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with sentinel lymph node biopsy: results from a prospective international group
trial. Ann Surg Oncol 2006; 13(4):491-500.

BREAST-CONSERVING SURGERY AND
MASTECTOMY = RECONSTRUCTION

¥ SURGICAL CONSIDERATIONS

Description: The treatment of invasive breast cancer has evolved greatly in the last
35 wyears, Modified radical mastectomy refers to removal of the breast and the
axillary lymph nodes; tolal mastectomy with sentinel lymph node biopsy refers o
removal of the breast and the sentinel lymph node(s); and lumpectomy (partial
mastectomy) and sentinel lymph node biopsy or axillary Iymph node dissection
refers to removal of the cancer in the breast with a tumor-free margin and the
sentinel lymph node(s) or a more complete axillary lymph node dissection, as
indicated. All offer equivalent survival for operable, earlier-siage breast cancer.
Lymphatic mapping with sentinel lymph node biopsy is vused in women with
clinically negative Iymph nodes, Modified radical mastectomy is performed through
a single ellipical incision, whereas lumpectomy and sentinel lvmph node, or
axillary lymph node dissection, are normally done through separate incisions. Postop
adjuvant radiation therapy is routinely recommended in breast-conserving surgery
and 15 administered following the completion of adjuvant chemotherapy. For in situ
breast cancer, lymphatic mapping and sentinel node biopsy are generally not done
with the exception of large or high grade DCIS or in select cases undergoing
mastectomy. Newer accelerated and partial radiation techniques are being integrated
into breast care, including the insertion of brachytherapy balloons during surgery or
admimstering a single dose of intraop radiation.

In an axillary dissection, Levels | and Il lymph nodes are removed. These nodes lie
behind and lateral to the edge of the pectoralis minor muscle. The Level 11, or
highest group of axillary lymph nodes, are medial to the pectoralis minor muscle and
are not routinely removed unless clinically involved. As part of the axillary
dissection, the surgeon preserves the thoracodorsal nerve (innervates the latissimus
dorsi muscle) and the long thoracic nerve (innervates the serratus anterior muscle),



as well as the blood and nerve supply to the pectoral muscles. The
intercostobrachial nerves (sensory to the upper arm) course through the axillary
contents and 1ts preservation usually can be accomplished, avoiding the occurrence
of permanent dysesthesias. Reverse arm lymphatic mapping may be used selectively
in patients undergoing lymphadenectomy in an effort to preserve arm lyimphatics and
prevent  lymphedema. Breast-Conserving Surgery and  Mastectomy &+
ReconstructionTypically, 3-5 mL of isosulfan blue is injected intradermally and
subcutaneously into the upper arm, which is then massaged for five minutes to
enhance drainage.

A total mastectomy (also known as a simple mastectomy) removes only breast
tissue. It 1s done mainly for treatment of extensive duct carcinoma in situ or for
prophylaxis in high-risk patients. Total mastectomy may be combined with sentinel
lymph node biopsy for treatment of carly-stage breast cancer in climcally node-
negative  patients. Skin-sparing  or nipple-sparing  mastectomies arc  being
increasingly performed to improve cosmesis of breast reconstruction. During the
mastectomy, the surgeon typically preserves the entire skin envelope, commonly
lengthening the duration of the operation. Ischemic skin flaps are a big concern, and
techniques such as infrared camera imaging of perfusion using iv indocyanin green
may be used. Indocyanin green should be avoided in patients with iodine allergies.

Immediate breast reconstruction 1s an option for most women undergoing
mastectomy. Postop chest radiation may be a relative, but not absolute,
contraindication to immediate reconstruction. Two approaches are commonly used:
(a) prosthetic reconstruction with a temporary tissue expander or a saline-filled
implant placed behind the pectoral muscles and (b) autologous myocutaneous flaps
(see Breast Reconstruction, p. 1153). Truly excellent cosmetic results are possible
with mastectomy techniques that preserve much of the breast skin (skin-sparing.
areolar-sparing, or nipple-sparing mastectomies). The latter are usually performed
through smaller incisions therefore requiring more operative time. Patients who
carry BRCA1 or BRCAZ gene mutations are at risk for developing breast and
ovarian cancer and may choose to undergo prophylactic bilateral mastectomies.
which also lengthens operative duration.

