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10 g aphy and clinical breast exam are
nded as screening for breast cancer.”? The
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under), male relative with breast cancer, two second-
degree relatives (at least one age 50 or under), ovari-
an cancer in two second-degree relatives (at least one
age 50 or under), or pancreatic cancer with a genetic
mutation.?>”

Options to reduce breast cancer risk include
lifestyle changes, medications, and surgical inter-
ventions. Referral for genetic counseling is essential
because it is important for the woman to under-
stand her individual risks and potential benefits from
a risk-reducing surgery. A risk-reducing mastectomy
involves a bilateral total mastectomy without remov-
al of axillary lymph nodes.>*” 10 Restorative sur-
gery can be performed simultaneously with bilateral
breast reconstruction. The nipple and areolar com-
plex may be retained with nipple-sparing proce-
dures.> Women have reported that nipple-sparing
procedures made the decision to undergo risk-
reducing surgery easier and were willing to risk
future cancer in the nipple/areolar complex.”!'!

Annual follow-up includes an examination of the
chest wall, axillary and nipple/areolar complex as
well as a family history update.” A breast malignancy
can still occur despite risk-reducing surgery (3% to
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E Surgical treatment of breast cancer

5% chance), most commonly at
the lateral chest wall, midaxillary
line, below the clavicle, anterior
chest, or supraclavicular or axil-
lary lymph nodes.'?

Core needle biopsy

Based on findings from the
clinical breast exam and screen-
ing test results, a breast biopsy
may be necessary.* Nurses are
essential to provide information
about abnormalities, biopsy
procedures, and anticipated
findings to prevent unnecessary
distress associated with the
experience. '

A spring-loaded core needle
apparatus is used to biopsy abnormalities
observed on imaging studies or palpated during
physical examination. Core needles limit the pos-
sibility of tumor cell dissemination due to their
protective sheath.'>!3 Excisional biopsies are sel-
dom performed unless a second biopsy of the
lesion is necessary to reexamine preinvasive cells
(for example, LCIS, or atypical ductal or lobular
hyperplasia).'?'

Following sterile skin preparation and local
anesthesia, a skin nick is made and the spring-
loaded core needle apparatus is inserted.'?'* Biopsy
samples are obtained, placed in sterile 0.9% sodi-
um chloride or formalin, and sent to pathology for
microscopic examination.

A stereotactic approach is used to biopsy microcal-
cifications without a corresponding mass.'* The
patient lies prone, with the breast hanging through an
opening in the table; the area is biopsied using mam-
mographic guidance. The biopsy specimens are
imaged to confirm the presence of calcium, indicat-
ing appropriate samples. A tiny metal clip is placed
at the biopsy site at the end of the procedure,
which serves to mark the area of concern; a needle-
localization is necessary for definitive surgery if the
biopsy is positive.

Nursing care following biopsy

Nursing care after core needle biopsies includes an
ice pack and firm pressure to the biopsy site for 15
to 20 minutes to avoid hematoma formation or
migration of the clip secondary to excessive bleeding.

2 2 ORNurse2015 January

Pathologic findings of
a noninvasive (DCIS)
or invasive malignancy
require definitive surgery.

A sterile dressing is applied, and
an ice pack is inserted in a firm
brassiere. The patient is instruct-
ed to wrap the ice pack in a
wash cloth and apply for 15
minute intervals every 1 to 2
hours for 24 hours, avoid exces-
sive movement for at least 24
to 48 hours (jogging, weights),
and to call the surgeon to report
bleeding, excessive bruising, or
hematoma formation. The team
should ensure information has
been provided to the patient
about the abnormal imaging,
biopsy procedure, follow-up
care, and date the patient will
be notified of biopsy results.'!

Pathology findings

A second biopsy is necessary when a high index
of suspicion for malignancy exists and the biopsy
result is negative.'>!'* A needle-localization biopsy
is typically performed to completely excise the
area and provide pathologic evaluation. A nee-
dle-localization biopsy is performed to ensure no
malignant cells are present in adjacent or sur-
rounding tissue when biopsy results indicate
atypical cells or LCIS.7/ 1% 14

The evaluation is complete when the biopsy
results are negative and the area of concern is of low
suspicion for malignancy; the patient is scheduled for
follow-up imaging in 4 to 6 months.'>!# The subse-
quent imaging is performed to verify a solid lesion
has not enlarged, residual microcalcifications have
not increased, evidence of scarring, and the presence
or absence of metal biopsy clips.

Pathologic findings of a noninvasive ductal carci-
noma in situ (DCIS) or invasive malignancy require
definitive surgery.'?'* Neoadjuvant chemotherapy
may be administered prior to surgery. A multidisci-
plinary team consultation should occur to discuss
options with the patient.

