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infection, parasthesia, hematoma,
hemorrhage, flap necrosis and muscle

paralysis.

Results: Age factor was analyzed in a study

cases which showed a highest case frequency
in the age group of 36 -40 years old as
compared to a lowest figure in the group of
less than 25 years old. Early postoperative
complications were seroma, lymphedema,
wound infection, parasthesia, hematoma,
hemorrhage, flap necrosis and muscle paralysis
with their frequencies of 56, 37, 17, 18, 2,0, 8§,

3 and 3 of total number respectively.

Conclusion: Early postoperative detection of
breast cancer related surgical complications is
essential through appropriate postoperative

care.

Medicine, Basra, IRAQ.

ABSTRACT

Background: Breast cancer is a common cancer
in female and many surgical options are
undergone for its treatment. Modified radical
mastectomy with axillary clearance is one of
the common options with certain early and late
postoperative complications. We conducted a
retrospective study to evaluate the pattern of
complications of

early postoperative

established breast cancer women.

Patients and methods: A total of one hundred
and fifty patients were seen in AL-Fayhaa
General Hospital between the period of
November 2008 and June 2014, entered the
study and those were analyzed in terms of
general patient data in respect to age as well as
analysis of early postoperative complications

regarding seroma, lymphedema, wound

Key words: Breast cancer, mastectomy, early complications.



INTRODUCTION

Breast cancer is the most common

cancer in women [1]. It is the 2nd most common
cause of death from cancer among females [2].
In England and Wales has the highest mortality
for breast cancer (27.7 per 100,000 populations)
[3]. Women of Eastern Asia and middle Africa
ranked lowest incidence of breast cancer among
all nations according to International Agency
for Research on Cancer (IARC) and World
Health Organization (WHO) [4]. The incidence
of new cases has been steadily increasing since
the mid-1940s [5]. In the 1970s the probability
of a woman in the United States developing
breast cancer was estimated at 1 in 13; in 1980 it
was 1 in 11 and in 2004 the frequency was 1 in
8 [6]. The different surgical treatment options
include simple mastectomy, modified radical
mastectomy and breast conservative surgery [7].
The modified radical mastectomy or wide local
excision with axillary dissection is standard
treatment options for most patients with breast
cancer. Seroma formation, skin flap necrosis
and wound infection are the common early
complications of breast surgery which increase
the morbidity and mortality rate [8].
Postoperative wound infection is labeled if it
occurs within one month after surgery [9]. The
present study was undertaken to identify the
pattern of early complications following
modified radical mastectomy with axillary
clearance for established casesof breast cancer

in our health institution.

PATIENTS AND METHODS

This retrospective descriptive clinical

study was carried out at AL-Fayhaa General
Hospital, Department of surgery between
November 2008 and June 2014.  Patient
demographics, past history, family history,
recent history, drug history and accompanying
systemic diseases were evaluated. Included
patients were those more than 15 years of age,
histopathologically proven cases of infiltrating
ductal carcinoma (by multiple FNA or by
excisional biopsy), patients with stage I, Il and
Il breast cancer whose undergoing modified
radical mastectomy. Also include patients with
inflammatory breast cancer,
immunocompromised patients such as DM, TB,
HIV, other malignant cases and those who
received preoperative chemotherapy. This study
was conducted in the department of surgery of
AL-Fayhaa General Hospital in Basra. The
female patients following the selection criteria
presented to outpatient department and were
identified with breast cancer undergoing
modified radical mastectomy, after the written
informed consent. Ethical approval of was
granted by the ethical approval board of the
institution. The modified radical mastectomy
was conducted by surgeons of more than 5 years
of post-fellowship experience. Patients were
discharged by the second day of surgery and
were followed up at the outpatient clinic every

week for the first six weeks for the evaluation of



early complications such as wound infection and

seroma formation.

All the

information such as age and clinical information

relevant demographic

such as stage of breast cancer along with the
final complications at the end of six weeks were
noted. Data were analyzed using SPSS 18.0
software, with non- probability purposive
Sampling technique was adapted.

RESULT

A total of one hundred and fifty patients

were seen in AL-Fayhaa General Hospital
between the period of November 2008 and June
2014, entered the study and those were analyzed

in terms of general patient data in respect to age
as well as analysis of early postoperative
complications regarding seroma, lymphedema,
wound infection, parasthesia, hematoma,
hemorrhage, flap necrosis and muscle paralysis.
The age-distribution for breast cancer across a
study sample is summarized in Table (1). The
highest age group was (36-45) while a lowest
age group was (less than 25). The distribution of
breast cancer related early complications is
described in Table (2). The most common
complication was seroma as compared to
hemorrhage which was a lowest complication.
Details of the early complications are presented

in table (2).

