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Immediate or Delayed Breast
Reconstruction After Radical Mastectomy
in Breast Cancer Patients: Does It Make
a Difference in the Quality of Life

Meme Kanseri Hastalarinda Radikal Mastektomi
Sonrasinda Hemen veya Ge¢ Yapilan Meme
Rekonstriiksiyonu: Hayat Kalitesinde
Bir Fark Yaratir mi?

ABSTRACT Objective: Nowadays, most of the women with breast cancer are diagnosed in early stages
and benefit from regional and systemic treatments with proven efficacy. Various methods of breast recon-
struction can be applied to patients who undergo mastectomy at different times. The purpose of this study
is to investigate how immediate or delayed breast reconstruction affected the patients’ quality of life af-
ter mastectomy. Material and Methods: Breast cancer patients who had reconstructive surgery at any ti-
me after mastectomy were included in the study. Measures for evaluating the patients’ psychopathological
status (SCL-R90 Symptom checklist) and quality of life (EORTC QLQ-C 30) were used. Demographical and
clinical data were obtained retrospectively from the patients and their hospital records. Demographical and
clinical data were analyzed retrospectively, quality of life parameters were analyzed as descriptive statis-
tics in a single time period. Patients who had undergo immediate (28 patients) or delayed (23 patients) bre-
ast reconstruction after mastectomy in Marmara University Hospital between January 1, 2002 and
December 12, 2006 were included in the study. Results: When compared with the delayed reconstructi-
on group, patients in the immediate reconstruction group were found to be at earlier stages and thus, the-
re was less need for radiotherapy. Delayed reconstruction was mainly utilized in patients who received
adjuvant therapy and axillary lymph node dissection. There was no difference between the two groups re-
garding their demographical characteristics. This study revealed that immediate reconstruction, when
compared to delayed reconstructive surgery, improved patient’s body image, self-esteem, and family/so-
cial relations. It also increased the quality of life psychologically, socially and spiritually as well as decre-
ased somatic complaints. Conclusion: Immediate breast reconstruction after mastectomy in compared to
delayed one, positively affects the individual’s quality of life.

Key Words: Quality of life; breast neoplasms; mammaplasty

OZET Amag: Giiniimiizde meme kanserli bir ¢ok kadin erken dénemlerde teshis edilmekte ve etkinligi
gosterilmis olan lokal ve sistemik tedavilerden yararlanmaktadir. Mastektomi yapilmis hastalarda gesitli
meme rekonstriiksiyon yontemleri farkli zamanlarda uygulanabilir. Bu calismanin amaci mastektomi son-
rasinda erken veya ge¢ yapilan meme rekonstritksiyonunun hastalarin hayat kalitesini nasil etkiledigini
arastirmaktir. Gereg ve Yontemler: Mastektomi sonrasinda rekonstriiktif cerrahi yapilan meme kanseri
hastalar1 caligmaya alindi. Hastalarin psikopatolojik durumunu (SCL-RO semptom ¢eklisti) ve hayat kali-
tesini (EORTC QLQ-C 30) degerlendiren &lgekler kullanildi. Demografik ve klinik veriler retrospektif
olarak hastane dosyalarindan ve hastalardan elde edildi. Demografik ve klinik veriler retrospektif olarak,
hayat kalitesi parametreleri ayn1 zamanda tanimlayic istatistikler ile analiz edildi. Marmara Universite has-
tanesinde 01.01.2002 ve 31.12.2006 tarihleri arasinda mastektomiden hemen sonra (28 hasta) ve gecikmis
(23 hasta) meme rekonstriiksiyon yapilan hastalar galismaya alindi. Bulgular: Gecikmis rekonstriiksiyon
yapilan hastalar ile karsilastirildiginda, hemen rekonstruksiyon yapilan gruptaki hastalarin daha erken
donemde oldugu ve dolayisiyla radyoterapiye daha az ihtiya¢ duyduklar saptandi. Gecikmis rekonstriik-
siyon genellikle adjuvan tedavi alan ve aksiller lenf nodu diseksiyonu yapilan hastalarda uygulanmistir. De-
mografik 6zelliklerine bakilinca iki grup arasinda fark bulunamadi. Bu galisma, gecikmis rekonstriiksiyonla
kargilastirildiginda hemen rekonstriiksiyon yapilan hastanin viicut imajinda, kendine saygisinda ve ai-
le/sosyal iligkilerde ilerlemeye yol agtigin1 gostermistir. Ayrica hayat kalitesinde psikolojik, sosyal ve ma-
nevi ilerlemenin yani sira somatik sikayetlerinde azalmaya yol agmaktadir. Sonug: Mastektomi sonrasinda
hemen yapilan meme rekonstriiksiyonu gecikmis rekonstriiksiyona gore bireyin hayat kalitesini pozitif
olarak etkilemektedir.