Breast cancer

Breast cancer is divided into three major pathologic
groups, although additional subtypes and histologic
markers exist. These characteristics, as well as host
characteristics, are used to determine treatment and
prognosis.'3!4
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Invasive ductal carcinoma. Invasive ductal
carcinoma is the most common type (70% to 80%)
of breast cancer arising in the epithelium of the
breast duct and invading beyond the ductal wall into
the surrounding tissue with potential invasion into
lymph and blood vessels.!> !4

Inflammatory breast cancer.

Inflammatory breast cancers (2%) arise in the
lymphatic channels of the breast and present

with diffuse erythema, skin thickening, breast
engorgement, pain, and often axillary lymphade-
nopathy with or without lymphedema.!!® This
type of breast cancer can appear as acute cellulitis
and is often mistakenly treated with systemic
antibiotics, which may improve the erythema.'®
Inflammatory breast cancer should be considered
a prime differential diagnosis in nonlactating
women when a source of infection (for example,
an insect bite) cannot explain the symptoms.!> A
recheck should occur after completion of antibiot-
ics to assess response with subsequent imaging to
ensure no underlying malignancy is present.!> The
primary differential diagnosis is typically mastitis in
lactating women. A recheck should occur upon
completion of antibiotics to ascertain the presum-
ably mastitis-related inflammation and pain have
completely resolved.!® Imaging may be consid-
ered (ultrasound) with continued assessment and
followup.'>

Invasive lobular carcinoma. Invasive lobular
carcinoma occurs in 7% to 8% of women, arising
in the lobule and invading beyond the lobular wall
into surrounding tissue.”'>'# Invasive lobular can-
cer tends to spread into the surrounding tissue with
multiple cancerous finger-like projections that
potentially invade lymph channels and blood ves-
sels.” Invasive lobular carcinoma is less well defined
on examination and imaging; a mastectomy is
often required due to the outreaching invasive
nature.”,13-14,16

DCIS

DCIS is a proliferation of malignant epithelial cells
without evidence of invasion across basement
membranes.'” '8 DCIS (also known as intraductal
carcinoma) is termed a Stage O breast cancer and
the most common noninvasive breast cancer.'8
DCIS has minimal potential of metastatic disease,
as lymphatic and blood vessels are not present
inside the duct. DCIS may be considered a high-risk
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condition versus a true cancer due to its noninva-
sive nature.!%20

DCIS is treated with surgery (lumpectomy or
total mastectomy). A sentinel lymph node biopsy
(SLNB) is performed in moderate- and high-grade
lesions should invasive cancer be found in the
surgical sample.?!

Much controversy exists in the overall treatment
of DCIS. Advocates of surgery and radiation therapy
(following lumpectomy) argue that inadequate tissue
markers exist to omit any facet of treatment.'82!
Opponents argue that clinicians are overtreating
women, especially in the case of low-grade DCIS,
and should limit their treatment to lumpectomy
alone.'82!

Local treatment of breast cancer
The treatment of newly diagnosed breast cancer
involves prompt attention and a multimodality
approach with surgical, medical, and radiation
therapy oncology teams, and restorative sur-
geons.?? Treatment options are discussed depen-
dent upon the size, type, and extent of the
tumor in a multimodality consultation with the
patient.?> A multidisciplinary approach individu-
alizes care, optimizes supportive care strategies,
and improves overall care, safety, and quality of
life.?>23

Appropriate time must be spent with the patient
with several visits or conversations to ensure treat-
ment decisions are made without regret and to opti-
mize the partnership between providers and
patients.”3?* Nurses can maximize the understanding
of minority groups through information specialists,
translators, and nurse navigators.?>2* Ethnic and
cultural considerations must be addressed to help
patients absorb important concepts and understand
their choices in their language and setting.*

Surgical options

Multiple surgical options exist for women diag-
nosed with early breast cancer.!*2!?> The surgical
options are more limited for women with locally
advanced cancer.'*?!2> Women are increasingly
choosing to undergo uni- or bilateral mastectomy
versus breast-conserving surgery with a lumpecto-
my.2%262 Women who undergo mastectomies can
choose immediate reconstruction or may delay
reconstruction in the event of personal uncertainty
or due to their unknown pathology report and
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resulting treatment (for example, potential of chest
wall or axillary radiation).2>?° A geriatric assess-
ment should be performed in older patients to
provide additional information about life expec-
tancy and comorbid conditions, daily living habits,
and activity levels for tailored treatment to specific
needs.3?

