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Breast cancer is the most common localization of malignant tumors and the most
common cause of death from malignant diseases in the female population. It accounts for about
20% of all malignant tumors in women. The primary treatment for breast cancer is surgery. The
choice of surgical treatment depends on the histopathological findings and the characteristics of
the tumor. Radical mastectomy is a mutilating surgical intervention accompanied by numerous
complications and postoperative lifestyle restrictions and numerous activities. Spare surgical
interventions are less mutilating procedures with a better cosmetic effect. The aim of this study
was to examine the quality of life of patients treated with radical mastectomy and sparing surgery
for breast cancer. The study included 60 women three months after surgery for breast cancer. A
standardized questionnaire based on questions related to the emotional status of patients, their
physical activity, sexual activity and social behavior was used. Numerous advantages have been
identified in women with sparing surgery compared to women with radical mastectomy in all
spheres of life and work. Better physical activity, more stable emotional status, better sexual
functioning and good social communication were found in women who were treated with sparing

surgery.
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UTICAJ HIRURSKOG TRETMANA NA KVALITET ZIVOTA BOLESNICA
SA RAKOM DOJKE

Rak dojke je najéeSca lokalizacija malignih tumora i najceS¢i uzrok smrti od malignih
bolesti u Zenskoj populaciji. Cini oko 20% svih malignih tumora kod Zena. Primarno ledenje raka
dojke je hirursko. Izbor metode hirurskog leCenja zavisi od histopatoloSkog nalaza i karakteristika
tumora. Radikalna mastektomija je mutilantna hirurska intervencija pracena brojnim
komplikacijama i postoperativnim ogranicenjima u nacinu Zivota i brojnim aktivnostima. Postedne
hirurske intervencije su manje mutilantne procedure sa boljim kozmetskim efektom. Cilj ovog
rada je bio ispitivanje kvaliteta Zivota bolesnica koje su tretirane radikalnom mastektomijom i
postednom operacijom zbog karcinoma dojke.U studiju je uklju¢eno 60 Zena tri meseca nakon
hirurSke intervencije zbog karcinoma dojke. Koris¢en je standardizovan upitnik baziran na
pitanjima koje se odnose na emocionalni status bolesnica, njihovu fizicku aktivnost, seksualne
aktivnosti i socionalno ponaSanje. Utvrdene su brojne prednosti kod Zena sa posStednom
operacijom u odnosu na Zene sa radikalnom mastektomijom u svim sferama Zivota i rada.
Utvrdena je bolja fiziCka aktivnost, stabilniji emocionalni status, bolje seksualno funkcionisanje i

dobra socijalna komunikacija kod Zena koje su tretirana poStednom hirurSkom intervencijom.
Kljuéne reci: rak dojke, operativno le¢enje, kvalitet Zivota
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Introduction

Breast cancer is the most common malig-
nant tumor in women around the world and it
makes up over 20% of all malignancies in the
female population. More than 1.5 million new
cases of illness (over 360,000 in Europe) and
over 500,000 deaths with this diagnosis (in
Europe around 92,000) are registered annually
worldwide (1). The cumulative probability of the
disease is around 12.5%, that is, it is expected
that one in eight women will suffer from this
illness (2).

About 4,500 women in Serbia is annually
affected and about 1,800 dies from breast
cancer. This is the leading cause of women's
mortality between 25-44 years of age, and the
third leading cause of mortality between 45 and
64 years of age. Breast cancer in Serbia has
increased almost four times since 1970, and
frequency increases by 4.3% per year (3).

Following primary treatment with curative
intent, relapses occur in 10-30% of patients in
stage 1, during 10 years of follow-up and at 40-
50% in stage Il, during five-year follow-up (ll1, A).
Up to 85% of the disease relapse occurs within 5
years of setting the diagnosis. Following post-
operative radiotherapy, loco regional recurrence
occurs in less than 10% of patients (I, A) (4). The
5-year survival rate indicates what percentage of
people live at least 5 years following cancer
diagnosis. This percent is calculated on 100 pa-
tients. The average 5-year survival rate for
women with breast cancer is 90%. The average
10-year survival rate is 83% (5).

Following the diagnosis and depending on
the histopathological finding, radical mastectomy
or sparing breast surgery is performed, with the
goal of removing cancer tissue and preventing
further spread of the disease.