Table (1): Age distribution of patients undergoing surgery

Age inyears | Number of patients (N=) Percentage (%0)
Less than 25 0 0
25-35 13 8.6
36-45 61 40.6
46-55 34 22.6
56-65 26 19.3
Above 65 13 8.6




Table (2): Early complications following modified radical mastectomy

Complications Number(r(])I)patlents Percentage (5)
Seroma 56 37.3
Lymphedema 37 24.6
Wound infection 17 11.3
Parasthesia 18 12
Hemorrhage 2 1.3
Hematoma 0 0
Skin flap necrosis 8 5.3
Muscle paralysis 3 2
Wound dehiscence 3 2
DISCUSSION
Many surgical options are adopted for modified radical mastectomy with axillary

treatment for breast cancer. Modified radical
mastectomy with axillary clearance is the most
commonly procedure underwent [10]. The
morbidity issue is discussed in variety of articles
and been categorized as early and late surgical
complications.

Early ones are seroma,

lymphedema, wound infection, parasthesia,

hematoma, hemorrhage, flap necrosis and
muscle paralysis. Late complications include
shoulder stiffness, brachial plexopathy and
psychosexual disturbances. Concerning the early
complications, the most common one is seroma
which was seen in 56 patients (37.3 %) as
compared to other results of other published
articles which showed a seroma rate range
between 4.2 % - 89 % in undrained axilla and as
high as 53 % in drained axilla [11]. Another

study reported that seroma formation following

lymph node dissection for breast cancer is a
most common wound complication. It occurs in
approximately 50% of patients undergoing
mastectomy [12]. The overall Seroma rate was
15.8% in study by Gonzalez EA et al [13].The
Seroma formation can be prevented by insertion
of suction drain deep to mastectomy flaps in the
axilla [14]. The Seroma in our study was easily
managed with aspiration and pressure. The
second common complication which was
observed in our study was lymphedema of the
arm. This complication was observed in 37
(24.6%) of patients. Other articles showed
values of 28 % [15] and 26% [16]. The wound
infection occurred in 17 (11.3%) of our patients
as compared to 3.6 % in a study by Lang C J
[17]. Many factors are increase the incidence of

wound infection such as malnutrition, improper



hygiene of patient, improper sterilization, the
drain and frequent wound dressing. Wound
infections cases were treated by antibiotics and
daily wound dressing. Parasthesia is observed in
18 (12 %) of patients as contrasted by Abdullah
Tl [18] study which reported Parasthesia in
14.3% patients. Improper hemostasis is regarded
a common cause of hematoma formation and the
latter is not reported in our study as reports of
other literature which were 5 % and 0.85 % of
Knag BJ [19] and Borwn MH [20] respectively.
Hemorrhage is seen in 2 (1.3%) of our cases as
contrasted by 3.9% of Waqar et al [16]. This
large difference is probably due to small sample
size of Brown MH study as compared to this
study. Skin flap necrosis is shown in 8 (5.3 %)
of our patients while in other published reports
the rate was about 7.9 % as in Mizuno H [21]
and 9.52% as in Bernard RW [22]. Tension skin
closure can attribute to skin flap necrosis and
skin grafting might be required in treatment
issue. Also this large difference is due to small
sample size of Bernard RW study as compared
to this study. Muscle paralysis can occur due to
injury to long thoracic nerve supplying Serratus
anterior muscle causing winged scapula. This
study showed paralysis of Serratus anterior
muscle in 3 (2%) patients. Abdullah TI 18
reported muscle paralysis in 2.2% of patients.
Wound dehiscence is reported in our study by
three cases (2 %) as compared to 1.3 %in

Farkhanda et al [23].

CONCLUSION

Early postoperative detection of breast cancer
related surgical complications is essential
through appropriate postoperative care.



REFFERANCE

Banerjee D, Williams EV, llott J, Munypenny 1J, Webster DJ. Obesity predisposes to
increased drainage following axillary node clearance: a prospective audit. Ann R Coll Surg
Eng 2001; 83: 268-71.

Khan MM, Shah S, Bokhari H, Khan SM. Factors influencing axillary lymph node status in
carcinoma breast. J Coll Physicians Surg Pak 2001; 1:628-31.

Jamil M, Amin Z, Rehrnan MZ. Risk factors of carcinoma breast in younger age group
females. J Surg Pak 2001; 11:628-31.

International Agency for Research on Cancer (IARC) and World Health Organization (WHO).
GLOBOCAN 2012: Estimated cancer incidence, mortality and prevalence worldwide 2012.
http://globocan.larc.fr/Pages/fact_sheets cancer.apex, 2016.

Pogson CJ, Adwani A, Ebbs SR. Seroma following breast cancer surgery. Eur J Surg Oncol
2003; 29:711-7.

Charles F, Anderson D, Billiar T, Dunn D, Hunter J, Matthews J, Pollock R. Schwartz' s
Principle of Surgery. McGraw-Hill Companies, Inc., p.1815, 2010.