Anahtar Kelimeler: Yasam kalitesi; meme tiimérleri; mammoplasti
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owadays, breast cancer is the most preva-
lent malignant tumor in our country. In
Turkey, breast cancer is seen in 19.9 per
100.000 women and forms 29 percent of all female
cancers. Breast cancer is one of the most common
causes of female cancer deaths. Breast cancer de-
aths account for 8.8 per 100.000 women in Turkey.!

Surgical treatment of breast cancer involves
partial excision of tumor or total removal of the
breast and axillary lymph nodes. Surgical procedu-
res cause physical and psychosocial problems that
diminish the patients’ quality of life (QoL), and the
severity of problems changes according to the sur-
gical procedure. Beside the fear of disease relapse,
depression, loss of feminity, libido, and self- confi-
dence, these women also face the problem of re-
adapating to social life. For all of these reasons,
breast reconstruction after mastectomy is provided
in order to preserve the body image, decrease psy-
chological problems, establish social adaptation,
and rebuild self confidence.??

When suitable, breast reconstruction surgery
is performed on mastectomized patients with one
of several different techniques. Although breast re-
construction following mastectomy is becoming
more popular, it is only applied to 5% of (mastec-
tomized) patients.*>

Breast reconstruction can be done at one of
two distinct times, either as an immediate (simul-
taneously) or a delayed reconstruction (months or
years following mastectomy). Patients with early
stage breast cancer are suitable candidates for im-
mediate reconstruction. Immediate breast recons-
truction has been shown to increase the QoL with
its psychological benefits. In some instances, alt-
hough the patient’s choice is immediate recons-
truction, delayed reconstruction is medically
accepted as a safer and better approach.>®

A number of studies have investigated the ef-
fect of breast reconstruction on QoL.””” However,
the data comparing the effects of immediate and
delayed reconstruction on the QoL are limited in
Turkey.

The aim of this retrospective study was to re-
veal the effect of immediate or delayed breast re-

Turkiye Klinikleri ] Med Sci 2011;31(3)

construction after mastectomy on the QoL of pati-
ents with breast cancer.

I MATERIAL AND METHODS

This study was performed between January 1, 2002
and December 12, 2006 in Marmara University
Hospital, Breast Center, Istanbul.

Patients with breast cancer who had undergo-
ne immediate or delayed breast reconstruction we-
re included in the study. Informed consents were
obtained from the patients.

The outcomes of the study were determined
as;
A. Primary outcomes

1. QoL levels of patients who underwent im-
mediate reconstruction after mastectomy for early
breast cancer.

2. QoL levels of patients who underwent dela-
yed reconstruction after mastectomy for early bre-
ast cancer.

B. Secondary outcomes

1. The impact of demographic characteristics
(age, marital status, education level, etc), disease fe-
atures, body mass indices, presence of associated di-
seases, alcohol/cigarette consumption or similar
habits on QoL after reconstructive surgery.

2. The impact of axillary surgery on QoL.

3. The impact of surgical method during re-
construction regardless of timing on QoL.

4. The impact of complications due to treat-
ment on Qol.

DATA COLLECTION

A previously prepared basic questionnaire form,
SCL-R-90 Symptom Checklist Form, SF-36 Health
Survey Form, EORTC QLQ-C30 Quality Of Life
Measures Form was filled at a face to face interview
with each patient.

