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ABSTRACT

Background: There is a growing demand for breast reconstruction and among the plethora of breast reconstruction
techniques, the latissimus dorsi (LD) flap is a versatile, reliable means for soft tissue coverage, providing form and
function with acceptable perioperative and long-term morbidities for a variety of breast defects. The aim of this study
was to find out the advantages of immediate breast reconstruction in terms of postoperative morbidity and patient
satisfaction with respect to her expectations.

Methods: The study was conducted in the Department of General Surgery at Sri Guru Ram Das Institute of Medical
Sciences and Research, Vallah, Sri Amritsar. Thirty female patients who had undergone immediate breast
reconstruction with latissimus dorsi flap after modified radical mastectomy attending surgery department from
November 2017 to September 2019 were taken. The follow up was done to find out post-operative complications and
a statistical scoring was done according to rating scale of quality of life.

Results: Most common complication after breast reconstruction with LD flap was found to be seroma formation
(50%) followed by wound infection and flap necrosis 25% each while flap necrosis >20% was not found in any case.
For emotional feeling regarding health, social activities, overall health and quality of life; there was significant
improvement after surgery.

Conclusions: It can be concluded that immediate breast reconstruction with autologous latissimus dorsi flap is the
treatment of choice following mastectomy in cases of breast carcinoma, whenever possible.
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INTRODUCTION

Breast cancer has ranked number one cancer among
Indian females with age adjusted rate as high as 25.8 per
100,000 women and mortality 12.7 per 100,000 women.!
The etiology of breast cancer is multi-factorial and still
not fully known. Hereditary breast cancer is considered to
be present in less than 10% of the patients. Amongst
them 1/3" have a mutation in breast cancer susceptibility
gene (BRCA) 1 or 2. Other risk factors that can influence
the development of breast cancer are obesity, alcohol

habits, smoking, low parity, late and low childbirth, early
menarche, late menopause and hormone replacement
therapy. 12

Today, breast cancer diagnosis is based on a triple
diagnostic procedure with clinical examination of the
breast, mammography or ultrasound (radiological) and
core or trucut biopsy. The sensitivity of this triple
procedure is very high, with less than 1% missed cases.
Complimentary methods such as magnetic resonance
imaging (MRI) can be used.®
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In patients with large tumors, multicentric or
inflammatory cancer, mastectomy is recommended with
or without reconstruction. Patients with advanced tumor
stage are offered neoadjuvant therapy before surgery.*
The loss of a breast is a psychological and physical
traumatic event and influences the quality of life and
body image for many women in all ages.5®

There is a growing demand for breast reconstruction and
the choice between primary and delayed reconstruction
has to be made. Traditionally, women with ductal cancer
in situ (DCIS) and T1-3 tumors were offered immediate
breast reconstruction (IBR), while those with locally
advanced breast cancer (LABC) were recommended
delayed procedures.”®

Immediate breast reconstruction has advantages over
delayed reconstruction but questions have been raised
about oncological safety.1%-12

Among the plethora of breast reconstruction techniques,
the latissimus dorsi (LD) flap is a versatile, reliable
means for soft tissue coverage, providing form and
function with acceptable perioperative and long-term
morbidities for a variety of breast defects. The
advantages include the large volume of tissue is available
for reconstruction, useful in thin habitus patients, in
previous abdominal operations (including
abdominoplasty), failed implant or transverse rectus
abdominis myocutaneous (TRAM) reconstruction.*35

There is no absolute contraindication for using LD
muscle, provided that the vascular pedicle is intact.
Ischemic complications are uncommon, due to the
reliable vascular supply of the thoracodorsal artery to the
LD flap. Even in patients with diabetes or tobacco use,
there is minimal risk of flap necrosis.'6

The most common complication in breast reconstruction
with the LD flap is donor site seroma at the harvest site.
Additional donor site morbidity includes dorsal hernia,
loss of shoulder mobility, shoulder weakness, hollowness
at the harvest site, and winged scapula.t’*°

Obijectives

The aim of this study is to find out the advantages of
primary breast reconstruction in terms of postoperative
morbidity and patient satisfaction with respect to her
expectations.

METHODS

This prospective study was designed to include 30
patients admitted to Sri Guru Ram Das Hospital, Vallah,
Sri Amritsar from November 2017 to September 2019,
who had undergone postmastectomy immediate breast
reconstruction with latissimus dorsi flap. These patients
were investigated, treated and follow-up at discharge.

