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ABSTRACT 

 

Black women are most likely to receive mastectomies, yet the least likely to have receipt 

of breast reconstruction. This disparity in breast and plastic surgery care is unethical and 

has been documented in the literature and has been witnessed clinically, but far most 

importantly, it is continued to be lived by Black women all over the nation. The bioethical 

principles of agency and social justice are called into question as Black women are not 

given an adequate understanding of their reconstructive options and are not being treated 

equally or equitably by the healthcare system. As noted by literature, race and ethnicity, 

socioeconomic and insurance status as well as comorbidities are contributing to this gap in 

care. As far as solutions go, there must be a multifaceted approach to mitigating this 

disparity. I have adopted Dr. Butler’s categorization of solutions to understand the exact 

approach we need to have, which includes patient education, legislation and academic 

medical institution, to make the recovery from breast cancer ethical for all women. In this 

thesis, I will go through the literature and garner perspectives from surgeons as well as 

patients who received breast reconstruction to aid in the understanding of this disparity and 

what needs to be done to fix it.  
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CHAPTER 1: INTRODUCTION 

During my third year of medical school training, I learned while there is a lower 

incidence of breast cancer in the Black population, Black women are the most likely to 

die from this disease compared to White women. As a Black woman, myself, I was 

devastated by this pearl of knowledge. At the time, I knew I wanted to be a physician 

whose practice was women’s health centered, and I thought of accomplishing this goal as 

an obstetrician/gynecologist or as a breast or plastic and reconstructive surgeon. With my 

mind on women’s health, I understood that this subtle tid-bit was highlighting a more 

severe issue; disparities in breast health and awareness in the Black community.  

Disparities in medicine had captured my eye from even before I got to medical 

school. During my short stay in Georgia as a teenager, I could not help but notice the 

poor quality of care that my father’s church congregants received. It seemed like 

amputations were being done disproportionately in the Black Athens, GA community, 

and, as a 14 year old, I desperately wanted to change that. Witnessing these sorts of 

differences in the care received by people who looked like me inspired me to dive into 

disparities research as a first-year medical student. This thesis, then, is just me honoring 

my 14-year-old self by calling attention to an unethical and immoral reality that is 

experienced by Black people, and, by proxy, other marginalized groups.  

As I progressed through medical school and gained clarity on my purpose as a 

future plastic and reconstructive surgeon, I went back to the sobering lesson learned 

during my third year as I spent time in clinic with Dr. Christine Jones, a plastic and 

reconstructive surgeon at Temple University Hospital. While I was in clinic with her, I 

noticed that a new breast surgeon, Dr. Mary Pronovost, was adamant about collaborative 
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patient care. As a result of her efforts, I witnessed an increase in breast reconstruction 

surgeries that came across Dr. Jones’ operating room table. This prompted me to think 

about those who survived breast cancer. What about them?  

My mind wandered to my grandmother, who, to this day, has no idea that I am 

aware of her experience with breast cancer. And, if I am being honest, I would have 

never known. My grandmother received a double mastectomy performed by a breast 

surgeon. She then received breast reconstruction that not only restored her physically, but 

also emotionally and spiritually. I wondered if all Black women had access to the same 

level of healing that my grandmother did. The unfortunate reality was bothersome; they 

didn’t. Knowing that Black women die at disproportionately higher rates than White 

women, I was not optimistic about the receipt of reconstruction for all Black breast 

cancer overcomers.   

Black women, and other minority women, were among groups who had the 

highest rates of mastectomies, yet the lowest receipt of reconstruction in comparison to 

white women (Dookeran et al. 2015; Offodile et al. 2015). Sadly, this means that Black 

women often sacrifice a full and free life for mere survival. This disparity persists today, 

and without surgeons to ask why, they will continue to exist. As a Black woman and 

future plastic and reconstructive surgeon, I find it is my duty to ask the why and figure 

out the how to understand and mitigate these disparities. I understand that change starts 

with the individual, so I hold myself responsible to impact my future field in a positive 

way; a way that will address these moral and ethical wrongs. 
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Bioethical Principles 

When I think back to what I have learned over the years as an urban bioethics 

student, I think to the principles that sets this field apart from the traditional bioethical 

field: agency and social justice. Agency is defined in the context of urban bioethics as the 

understanding that one has choices to choose from when making a medical decision, or, 

in other words, enacting their autonomy. I find this principle of particular importance 

when talking about patients with differing backgrounds from your own. Physicians must 

master the art of verbalizing clear and explicit options so that their patients can fully 

utilize their autonomy.  Knowing that Black women were by and large the least likely to 

receive breast reconstruction after receiving a mastectomy, I begged the question, do 

Black women, and women of color, know of their options post-mastectomy or, better yet, 

are Black women given the agency in order to enact their full autonomy?   

Social justice is the principle that binds us all by one system. It says that as a 

future physician, I should be in solidarity with all of my patients, no matter their walk of 

life, because we are all a part of the same system and every action has an equal reaction. I 

strongly believe that today, we focus less on how our daily lives have the potential to 

impact others’ lives. Until we all become more social justice focused, or think in a 

collectivist approach – meaning that we understand that we need one another to live our 

fullest lives – we will continue to have gaps in care and marginalized communities will 

continued to be left behind. Writing this piece of work will help me become a more 

socially justice focused surgeon, and it is my hope that it will cause other surgeons – 

future or current – to think about how they can best advocate for the people they serve. 
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Definition of the Terms 

Plastic and reconstructive surgery is a surgical subspecialty with niche jargon that 

will be used throughout this writing. That said, I would like to help the reader understand 

the terminology used. Please find the definitions of the commonly used terms below.  

Mastectomy – surgical removal of breast tissue. Usually done in response 

to breast cancer or prophylactically to prevent breast cancer occurrence. There are 

various types of mastectomies that are outside of the scope of this thesis. After 

mastectomy, patients normally have breast skin and some fat (not breast tissue) 

that can be used during the reconstruction. 

Breast Reconstruction – surgical procedure with the main goal of restoring 

the appearance, shape and form of the breast. Can be done by various methods 

including use of own tissue (autologous, oncoplastic), implants or both.  

Implant based breast reconstruction – also known as alloplastic breast 

reconstruction. This method of breast reconstruction utilizes the post-mastectomy 

skin flaps and potentially some chest muscle to cover prosthetic devices filled 

with either silicone or saline solution. Sometimes, tissue expanders are used 

before implants or autologous tissue is placed to stretch the skin. This method is 

the most used reconstructive option.  

Autologous breast reconstruction – breast reconstructive option that uses 

the patient’s own tissues (skin, fat and sometimes muscle) to reconstruct the 

breast. Usually, this is a more involved procedure that takes anywhere from 6-12 

hours. The skin flaps left after mastectomy are incorporated into this 

reconstruction as well. These surgeries often rely on the vasculature, or blood 
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vessels, of the patient. Tissue from the abdomen is most often used along with the 

blood vessels that supply the muscles, fat and skin of the abdomen. The blood 

vessels used from the abdomen are then connected to the blood vessels that are 

supplying the breast tissue. This ensures that the abdominal tissue survives in the 

new area, the chest.  