In 1889, American surgeon William Stuart
Halsted began a new era of breast cancer treat-
ment with radical mastectomy as a surgical tech-
nique which at the time became synonymous with
breast cancer radical surgery. Halsted's radical
mastectomy implied broad removal of the breast
with a tumor, removal of the pectoral muscle and
complete dissection of the armpit (6, 7).

Less mutilatory surgeries to remove whole
breasts with tumors are various modifications of
Halsted's radical mastectomy. Two surgeries
bearing the names of the authors who first per-
formed them can be distinguished.

In 1948, Patey and Dyson from the
London-based Midlese Hospital published a
report on "modified radical mastectomy" which
implied removing breast tissue with a tumor, en
bloc removal of the axillary fat pad, where the
large pectoral muscle was preserved (8, 9). This
technique involves the dissection of all three

axillary folds by Berg, with the removal of the
small chest muscle, that is, its coracoid and rib
attachments. Along with the muscle, the medial
pectoral nerve is cut, which results in denervation
and atrophy of the lower third of the large breast
muscle. This operation is still performed when the
lymph nodes are affected by a metastatic
disease.

Madden’s radical mastectomy modification
includes the removal of breast tissue after tumor-
ectomy, the removal of the pectoral fascia, the
dissection of the two lower axillary folds while
preserving both the pectoral muscles (10-12) and
complete innervation of the pectoral musculature.

The psychophysical effect on women who
underwent breast removal for health reasons is
clear. Sparing surgery, as a treatment of operable
breast cancer, was developed in the 1980s by
implementing a "cascading" theory of the cancer
spreading by which the scale of operations in the
treatment of breast cancer gradually changed
(13, 14). Lumpectomy involves removal of the
tumor as well as some surrounding tissue. This
treatment includes the excision of a malignant
tumor with a zone of surrounding healthy tissue
and dissection of the armpit. Along with achieving
local disease control, the purpose of sparing
surgery is to obtain a good cosmetic result and
improve the quality of life of a patient with breast
cancer.

Material and method

Our prospective study included 60 pa-
tients, hospitalized and primarily surgically
treated for breast cancer at the Breast and Endo-
crine Surgery Department of the Clinical Center
of Ni§ (CCN), in the period from November 1
2017 until December 31st, 2017.

In 30 patients, surgical treatment was sup-
plemented with the dissection of a ipsilateral
(same side)axilla after the primary surgery —
tumor-ectomy as a whole. These patients were
treated with sparing surgeries and they repre-
sented the treatment group. In another 30 pa-
tients, definitive surgical therapy after primary
tumor-ectomy included radical mastectomy modi-
fication by Madden. These patients were the
control group. The criteria for inclusion of patients
in this study are an excellent surgical procedure,
clinically verified tumor process, at least 3 months
after the last surgical treatment of the breast,
consent for inclusion in the study with prior
knowledge of the purpose of the study. The
criteria for excluding the patient from the study
are metastatic breast disease and the presence
of comorbidity (diabetes, hypertension, hypothy-
roidism, patients previously treated for certain
psychiatric diagnosis). In the post-operative
three-month period, a modality questionnaire was
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used as the instrument for collecting data on the
characteristics of respondents. The questionnaire
was specially designed for this research and
represented the official questionnaire for Depart-
ment of General Surgery, Clinical Center NiSs.
After it has been confirmed that the patients meet
the criteria for the inclusion in this research, the
methodology and the goal of the research was
explained to each respondent, clearly indicating
that participation in the research was voluntary
and that all the information obtained was confi-
dential and would be used only for research
purposes. The quality of life in this research is
expressed in relation to these 4 domains: emo-
tional status, physical functioning, sexual functio-
ning, and social functioning.

Statistical data processing

Statistical data processing was performed
according to the received questionnaire re-
sponses. The data is presented in the form of
absolute and relative numbers. Frequency com-
parison of different mental status parameters with
respect to the type of surgery was performed by
the Chi-square test. The hypothesis was tested
with a significance threshold p < 0.05. Statistical
data processing was done in the Epilnfo software
package.

Results

All patients in both the treatment and
control groups were represented in Table 1.