Usual preop diagnosis: Invasive or in situ breast cancer, high-risk patients (e.g.
genetic susceptibility to breast cancer; family history of breast cancer)
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PATIENT POPULATION CHARACTERISTICS

Age range
Ineidence

Eticlogy

20=50 wr igenerafly = 40 wr)

Cnwar ther lifetime, - 1/8 of Amarican women develop breast cancer. In 2013, sccording o Amenican
Cancer Sociely # is eshmated, thera will be 232 340 new cases of rwvasive breast cancers n woman
and 2240 in men; there are also expactad to be 64 540 new cases of carcnomas in st

Linknown m most cases; about 5=10% of female breast cancars and 4=40% of male breast can
cer s may be related to & gene such as BRCA] and BRCAZ,

= ANESTHETIC CONSIDERATIONS

FIPREOPERATIVE

Patients often have no other coexisting medical problems. Consider implications ol
advanced disease including metastatic spread to lung, brain, liver, and bone, and

related debility.

Respiratory Respiratory compromise can be present if patient has received XET to the thorax as part
of traatment.
Tests: Consider CXR i pulmonary 5x or signe of disease prosent. Others as indicated by
He

Cardiovascular Chemotherapeutic agents (e.g. doxorubicin at doses > 550 mg/m*) may cause significant
cardiomyopatiies,
Tests: ECG if > age 60 or if cardiac dizosse o Sx present. Review any relevant cardiae stud-
ies, Consider echo if cardiomyopathy or HF 5x5 present.

Neurclogical Breast cancer may metastasize to the CNS and can present with focal neurologic deficits,
I ICP, or altered montal status
Tests: As indicated from HE&P

Hematologic Look for anemia and thrombocytopenia following chemotherapy.
Tests: CRC, with differentinl and Fit count

Laboratory Uther as indicated from Hil

Premedication Consider midazolam 1-2 mg v

2 INTRAOPERATIVE

Anesthetic technique: GETA or GA with LMA. Regional anesthesia (paravertebral
block [PVB]) in breast surgery is associated with less PONY, less postop pain,
earlier discharge from the hospital, and less chronic incisional pain.

General anesthesia:



Induction Standard induction {see p. B-2)

Maintenance Standard maintenance (see p. B-3). The use of muscle refaxants during axllary dissection
should be avolded to permit urgical identification of nerves by nerve stimiilstor or if dec-
trocautery ks used in the axilla.

Emergence Priossure dressings may be applied with the patient anesthetzed and "sitting up” at the md of
the procedure. Discuss with surgeons whether they intend to apply this type of dressing, to
eiable appropriste timing of emapence, Consider PONY proplwlaxs {see p. B-6).

Regional anesthesia:  Unilateral multuple-level PVB  provides satsfactory
anesthesia for modified radical mastectomy and lumpectomy with axillary lymph
node dissection. A block from T1-Té is required. Suitable local anesthetics (4-5
ml/level) are 0.5% bupivacaine or 0.53% ropivacaine with 1:400,000 epinephrine.
Sedation is useful during block placement and is continued intraop. (See Anesthetic
Considerations for Breast Biopsy, p. 663.) PVB is contraindicated for the tollowing
reasons: (a) patient refusal, (b) local anesthetic allergy, (c) pathology or previous
surgery — anatomic distortion of paravertebral space, and/or (d) infection at sites of
injection.

Blood and Fluid Mintmal-to-moderate blood kss
requirements IV: 16-18 ga = 1 {avold operative
side)
NS/LE @ 3-5 mL/kg/h

Monitoring Standard monitors {see p. B-1), Others as indicated by patient status. BP cuff on
arm opposite sarglcal site or on leg.
Positioning ¢ and pad pressure points
¥ Eves
Complications Pneumothoray Dieep surgical exploration may causs inadvertant

preamothorax; monitor patient for Sx (eg., T PID |

PallCly, asymmetric breath: sounds, hemodynamic
instabilityh D CXR. Rx: Chest tube and T FiC),,

Complications 2*  Inadequata black (L)
PVE Meural puncture

Pneumothorax
Horner's syndrome
Inadvertent epidural spread of local anesthetic

M POSTOPERATIVE



Complications PFneumaothorax If index of suspiclon for preumothorax is high,

Psychological trauma maintain onygenation (100% FO,) and ventila-

POWNY {see p. B-6) tior: inform surgeons of the ikelibood of the Do If
patient is hemodynamically stable and not hypox-
emic, a portable CXR may aid in disgnosts

Pain PCA (see p C-3)
management PO analgesics (see p. C-3)
Tosts Postop portable CXR, if pneumothorax is suspected.
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