Oncoplastic breast reconstruction – this surgery is done after breast tumor 

removal/partial mastectomy is done. This means that some breast tissue is left 

over. The surgeon creates a mound from the remaining breast tissue and the skin 

flaps left after the lumpectomy (tumor removal) are used the cover the rebuilt 

breast mound.  

No reconstruction – after mastectomy, the surgeon closes the skin and the 

patient is left without breasts. Patients can opt for prosthetic breasts, which is a 

bra that has medical devices in it to give the appearance of breasts, otherwise, 

they have a flat chested appearance.  

Audience and Goal 

I not only write this thesis to inspire urban bioethics conversations, but I also wish 

to inspire surgeons – be them breast or plastic and reconstructive surgeons – to act in 

solidarity with their current and future patients. I also write for primary care physicians, 

advanced practitioners and obstetricians/gynecologists, who are the most likely to receive 

women experiencing early signs of breast cancer. It is my belief that in order to alleviate 

the inequities that exist in breast reconstruction, there must be awareness from all levels 

of care from the initial healthcare provider to the plastic surgeon. Additionally, it is my 



6 

hope that this work will inform some ideas for future research as I continue to navigate 

the healthcare system as a plastic and reconstructive surgeon. 

In this thesis I will address unethical recovery from breast cancer seen in the 

United States and offer solutions to the issue in an effort to turn it into an ethical 

recovery. This will be demonstrated by uncovering the differences in receipt of breast 

reconstruction in marginalized groups, specifically Black women, gathered from a 

literature review, understandings of this issue from breast surgeon at Temple University 

Hospital, Dr. Mary Pronovost, and plastic and reconstructive surgeon and breast 

reconstruction disparities research expert, Dr. Paris Butler from the University of 

Pennsylvania. I will also offer insight to patient experiences from a breast cancer patient 

and highlight ways to mitigate the disparities that we see in the context of breast 

reconstruction in America. While accomplishing these elements of the thesis, I will 

weave in the bioethical principles of agency and social justice. 
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CHAPTER 2: SCOPING OUT THE LITERATURE 

Differences in rates of breast reconstruction in certain groups of people has been 

researched since the mid-1990s. In fact, in an all-encompassing systematic review of 

plastic and reconstructive surgery literature that uncovered disparities within the surgical 

subspecialty, Baxter et al. highlighted that 72.1% of the published literature regarded 

breast reconstruction (Baxter et al., 2021). This means that out of all the subdivisions of 

plastic and reconstructive surgery, including aesthetics, microsurgery, craniofacial, burn 

and peripheral nerve, breast reconstruction is the most thoroughly researched when it 

comes to the negative impacts of social determinants of health.  

In my own search, 186 articles resulted from a custom search query, shown in 

Figure 1. While I did not conduct a true systematic review, I scoped the literature and 

found a myriad of sources that confirmed the existence of disparities in breast 

reconstruction. Of the 26 sources that were chosen, 18 of the sources were problem 

focused. This signifies that the authors of the chosen sources solely focused their writing 

on documenting the existence of the disparities without offering a subsequent solution to 

mitigate them. And, although these disparities have been noted for decades, it was 

interesting to find that these disparities still persist in 2021 (Butler et al., 2021). Perhaps 

these differences in breast reconstruction rates continue to exist due to the lack of 

research that offers solutions to the greater issue.   

“disparit*”[tw] OR “social determinant of health*”[tw] OR “health disparit*”[tw] OR 

“racial disparit*”[tw] OR “socioeconomic status” [tw] OR “health status disparit*”[tw] 

AND 

“breast reconstruction”[tw] OR “surgery, plastic”[tw] OR “surgical flap*”[tw] OR 

“breast implant*”[tw] OR “reconstructive surgical procedure*”[tw] OR “mastectomy*”[tw] OR 

“post-mastectom*”[tw] OR “post mastectom*”[tw] OR “postmastectomy*”[tw] 

AND 
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“African American*”[tw] OR “ethicit*”[tw] OR “Black”[tw] OR “Black 

American*”[tw] OR “African Americans”[Mesh] OR “Ethnicity”[Mesh] 

AND 

"female"[tw] OR "female"[Mesh] 

Many of the articles juxtaposed themes such as race/ethnicity, insurance status, 

socioeconomic status, geographical regions and/or comorbidities with the receipt of 

reconstruction. I would like to briefly underscore three themes (Race and Ethnicity, 

Insurance and Socioeconomic Status, and Comorbidities) to inform the reader on what 

the plastic and reconstructive surgery field understands thus far about the most common 

contributing factors to disparities in breast reconstruction.  

Race and Ethnicity 

The complexity of race in the United States stems from the trans-Atlantic trade of 

enslaved Africans. With various legislative efforts via local, state and federal 

governments and perpetual inequities targeting Black people, racial tension and trauma 

has been translated to negatively impact the health of  this subset of American people 

(Paradies et al., 2015). In the racialized United States of America, it is not surprising to 

find that minority women often are less likely to receive breast reconstruction after 

obtaining a mastectomy (Butler et al. 2021; Alderman et al., 2009; Epstein et al., 2018; 

Kruper et al., 2011; Offodile et al., 2015; Restrepo et al., 2019; Sisco et al., 2012; Soni et 

al., 2017; Wirth et al., 2019). Theories to address why Black, Latinx and Asian women 

have a lower receipt of reconstruction include lower health literacy, lack of access and 

referral to plastic and reconstructive surgeons, low socioeconomic status as well as 

Figure 1. Search query generated by the writer. Query was used in PubMed only and resulted in 186 articles. The 

author chose articles based on their location (United States only) and subject of the publication (i.e. disparities 

within breast reconstruction; not breast surgery). The author chose a total of 26 articles to inform this portion of 

the thesis.  
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uninsured/underinsured status as compared to the White American (Butler et al. 2021; 

Alderman et al., 2009; Epstein et al., 2018; Kruper et al., 2011; Offodile et al., 2015; 

Restrepo et al., 2019; Sisco et al., 2012; Soni et al., 2017; Wirth et al., 2019). It is integral 

to understand that race, especially with regard to these theories, serves as a proxy for 

racism, be it institutionalized or interpersonal.  

An example of institutionalized and interpersonal racism is the rate of breast 

reconstruction in Black and “less acculturated” Latinx women (Alderman et al., 2009). 

One could attribute that to the lower health literacy that women in this group are often 

cited in literature to have, or the alternative could ring true; American surgeons have a 

suboptimal ability to carefully cover all options pertaining to breast reconstruction post 

mastectomy. The latter is evidenced by the high rates of Black and Brown women feeling 

devoid of adequate information regarding their post-mastectomy options (Alderman et 

al., 2009). This demonstrates that breast surgeons – the surgeons responsible for referring 

patients to plastic and reconstructive surgeons – were noted to have a poor rate of referral 

of Black and less acculturated Latinx women to plastic and reconstructive surgeons 

(Alderman et al., 2009). While highlighted in Alderman et al.’s 2009 piece, this 

observation has been noted countless times and it still persists today (Butler et al., 2021).  