Lumachi F, Brandes AA, Burelli P, Basso SM, lacobone M, Ermani M. Seroma prevention
following axillary dissection in patients with breast cancer by using ultrasound scissors: a
prospective clinical study. J Eur Surg Oncol 2004; 30:526-30.

Sorensen LT, Horby J, Friss E, Pilsgaard B, Jorgensen T. Smoking as a risk factor for wound
healing and infection in breast cancer surgery. Eur J Surg Oncol 2002; 28:815-820.

Awan MS, Dahri FJ, Laghari AA. Surgical sites infection in elective surgery. J Surg Pak
2011; 16:97-101.

Williams N. S., Bulstrode C. J., Connell P. R., "Bailey and Love's Short Practice of Surgery”,
25" Ed., Hodder education, p. 1430, 2008.



http://globocan.iarc.fr/Pages/fact_sheets_cancer.apex

11-

12-

13-

14-

15-

16-

17-

18-

19-

20-

21-

22-

23-

Talbot ML, Magarey CJ. Reduced use of drains following axillary lymphadenectomy for
breast cancer. ANZ J Surg 2002; 72:488-490.

Stanczyk M, Grala B, Zwierowicz T, Maruszynski M. Surgical resection for persistent
Seroma, following modified radical mastectomy. World Journal of Surgical Oncology 2007;
5:100-104.

Gonzalez EA, Saltzstein EC, Riedner CS. Nelson BK. Seroma formation following breast
cancer surgery. Breast Journal 2003; 9(5):385-388.

Porter KA, O'Conner S, Rimm E, Lopez M. Electrocautery as a factor in Seroma formation
following mastectomy. Am J Surg 1998; 176; 8-11.

Ozaslan C, Kuru B. Lymphedema after treatment of breast cancer. Am J Surg 2004; 187:69-
72.

Wagar AJ, Mian IH, Mian AH, Abdus SK. Early cmplication of modified radical mastectomy
with axillary clearance. J Postgrad Med Inst 2006; 20:248-251.

Lanng C, Hoffmann J. Conservative treatment of wound infection after breast cancer surgery.
Ugeskr Laeger 2002; 164: 4185-4187.

Abdullah TI, Iddon J, Barr L. Prospective randomized controlled trial of preservation of the
intercostobranchial nerve during axillary node clearance for breast cancer. Br J Surg 1998; 85:
1443-1445.

Kang BJ, Jung JI, Park WC. Breast MRI findings after modified radical mastectomy and
transverse rectus abdominus myocutaneous flap in patients with breast cancer. J Mang Reson
Imaging. 2005;6: 784-791.

Brown MH, Shenker R, Silver SA. Cohesive silicone gel breast implants in aesthetic and
reconstructive breast surgery. Plast Reconstr Surg 2005; 3:768-781.

Mizuno H, Hyakusoku H, Fujimoto M, Kawahara S, Aoki R. Simultaneous bilateral breast
reconstruction with autologous tissue transfer after the removal of injectable artificial
materials: a 12- year experience. Plast Reconstr Surg 2005;2: 450-458.

Bernard RW, Boutros S. Subincisional muscular coverage of expander implants in immediate
breast reconstruction with pectoralis flaps. Ann Plast Surg 2005; 4:352-355.

Farkhanda JD, Muhammad SA, Abdul Razaq Q, Noor MH, Imatiaz AS. Early wound
complications following modified radical mastectomy with axillary clearance. Journal of
surgery Pakistan (International 2011; 16 (4): 165-169.

2l by dadlaal Syl g (o) Juaiind dny b jSual) cilicUiaall
uadldll

@35all (AG Al ) el oA g sl cuuad (Al oY) S8 @Bl Gt g pliny sdaiall
Ladlad) cillaal) cpa yiad DU 4 gliall) Shal) g o fil) s dplas A0 Gl o 22y allad) B < gall
Balaall i Lgia Ansud) Cilicliaal) (e 185 Y (Al g 2 pall 138 3Nt allad) A L) JiSY) 9 4d g jaal)

L g 5 o) L) s tall il 55 a1y ) ciad i gl e fia

A Juaiin) ddes day Gaaal Al clicUaal) A 4d pal 2 b dul o g8 Gad) s daadl 48y b
Ll (adidia o8 Gla e Ala V00 15 juad) Aslae B alad) plagdll i & cy ) A ) g

LAY Aallal) & gad) il Lt lBag ¥ o V€ Glousa (N Yo o A AL o pE5 e B sAl



Coal cad Jil gl aand () g A €0 I YN G 4 ) A8 e Cpmbiaal) ST f B gl il
il gl gand Al (g slad) i plal) o ) 65 g oY) 5 (o) Jluaiinad doy T gan cilicLiaal) JiSi 2 ) g
S AY) Dallad) & gand) ilisl 4 i gilidl) oda g 4y gliall

adle 5 Lgra Jaladll g cilicliaal) 038 Eigaa 48) o g Lgall Juagil) Al Al Cla sil) e siba gl
Ledading g8 S ey