Table 1. All patients in both the treatment and control groups

Sparing surgery Radical mastectomy
(N =30) (N =30) pt
Count | % Count | %
Emotional domain
Anxiety 3 10.0 17 56.7 | <0.001
Discomfort and fear 2 6.7 14 46.7 0.001
Stress 6 20.0 21 70.0 <0.001
Insomnia 11 36.7 19 63.3 0.071
Feelings of humiliation 0 0.0 15 50.0 | <0.001%
Helplessness 1 3.3 27 90.0 | <0.001*%
Depression 2 6.7 19 63.3 <0.001
Suicidal thoughts 1 3.3 6 20.0 0.108
Dissatisfaction with the relatlonshlp with children 4 133 7 23.3 0504
and the closest family
Dissatisfaction caused by work-related problems 9 30.0 16 53.3 0.116
Physical domain
Pain 5 16.7 27 90.0 | <0.001
Tiredness 3 10.0 16 53.3 <0.001
Early post-operative complications 3 10.0 - 233 0298
(seroma, hematoma...)
Lymphoedema 0 0.0 12 40.0 | <0.001#
Body image changes 4 13.3 30 100.0 | <0.001%
Sexual domain
Changing one’s spouse 0 0.0 4 13.3 0.052%
Perception of sexual functioning 17 56.7 5 16.7 0,003
Change in body image 2 6.7 28 93.3 0.001
Changes in sexual desire 1 3.3 9 30.0 0.015
Social domain
The impact of the disease on an individual 16 53.3 30 100.0 | <0.001
Disturbed marital relations 4 13.3 17 56.7 0.001
Loss partner 1 3.3 10 33.3 0.033
Average number of dgys on sick leave with 15+6.7 | 30+9.2 <0.0012
present illness

1Chi-square test; # Fisher's exact test
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Respective surgeries were performed in
53.3% of patients over 41 years of age, in 23.3%
of patients between 36 and 40 years of age,
13.3% of patients between 31 and 35 years of
age and 10.0% of patients younger than 30 years.
Radical mastectomy was performed in 63.3% of
patients over 41 years of age, 23.3% of patients
between 36 and 40 years of age, 10.0% of
patients between 31 and 35 years of age and
3.3% of patients under 30 years of age. It was
found that there was no statistically significant
difference in age of the patient relative to the
difficulty of the surgery performed (p = 0.706).

Anxiety is statistically significantly more
common in radical mastectomy patients (56.7%
versus 10.0%, p < 0.001). Discomfort and fear
are statistically significantly more common in
radical mastectomy patients (46.7% versus 6.7%,
p =0.001). Stress is statistically significantly more
common in radical mastectomy patients (70.0%
vs 20.0%, p < 0.001). Insomnia is equal to sur-
gical difficulty level (p = 0.071). Feelings of humi-
liation, helplessness and depression are present
in most radical mastectomy patients (50.0%,
90.0% and 63.3%) and are statistically signifi-
cantly more frequent than in sparing surgery
patients (for all: p < 0.001).

Depression is present in 6.7% of sparing
surgery patients and 46.7% of radical mastec-
tomy patients. Depression is statistically signifi-
cantly more common in radical mastectomy pa-
tients (p = 0.001). Suicidal thoughts occurred in
3.3% of patients who underwent sparing surgery
and in 20.0% of radical mastectomy patients.
Suicidal thoughts are not statistically significantly
related to the type of surgery (p = 0.108).
Disturbed marital relationships are statistically
significantly more common in radical mastectomy
patients (56.7% versus 13.3%, p = 0.001). Dis-
satisfaction with the relationship with children and
the closest family members is present in 23.3%
of radical surgery patients and 13.3% of sparing
surgery patients, but no statistically significant
difference was found (p = 0.504). Dissatisfaction
caused by work-related problems is present in
53.3% of radical mastectomy patients and 30.0%
of patients who underwent sparing surgeries and
were equal in comparison to the tested groups (p
=0.116).

Pain occurs in 90.0% of radical surgery
patients and in 16.7% of sparing surgery patients.
Tiredness occurs in 53.3% of radical surgery
patients and 10.0% of sparing surgery patients.
Lymphoedema occurs in 40.0% of radical surgery
patients. Body image changes are present in all
radical surgery patients and 13.3% of sparing
surgery patients. Pain, tiredness, lymphedema,
and changes in body image are statistically sig-
nificantly more common in radical surgery pa-
tients (for all: p < 0.001). Early post-operative

complications are aligned with surgical difficulty
(p =0.298).

The frequency of changing one’s spouse is
not statistically significant in relation to surgical
difficulty (p = 0.052). Perception of sexual func-
tioning was statistically significantly better in
sparing surgery patients (56.7% versus 16.7%, p
= 0.003). The change in body image is sta-
tistically significantly more common in radical
surgery patients (93.3% versus 6.7%, p < 0.001).
Changes in sexual desire are statistically signifi-
cantly more common in radical surgery patients
(30.0% versus 3.3%, p = 0.015).