Upon diagnosis, some women request a bilateral
mastectomy because they do not want to have
repeat surgery if cancer develops in the other
breast.3! It is important for the nurse and multidis-
ciplinary team to take time to explain the nature
of invasive breast cancer.?%?> The clinical stage of
disease and its related risk of metastasis must be
placed in perspective with the alternative low risk
of a second, contralateral breast cancer.?%° These
can be difficult concepts to explain, especially if
the patient and family have minimal understand-
ing of systemic treatment.

Over the past decade, contralateral risk-reducing
breast surgery has gained popularity and for relative-
ly unknown reasons.?83!32 Women report fear of a
second primary cancer in the contralateral breast,
yet perhaps women do not fully understand the
concepts related to the nature of breast cancer in
the absence of risk factors as explained above.3!32
Women also seek to maintain their breasts as part
of their identity, as a part of femininity, or just to
seek a feeling of normality.?” The risks involved with
bilateral mastectomy followed by immediate recon-
struction include increased rate of infection, extend-
ed anesthesia time, and ischemic tissue secondary to
decreased oxygenation.?®

Lumpectomy

Breast-conserving surgery with adjuvant radiation
therapy remains a landmark in breast cancer man-
agement in this last century.333* Nearly 30 years of
randomized trials provide sound evidence that
breast-conservation therapy does not compromise
mortality and that it may reduce long-term morbid-
ity as compared to mastectomy.?*3334 A lumpecto-
my is a same-day surgery with discharge to home
upon awakening from procedural sedation and
analgesia or general anesthesia. All tissue is submit-
ted to the pathology department for examination
of the lumpectomy margins. A second lumpecto-
my may be required to remove residual invasive
cells; a lumpectomy is considered successful when
the margins around the tumor are clear of disease.

24 ORNurse2015 January

A total mastectomy is recommended when a sur-
geon is unable to obtain clear margins.!?

Total mastectomy
A total (simple) mastectomy is performed for local
control of newly diagnosed DCIS or invasive breast
cancer, or recommended by the surgeon due to
several potential factors: size of tumor, tumor
directly under the nipple/areolar complex, compro-
mised cosmesis (for example, small size of breast
compared with tumor size), or inability to clear
margins with a lumpectomy.'3142526 A total mas-
tectomy includes removal of all breast tissue on the
anterior chest with the following anatomic markers
of resection: anterior to fascia over the pectoralis
major/minor, superior to the clavicle, inferior to
the inframammary line, medial to the lateral sternal
border, and lateral to the midaxillary line."3

A skin-sparing mastectomy and SLNB, with or
without axillary node dissection, are often per-
formed, especially in younger women.8!13435 The
resulting incision (depending on body habitus) is
generally angled, starting medially at the lateral edge
of sternum, and extending superior-lateral toward
the axilla; the wound is approximated with subcuta-
neous sutures or surgical glue. The resulting appear-
ance is a flat surface on the anterior chest wall. Part
of the lateral rib cage may be visible under the skin
in very thin women, although defects traditionally
observed with a radical mastectomy are no longer
apparent.?> Immediate or delayed reconstruction
can be performed to restore the natural look of a
breast as visualized in a bra.?

SLNB

SLNB is a procedure in which the surgeon or
interventional radiologist (in the case of needle-
localization) injects radioactive technetium on the
day of surgery at the tumor site, which travels to
the first lymph node(s) draining the tumor.'33037

A blue dye is injected intraoperatively with gentle
massage of the breast.'>3%37 This dye rapidly uptakes
and provides a visual blue tint to the first draining
lymph node(s) of the tumor.'?

A gamma probe is swept over the axillary
region at the beginning of surgery to locate the
sentinel node(s).!33%37 When located, the gamma
probe emits a high-pitched signal and graphic
reading that indicates the first draining lymph
node(s) has been located. A small incision is made
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over the area, and the visible
blue and gamma “hot” lymph
node(s) are removed for
immediate frozen section and
pathologic examination.'32425
If the surgeon is comfortable
that the procedure worked as
planned, then the frozen sec-
tion report dictates the intra-
operative surgical decisions:
no pathologic evidence of
malignancy, the remaining
nodes are left intact; one to
two positive sentinel lymph
nodes with microscopic evi-
dence of disease, the surgeon
may perform an axillary dissec-
tion or leave the remaining
nodes intact per the results;>° or more sentinel
lymph nodes show positive disease, evidence of
macroscopic disease, or other nonsentinel positive
nodes are positive for cancer, an axillary dissection
is performed.?®

The final pathology report may indicate micro-
scopic disease in one or more sentinel lymph
nodes, even if the frozen section indicated nega-
tive results. If the patient is scheduled to receive
adjuvant chemotherapy, one can reason that an
axillary node dissection is not necessary.’® The
multidisciplinary team may recommend removal
of the remaining axillary nodes when other signif-
icant tumor characteristics exist (for example,
high-grade, lymphovascular invasion, triple nega-
tive disease, and so on). Sentinel lymph biopsy
following neoadjuvant chemotherapy remains
controversial in its ability to provide reliable
pathology.’8

