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Locoregional recurrence is often the first sign of treatment failure. After mastectomy, locoregional failure rates of 5% to greater 
than 30% have been reported. This risk is related to the extent of axillary node involvement and tumor size at initial diagnosis. 
Locoregional failures most commonly involve chest wall and supraclavicular and infraclavicular limph nodes, while internal 
mammary node are the least common site of failure. Axillary dissection and adjuvant locoregional radiation also decreases the 
risk of locoregional failure after mastectomy. Most local recurrences are discovered early (2 years) but it is not uncommon to 
see local failure many years after initial therapy. Patients with more advanced disease at diagnosis, as expected, had a shorter 
interval between the diagnosis of locoregional disease and the development of distant metastases. When local chest wall 
recurrence is discovered after mastectomy, a variety of treatments have been used. Selection of the treatment modality depends 
greatly on the type and extent of local and regional failure, the previous local and systemic therapies used at the time of 
diagnosis, the extent of other distant disease, and the patient's overall condition. Surgical removal alone may be sufficient in 
some cases; generally, a 2- or 3-cm margin and primary closure are appropriate. Some patients may have an isolated axillary or 
interpectoral nodal recurrence. Surgical excision of these nodal recurrences is the initial treatment of choice. If the original 
axillary dissection appears to have been incomplete, it is advisable to convert the axilla to an anatomically thorough dissection.  
Radiation therapy is used more often than surgery when locoregional disease is detected. If recurrences are surgically excised, 
radiation often follows. With radiation alone, complete response rates of 60% to 70% are reported, with 5-year survival rates of 
20% to 40%. When radiation is used, the entire chest wall and supraclavicular nodal region are usually treated. Small fields of 
radiation have a high rate of failure, and failure to treat the supraclavicular nodal region resulted in a 16% recurrence rate after 
radiation compared with a rate of 6% when these nodes were included in the field. Multidrug chemotherapy is rarely used 
without some type of local treatment. Although it is impossible to cite good prospective data to guide treatment planning for 
locoregional failure, it appears that as chest wall disease becomes more extensive (increase in the number and size of lesions), 
treatment must be more aggressive to achieve control. For patients with more advanced or diffuse locoregional disease, a 
multidisciplinary approach to therapy is warranted. The incidence of breast recurrence in patients treated with adequate local 
lumpectomy and breast radiation is 10% to 20% at 10 years. The treatment of choice for patients who have a failure in the 
conserved breast is salvage mastectomy, with reconstruction if desired. Other approaches, such as tumorectomy and multidrug 
chemotherapy, are experimental. The incidence of breast recurrence in patients treated with adequate local lumpectomy and 
breast radiation is 10% to 20% at 10 years. The treatment of choice for patients who have a failure in the conserved breast is 
salvage mastectomy, with reconstruction if desired. Patients who undergo unsuccessful radiation therapy, chemotherapy, or a 
combination of the two in an attempt to control locoregional disease present a special challenge for the surgeon. Surgery should 
be attempted in these patients because failure to control local disease results in a considerable decrease in quality of life. 
Furthermore an increasing attention must be reserved to the reconstructive issues for the increasing incidence in young patients 
of reconstructive surgery after primary tumor treatment. Myocutaneus flaps, prosthetic implants together with the diffusion of 
the nipple sparing mastectomy advice a reconsideration of salvage mastectomy alone as a treatment for breast cancere 
recurrence. Other approaches, such as tumorectomy and multidrug chemotherapy, are experimental. As well, innovative 
techniques such as thermoablation and “apposition” radiotherapy deserve attention for local and cutaneus relapses in selected 
patients.  In conclusion, the extent of locoregional recurrence is a major influence on the design of a treatment plan. Therapy 
decisions are also significantly affected by the recognition that such disease is a marker for distant disease. For these reasons, a 
multimodality approach appears to have the best chance of providing real patient benefit. 
 
 

 