The impact of the disease on an individual,
as well as on their social role, is statistically
significantly higher in radical masectomy patients
(for all: p < 0.001). Patients treated with radical
mastectomy were twice as long and statistically
significantly longer in the hospital compared to
patients treated with sparing surgery (p < 0.001).

Discussion

The results of this study clearly indicate
that breast cancer and its treatments include
many physical, psychological and social side
effects. The findings also suggest that QoL and
the body image of women who had mastectomy
were negatively affected and there was an im-
portant correlation between their body image and
QoL in relation to women who underwent sparing
surgery (p > 0.05).

Women often have to receive various treat-
ments for breast cancer as part of their therapy
and as a result, experience sudden and bother-
some physical changes to the body.

In modern oncology, the choice of opera-
tional technique must be in accordance with the
postoperative quality of life, which is of para-
mount importance to the patient. Patients with
breast cancer where the aesthetic appearance
and functional state of the breast are preserved
also shown good psychophysical stability (15).
Bearing in mind that the age limit for the occur-
rence of breast cancer shifted to the younger age
(from 30 to 40 years old), the knowledge that the
surgery will permanently change their body
image burdens the patients and makes them
mentally unstable (16). Diagnosing cancer and its
further treatment causes not only physical dis-
turbances, but also emotional trauma (17, 18).

The changes in body image, stressful
events, financial and problems with sexual inter-
course as well as depression impair the patient’s
quality of life (19). The following parameters that
influence the quality of life are to be taken into
account: attractiveness, body image impact, sex-
uality, the importance of menopausal symptoms
such as hot flashes burden and presence of
lymphedema (20). Data obtained in this study
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indicate that disturbed marital relationships occur
statistically significantly more frequently in pa-
tients with radical mastectomy (56.7% vs 13.3%,
p = 0.001). Losinga partner is also present
(33.3% vs 3.3%, p = 0.033).

Mild to moderate depression with a lower
quality of life in all areas (e.g. sexual activity) (21)
except family functioning (22) is reported in
breast cancer survivors

Depression and depressive disorders,
anxiety and anxiety disorders, anger and low self-
esteem and low emotional support cause psycho-
logical discomfort in breast cancer patients (23).
A lot of factors add to psychological distress (24)
even years after diagnosis and treatment, and
some of them are fears and concerns regarding
death and disease recurrence, impairment of
body image, alteration of femininity, sexuality and
attractiveness. The data obtained in this study
show that the presence of pain, tiredness and
lymphedema are statistically significantly more
common in patients with radical surgery (for all: p
<0.001).

Psychological disorders that come with
cancer are dramatically reducing the quality of life
and affect the outcome of the disease, increase
mortality, and according to literature, they occur
in 50% of patients with the cancer diagnosis.
Early detection of psychiatric disorders, screen-
ing, the selection of adequate diagnostic proce-
dures and the selection of adequate therapy are
a prerequisite for improving the quality of life of
such patients and influence a more favorable
prognosis (25, 26). Depressive disorder in pa-
tients with breast cancer is considered to be
conditioned by the loss of the part of the body
invested in feminine representation, along with
the fear of the incurable disease, resulting in
stigma and suffering (27, 28). Being an extremely
difficult time, initial breast cancer recurrence is
often associated with psychological distress,
such as higher rates of anxiety and depressive
disorders (> 40%) (29).

The results obtained in this study coincide
with data derived from published literature. De-
pression is statistically significantly more com-
mon in patients with radical mastectomy (46.7%,
6.7%, p = 0.001). Also, in a prospective study,
Watson et al. (30) found among 578 early breast
cancer patients that anxiety, hopelessness and
similar depressive symptoms were linked to an
increasingly reduced chance of survival at 5
years follow-up.

Different types of depression that sub-
sequently might impair the quality of life can occur
after traumatic breast cancer treatment (31).
Depression factors that influence the quality of
life are fatigue, past history or a recent episode of
depression following the onset of breast cancer,

cognitive attitudes of helplessness/hopelessness
and resignation (32, 33).

