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Phantom Pain (d=-1.15; p=0.005), and MPQ (d=-1.13; 
p=0.064).

CONCLUSION: This clinical trial supports the use of 
RPNI surgery to treat and prevent postamputation pain. Pro-
phylactic RPNI surgery has significant effects in improving 
postamputation pain. RPNI surgery also showed improved 
anxiety and pain in patients with existing postamputation 
pain.
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PURPOSE: Autologous breast reconstruction (ABR) 
offers high patient satisfaction with a low risk-profile. 
Improved outcomes have led to a decreased tolerance for 
flap loss complications over time. This study provides 
an individualized risk prediction tool for flap loss after 
ABR.

METHODS: IRB-approved, institutional review of patients 
undergoing ABR between 2010-2019 was conducted. Base-
line characteristics, perioperative data, and postoperative 
flap loss were recorded. Multivariable regression generated 
a predictive risk model for flap loss.

RESULTS: 2,355 patients received ABR. Patients averaged 
51.6 +/- 9.8 years with BMI of 28.9 +/- 6.0 kg/m2. 33% had 
prior radiation and 45% neoadjuvant chemotherapy. 74% 
were immediate reconstructions, and 58% were bilateral. 
Flap choice included msTRAM (69%), DIEP (23%), SIEA 
(4%), thigh-based/other (4%).

73 flap losses (Complete: 51 (2.2%), Partial: 22 (0.9%)) 
occurred. Predictors included: age>75 years (OR=3.0, 
p=0.047), SIEA or non-abdominal-based flaps (OR=2.7-3.0, 

p<0.05), immediate reconstruction (OR=2.7, p=0.01), 
smoking history (OR=2.3, p=0.001). msTRAMs were pro-
tective against flap loss (OR=0.54, p=0.042). Flap loss was 
stratified from Low (1.4%) to Extreme Risk (20%) with 
high accuracy (C-statistic=0.76).

CONCLUSION: This risk-stratification tool quantifies 
patient-specific flap loss risk after ABR. In addition to man-
aging patient expectations, it may aid in surgical decision-
making and postoperative resource allocation.
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PURPOSE: Socioeconomic disparities remain widely 
prevalent among those who undergo breast reconstruction. 
The purpose of this study was to examine mastectomy and 
reconstruction modalities at a large safety-net hospital and 
determine the impact of socioeconomic factors on breast 
reconstruction enrollment, choice, and completion.

METHODS: A retrospective chart review of patients 
who underwent mastectomies at a large safety-net hos-
pital from 2016 to 2019 was completed. Surgical, medi-
cal, and demographic data were compared across varying 
socioeconomic factors. Eligibility for elective breast 
reconstruction at our institution includes a pre-operative 
hemoglobin A1c level less than 7%, body mass index less 
than 40 kg/m2, and non-smoking status for one month 
prior to surgery.

RESULTS: Of the 645 patients included in this study, more 
patients of a racial minority had government-based insur-
ance than Caucasian patients (89% vs. 82%; p=0.01). Those 
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with government-based insurance had higher average hemo-
globin A1c values (6.26 vs. 6.0; p=0.03), proportion of ASA 
scores greater than III (46% vs. 40%; p=0.01), and smok-
ers (23% vs. 8%; p=0.02) than those with private insurance. 
Patients with government-based insurance underwent stage 
I breast reconstruction at rates lower than those with private 
insurance (57% vs. 69%; p=0.01).

CONCLUSION: Significantly higher number of socio-
economically disadvantaged patients failed to meet preop-
erative clearance criteria for breast reconstruction due to 
obesity, diabetes, smoking, and poor overall health. Con-
certed effort through multidisciplinary teams is needed to 
maximize eligibility of socioeconomically disadvantaged 
breast cancer patients for reconstruction.
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PURPOSE: Nipple-sparing mastectomy is commonly 
performed for breast cancer treatment or prevention. Prior 
outcomes research is limited by small sample size and con-
flicting data. We present one of the largest series in the lit-
erature for analysis.

METHODS: Retrospective single institution review was 
conducted from 2007-2018.

RESULTS: Our query found 2260 implant-based breast 
reconstructions after nipple-sparing mastectomy including 
1508 direct-to-implant and 752 tissue expander-implant 
reconstructions. The average age was 47 and body mass 
index 24. The direct-to-implant cohort had more radiother-
apy (17.6% vs. 13.2%, p=0.007) and chemotherapy (33.1% 
vs. 25.8%, p<0.001) while the tissue expander-implant 
group had more smokers (9.0% vs. 3.3%, p<0.001). Over-
all complications and nipple necrosis were higher in tissue 

expander reconstructions compared to direct to implant 
reconstruction (p<0.02 for each). Multivariable regression 
analysis revealed preoperative radiotherapy (OR 2.99, 95% 
C.I. 1.827-4.892, p<0.001), active smoking (OR 1.86, 95% 
C.I. 1.132-3.084), and periareolar incision (OR 3.528, 95% 
C.I. 1.399-8.893, p<0.001) to be the strongest predictors 
of overall complications and predictors of nipple necrosis 
(p<0.05). Tissue expander reconstruction had a significantly 
higher odds ratio for complications compared to direct-to-
implant (OR 1.488, 95% C.I. 1.106-2.002, p=0.009). There 
was no difference in overall complications between recon-
struction with acellular dermal matrix/ mesh compared to 
total or partial muscle coverage without ADM/mesh (OR 
0.866, 95% C.I. 0.648-1.157, p=0.332).

CONCLUSION: In this large series, radiation, smoking, 
and incision choice strongly predicted overall complica-
tions and nipple necrosis. Direct-to-implant reconstruction 
and reconstruction with acellular dermal matrix or mesh 
were not associated with an elevated risk of complications.
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PURPOSE: In the United States, approximately one third 
of patients who undergo mastectomy will undergo post-
mastectomy radiation therapy (PMRT). The presence of 
breast reconstruction may alter how PMRT is delivered. 
Pre-pectoral implant-based reconstruction has been widely 
adopted, but there is no data on the impact of pre-pectoral 
implant-based reconstruction on PMRT planning or deliv-
ery. Rather, prior studies have focused on complication 
rates and aesthetic outcomes. This study aims to examine 
whether there is a difference in radiation administration 
among patients undergoing pre-pectoral and sub-pectoral 
implant-based reconstruction.

METHODS: Radiation mapping protocols for 50 patients 
who received either immediate sub-pectoral or pre-pectoral 
implant-based reconstruction followed by PMRT at a large 