 In addition to breast surgeons, plastic surgeons were also noted to be vague in 

their discussions when providing options for breast reconstruction post-mastectomy to 

their patients (Alderman et al., 2009). Although the timing of clinic poses a complication 

to many American physicians, the issue is ultimately that these surgeons are unable to 

effectively discuss breast reconstruction choices with those who are different from them. 

And, in the era of the internet, options that may be explored by Black and less 
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acculturated Latinx women are likely not in terms that are easy to understand (Doval et 

al., 2018). It was found that breast reconstruction resources online are far less readable 

for an average Spanish speaker, making it challenging for the information to be 

understood by certain patients, like the “less acculturated” Latinx woman (Doval et al., 

2018). This piece of information supports the idea that, in tandem with the interpersonal 

racism, there are global barriers that increase the challenging nature of exploring breast 

reconstruction options on one’s own. 

Aside from the argument of systemic and interpersonal racism presented by the 

literature, one piece discussed the patient reasoning behind breast reconstruction. In a 

qualitative study and narrative piece entitled, “Use what God has Given Me”: Difference 

and Disparity in Breast Reconstruction, Rubin et al. notes that Black women often have 

various, valid reasons to fore- or undergo breast reconstruction (2013). These reasons are 

often central to their world perspective and, while not the perspective of all Black 

women, can aid surgeons’ approach to the conversation of post-mastectomy options. 

Several themes that emerged include medical and medical device mistrust, body ethics 

and fatigue from breast cancer as reasons for not receiving breast reconstruction. Some 

women in this particular focus group noted their skepticism behind implant based 

reconstruction, deeming the foreign nature of breast implants questionable (Rubin et al., 

2013). There was hesitancy about breast implants due to the complication of saline or 

silicone leakage, which was also compounded by the historical mistrust of the medical 

community among Black women, especially older women. 

On the other hand, women who elect to have breast reconstruction really 

appreciate using a part of their body that was “God-given,” referring to autologous breast 
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reconstruction. For those women who opted for breast reconstruction, themes that were 

uncovered included age, appearance and socioeconomic and insurance status. Younger 

women were more willing to undergo breast reconstruction in comparison to older 

women and wanted to appear “normal” post-mastectomy (Rubin et al., 2013). Although 

not explicitly discussed by the researchers and the women in the group, financial status 

proved to be a major theme. Knowing that insurance would cover the cost of the 

reconstruction prompted more women to be in favor of breast reconstruction after 

mastectomy. 

Agency and social justice are key when it comes to race and ethnicity’s influence 

on the receipt of breast reconstruction in America. When women are given the space to 

have an authentic conversation that helps them reason through their thought process 

surrounding breast reconstruction, and their sentiments are received by their surgeons, 

their agency is being optimized. Adding to that, when a surgeon can provide honest, non-

persuasive and reassurance, previous perceptions – such as the distrust of medical devices 

– can be dismantled. This also demonstrates a socially just surgeon because 

understanding patient perspectives assists in the understanding of the world via a 

different lens. This understanding should then inform the interactions that physicians 

have with all of their patients; enabling them to provide optimized personalized care to 

each of their patients. 

Insurance & Socioeconomic Status 

In the capitalistic United States of America, socioeconomic status and the aspects 

of life influenced by it – like health insurance status – determines the type of care that 

patients receive. In 1998, the Women’s Health and Cancer Right Act (WHCRA) was 
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passed, requiring insurance companies to cover breast reconstruction for patients who 

receive mastectomies (CMS.gov). Although the passing of this law was a step in the 

direction of correcting the disparities in breast reconstruction created by socioeconomic 

factors, the disparities continued to exist even after this act was made federal law (Butler 

et al., 2021; Butler et al., 2015). In a retrospective study, Shippee et al. noted that even 

though reconstruction rates were increased in all groups, African American women were 

the only group to lack a significant improvement in the receipt of reconstruction after the 

passing of WHCRA (2014). In that same vein, uninsured and publicly insured women 

had lower receipt of reconstruction compared to privately insured women (Shippee et al., 

2014). The intersection between lower socioeconomic, un- or underinsured and minority 

status demonstrates the complexity of a racist and capitalist society that is found in 

America. From this intersectionality, disparities are created and without finding solutions, 

these disparities persist. 

Shippee et al. were not the only researchers that found this information to be of 

concern. Publications from my search query supports that receipt of breast reconstructive 

surgeries correlates with the type of insurance one holds (Kruper et al., 2011; Restrepo et 

al., 2019; Sisco et al., 2012; Schumacher et al., 2017; Wexelman et al., 2014; Butler et 

al., 2018). In fact, Schumacher et al. highlighted that above all else (i.e. race and 

ethnicity), socioeconomic status was a more statistically significant contributor to the 

lack of reconstruction (2017). In my own interpretation of the readings, typically, the type 

of insurance held by a patient served as a proxy for socioeconomic stability – or lack 

thereof – access to quality care, health literacy and surgeon-patient interactions. There is, 

then, an overlap between the arguments made regarding race/ethnicity and 
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socioeconomic status. Minority women, specifically Black women, are overrepresented 

in low-volume surgical centers, which are surgical centers with a higher likelihood of 

poor postoperative outcomes (Shippee et al., 2014). This idea highlights the sobering 

truth that quality health care facilities are not easily accessible to those who presumably 

cannot pay. Additionally, some patients are unaware that their insurance even covers 

breast reconstruction (Shippee et al., 2014; Wexelman et al., 2014). Once again this 

underscores the thought presented in the Race and Ethnicity section regarding physician-

patient interactions. Not only can there be an element of interpersonal racism present, but 

often there can be interpersonal classism displayed as well. Both situations rob women of 

their agency and of a socially just physician because they are confined and defined by 

their socioeconomic status.  

Comorbidities 

Not only can surgeons be held responsible for blunting patients of color’s agency 

by sharing vague information about breast reconstruction opportunities post-mastectomy, 

but it has also been found that some surgeons have completely omitted surgical options to 

patients who have certain comorbidities (Butler et al., 2021). Women without, or with 

minimal, comorbidities were more likely to receive breast reconstruction immediately 

after their mastectomies than those with more than one comorbidity (Wexelman et al., 

2014). In fact, women with multiple comorbidities were less likely to even be referred to 

plastic surgeons by breast surgeons due to their presumed operative risk (Wexelman et 

al., 2014). 

