results would enable future breast cancer patients to 
make a more informed decision with full understand-
ing of the risks and benefits of each option.
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Direct-to-Implant versus Two-Stage Tissue 
Expander/Implant Reconstruction: 2-Year 
Risks and Patient-Reported Outcomes from a 
Prospective, Multicenter Study
Sir:

We congratulate Srinivasa et al. for their thought-
ful article entitled “Direct-to-Implant versus 

Two-Stage Tissue Expander/Implant Reconstruction: 
2-Year Risks and Patient-Reported Outcomes from a 
Prospective, Multicenter Study” in Plastic and Recon-
structive Surgery.1 The authors conducted a prospective 
cohort study including 57 plastic surgeons in 11 cancer 
centers across North America and showed that single-
stage breast reconstruction was not burdened with 
more complications, higher revision rate, or poorer 
patient-reported outcomes after adjusting for demo-
graphic and clinical characteristics. Although inspired, 
we found that several aspects of the publication require 
commentary to clarify the conclusion.

First, we are puzzled regarding the follow-up time, 
which also perplexes us in our relevant work. In the 
study, the authors defined the 2-year follow-up time 
from the initial placement of the tissue expander or 
implant in each cohort. Then, they stated that approx-
imately 20 percent of the patients undergoing tissue 
expander/implant-based reconstruction had still not 
undergone exchange by 1 year. In this way, the women 
in this cohort would inevitably have less time to recover 
and be accustomed to their new bodies when assessed 
2 years postoperatively. Moreover, the relatively shorter 
follow-up time might be not enough to capture the 
complications such as capsular contracture, which 
could require revision operations in this subgroup 
because of the delay in exchange procedures.

Furthermore, as the authors admitted, the multi-
institutional study may provide large sample varia-
tions, including the varying levels of selection bias by 
surgeons. We would appreciate it if the authors would 
provide clarification regarding whether the surgeons 
had used total or partial muscular coverage of the 
expander/implant. The information is important and 
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and its indications, especially in the adjuvant setting, 
have broadened. Until recently, postoperative radio-
therapy was generally recommended only for patients 
with tumor-positive margins, T3 to T4 tumors, or 
four or more positive lymph nodes. However, several 
clinical trials have documented a survival advantage 
for patients with stage II tumors and fewer than four 
involved nodes who receive adjuvant radiotherapy.2,3 
The results of these prospective trials have led to 
an increasing number of intermediate- to high-risk 
patients receiving postmastectomy radiotherapy in an 
effort to improve both locoregional control and overall 
survival. Recently, retrospective studies on postmastec-
tomy locoregional recurrence and prospective clinical 
trials have documented benefits of postmastectomy 
radiation therapy for patients with one to three positive 
axillary nodes.4 Thus, an increasing number of mastec-
tomy patients could nowadays undergo postmastec-
tomy radiation therapy with potential negative effects 
on breast reconstruction, thus complicating the timing 
and the method of reconstruction used.

The negative effects of radiotherapy on implant-
based breast reconstruction are well known, but 
are still controversial in the setting of autologous 
tissue-based breast reconstruction. Flap fibrosis, fat 
necrosis, and flap shrinkage have been reported.5,6 
Consequently, patients undergoing postmastectomy 
radiotherapy have been traditionally offered delayed 
autologous breast reconstruction in efforts to minimize 
postoperative complications and compromise of the 
quality of the transferred soft tissue. Delayed autolo-
gous breast reconstruction avoids exposure of flap tis-
sue to radiation and offers the restoration of a breast 
mound that approximates natural breast tissue. These 
benefits come at a price to the patient, who lives with-
out a breast for a substantial period. Immediate breast 
reconstruction, in contrast, optimizes breast aesthetics 
by limiting scars and potentially avoids the psychosocial 
sequelae of a mastectomy alone.

Apparently, the authors evaluated in their study 
only fat necrosis in terms of complications and they 
reported no differences between irradiated and non-
irradiated patients. It would have been interesting to 
compare postmastectomy irradiated patients who had 
undergone delayed autologous breast reconstruction 
with immediate reconstruction patients and verify 
whether the immediate group had a greater rate of fat 
necrosis compared with the delayed group. Further-
more, patients with a higher body mass index have 
significantly greater odds for breast complications, and 
we ask the authors whether they found some relation-
ship and differences in major and minor complica-
tions, including delayed wound healing, infection, and 
flap loss. Also, preoperative chemotherapy might play 
a role in the incidence of fat necrosis and overall com-
plications. Finally, we have to consider that irradiation 
protocols might differ from center to center, and many 
advances in radiotherapy techniques, including three-
dimensional planning and simple intensity modula-
tion, which allow for greater dose homogeneity within 

the treated fields, have been achieved, thus optimizing 
radiotherapy treatment.
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Clinical and Quantitative Isokinetic Comparison 
of Abdominal Morbidity and Dynamics following 
DIEP versus Muscle-Sparing Free TRAM Flap 
Breast Reconstruction 
Sir:

Decades after the introduction of free autologous 
breast reconstruction, abdominal wall function 

after surgery remains a key concern and influence on 
surgical decision-making. With progression toward 
minimizing donor-site morbidity, the deep inferior 
epigastric artery perforator (DIEP) flap allows for pres-
ervation of the rectus muscle to the extent possible. 
However, all who perform a high volume of such pro-
cedures know that many DIEP flaps require varying 
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