Inclusion criteria

The criteria to offer breast reconstruction were stage of
the disease: T3 operable cases (T3NOMO) as well as stage
I and Il patients who did not opt for breast conservative
surgery (BCS), age of the patient: breast reconstruction
was suggested only to people below the age of 70 years
and also after considering their active social or sexual
life, mental make-up of the patient: breast reconstruction
was offered only to those who had a very positive frame
of mind and only to those who could be brought to that
state after adequate counselling, economic status of the
patient: patient from higher middle class were more
satisfied than the poor class. But in our institution total
treatment is free for all. So poor and middle-class people
come frequently. Educational background of the patient:
Breast reconstruction was offered only to those who had
clearly understood the philosophy behind this, the
message of adherence to the protocol of treatment and the
need for constant follow-up. Demand of the patient:
Irrespective of all the factors mentioned, the patient’s
demand would also be taken into consideration at the
time of total planning of the treatment.

Exclusion criteria

The patients having severe co-morbidity like severe
cardiac diseases, prolonged tuberculosis with ill health,
immunodeficiency syndromes, suffering from any other
malignant disease or metastasis or any disease-causing
low life expectancy, smoker and age above 70 yrs. were
excluded from the study. The patients with initial stage of
breast cancer and fit for BCS were also excluded from
our study.

Whenever a patient presented to the department directly
with symptoms pertaining to breast, a thorough history
and clinical examination was done and if suspected to
have a malignancy the clinical stage was noted. The
majority of the patients presented with a lump in the
breast. These patients were sent for fine needle aspiration
cytology (FNAC) study. If FNAC confirms malignancy,
after a metastatic work-up, patients were taken up for
definitive surgery. If FNAC was suspicious/inconclusive
of malignancy, a trucut biopsy or an excision biopsy was
done. If the patients with breast symptoms did not have a
palpable disease a mammogram was done, depending on
the symptoms along with a breast ultrasound examination
to detect any mass lesion and targeted cytology/biopsy
were done. The referred patients with a proven breast
malignancy were clinically reviewed and their slides
were reviewed by our pathologists or cytopathologists
and the diagnosis was reconfirmed.

All patients underwent immediate post-mastectomy
breast reconstruction with LD flap. Modified radical
mastectomy (MRM) was done with clearance of axilla up
to level 1l lymph nodes.
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Postoperative care

Drains were placed in the area of the mastectomy site,
axilla and in the area from where the flap was taken and
were removed, depending on the drainage, between the
4th to 6th postoperative day. Sutures were removed on
the 10th to 12th post-operative day and the patient was
discharged within with 2-3 days if there is no post-
operative complication.

Adjuvant treatment

The decision regarding adjuvant treatment, like
chemotherapy, radiotherapy and hormonal manipulations,
was taken based on the age, size of the tumor, nodal
status, menopausal status and the final histopathology

report which gives an idea about the grade of the tumor
and many other prognostic indices.

Follow-up

First follow-up: The first follow-up done was OPD basis
after 2 weeks of discharge. The reconstructed breast was
examined properly for any deformity, aesthetic
appearance in comparison to the normal breast, any local
recurrence and any infections. The donor area was also
examined for any necrosis, infection and deformity. All
the cases were examined systematically for any distant
metastasis. They were interviewed as in the proforma
about their physical fitness, performance of daily
activities, feelings about their health, social activities and
overall health i.e. physical and mental health. And a
statistical scoring was done for each individual.

Table 1: Rating scale of quality of life.?

Score obtained Max score |

| can do work

Very heavy (run, carry, heavy wt.)

Physical Heavy (walk fast, carry moderate wt.)

fitness

Moderate (walk medium pace, carry wt. at ground level)

Light weight (walk medium pace, carry light wt.)

Very light (walk slow, wash dishes etc.)

RINW A~ O

| can do my daily activities with

No difficulty

Daily a little bit difficulty

activities Some difficulty

Much difficulty

Cannot do

RINDNW A~ O

| have emotional problems regarding my health

Not at all

Slightly

Feings Moderately

Quite a bit

Extremely

RPINDW A O

| have problems in social interaction with family, relatives etc

Not at all

Social Slightly

activities Moderately

Quite a bit

Extremely

RPINDW A O

| have physical and mental health

Excellent

Overall Very good

health Good

Fair

Poor

RINDW A~ O

My life quality is

Excellent

Quality of Very good

life Good

Fair

Poor

RINWib O
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Second follow-up: The second follow-up was also done
as an OPD basis after 3 months of 1st follow-up. Almost
same procedures were used for the second visit.