In a retrospective study conducted in 2014 by Dr. Butler, the findings were clear; 

African Americans, although had significantly higher rates of comorbidities such as 
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diabetes, increased BMI and hypertension, had no statistically significant differences in 

postoperative morbidity than their White counterparts with the same comorbidities after 

autologous breast reconstruction (2014). This demonstrates that race alone is not a factor 

that increases the postoperative risks in breast surgery. In a social justice lens, 

understanding that comorbidities present the same risks in Black and White patients can 

decrease the unconscious bias that a surgeon may possess. In tandem with that thought, if 

all patients with comorbidities were treated equally by socially just surgeons, I believe 

that more patients would also be able to act out their full agency and autonomy. 
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CHAPTER 3: CLINICAL INSIGHT 

As a part of this work, I sought the perspective of experts in the fields of breast 

and plastic surgeries. Dr. Mary Pronovost, a Temple trained surgeon, is a Temple 

University Hospital breast surgeon. She recently came back to join Temple’s faculty from 

her practice in Connecticut, noting that she was excited to come back to make an impact 

in the community that Temple serves.  Dr. Pronovost was drawn to breast surgery for the 

intimate and continuity patient relationship that it offered her and the multidisciplinary 

aspect of the field.  

During our conversation, Dr. Pronovost outlined the reasoning for women 

receiving a mastectomy. Aspects such as breast tumor size and characteristics, age of the 

patient, radiation history and patient preference are taken into account when considering 

surgical intervention for breast cancer removal. She noted that at a large, urban, safety net 

hospital such as Temple, there are a lot of Black/African American women who come 

through her clinic doors with advanced cancers, meaning that they often have larger 

tumors and more risk for invasive disease. This quickly places them in Dookeran et al.’s 

category of Black and brown women who are more likely to receive mastectomies 

(2015). To this end, she notes that socioeconomic status may contribute more to the 

advanced cancer presentations than does race, which was also noted in Dookeran et al.’s 

publication (2015).   

Dr. Pronovost also aided in my understanding of why delayed reconstruction can 

occur. When women have inflammatory breast cancer, there is hesitation with involved 

breast reconstruction surgery. Additionally, comorbidities of patients play an integral role 

in immediate versus delayed breast reconstruction. “Our patients of color tend to be in 
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poor economic social situations,” Dr. Pronovost explained, “sometimes it is even harder 

to offer breast conservation or reconstructive surgery…adding reconstruction to their 

mastectomies has so many more complications…it’s a double-edged sword really.”  

When digging into Dr. Pronovost’s own referral process, she noted that she 

usually bases her recommendations for plastic surgery on the clinical picture of her 

patients rather than accessibility of plastic surgeons. She insinuated that many breast 

surgeons may not be in areas that are readily accessible to plastic surgeons leaving the 

patient population devoid of the opportunity to explore breast reconstruction options. In 

addition to geographical location, Dr. Pronovost highlights that many plastic surgeons 

enter private practice by a large margin. According to statistics, upward of 80% of newly 

graduated plastic and reconstructive surgeons enter into private practice. Dr. Pronovost 

mentioned that in this sector of the field, surgeons prefer to service patients who are 

willing and able to pay out of pocket fees and would rather not participate with certain 

insurance companies, like Medicare and Medicaid – leaving behind a certain 

demographic of patients.  

To offer insight into the plastic and reconstructive surgery viewpoint, I reached 

out to Paris Butler, M.D., M.P.H. Dr. Butler is a plastic and reconstructive surgeon who 

is on faculty at the Hospital of the University of Pennsylvania. As a master’s in public 

health student at Stanford University, Dr. Butler’s interest in disparities work was 

peaked. Now, after completing his master’s degree and general and plastic surgery 

residencies, he has tailored much of his research and life passion to diversity, equity and 

inclusion both in medicine at large and in plastic and reconstructive surgery. He also 
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focuses much of his efforts on uncovering gaps in plastic surgery care and is intentional 

about suggesting feasible solutions to existing disparities.  

While in plastic and reconstructive surgery fellowship, Dr. Butler received a call 

from his pastor that would inform his well renowned work in dismantling the differences 

in receipt of breast reconstruction in Black populations. He was asked to give a call to a 

church member with breast cancer and during this phone call he broached the topic of 

breast reconstruction. To his surprise, this advanced, educated churchgoer did not have 

the options of breast reconstruction addressed. This inspired Dr. Butler to do a literature 

review of disparities in breast reconstruction, which only resulted in a small study from 

MD Anderson in Texas. The study’s sole conclusion was that Black women were less 

likely to receive breast reconstruction after mastectomy than their White counterparts. To 

uncover more about this disparity, he turned to the National Surgical Quality 

Improvement Program (NSQIP) to conduct a retrospective review of 50,000 patients. 

From this study, he learned that women of color and women older than 45 years old were 

the two subsets of women who had a statistically significant lower receipt of breast 

reconstruction.  

While presenting this data to fellow plastic and reconstructive surgeons at a 

conference, Dr. Butler was met with a theory from an audience member who stated that 

perhaps this data exists because these subsets of women lived in areas that were less 

densely populated with plastic and reconstructive surgeons. This caused Dr. Butler to 

conduct a geographically refined study that demonstrated that even in areas with high 

densities of plastic and reconstructive surgeons, Black women and women of color still 
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experienced lower receipt of breast reconstruction. The question that I begged while 

interviewing him is, “Why?”  

Dr. Butler organized the issues that exist into three categories: breast health literacy, 

referral patterns and plastic surgeons and plastic surgery culture. What Dr. Butler prefers 

to highlight, however, is that while it is essential to understand the problem, it is most 

important to explore the ways to dismantle the problem entirely, which will be outlined in 

detail in Chapter 6 of this writing. 

I enjoyed learning from these two surgeons who work with patients every day and 

witness some of the perils that plague Black and other marginalized women, but I was 

most excited to get learn from patients themselves. In the next section I delve into the 

conversations that I had with women who had breast cancer, mastectomies and may or 

may not have considered breast reconstruction. 
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CHAPTER 4: THE LIVED EXPERIENCE 

I have discussed what the literature and surgeons have noted about Black and 

marginalized women’s experience with breast cancer and reconstruction, but what about 

the women themselves? With this question in mind, I conducted interviews with two 

women who had journeys with breast cancer and had subsequent breast reconstruction. 

Their names and other specific identifiers will not be used in this piece, but I will utilize 

fictious initials to differentiate between the two patients. Interviews with both women 

were conducted via Zoom due to the COVID-19 pandemic.  

These two women hold many similarities such as being mothers, hailing from the 

tristate area, being very career oriented and focused, identifying as Christian and as Black 

women. Both women are fairly young, ranging from mid-30s to late 40s, and were 

diagnosed with breast cancer at young ages. AD and BP both opted to receive bilateral 

mastectomies to prevent the chance of breast cancer recurrence. Their stories, however, 

differ in many ways, which helped me understand the process of breast cancer recovery 

from unique patient perspectives.  