Questionnaire Form

The questionnaire was consisted of 33 multiple
choice questions including demographical charac-
teristics (age, height, weight, educational status,
marital status, health insurance, number of chil-
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dren, menarche, age of delivery, smoking, alcohol
consumption); characteristics of the disease pro-
cess (type of surgery, pathological stage, type of
reconstruction, surgical complications, chemothe-
rapy, hormonal therapy, radiotherapy, arm lym-
phedema); psychosocial characteristics related to
the disease and reconstruction (sexual problems,
feminine feelings, body image, self-esteem, fam-
ily-social relations).

The Symptom Checklist Form (SCL-R-90)

This form consisted of 90 questions in 10 groups
evaluating the psychopatholical status of the pati-
ents. These groups are somatisation, obsessive-
compulsive signs, fragility, depression, anxiety,
hostility, phobia, paranoid ideation, psychoticism,
and additional signs. High scores indicate high fre-
quency of symptoms.'°

SF-36 Health Survey

This measure evaluates 36 conditions. It is a multi-
task scale evaluating nine sub-groups of health to-
pics under three main categories (functional health,
well-being, and general health measures). It is de-
signed in such a way that health related QoL incre-
ases with the increasing score of each health topic
(positive scoring). Subgroups evaluate health using
a 0-100 score, 0 represents the worst medical con-
dition and 100 represents the best medical conditi-
on."

EORTC QLQ-C30 Measure

This measure is made up of five functional scales
(physical functioning, role functioning, cognitive
functioning, emotional functioning, and social
functioning), three symptom scales (fatigue, pain,
and nausea), and a global life scale. Additionally,
six conditions (dyspnea, insomnia, appetite loss,
constipation, diarrhea and financial difficulties)
were evaluated. This measure contains 30 questi-
ons, in 28 of which patients were asked to choose
a number from 1 to 4. Evaluation of the scale is 1:
not at all; 2: a little; 3: a fair amount; 4: very much.
In only two of the questions patients were asked to
choose their answers from 1 to 7. 1 represented
very poor and 7 x where 1 represented excellent.
The greater the mean of the points in the general
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well-being and functional scales, the better the me-
dical condition. However in the symptom scale
higher mean of points indicated a greater abundan-
ce of problems.!?

STATISTICAL ANALYSIS

All continuous data (age, QoL measures), sequenti-
al data (stage of tumor), and nominal data (treat-
ment groups, presence of complications, education,
marital status) obtained from each of the patients
were recorded using Excel database tables and an-
alyzed with suitable statistical software programs.
Data related to personal specifications were recor-
ded as integers (%), and results of all continuous
variables were recorded as mean (+/- standard de-
viation). When comparing immediate and delayed
reconstruction groups, the Chi-square test, Fisher’s
Exact Chi-Square test, and the Student’s t-test we-
re used. Two-tailed significance and p< 0.05 were
accepted as statistically significant.

I RESULTS

Fifty one patients who had undergone breast re-
construction surgery at Marmara University Hospi-
tal Breast Center between January 1, 2002 and
December 12, 2006 were included in the study.
Breast reconstruction was performed at the same
time with mastectomy in 28 patients, and after
mastectomy in 23 patients. The median follow-up
period for the immediate reconstruction group was
10.5 (7-15) months. The median time period from
mastectomy to reconstructive surgery in the dela-
yed reconstruction group was 14 (6-24 months),
and the median follow-up period for delayed re-
construction group after reconstructive surgery
(the second operation) was 12 (8-17) months.

The median age of the immediate reconstruc-
tion group was 48 (30-61) years, and of the delayed
reconstruction group was 50 (34-63) years (p= 0.40,
Table 1). There was no significant difference bet-
ween the two groups regarding their marital status,
education, social insurance, working condition, and
number of children (p= 0.44, 0.25, 0.61, 0.99, and
0.83 respectively; Table 1).