Third follow-up: The third follow-up visit was done after
6 months of 2nd visit and here also same procedure were
used as in previous two visits.

RESULTS

Table 2 shows that maximum number of patients who
underwent breast reconstruction were in the age group of
31-50 years.

Table 2: Age distribution of the patients.

Age group (in years) No. of cases %
6.7

20-30 2 .
31-40 12 40
41-50 13 43.3
51-60 3 10
Total 30 100
Mean age 41.40+6.91

Table 3: Socioeconomic status of the patients.

Socio economic

No. of cases %
status _
Lower middle 16 53.3
Upper middle 14 46.7
Total 30 100

Table 3 shows that none of the patients were from upper
and lower class.

Table 4: FNAC findings.

| FNAC findings No. of cases %

InfllFratmg ductal 29 96.67
carcinoma

Lobular carcinoma 1 3.33
Total 30 100

Table 4 shows that majority of the cases were having
infilterating ductal carcinoma.

Table 5: Clinical stage of the patients.

Clinical stage No. of cases %
T1INOMO 3 10
T2NOMO 21 70
T2N1MO 6 20
Total 30 100

Table 5 shows that majority of the patients had T2NOMO
stage.

Table 6 shows that the most common complication after
breast reconstruction with LD flap was found to be
seroma formation followed by wound infection and flap
necrosis <20% while flap necrosis >20% was not found
in any case. There was no mortality in any case.

Table 6: Distribution of type of morbidity.

Morbidit ~ No. of cases %
Wound infection 2 25
Seroma 4 50
Flap necrosis >20% 0 0
Flap necrosis <20% 2 25
Total 8 100

Table 7: Duration of post-operative hospital stay.

Hospital stay (in days) No. of cases %
5-10 16 53.3
11-15 10 33.3
16-20 3 10
>20 1 3.3
Total 30 100
Mean hospital stay 11.66+3.73

Table 7 shows that maximum number of patients had
post-operative hospital stay between 5 to 10 days.

Assessment of quality of life

Table 8 shows that maximum number of patients were
able to do moderate work after surgery.

Table 8: Physical fitness.

Physical fitness ~ No. of cases %
Light 8 26.67
Moderate 17 56.67
Heavy 5 16.67
Total 30 100

Table 9: Daily activities.

Daily activities No. of cases %

Little difficulty 9 30
No difficulty 21 70
Total 30 100

Table 9 shows that maximum number of patients were
able to do daily activities with no difficulty after surgery.

Table 10 shows that maximum number of patients were
not having any problem regarding emotional health and
social interaction with family and relatives after surgery.

Table 11 shows that maximum number of patients were
health very good overall health and quality of life after
surgery.
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Table 9: Emotional feeling regarding health and social
activities.

No. of cases %
Emotional feeling regarding health

Extremely 0 0
Quite a bit 1 3.33
Moderately 2 6.67
Slightly 9 30
Not at all 18 60
Total 30 100
Social activities

Extremely 0 0
Quite a bit 1 3.33
Moderately 1 3.33
Slightly 8 26.67
Not at all 20 66.67
Total 30 100

Table 10: Overall health and quality of life.

No. of cases %

Overall health

Excellent 0 0
Very good 20 66.67
Good 8 26.67
Fair 2 6.67
Poor 0 0
Total 30 100
Quality of life
Excellent 0 0
Very good 20 66.67
Good 7 23.33
Fair 3 10
Poor 0 0
Total 30 100
DISCUSSION

The overall incidence of breast carcinoma in India
according to age group has remained between 41-50
years.?* From the distribution of the patients in our study
shows that the maximum number of the patients are in the
age group of 41 to 50 years which is more or less same
with Indian scenario.

