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INTRODUCTION RESULTS CONCLUSIONS
- Nearly half of patients who have a mastectomy elect A total of 7,840 patients were included in the final matched analysis. The mean age at mastectomy was 50.7 +/- 11.1 years, Breast reconstruction following mastectomy is associated
to undergo breast reconstruction’-2 and the largest proportion of patients had Stage | disease. Mean follow-up was 1,788.8 days in the mastectomy-only cohort with increased downstream diagnostic and procedural
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reconstruction diagnostic intervention reflects
heightened surveillance and altered postoperative
anatomy rather than true oncologic progression.
Notably, reconstruction appears to confer a survival
advantage, which may relate to differences in patient
selection, access to care, or health-seeking behavior.
These results have important implications for patient
counseling and  post-reconstruction  surveillance
strategies. Further studies are needed to explore the

safety of reconstruction*°

 Reconstructed breasts present unique challenges;
altered tissue architecture, implant or flap-related
imaging changes, and increased postoperative
surveillance may influence downstream diagnostic
and procedural rates

 Reconstructive  considerations may influence
mastectomy technique and residual breast tissue,

Percentage of Cohort (%)

0 1000 2000 3000 4000 5000 6000 7000

potentially affecting recurrence risk Time (days) influence of surgical technique and patient factors on
« The impact of reconstruction on oncologic outcomes
remains controversial

Figure 1: Reconstruction Cohort Had Longer Mean Follow Up Time plicclodicieiicoiesticloninevicssiiccalistlCHO:

Reconstruction was associated with an increased risk of abnormal or inconclusive diagnostic mammography (RR 1.31, 95% Mastectomy + Reconstruction vs. Mastectomy Alone
Cl11.17-1.47, p < 0.0001), breast biopsy (RR 2.78, 95% CI 1.76-4.39, p < 0.0001), and chest wall/breast excision (RR 1.6, ‘ _
- Characterize oncologic outcomes 95% CI1 1.27-2.02, p < 0.0001) occurring >6 months after mastectomy. There was a modest but statistically significant
: : : increase in metastatic risk for mastectomy alone (HR 1.34, 95% CI 1.03-1.75, p = 0.032). Mastectomy alone was also
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