In the immediate reconstruction group, 20
(71%) of the patients had undergone simple mas-
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TABLE 1: Comparison of demographical data, disease and treatment characteristics.
Immediate Delayed
Parameter (n=28) % (n=23) % P
Marital status 0.44
Married 25 (89) 18 (78)
Single 3 (11) 5 (22)

Social insurance
Present
Absent

Working condition
Working
Not working

Reconstruction type
Prosthesis
Autologous tissue

Surgical complication
Absent
Present

Hormonal therapy
Absent
Present

Radiotherapy complications**
Absent
Present

* Staging is done according to the 6 th edition of AJCC Breast Cancer Staging Manual 2002.
** The patients who underwent simple mastectomy for primary tumor control were the ones whose sentinel lymph node/s were tumor negative.

Turkiye Klinikleri ] Med Sci 2011;31(3) 667
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tectomy (SM), and eight (36%) modified radical
mastectomy (MRM). In the delayed reconstructi-
on group eight (35%) of the patients had undergo-
ne a SM, and 15 (65%) a MRM (p= 0.009). In the
immediate reconstruction group, 17 (61%) patients
had a stage I disease, nine (32%) patients had a sta-
ge II disease, and two (7%) patients had a stage III
disease. In contrast, in the delayed reconstruction
group, six (26%) patients had a stage I disease, 10
(43%) patients had a stage II disease and seven
(30%) patients had a stage III disease (p=0.02; Tab-
le 1). The number of patients who had undergone
a delayed reconstruction and adjuvant radiotherapy
after mastectomy (n= 17; 74%) was significantly
higher than the number of patients who had un-
dergone an immediate reconstruction and adjuvant
radiotherapy (n= 4; 14%; p= 0.001). There was no
statistically significant difference between the two
groups for the method of reconstruction, chemot-
herapy or hormonotherapy received (p=0.24, 0.80
and 0.99 respectively; Table 1).

In patients who received radiotherapy, three
(75%) in the immediate reconstruction group, and
one (25%) in the delayed reconstruction group had
radiotherapy complications (p= 0.01; Table 1). Ho-
wever, there were no significant differences in arm

lymphedema or surgical complications between
two treatment groups (p= 0.19 and 0.05, respecti-
vely; Table 1).

In the immediate reconstruction group, 13
(46%) of the patients reported no sexual problems,
whereas in the delayed reconstruction group 13
(57%) patients reported severe sexual problems (p=
0.01).

It can be seen that the delayed reconstruction
group faced more problems when compared to the
immediate reconstruction group with regard to loss
of feminine feeling (57% vs. 21%), distortion of body
image (83% vs. 39%), loss of self esteem (70% vs.
25%; p=0.02, 0.04, and 0.13 respectively; Table 2).

It was found that the scores for somatization
(4 vs. 2 points), depression (3 vs. 2 points), and an-
xiety (3 vs. 1 points) in the delayed reconstruction
group were higher than these of immediate recon-
struction group (p=0.001, 0.008, and 0.003 respec-
tively). Additionally, the Global Severity Index for
the delayed reconstruction group (1.44 points) was
significantly higher than the immediate recons-
truction group (1 point; p= 0.009). However, for
obsessive-compulsive, interpersonal sensitivity,
hostility, phobic sensitivity, paranoid ideation, and
psychoticism scores, no statistically significant dif-

TABLE 2: Comparison of the sexual and psychosocial status of the patients.
Immediate Delayed
Parameter (n=28) % (n=23) % P
Sexual problems faced 0.01
None 13 (48) (17)
Mild 10 (35) (26)
Serious 5 (18) 13 57)
Loss of feminine feeling 0.02
Yes 6 (21) 13 (57)
No 22 (79) 10 (43)
Deterioration of body image 0.04
Yes 11 (39) 19 (83)
No 17 (61) 4 (17)
Decrease of self esteem 0.03
Yes 7 (25) 16 (70)
No 21 (75) 7 (30)
Deterioration of family social relations 0.13
Yes 10 (35) 14 61)
No 18 (64) 9 (39)
668 Turkiye Klinikleri ] Med Sci 2011;31(3)
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ferences were found between two study groups
(Table 3).

The physical function scores for the delayed
reconstruction group (80 points) were lower than
for the immediate reconstruction group (95 points;
p=0.01). On the other hand, the immediate recon-
struction group (88.9) had lower pain scores when
compared to the delayed reconstruction group
(77.8). Other than these parameters, physical role
function, emotional role function, social functio-
ning, mental health, vitality, and general well be-
ing scores showed no significant differences
between the two treatment groups (Table 4).