Some studies (34) show that psychological
disorders are the rarest in the group with sparing
surgery, then in those with reconstruction, while
they are the most common in the group with
mastectomy. The results of this study showed
that QoL of women with radical mastectomy
compared to sparing surgery was very low.
Anxiety (56.7% versus 10.0%, p < 0.001), dis-
tress and fear (46.7% versus 6.7%, p = 0.001),
stress (70.0% vs. 20.0%, p < 0.001), a sense of
humiliation and helplessness are present in most
patients who underwent radical mastectomy
(50.0%, 90.0%, < 0.001), and are statistically
significantly more frequent than in patients who
underwent sparing surgery. Our findings coincide
with findings from the published literature. Rabin
et al. (35) indicate in their studies that the lowest
QoL score in both physical and psychological
domain is in fact seen in women who underwent
mastectomy.

The complex concept of body image in
women who have been treated for breast cancer
includes three distinctive areas. The first is affec-
tive (feeling feminine and attractive), then be-
havioral (avoiding people due to changes in
appearance), and finally cognitive (satisfaction
with the scar or appearance in whole) (36). It is
common that poor body image perceptions in
breast cancer survivors negatively influence the
physical and psychological functioning and also
the quality of their relationships (37).

As it can cause more disfigurement than
other forms of surgery, including lumpectomy,
mastectomy leads to a poorer body image and a
deterioration in the patient’s QoL (38). Our study
showed that changes in body image were sta-
tistically significantly more common in patients
with radical surgery (30.0% versus 3.3%, p =
0.015) compared to sparing surgeries. Bagheri
and Mazaheri (39) also implied that there was an
important relationship between QoL and body
image in patients who underwent a unilateral
mastectomy. Gardikiotis et al. (40) also claim that
the QoL of mastectomized women was in-
fluenced by the level of satisfaction with the body
image. Mastectomy patients reported low body
image at follow-up and experienced certain prob-
lems with sexual functioning. Other studies
among women with breast cancer confirmed this
finding (41, 42). In this study, the obtained data
indicate that perception of sexual functioning
(56.7% vs. 16.7%, p = 0.003), changes in sexual
desires (93.3% versus 6.7%, p < 0.001) were
statistically significantly worse in patients with
radical mastectomy.

When it comes physical functioning, a
negative body image can often be the cause of
certain sexual difficulties (43). These difficulties

Acta Medica Hammeumi 2021; 1(1):31-38 35



ACTA MEDICA HAMMEUMI

FOAVHA MPBA & BPOIJ

1 & OKTOBAP 2021.TOAMHE

can include decreased libido, vaginal dryness,
atrophic vaginitis, and hot flashes due to a prema-
ture menopause. These can have negative con-
sequences on the sexuality of the younger
woman being treated for breast cancer (44, 45).

Studies and research reported findings in
relation to body image and the negative influence
it may have on the younger breast cancer sur-
vivors and their partnered relationships. (46, 47).

In this study, the obtained data indicate
that perception of sexual functioning (56.7% vs.
16.7%, p = 0.003), changes in sexual desires
(93.3% versus 6.7%, p < 0.001) were statistically
significantly worse in patients with radical maste-
ctomy. The influence of the disease on the indi-
vidual as well as on their social role is statistically
significantly higher in patients with radical maste-
ctomy (for all: p < 0.001). Women treated with
radical mastectomy were twice as long and
statistically significantly longer in the hospital
compared to patients who underwent sparing sur-
gery. (p <0.001).

Patients who return to work may also have
to deal with certain problems, not only in the
relationship with their colleagues but also in their
cognitive functioning (48).

Conclusion

Despite the limitations of this study due
to a small number of respondents, it was con-

cluded that the analysis of the predictors of the
quality of life also showed the predictive influence
of the health characteristics of the respondents
describing the functional status, the predictors of
the quality of life in the domain of mental health
as well as the characteristics of the treatment.

The perception of the quality of life in
patients who underwent radical mastectomy and
patients treated with a sparing surgery is dif-
ferent, with a poorer perception of the quality of
life observed in patients treated with radical
mastectomy. Patients undergoing sparing sur-
geries have a higher level of quality of life in the
domain of emotive, physical, sexual and social
health than patients who underwent radical
mastectomy.

The quality of life, psychosocial condition
and body image were most severely disrupted in
patients who were subjected to mastectomy,
unlike patients who underwent sparing surgery.
Mastectomy has more negative effects both on
body image and QoL when compared to other
treatment types.

According to the results of the study, it
can be suggested that during the planning of
surgical oncology treatment, special attention
should be paid to specific differences in possible
changes in the body image and QoL of women
who are subjected to mastectomy or sparing
surgery, with the exclusion of other variables that
may have a confounding effect.
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