Although from the epidemiological study, it has been
seen that, usually educated urban women are affected
most with carcinoma breast. Reuben et al demonstrated
that immediate reconstruction was more likely to happen
in the younger white patient who were seeking medical
care in an urban versus a rural hospital. These patients
were also more likely to be educated, employed, and
married. However, recently there has been an increase in
breast reconstruction among older patients, probably
related to greater awareness and changes in provider
bias.?? Patients who did not undergo immediate

reconstruction were more likely to be older, with multiple
comorbidities and receiving care in a nonteaching
hospital 3

However, Panieri et al studied a smaller group and found
quite the opposite, with no association between
immediate reconstruction, age, occupation, education
level, and marital status. Patients in this study preferred
to have simpler procedures, and expressed less concern
for their postoperative appearance. Breast reconstruction
arose from the perceived emotional distress triggered by
mastectomy, thus there have been studies attempting to
elucidate exactly what impact reconstruction has on body
image, sexuality, and quality of life after surgery.?*

From the distribution of patients of our study according
to educational qualification, it has been seen that,
maximum number of patients with carcinoma breast were
from secondary education followed by 30% with post-
secondary education. Thus, these findings do not match
with the epidemiological findings. Also, we have seen
that most of the patients (53.3%) were from lower middle
class followed by upper middle (46.7%). The reason
behind it is that in our set up there is no extra burden of
cost for breast reconstruction.

Agrawal et al have shown in a study of 123 patients that
87% infiltrating carcinoma 8.13% medullary carcinoma
4.88% were infiltrating lobular carcinoma.? In our study,
as per the FNAC report 96.67% were breast cancer were
infiltrating duct carcinoma (IDC) followed by lobular
carcinoma (3.33%). Thus, proportion of IDC was
significantly higher than other FNAC report. It is more or
less same compare to other study that infiltrating duct
carcinoma is more common.

It has shown that there was significant association
between clinical stage and reconstruction of the patients.
It has been revealed that most of the patients with T1, T2
underwent MRM with reconstruction. Forty per cent
patients, diagnosed to have breast cancer, still undergo
mastectomy because of multifocal pathology, non-
conservable disease status as suggested by inappropriate
breast or tumor size ratio, or by choice of the patient.
Many of these women can be offered primary
reconstruction and a good majority accepts this mode of
therapy.?®

In our study, out of 30 patients, 21 patients (90%) were
with T2 (out of which 70% were without nodal
involvement and 20% with nodal involvement). Rest 3
patients (10%) were with T1 (all were without nodal
involvement).

In LD flap the commonest post-operative complication is
seroma formation at the back-donor site and this often
requires repeated aspiration before it settles. It is reported
incidence ranges from 9 to 33%.% Significant flap
necrosis is rare and nearly always associated with
recognized or unrecognized injury to the vascular
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pedicle.?” In our study, most common complication after
breast reconstruction with LD flap was found to be
seroma formation (50%) followed by wound infection
and flap necrosis 25% each while flap necrosis >20% was
not found in any case. There was no mortality in any
case.

According to studies, autologous breast reconstruction is
associated with prolonged post-operative hospital stay.?
However, in our study, 16 out of 30 patients had post-
operative hospital stay between 5 to 10 days. The mean
(meanxSD) duration of post-operative hospital stay was
11.66+3.73 days.

Harcourt et al performed a prospective study involving
103 patients undergoing mastectomy with or without
reconstruction. The patients were assessed pre-
operatively, and 6 and 12 months post-operatively with
regards to psychological distress, quality of life, and body
image. One year post-operatively, there was increased
evidence of depression among all except those who had
delayed reconstruction. Throughout the study, patients
assessed their body image and at the end of one-year,
poor body image was reported by those who had
mastectomy and those who had mastectomy with
immediate reconstruction, which was 36% and 29%,
respectively. It was found that patients had a poorer body
image at six months and one year after surgery if they
were at a younger age at the start of the study and if there
was evidence of depressive symptoms.?®

However, one recent meta-analysis did conclude no
difference in patient satisfaction between women treated
with mastectomy and reconstruction versus mastectomy
alone.®*3! Although this is a complex subject it is well
recognized that early breast cancer reconstruction
significantly reduces the psychological morbidity of
mastectomy. 3

In our study it has been clearly shown in that there was
no significant association regarding physical fitness and
daily activities of the two groups before and after surgery.
For emotional feeling regarding health, social activities,
overall health and quality of life; there was significant
improvement was found after surgery.

CONCLUSION

All patient who underwent primary breast reconstruction
were highly satisfied according to their expectations at
follow up. From the present study we can conclude that
by doing immediate breast reconstruction we can at least
ameliorate the feelings of incompleteness, and thereby
enhance the quality of life. Immediate breast
reconstruction avoids readmission, hospital stay and
mobilizing resources for arranging a second operation.
Therefore, we highly recommend that immediate breast
reconstruction should always be done after mastectomy.
Immediate breast reconstruction is the treatment of

choice following mastectomy in cases of breast
carcinoma, whenever possible.
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