While BP caught her cancer at Stage 1 from a typical breast screening via 

mammography, AD was in denial about a lump that had formed on her breast. As time 

passed, the lump grew to the size of her actual breast, which caused her to go to her local 

health center to receive a mammogram. AD had a more advanced stage of cancer, 

causing her to need chemotherapy to shrink the tumor prior to mastectomy. During her 

interview, AD told me that she believes a lot of women allow breast cancer to fester due 

to denial and paralyzing fear; contributing to the increasing number of Black women who 

require mastectomy but decreased opportunity for immediate breast reconstruction. In her 
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interview, BP mentioned a similar understanding, as she recalled her breast surgeon’s 

team making sure she stayed engaged because they had experiences with women learning 

their diagnosis and disappearing from follow up appointments.  

The support for each woman looked different as well. BP acknowledged her 

breast cancer journey as a “lucky” one. Because she caught her breast cancer at an early 

stage, she did not require chemotherapy or radiation, leaving her and her husband to 

immediately consider the options for post-mastectomy treatment. BP noted that her 

private practice medical group did a phenomenal job at attempting to connect her to 

breast cancer support groups, but she opted not to engage with them because she relied on 

her family’s support and felt very decisive about what her next steps.  

AD, on the other hand, was self-motivated to find external support via a Facebook 

support group called “Breast Cancer Baddies.” This group helped her understand her 

options for breast tissue removal as well as breast reconstruction options that prepared 

her for her interactions with her breast and plastic surgeons. The Facebook group was so 

helpful that she felt like she only had to actively advocate for herself in on instance 

regarding the type of breast reconstruction she wanted.  

Even though both women are very focused on working to provide for their 

families, when it came to breast reconstruction, AD was willing to take additional time 

off to have a bilateral deep inferior epigastric perforator (DIEP) flap procedure. She was 

adamant about using her own tissue to recreate her breast mound. In hindsight, she 

believes that she would have opted for implant-based breast reconstruction if she did not 

have the aforementioned Facebook group. She said this because she remembers her 

plastic surgeon – a male – harping on the fact that her breast would not be the same size 
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as they were before. This was the time that she had to advocate for herself to receive a 

DIEP flap because she was able to thoroughly research her options, understand what she 

wanted out of the surgery (i.e. smaller breasts) and garner insight from other women who 

went through the same thing. In the end, AD is extremely happy about her results, only 

briefly mentioning that they were smaller than what she originally imagined. 

BP, however, was focused on the amount of time she would be out of work as 

well as taking care of the issue at hand, her breast cancer. She recalls her plastic surgeon 

telling her about the DIEP flap, but because that would lead to an additional two to four 

weeks of recovery time, she chose to have implant-based reconstruction. She wanted her 

implants to be smaller than what her breasts were prior to mastectomy. She remembered 

her plastic surgeon – also a male – being vehemently against the size that she wanted and 

ultimately gave her bigger implants. Even though her implants ended up being bigger, 

she was happy with her results and felt like her questions about maintenance of the 

implants were thoroughly answered.  

 At the culmination of both interviews, I shared with AD and BP the statistic that 

Black women are the least likely to receive breast reconstruction. I watched as both 

women shook their heads in agreeance. “Appearing strong makes it harder for people to 

listen to you,” AD said when asked why she was not surprised about this statistic. “We 

[Black women] are strong, but we are vulnerable as well.” She also mentioned that this 

could be attributed to the fact that women already go through so much and lose a lot 

during this journey so the definition of femininity may change for some women, leaving 

them comfortable with being “flat.” BP was also unsurprised saying, “Generally, 

everything has something to do with money.” She acknowledged her privilege being an 
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executive at a large corporation, and to that end expressed her thought that lower 

socioeconomic status may not lend itself to having healthcare providers offer everything 

that they would offer someone with financial stability. 
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CHAPTER 5: A DISCOURSE REGARDING SOLUTIONS 

While it is integral to identify and acknowledge the existence of the disparities 

within breast reconstruction, it is most important to propose ideas that can terminate these 

disparities. In this section of my thesis, I aim to utilize the same sources – the literature, 

surgeons and patients – to propose some solutions to this persistent issue in plastic 

surgery. Dr. Butler published an article in the Annals of Surgical Oncology that concisely 

detailed the categorization of solutions based on modifiable factors (2021). I will model 

this section based off the three categories (Figure 2) that were proposed in that article, 

patient education, legislation and academic medical institutions (Butler et al., 2021). All 

of these solutions aim to strengthen the agency of the patient and work to create more 

socially just physicians. 

 

  

Patient Education 

Patient education regarding breast health is an essential first step to solving this 

racial disparity. Familusi et al. conducted a series of educational symposiums in 

Figure 2. Adopted from PD Butler et al.’s Persistent Disparities in Postmastectomy Breast Reconstruction and Strategies for 

Mitigation published in the Annals of Surgical Oncology in 2021, this figure details the three main categories that lead to the 

disparity of low receipt of reconstruction among Black and marginalized women as well as the three solution categories to 

help rid this disparity. 
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underserved communities of Philadelphia and found that most women, at baseline, were 

unaware of their options regarding breast reconstruction (2021). After the symposiums 

were held, a notable and significant increase in correctly answered breast reconstruction 

survey questions demonstrates the effectiveness of community-based, breast health and 

reconstruction specific educational curricula (Familusi et al., 2021). Additionally it was 

found that engaging community leaders in heading these educational initiatives proved to 

be helpful for Black and African American community members (Butler et al., 2021). 

From a clinical perspective, Drs. Pronovost and Butler agreed that patients should 

receive more information regarding the importance of breast imaging and breast 

reconstruction. “The only thing you own is your interactions with you patients,” Dr. 

Butler said as he explained his consultation process to me. He spends about 45 minutes 

with his new patients discussing the different options for breast reconstruction, leaving 

time for any questions that his patients may have. He begins the interaction by explaining 

that 35% of women who do not have breast reconstruction because he wants to dismantle 

the idea that women must receive breast reconstruction when they have a mastectomy. 

Dr. Butler then, after learning about what they patient may desire, exhausts the options 

one by one. His consultation style reflects an intentional effort to maximize patients’ full 

agency, through education, and subsequently, their autonomy. 

When ascertaining the patient perspective, AD encouraged women – after they 

have come to terms with their diagnosis – to seek out support groups on social media. In 

AD’s experience with breast cancer and reconstruction, Facebook groups were integral to 

her understanding of the process and the options for breast reconstruction. Facebook 

groups and other social media support groups not only help with understanding options 
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for breast surgery and reconstruction, but they also help with family planning options, 

parenting styles and life after breast cancer. In addition, BP noted how important it was to 

inform the Black community on the surgical abilities of plastic surgeons because it is a 

very niche practice and, for some, very taboo. 

Legislation 

While the Women’s Health and Cancer Right Act (WHCRA) of 1998 led to a 

tremendous increase in access to breast reconstruction in America, the disparity of Black 

women and other women of color receiving lower rates of reconstruction persisted 

(Butler et al., 202; Ramalingam et al., 2021). With the passing of the Affordable Care 

Act, even more women were able to receive breast reconstruction, but once again the 

disparity still proved to exist in primarily older populations and populations with lower 

education levels, income and public insurance (Ramalingam et al., 2021). States had the 

option of expanding Medicaid coverage to more individuals, which presented many 

benefits such as improved access to care and overall health. In states that failed to expand 

Medicaid, there were no significant changes in the receipt of breast reconstruction among 

the group of interest, however, in states that prioritized expansion, there was some 

improvement in this disparity. 

