
126 SAJS 	 VOL. 58	 NO. 3 SEPTEMBER 2020  

Considerations for breast reconstructive 
surgery in South Africa during the COVID-19 
pandemic 
The coronavirus disease 2019 (COVID-19) pandemic has 
added a layer of complexity to surgical decision making 
particularly for complex reconstructive oncological surgery.1 
In the absence of data on which to base validated strategies 
for breast reconstruction in the South African context, this 
article discusses the current trends in management and po-
tential approaches which could be employed.

Breast cancer and COVID-19
Breast cancer is the most common malignancy in women 
worldwide, with over 2 million new cases diagnosed per 
year.2 Surgery remains the foundation of treatment for breast 
cancer worldwide, and current trends in surgical care include 
mastectomy, breast conservation surgery, and mastectomy 
with reconstruction.3 Breast conservation surgery has gained 
momentum following the results of large clinical trials which 
demonstrated equivalent long-term survival compared to 
mastectomy, despite a higher local recurrence.4

Patients with cancer are generally at an elevated risk of 
contracting COVID‐19, having a more severe infection, 
developing complications during surgery and a higher mor-
tality rate.5 The exact extrapolation quantification of this risk 
to breast cancer patients is not known. Breast 
reconstruction is integral to the holistic management of 
breast cancer and associated with significantly improved 
quality of life and mental health after mastectomy.6 There 
are four main classes of breast reconstructive surgery: 
implant- and expander-based, flap-based breast 
reconstruction, a combination of both, and fat grafting 
(autologous lipoaspirate).7 The most common method 
used is mastectomy with immediate breast reconstruction 
using implants, which has the advantage of improved 
body image, improved health-related quality of life and 
higher patient satisfaction when compared to those who 
opt for delayed reconstruction.8 In patients with 
mastectomy who require radiation therapy post-surgery, 
delayed autologous microvascular breast reconstruction is 
a safer option.9    

Breast reconstruction considerations 
intra-COVID-19
The onset of the COVID-19 pandemic has changed the 
paradigm of post-ablative breast reconstruction globally. 
Outpatient clinic availability and operating lists have been 
significantly decreased with many healthcare professionals 
reassigned to the “frontline”.1,10,11 In addition, all surgical 
specialties have been advised to undertake emergency 
surgery or unavoidable procedures only with shortest 
possible operating times, minimal numbers of staff and 
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leaving ventilators available for COVID-19 patients.1,10,11 
This has essentially suspended time-intensive and complex 
autologous tissue reconstruction (free or pedicled flap).9,12

During the COVID-19 pandemic, in line with South 
African government directives, the author’s institution 
has limited elective surgery to oncologic procedures, and 
reconstruction is still considered an integral part of the 
treatment.13 At our institution, patients are evaluated case 
by case by a multidisciplinary team composed of a breast 
surgeon, oncologist, pathologist, radiologist and plastic 
surgeon to provide treatment that does not compromise 
oncological safety and offers the best possible aesthetic 
outcome while minimising the risk of COVID-19 co-
infection. In these conditions, it is prudent that when therapy 
recommendations are made, both the decision process and 
decision are well documented.11 As with other disciplines, 
consideration must be given to minimising operating times 
and hospital stay for day case surgery.11,12 In addition, con-
sideration must be given to the current availability of local 
healthcare system resources. Outpatient visits should be 
minimised and provision must be made for the designation 
of COVID-19 “light” areas in the hospital to mitigate the 
risk of exposure to SARS-CoV-2 for both the patient and 
healthcare professionals.1,11 

Given these contingencies, what reconstructive surgery 
should be delayed until the local healthcare system has 
capacity for “safe” elective surgery? Risk-reducing 
prophylactic mastectomies for hereditary breast cancer pre-
dispositions should be delayed until after the COVID-19 
pandemic. Secondary revision procedures, such as fat 
grafting and delayed post-ablative reconstruction, are also 
in this category.

Recommended procedures for breast 
reconstruction during COVID-19 pandemic
Simple oncoplastic procedures such as mammoplasty and 
the integration of perforator flaps for volume replacement 
can be performed.12 In fact ‘oncoplastic’ techniques to 
avoid the need for mastectomy should be encouraged to 
enhance less invasive surgery. Palliative and salvage mas-
tectomy procedures that expose the thoracic wall should 
be reconstructed immediately with local pivot flaps.12,14 
Immediate breast reconstruction after mastectomy using 
pre-pectoral implants or tissue expanders can continue in 
appropriately selected patients. In those not deemed ap-
propriate for immediate reconstruction, but still candidates 
for delayed reconstruction, skin preservation, ensuring 
healthy flaps, mastectomy scar placement and correct 
drain placement to avoid vascular damage should be part 
of the planning.9 Delayed reconstructive breast surgery 
post COVID-19 pandemic hypothetically offers the safest 
approach.9
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Conclusion
Surgical decision making, an important aspect of care, will 
take on an added layer of complexity in the face of the 
COVID-19 pandemic.1,11 Post-ablative breast reconstruction 
is best kept straightforward and trouble-free during the 
COVID-19 pandemic. The pandemic is at different stages 
of the curve worldwide and recommendations from local, 
national and international authorities should be both fluid 
and prudent according to specific situations with regard to 
post-resection breast reconstruction.1,11 
During the COVID-19 pandemic reconstructive breast op-
tions will be limited. Reconstructive breast surgeons should 
consider addressing only the cancer side with immediate 
breast reconstruction confined to pre-pectoral implants 
or simple oncoplastic procedures that will only slightly 
extend surgical times. Breast conserving surgery should 
be considered when possible. Autologous microvascular 
breast reconstruction, complex oncoplastic procedures and 
all revisional breast reconstruction procedures should be 
postponed until it is considered safe to perform. The recom-
mendations considered in this article remain to be validated 
in future studies. 
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