The general health score of the immediate re-
construction group (33.3 points) was found to be
significantly better than that of the delayed recon-
struction group (16.7; p= 0.02). However, there was

a significant difference in the physical functioning
(73.3 vs. 9.3 points) and spiritual status scores (75
vs. 9.7 points) between the delayed reconstruction
group and the immediate reconstruction group (p<
0.001 and 0.03 respectively). There was no signifi-
cant difference in scores for role function, mental
status, cognitive status, social status, and all sub-do-
mains of symptom scale (fatigue, nausea-vomiting,
pain, dyspnea, insomnia, appetite loss, constipati-
on, diarrhea, financial difficulties) between the de-
layed and the immediate reconstruction groups

(Table 5).

DISCUSSION

This study has demonstrated that immediate re-
constructive surgery improves the patient’s body
image, self-esteem, and family/social relations con-

TABLE 3: Comparison of the mean values of SCL-90 symptom scores of the patients.

Immediate (n=28)

SCL-90 Parameter Mean (+-)

Somatization 1.93 {1.63)
Obsessive-compulsive 1.68 (1.62)
Interpersonal sensitivity 0.50 (1.11)
Depression 1.7 (1.08)
Anxiety 1.25 (1.38)
Hostility 1.25 (1.40)
Phobic anxiety 0.86 (1.27)
Paranoid ideation 0.14 (0.76)
Psychoticism 0.25 {0.93)
GSI (Global Severity Index) 1.0 (1.07)

Delayed (n=23)

Mean (+-) P
3.39 (1.12) 0.001
2.17 (1.75) 0.28
0.87 (1.47) 0.51
2.70 (1.49) 0.008
2.65 (1.64) 0.003
1.78 (1.62) 0.23
0.57 (1.04) 042
0.17 (0.83) 0.87
0.52 (1.24) 0.27
1.65 (0.80) 0.009

TABLE 4: Comparison of the mean values of SF 36 quality of life scores.

Parameter Mean (+-)
SF-36

Physical functioning 87.39 (12.14
Role physical 73.21 (37.84
Social functioning 78.57 (12.44
Role-emotional 85.71 (35.63
Mental health 71.71 (21.47
Vitality 66.96 (20.52
Bodyy pain 83.57 (21.15
General health 63.21 (14.86

Immediate (n=28)

Delayed (n=23)

Mean (+-) P

77.32 {15.60) 0.01
78.26 (33.12) 0.78
76.81 (17.70) 0.85
86.96 (34.44) 0.89
70.26 (19.18) 0.80
71.96 (17.50) 0.34
72.22 (21.70) 0.04
68.91 (15.07) 0.18

Turkiye Klinikleri ] Med Sci 2011;31(3)
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TABLE 5: Comparison of the mean values of the scores of quality of life scale (EORTC QLQ-30).

Immediate (n=28)

Parameter Mean (+-)
Global Health status
Global Health status 29.16 (15.30)
Functional Scales
Physical functioning 88.70 (8.15)
Role functioning 89.13 (16.37)
Emotional functioning 88.68 (19.44)
Cognitive functioning 84.78 (15.82)
Social functioning 91.07 (18.47)
Symptom scale
Fatigue 84.13 (18.05)
Nausea and vomiting 95.83 (14.07)
Pain 85.71 (19.62)
Dyspnea 92.85 (16.62)
Insomnia 79.76 (30.54)
Appettite loss 97.62 (8.74)
Constipation 80.95 (31.98)
Diarrhea 100 (0)
Financial difficulties 91.66 (19.51)

Delayed (n=23)

Mean (+-) P
15.94 (17.57) 0.02
80.95 (9.02) 0.001
90.48 (15.33) 0.76
79.46 (15.13) 0.03
84.52 (20.75) 0.80
85.51 (20.90) 0.30
89.85 (12.03) 0.21
99.28 (3.47) 0.26
86.23 (17.15) 0.9

100 (0) *
79.7 (29.71) 0.99
97.10 (9.6) 0.84
79.7 (35.87) 0.90

100 (0) *
92.75 (17.28) 0.93

siderably in comparision to delayed reconstructive
surgery. It also increases QoL of the patients psy-
chologically, socially and spiritually and decreases
somatic (physical) complaints.