In 2015, the Breast Cancer Patient Education Act (BCPEA) was passed to further 

enhance the knowledge base of breast reconstruction after breast cancer, which has 

proven to also alleviate the issue partially (Butler et al., 2021). As noted in Rubin et al.’s 

article, “Use what God has given me”: Difference and disparity in breast reconstruction, 

many women were unaware that their health insurances even covered breast 

reconstruction (2013). BCPEA’s aim is to provide more education to women with public 
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insurance about their option for reconstruction. There have been reported increase in the 

receipt of reconstruction among Black and Brown women (Butler et al., 2021).  

Dr. Butler in his interview, mentioned the importance of referral patterns of 

women to plastic surgeons from breast surgeons. The failure of breast surgeons to refer 

patients to a plastic surgeon is a major contributor to the disparity discussed in this paper. 

In 2010, New York State passed the Breast Cancer Provider Discussion Law, a law that 

required breast surgeons to refer all patients to plastic and reconstructive surgeons at or 

shortly after the time of a breast cancer diagnosis (Fu et al., 2019). After the passage of 

the law, there was a significant increase in receipt of reconstruction in ethnic minority 

and low median income subpopulations leading to the conclusion that this law helped 

partially mitigate the disparity in surgical care and improved understanding of breast 

reconstruction (Fu et al., 2021). Perhaps if more states mandated a law like this, there 

would be a further disruption of barriers leading to reconstruction. 

Academic Medical Institutions 

At a more systemic level, academic medical institutions must also hold some 

responsibility when it comes to changing the status quo of breast reconstruction patterns 

in America. One of the ways that this could be done is by increasing the makeup of 

surgeons, making it more diverse (Butler et al., 2021). During her interview, AD was 

clear on the need for more female surgeons, especially women of color, because women 

tend to be “more sensitive” and “listen” to what their patients want. All surgical 

subspecialties, but especially plastic and reconstructive surgery, are largely homogenous 

with White males at the forefront of these fields. It has been demonstrated by numerous 

studies that enhancing the racial and ethnic makeup of medical professionals proves to 
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also enhance the medical experience of marginalized groups and lead to declines in 

disparities (Butler et al., 2021). From my own perspective, a surgeon who looks like their 

patient most likely will be able to understand the desires of their patient and would be 

more inclined to act in solidarity with that patient; leading to increased patient agency 

and social justice. 

As mentioned previously, New York State mandated that every woman diagnosed 

with breast cancer, must be referred to a plastic surgeon to discuss options for 

reconstruction, if that is what they choose (Fu et al., 2019). Similarly, at University of 

Pennsylvania’s hospital, breast surgeons are required to refer every patient receiving a 

mastectomy or lumpectomy to a plastic surgeon. In their electronic medical record 

system, all healthcare professionals can see whether the patient was referred to and seen 

by a reconstructive surgeon. This helps in preventing any biases that may be present in 

breast surgeons’ referral patterns. From a breast surgeon perspective, Dr. Pronovost noted 

how seamless it is to work closely with a plastic surgeon both at her previous private 

practice setup and at Temple. With this in place a woman’s agency would be positively 

impacted because she would see a plastic surgeon to discuss all viable options based on 

the patient’s medical history and preference. This also would enhance social justice as all 

women would be treated equally and equitably as there would be no surgeon bias 

influencing their referral pattern.  

Additional ways that the academic medical institutions can dismantle disparities is 

through education of their faculty and staff. In addition to the common solution of anti-

bias training, Dr. Pronovost offered the idea to strengthen plastic and reconstructive 

surgeons’ knowledge about the intricacies of breast cancer treatment and recovery to 
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enhance a patient’s outcome postmastectomy. Another way to accentuate patient 

outcomes, per Dr. Pronovost, is to popularize the Goldilocks mastectomy and breast 

reconstruction operation. This operation is a reduction approach to mastectomies that is 

beneficial for patients with comorbidities, allowing them to receive reconstruction even if 

they do have more than one systemic illness such as diabetes or cardiovascular disease. 

Dr. Butler also focused on how academic medical institutions could improve 

plastic surgeons’ bandwidth at a private practice sector. He noted that 85% of plastic 

surgeons straight out of residency go into private practice. Many private practices do not 

take public insurance or have a connection with breast surgeons for breast reconstruction. 

He takes opportunities to talk with private practice physicians, especially those of color, 

to encourage them to accept all insurances just for the breast reconstructive cases. In 

large medical centers, there is a benefit to taking Medicaid and Medicare, however, in 

private practice it is viewed more as a burden. Utilizing his platform at networking 

meetings such as Plastic Surgery the Meeting, has been one of the ways that Dr. Butler 

has gotten the word out to plastic surgeons about the disparities that exist and how they 

can be a part of the change.  
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CHAPTER 6: CONCLUSION 

Black women are most likely to receive mastectomies, yet the least likely to have 

receipt of breast reconstruction. This disparity in breast and plastic surgery care has been 

documented in the literature and has been witnessed clinically, but far most importantly, 

it is continued to be lived by Black women all over the nation. This gap in care robs 

women of their full agency, or the understanding of the choices that one has, because 

without the knowledge of all breast reconstruction options, women are left to forego 

reconstruction that may best suit them. Lacking agency also impedes the ability to act out 

true autonomy as the understanding of the options helps patients make an informed 

decision. Knowing that a disparity like this exists leaves it up to physicians and surgeons 

to act in solidarity with their patients, or be more social justice focused. This requires 

surgeons to advocate for change and take action to better educate their patients.  

As noted by literature, race and ethnicity, socioeconomic and insurance status as 

well as comorbidities are contributing to this gap in care. Race and ethnicity contributing 

to this issue served as a proxy for literacy rate, socioeconomic status, accessibility and, 

most importantly, racism. Socioeconomically, the intersection between race and 

ethnicity, low socioeconomic status and being un- or underinsured greatly exacerbated 

the aforementioned disparity. Lastly, comorbidities play a role, especially when it comes 

to immediate breast reconstruction, for risk assessment purposes. Importantly, race alone 

is not a confounding factor that accentuates postoperative complications. Dr. Pronovost, a 

breast surgeon from Temple University Hospital, also noted that Black women are most 

likely to present with advanced disease, which also influences whether women can 

receive immediate breast reconstruction.  
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As far as solutions go, there must be a multifaceted approach to mitigating this 

disparity. I am adopting Dr. Butler’s categorization of solutions to understand the 

approach we need to have. Patient’s breast health literacy is essential to getting them in 

early for screenings in an effort to catch cancer early. Additionally, surgeon consultations 

must be informative and contain clear vocabulary to ensure patient understanding. 

