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Locoregional management of breast cancer is a rapidly

evolving and complex issue that requires input from all

members of the multidisciplinary team caring for the

patient. Surgical approach, timing of reconstruction, timing

and sequence of systemic therapy, timing of radiation, and

radiation field design all rely on each other, requiring close

coordination and communication among the multidisci-

plinary team. Management of the patient with a local or

regional recurrence is even more complicated, as there are

fewer data, trials, and guidelines upon which to base

clinical decision making. The clinician and patient are

often faced with decision making that is based on clinical

judgment, retrospective data, training, experience, and

often extrapolation from initial management where there is

a larger body of evidence-based data.

Sentinel node mapping and sampling has clearly had a

major impact in both the surgical and radiotherapeutic

management of breast cancer.1–3 For patients presenting

with early stage disease, a negative sentinel node biopsy

finding in the primary management of breast cancer has

become an accepted standard replacing full axillary dis-

section, and it has clearly affected the quality of life of

patients with breast cancer.1 However, there remain con-

troversies regarding management of a negative sentinel

node after neoadjuvant systemic therapy.4 Management of

the patient with a positive sentinel node remains variable,

depending on a number of clinical, pathologic, and risk

factors, as well as physician and patient preferences.3,5,6

Options range from completion axillary dissection, with

radiation field design dependent on the result of the dis-

section; comprehensive regional nodal irradiation without

further dissection; or no further treatment beyond radiation

to the intact breast, based on the results of ACOSOG

Z0011.2,5,6 Randomized data from AMAROS suggest that

radiation provided to the regional nodes is as effective as

surgery, with lower lymphedema rates compared to axillary

dissection in the setting of a positive sentinel node at initial

diagnosis.6 The ongoing Alliance A011202 trial is evalu-

ating the role of axillary radiation compared to axillary

dissection for a persistently positive sentinel node after

neoadjuvant systemic therapy.

The role of sentinel node mapping and sampling at the

time of locoregional recurrence, particularly for postmas-

tectomy chest wall recurrence, and its impact on

radiotherapy design remains an understudied area, with

wide variability in practice. Given the paucity of data, there

are no clear guidelines or preferred approaches, leaving

clinicians to rely on reports, such as the one by Johnson

et al. that accompanies this editorial.7 The authors clearly

document the historical literature, rationale for this

approach, and the details of the surgical, radiotherapeutic,

and systemic management of the patients in the series.

Although the interpretation is limited by its retrospective

design, limited follow-up, and relatively small patient

numbers and events, the study confirms the feasibility of

sentinel node sampling in the setting of an isolated chest

wall recurrence in those patients who previously were

managed with a sentinel node at initial diagnosis. Fur-

thermore, the authors have demonstrated a low rate of

regional failure using the results of the sentinel node pro-

cedure to direct radiotherapy fields. Specifically, in the

setting of a successful negative sentinel node, radiation was

directed at the chest wall only, avoiding supraclavicular,

axillary, and internal mammary radiation. It should be

emphasized, however, that it appears that a successful
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negative axillary sentinel node with chest-wall-only

directed radiation was used in only seven patients, one of

whom experienced an internal mammary recurrence. To

date, the authors have not reported any out-of-field supra-

clavicular relapses, and they suggest that in the setting of

successful mapping of a negative axillary sentinel node at

the time of chest wall recurrence, radiotherapy directed at

the chest wall only may decrease treatment related mor-

bidity without compromising locoregional control.

Although the authors have carefully documented their

experience, given the limited numbers of patients and

events, omission of radiation to the regional nodes in the

setting of a chest wall recurrence should be approached

with caution. The breast cancer patient who experiences

isolated locoregional recurrence without evidence of dis-

tant metastasis can, with appropriate local, regional, and

systemic therapy, enjoy a long disease-free survival and

excellent quality of life.8,9 My own bias, which is based on

a number of factors, including the chance of regional repeat

recurrence, albeit relatively small, in an adjacent nodal

basin, and to some extent extrapolating from trials

demonstrating benefits of regional nodal irradiation in the

primary treatment of high-risk breast cancer, is to approach

patients with an isolated recurrence with aggressive com-

prehensive locoregional treatment and appropriate

systemic therapy.10–14

Patients with an isolated postmastectomy chest wall

recurrence represent a high-risk population with respect to

overall disease-free survival, distant metastasis, and further

locoregional progression.8,15,16 Although the risk of sub-

sequent recurrence is high, the patient with an isolated

local chest wall relapse does present with a second chance

at long-term disease-free survival and cure. In the absence

of definitive prospective data to guide therapy, one must

rely on both well-described retrospective series, such as the

one accompanying this editorial, and on extrapolation from

the primary treatment of breast cancer. As Johnson et al.

point out, they were able to successfully identify a negative

sentinel node at the time of chest wall recurrence in a

limited population, and they reported a low regional failure

rate when they followed a general policy of sentinel node–

directed radiation fields.

This is a valuable contribution. I concur with the authors

that this approach deserves further investigation. Until

further data are available, however, my own approach

would be, even in the setting of a negative sentinel node or

negative axillary sampling at the time of chest wall

recurrence, to irradiate the chest wall, undissected axilla,

and internal mammary fields. My rationale for this

approach is based in part on the probability of a second

locoregional relapse in an adjacent untreated nodal basin.

In the series accompanying this editorial, 1 (14 %) of 7 of

the patients failed in the adjacent internal mammary basin,

and in the Halverson series, 16 % failed in the adjacent

untreated supraclavicular region.10 In addition, there is a

broad body of evidence-based literature in the primary

management of breast cancer suggesting a benefit to

regional nodal irradiation in patients with positive nodes,

and even in patients with high-risk node-negative dis-

ease.11,13,14 The recent EORTC randomized trial of chest

wall compared to chest wall and regional nodal irradiation

demonstrated a benefit to regional nodal irradiation in

patients with central or medial node-negative disease.13

The benefit extends beyond locoregional control to breast

cancer mortality and distant metastasis. Acknowledging the

limitation of extrapolating from this body of literature in

the primary management to the patient with isolated chest

wall recurrence, I consider the patient with an isolated

chest wall recurrence to be in a high-risk pool of patients,

and in the absence of other available data, I would offer the

potential benefit of regional nodal irradiation to this group

of patients.

As the field progresses with improvements in prognostic

factors, including molecular profiling, advances in imag-

ing, and further studies and follow-up, such as the series

reported by Johnson et al., we may move further toward a

sentinel node–directed radiotherapy field design in the

setting of chest wall recurrence. Although I concur with the

authors that further investigation of this approach is war-

ranted, my bias is to continue to offer patients with isolated

chest wall recurrences comprehensive chest wall and

regional nodal irradiation.
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