Although there are a number of studies evalu-
ating the QoL after mastectomy, no studies have
compared the effects of immediate and delayed
mastectomy on quality of life.

Three QoL scales were used in the present
study. These scales provided a broad perspective vi-
ew of the effect of the time of reconstruction on
the QoL.The questionnaires that were used for de-
termining the QoL were answered subjectively,
and this may partially affect the objectivity of the
study. However, it must be considered that using
objective scales is impossible in such a study. In ad-
dition, it has to be noted that there were 698 pati-
ents who underwent mastectomy in the Marmara
University Hospital Breast Center between 2002
and 2006. Only 8% of these patients had immedia-
te or delayed reconstruction, and these proportions
were interpreted as similar to the general populati-
on studies in Turkey. Our sample size is relatively
small, since there were only a few reconstruction

670

operations and it was difficult to find cases fulfilling
the study criteria.

There were statistically significant differences
in the pathological stagines of the immediate and
the delayed reconstruction groups. This shows that
the patients in the delayed reconstruction group
tend to be in stages II or III. Thus, the delayed re-
construction group is more likely to undergo MRM
and to receive radiotherapy. Adjuvant radiotherapy
following mastectomy has been shown to affect the
cosmetic outcomes adversely and to increase com-

plication rates.!3%

The present study reveals that immediate re-
constructive surgery improves the patient’s body
image, self-esteem, and social relations when com-
pared to delayed reconstructive surgery. It also in-
QoL psychologically,
spiritually, and decreases somatic (physical) comp-

creases socially and

laints. These findings correlate with the results of

similar studies.3?%-22

Another finding in the present study is that
five (18%) patients in the immediate reconstructi-
on group, and 13 (57%) patients in the delayed re-

Turkiye Klinikleri ] Med Sci 2011;31(3)
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construction group faced major sexual problems,
suggesting loss of libido and feminine feelings as
the causative factors.

Previous studies have revealed that deteriora-
tion of the body image, loss of libido, and ongoing
sexual problems still persist even two years after
mastectomy. In the present study, the delayed re-
construction group had more sexual problems
when compared to the immediate reconstruction
group. Our findings correlate well with the previ-

ous studies.>?0-2

In our study, when we evaluated the data ob-
tained from the SCL-R-90 psychopathological
symptom checklist, the scores for anxiety, dep-
ression, somatization, and the global severity in-
deces of the delayed reconstruction group were
significantly higher than these of the immediate
reconstruction group. Additionally, obsessive
compulsive scores were higher in the delayed re-
construction group, although these differences did
not reach significance. It may be suggested that
the increasing number of obsessive-compulsive
signs led to the increasing levels of anxiety and
depression.

Roth et al.” stated that the high prevalence of
anxiety and somatic complaints in the delayed re-
construction patients might be the consequence of
the deterioration of the body image and the fear of
a relapse of the cancer. In our study, high somati-
zation rates in the delayed reconstruction group
suggest that the higher rates of anxiety and depres-
sion following mastectomy may be the reason. In
breast cancer patients, psychological problems
emerging with the diagnosis increase after mastec-
tomy. In a number of studies it has been concluded
that immediate reconstruction following mastec-
tomy provided better results both psychologically
and cosmetically.””?’ Less anxiety and depression,
and better adaptation to cancer diagnosis have be-
en reported in patients undergoing immediate rat-
her than delayed breast reconstruction following
mastectomy,’3032 Several studies reported that the
QoL was adversely affected both in the perspecti-
ve of the body image and psychosexually. Howe-
ver it has been stated that the patients who

Turkiye Klinikleri ] Med Sci 2011;31(3)

underwent immediate reconstruction had lower
anxiety and depression rates and better feelings of
the body image, self-esteem, feminine feelings, se-
xual activity, and satisfaction.*?»