Supportive groups, be it family or Facebook, also prove to be helpful from the patient 

perspective. Legislation has addressed portions this disparity as seen with the passing of 

the Women’s Health and Cancer Right Act in 1998 and New York State’s 2010 Breast 

Cancer Patient Education Act. But, other legislation such a expanding Medicaid proves to 

be promising as well. Lastly, it is up academic medical institutions to recognize this 

disparity. Ways those institutions are able to assist in increasing the amount of Black 

women with receipt of breast reconstruction after mastectomy are by increasing diversity 

and inclusion within the field, educating plastic surgeons on the oncology of breast 

cancer, partnering closely with breast surgeons for referral patterns and spending time 

educating their private practice colleagues on how they can also assist in alleviating 

barriers to care.  

As an incoming resident for plastic and reconstructive surgery, I am excited to 

utilize the skillset that I have gained from my Urban Bioethics curriculum. I also look 

forward to employing the same tools that were discussed in Chapter 6 of this thesis to 

help decrease the amount of women who are overlooked when it comes to breast 

reconstruction. It is essential that every patient is given the information that they need to 

make an informed decision. Without equal and equitable surgical care, the American 

healthcare system runs the risk of continuing to perpetuate gaps in medical care, such as 
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Black women being reported to have the lowest receipt of breast reconstruction 

postmastectomy.  

  



32 

REFERENCES 

Alderman, Amy K., Sarah T. Hawley, Nancy K. Janz, Mahasin S. Mujahid, 

Monica Morrow, Ann S. Hamilton, John J. Graff, and Steven J. Katz. 2009. "Racial and 

Ethnic Disparities in the Use of Postmastectomy Breast Reconstruction: Results From a 

Population- Based Study." Journal of Clinical Oncology 27 (32): 5325-5330. 

https://doi.org/10.1200/jco.2009.22.2455. 

Baxter, N. B., J. C. Howard, and K. C. Chung. 2021. "A Systematic Review of 

Health Disparities Research in Plastic Surgery." Plast Reconstr Surg 147 (3): 529-537. 

https://doi.org/10.1097/prs.0000000000007682. 

Berlin, Nicholas L., Adeyiza O. Momoh, Ji Qi, Jennifer B. Hamill, Hyungjin M. 

Kim, Andrea L. Pusic, and Edwin G. Wilkins. 2017. "Racial and ethnic variations in one-

year clinical and patient-reported outcomes following breast reconstruction." The 

American Journal of Surgery 214 (2): 312-317. 

https://doi.org/10.1016/j.amjsurg.2017.02.009. 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5533638. 

Butler, P. D., J. A. Nelson, J. P. Fischer, B. Chang, S. Kanchwala, L. C. Wu, and 

J. M. Serletti. 2015. "African-American women have equivalent outcomes following 

autologous free flap breast reconstruction despite greater preoperative risk factors." Am J 

Surg 209 (4): 589-96. https://doi.org/10.1016/j.amjsurg.2014.11.002. 

Butler, Paris D., Olatomide Familusi, Joseph M. Serletti, and Justin P. Fox. 2018. 

"Influence of race, insurance status, and geographic access to plastic surgeons on 

immediate breast reconstruction rates." The American journal of surgery. 215 (6): 987-



33 

994. https://doi.org/10.1016/j.amjsurg.2017.09.037. 

info:doi/10.1016/j.amjsurg.2017.09.037. 

Butler, Paris D., Martin P. Morris, and Adeyiza O. Momoh. 2021. "Persistent 

Disparities in Postmastectomy Breast Reconstruction and Strategies for Mitigation." 

Annals of Surgical Oncology 28 (11): 6099-6108. https://doi.org/10.1245/s10434-021-

10487-z. 

Connors, Shahnjayla K., Melody S. Goodman, Lailea Noel, Neeraja N. 

Chavakula, Dwayne Butler, Sandi Kenkel, Cheryl Oliver, Isaac Mccullough, and Sarah 

Gehlert. 2015. "Breast Cancer Treatment among African American Women in North St. 

Louis, Missouri." Journal of Urban Health 92 (1): 67-82. https://doi.org/10.1007/s11524-

014-9884-5. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4338122. 

Doval, A. F., L. Riba, B. N. N. Tran, R. Rudd, and B. T. Lee. 2018a. "Literacy 

Analysis of Spanish Online Resources for Breast Reconstruction." Ann Plast Surg 80 (4 

Suppl 4): S189-s195. https://doi.org/10.1097/sap.0000000000001411. 

Doval, Andres F., Luis Riba, Bao Ngoc N. Tran, Rima Rudd, and Bernard T. Lee. 

2018b. "Literacy Analysis of Spanish Online Resources for Breast Reconstruction." 

Annals of plastic surgery. 80 (4): S189-S195. 

https://doi.org/10.1097/sap.0000000000001411. 

info:doi/10.1097/sap.0000000000001411. 

Epstein, Sherise, Bao N. Tran, Justin B. Cohen, Samuel J. Lin, Dhruv Singhal, 

and Bernard T. Lee. 2018a. "Racial disparities in postmastectomy breast reconstruction: 

National trends in utilization from 2005 to 2014." Cancer 124 (13): 2774-2784. 

https://doi.org/10.1016/j.amjsurg.2017.09.037
https://doi.org/10.1097/sap.0000000000001411


34 

https://doi.org/10.1002/cncr.31395. 

https://onlinelibrary.wiley.com/doi/pdf/10.1002/cncr.31395. 

---. 2018b. "Racial disparities in postmastectomy breast reconstruction: 

National trends in utilization from 2005 to 2014." Cancer 124 (13): 2774-2784. 

https://doi.org/10.1002/cncr.31395. 

https://onlinelibrary.wiley.com/doi/pdf/10.1002/cncr.31395. 

Familusi, Olatomide, Arturo J. Rios-Diaz, Estifanos D. Tilahun, Jessica R. 

Cunning, Robyn B. Broach, Ari D. Brooks, Carmen E. Guerra, and Paris D. Butler. 2021. 

"Post-mastectomy breast reconstruction: reducing the disparity through educational 

outreach to the underserved." Supportive Care in Cancer 29 (2): 1055-1063. 

https://doi.org/10.1007/s00520-020-05589-5. 

Fu, Rose H., Onur Baser, Lu Li, Paul Kurlansky, Jessica Means, and Christine H. 

Rohde. 2019. "The Effect of the Breast Cancer Provider Discussion Law on Breast 

Reconstruction Rates in New York State." Plastic and reconstructive surgery. 144 (3): 

560-568. https://doi.org/10.1097/prs.0000000000005904. 

info:doi/10.1097/prs.0000000000005904. 

Kruper, Laura, Alicia Holt, Xin Xin Xu, Lei Duan, Katherine Henderson, Leslie 

Bernstein, and Joshua Ellenhorn. 2011. "Disparities in Reconstruction Rates After 

Mastectomy: Patterns of Care and Factors Associated with the Use of Breast 

Reconstruction in Southern California." Annals of Surgical Oncology 18 (8): 2158-2165. 

https://doi.org/10.1245/s10434-011-1580-z. 

Mahmoudi, Elham, Yiwen Lu, Allan K. Metz, Adeyiza O. Momoh, and Kevin C. 

Chung. 2017. "Association of a Policy Mandating Physician-Patient Communication 

https://doi.org/10.1097/prs.0000000000005904


35 

With Racial/Ethnic Disparities in Postmastectomy Breast Reconstruction." JAMA 

Surgery 152 (8): 775. https://doi.org/10.1001/jamasurg.2017.0921. 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5710498. 

Mets, Elbert J., Fouad K. Chouairi, Kyle S. Gabrick, Tomer Avraham, and 

Michael Alperovich. 2019. "Persistent disparities in breast cancer surgical outcomes 

among hispanic and African American patients." European journal of surgical oncology. 

45 (4): 584-590. https://doi.org/10.1016/j.ejso.2019.01.016. 

info:doi/10.1016/j.ejso.2019.01.016. 

Offodile, A. C., 2nd, T. C. Tsai, J. B. Wenger, and L. Guo. 2015. "Racial 

disparities in the type of postmastectomy reconstruction chosen." J Surg Res 195 (1): 

368-76. https://doi.org/10.1016/j.jss.2015.01.013. 

Paradies, Yin, Jehonathan Ben, Nida Denson, Amanuel Elias, Naomi Priest, Alex 

Pieterse, Arpana Gupta, Margaret Kelaher, and Gilbert Gee. 2015. "Racism as a 

Determinant of Health: A Systematic Review and Meta-Analysis." PLOS ONE 10 (9): 

e0138511. https://doi.org/10.1371/journal.pone.0138511. 

https://doaj.org/article/0efe57c757f74508b612bb5349f593ef. 

Ramalingam, Kirithiga, Liang Ji, Saeed Pairawan, David Caba Molina, and 

Sharon S. Lum. 2021. "Improvement in Breast Reconstruction Disparities following 

Medicaid Expansion under the Affordable Care Act." Annals of Surgical Oncology 28 

(10): 5558-5567. https://doi.org/10.1245/s10434-021-10495-z. 

Restrepo, David J., Daniel Boczar, Maria T. Huayllani, Andrea Sisti, Emmanuel 

Gabriel, Sarah A. McLaughlin, Sanjay Bagaria, Aaron C. Spaulding, Brian D. Rinker, 

and Antonio J. Forte. 2019. "Influence of Race, Income, Insurance, and Education on the 

https://doi.org/10.1016/j.ejso.2019.01.016
https://doi.org/10.1371/journal.pone.0138511


36 

Rate of Breast Reconstruction." Anticancer research. 39 (6): 2969-2973. 

https://doi.org/10.21873/anticanres.13428. info:doi/10.21873/anticanres.13428. 

Rubin, Lisa R., Jessica Chavez, Amy Alderman, and Andrea L. Pusic. 2013. 

"‘Use what God has given me’: Difference and disparity in breast reconstruction." 

Psychology & Health 28 (10): 1099-1120. 

https://doi.org/10.1080/08870446.2013.782404. 

http://europepmc.org/articles/pmc4250229?pdf=render. 

Schumacher, J. R., L. J. Taylor, J. L. Tucholka, S. Poore, A. Eggen, J. Steiman, L. 

G. Wilke, C. C. Greenberg, and H. B. Neuman. 2017. "Socioeconomic Factors 

Associated with Post-Mastectomy Immediate Reconstruction in a Contemporary Cohort 

of Breast Cancer Survivors." Ann Surg Oncol 24 (10): 3017-3023. 

https://doi.org/10.1245/s10434-017-5933-0. 

Sergesketter, Amanda R., Samantha M. Thomas, Whitney O. Lane, Jonah P. Orr, 

Ronnie L. Shammas, Oluwadamilola M. Fayanju, Rachel A. Greenup, and Scott T. 

Hollenbeck. 2019a. "Decline in Racial Disparities in Postmastectomy Breast 

Reconstruction." Plastic and Reconstructive Surgery 143 (6): 1560-1570. 

https://doi.org/10.1097/prs.0000000000005611. 

---. 2019b. "Decline in Racial Disparities in Postmastectomy Breast 

Reconstruction." Plastic and Reconstructive Surgery 143 (6): 1560-1570. 

https://doi.org/10.1097/prs.0000000000005611. 

Sharma, Ketan, David Grant, Rajiv Parikh, and Terence Myckatyn. 2016. "Race 

and Breast Cancer Reconstruction." Plastic and reconstructive surgery. 138 (2): 354-361. 

https://doi.org/10.21873/anticanres.13428


37 

https://doi.org/10.1097/prs.0000000000002344. 

info:doi/10.1097/prs.0000000000002344. 

Shippee, Tetyana P., Katy B. Kozhimannil, Kathleen Rowan, and Beth A. Virnig. 

2014. "Health Insurance Coverage and Racial Disparities in Breast Reconstruction After 

Mastectomy." Women's Health Issues 24 (3): e261-e269. 

https://doi.org/10.1016/j.whi.2014.03.001. 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4100699. 

Sisco, M., H. Du, J. P. Warner, M. A. Howard, D. P. Winchester, and K. Yao. 

2012. "Have we expanded the equitable delivery of postmastectomy breast reconstruction 

in the new millennium? Evidence from the national cancer data base." J Am Coll Surg 

215 (5): 658-66; discussion 666. https://doi.org/10.1016/j.jamcollsurg.2012.07.008. 

Soni, Sara E., M. Catherine Lee, and Clement K. Gwede. 2017. "Disparities in 

Use and Access to Postmastectomy Breast Reconstruction Among African American 

Women." Cancer Control 24 (4): 107327481772905. 

https://doi.org/10.1177/1073274817729053. 

Wang, Maxime M., Elizabeth Warnack, and Kathie-Ann Joseph. 2019. "Breast 

Reconstruction in an Underserved Population: A Retrospective Study." Annals of 

Surgical Oncology 26 (3): 821-826. https://doi.org/10.1245/s10434-018-6994-4. 

Wexelman, Barbara, Jamie A. Schwartz, David Lee, Alison Estabrook, and Aye 

Moe Thu Ma. 2014. "Socioeconomic and Geographic Differences in Immediate 

Reconstruction after Mastectomy in the United States." The Breast Journal 20 (4): 339-

346. https://doi.org/10.1111/tbj.12274. 

https://doi.org/10.1097/prs.0000000000002344


38 

Wirth, Lorinette Saphire, Leslie Hinyard, Jennifer Keller, Eleanor Bucholz, and 

Theresa Schwartz. 2019. "Geographic variations in racial disparities in postmastectomy 

breast reconstruction: A SEER database analysis." The Breast Journal 25 (1): 112-116. 

https://doi.org/10.1111/tbj.13166. 