In our study, among the parameters of SF-36,
limitations in physical functions and pain scores
were significantly higher in the delayed recons-
truction group when compared to the immediate
reconstruction group. The frequency of upper ex-
tremity problems due to axillary dissection in the
surgical procedures for breast cancer has been re-
ported as 50-70%. These complaints are pain,
numbness, limitations of shoulder movements, tin-
gling sensations, weakness, and development of
arm lymphedema.?*3* In a study by Beaulac et al., it
was reported that the physical functional limitati-
ons of the patients were associated with the axil-
lary dissection, and the functional insufficiency of
the upper extremities in women with axillary dis-
section was reported to be three times more seve-
re than in women without axillary dissection.*
Long term arm and shoulder problems emerging
after axillary dissection were associated with neg-
ative effects on functionality.® In several studies,
women with breast cancer were shown to have so-
me physical problems related to the treatment of
the disease. These problems were reported to affect
the QoL significantly causing severe anxiety and
depression.®*3> In our study, the delayed recons-
truction group had more limitations in physical
functions when compared to the immediate recon-
struction group, probably since the complications
of axillary dissection were more prevalent in this
group. Additionally, it should be recognized that
anxiety, depression, and psychological disorders in
the delayed reconstruction group might also redu-
ce the physical functions.

In our study, the pain score, which is one of
the factors negatively affecting the QoL, were sig-
nificantly higher in the delayed reconstruction gro-
up. It was mentioned that anxiety caused incread
felt level of the pain. The chronic pain sequelae se-
en after breast surgery were reported to be more
frequent in the patients undergoing axillary dissec-
tion.* The incidence of pain is shown to be smaller
in the cases that undergo breast reconstruction af-

671



Baltac1 Goktas ve ark.

Genel Cerrahi

ter mastectomy in the same operating session.®
There are several studies advocating immediate
breast reconstruction because of the technical ease,
smaller operation scars, and less pain, all making it
the preferred choice.®® In our study the delayed
breast reconstruction group had higher pain scores
than the immediate group. We suppose that higher
anxiety and depression levels, and more prevalent
axillary dissection among this group may be the ca-
uses.

In the EORTC QLQ C30 quality of life scale,
the immediate reconstruction group showed signi-
ficantly higher scores for general well being, phys-
ical and psychological functions when compared to
the delayed reconstruction group. These results
suggest that physical, social and psychological
function scores affect the general well being scores
positively. Additionally, the physical and psycho-
logical benefits of immediate reconstruction sug-
gest that it may also have positive effects on
patients in terms of social relations.

In a study which used the EORTC QLQ C30
quality of life scale, it has been reported that the
patients with arm edema tend to have more phys-
ical, psychological, and social problems, and feel
pain and tiredness more often than the others.*
We suppose that the higher prevalence of arm lym-
phedema in the delayed reconstruction group may
be the cause of the higher proportion of psycholo-
gical problems in our study.

In the symptom scale, there were no signifi-
cant differences in fatigue, nausea-vomiting, in-
somnia, dyspnea, appetite loss, constipation,
diarrhea, or financial dificulties between the study
groups.

Since the study was undertaken long after the
administaration of adjuvant treatments, this finding
should not be interpreted as unexpected.

Preservation of body integrity by reconstruc-
tive surgery can enhance the psychological and spi-
ritual state of the patient, and reduce the
devastating effects of mastectomy. Most women
have a strong desire to the return to their previous
lifestyle as soon as possible, thus preferring imme-
diate reconstruction. Immediate reconstruction
provides a re-establishment of the feeling of the
body as a whole for the patients, increasing their
self esteem, developing a sense of trust, and impro-
ving social relations and the QoL.?3040

In conclusion, the findings of this study which
investigated the effect of timing of breast recons-
truction on QoL in post-mastectomy patients, sug-
gest that many factors alter the QoL of patients
undergoing delayed reconstruction, and that im-
mediate reconstruction provides psychological be-
nefits. Breast reconstruction is becoming an
integral part of the breast cancer treatment in order
to give psychological support, preserve body integ-
rity, and improve QoL of women undergoing mas-
tectomy. However, breast reconstruction is far
from being a cure-all, and does not compensate for
the entire psychological and emotional trauma that
the patient experiences during the diagnosis and

treatment stages.?°303541
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