Disparities of SLNB: SLNB has been utilized for
over 15 years, yet there are geographical areas of the
United States where surgeons are not proficient and
do not perform SLNB.?” Disparities related to race
exist in certain states, and unnecessary axillary dissec-
tions may be performed with more adverse reactions
as compared with SLNB.37

Reconstruction of the
breast has shown psycho-
logical benefits despite
the risks and time involved
with additional surgery.

accepted.3039

are seldom removed unless
macrometastatic disease is evi-
dent in levels 1 and 2. The
removal of level 3 nodes then
becomes an intervention for
local control of the axilla.!> '
The role of axillary node
dissection remains controver-
sial in some cases including
estrogen-positive tumor, post-
menopausal women with one
to two positive sentinel
lymph nodes found at the
time of surgery.3%3° The
American College of Surgeons
Oncology Group Z001 1 trial
validated an axillary node dis-
section could be avoided, yet

this change in practice has not been widely

Restorative surgery

Reconstruction of the breast has shown psychologi-
cal benefits despite the risks and time involved with
additional surgery.*® The use of breast reconstruction
has increased over time as well as patient-requested
contralateral risk-reducing mastectomy despite nega-
tive genetic mutations.?>*! It is of importance to con-
sider the stage of disease, extent of surgery, and pos-
sibility of adjuvant radiation therapy in the choice
and timing of restorative surgery.

Nipple-sparing mastectomy may be performed
to retain the nipple and areolar complex.*?
During surgery, a section of tissue is removed
from the base of the nipple and areolar complex
for frozen section; if abnormal cells are present,
the procedure is aborted.**> While this procedure
remains controversial, it is becoming more widely
accepted.*? Nipple-sparing procedures have the
advantage to retain original tissue and structures
and to allow placement of the mastectomy inci-
sion along the periareola and lateral breast, thus
preventing a larger, transverse incision.*? The via-
bility of the nipple and areolar complex is at risk

as anatomical sections are manipulated during

Axillary node dissection

Axillary node dissection is performed to identify
the number of positive nodes, an important factor
in the staging and prognosis of breast cancer.!3!1434
Level 1 and 2 nodes are removed; level 3 nodes the areola.8
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surgery, then fully reattached.*> The nipple and
areola are at increased risk (97%) of vascular
compromise and resulting tissue necrosis with
surgical incisions incorporating more than half
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Surgical treatment of breast cancer

Implant-based reconstruction
is the most common type of
breast restorative surgery; the
rates of autologous tissue tech-
niques have gradually decreased
over time.?? Disparities due to
access to reconstructive sur-
geons, cost, and geographical
variability continue to persist
across the country despite man-
dated legislation in 1999 for
insurance coverage.?>*> These
differences are in part due to
the geographical distribution
of plastic surgeons as well as
their decreased volume of
surgery (autologous reconstruc-
tion) and reduced financial
compensation.?’

Autologous reconstruction, specifically micro-
vascular surgery, utilizes tissue transfer tech-
niques that result in realistic-appearing breast
masses.*0 Reconstructive microvascular surgery
involves the surgical transfer of tissue flaps with
a preserved blood supply.** Microvascular sur-
gery cases are technically complicated, lengthy,
and often performed in patients with comorbidi-
ties, which can cause complications.** Focused
and specialized care is required for these patients
in order to optimize outcomes related to tissue
perfusion.** Maximum blood flow across the
microvascular anastomosis is crucial to prevent
excess platelet accumulation and flap pedicle
thrombosis—complications that require emergent
surgery.*4

Adjuvant radiation therapy
Adjuvant radiation therapy is a primary breast treat-
ment. Radiation therapy after a lumpectomy is rec-
ommended to treat the breast and prevent a local
recurrence of the current cancer or development of
a second cancer.*> Randomized clinical trials have
shown whole breast irradiation (WBI decreases the
risk of ipsilateral recurrence.*®

Novel radiation therapy approaches have chal-
lenged the over 20 years reign of whole breast
radiation. Accelerated partial breast irradiation
(APBI) provides the same overall amount of radia-
tion to the tumor bed but in an accelerated man-
ner (over 5 to 15 days).**” APBI modalities

26 oRnurse2015 January

Adjuvant chemotherapy is
used to eradicate micro-
metastatic disease, a
critical part of primary
breast cancer treatment.

reduce the number of radia-
tion fractions (hypofraction-
ation) days required for
treatment and overall volume
of radiated breast tissue as
compared with WBI #0647
Several methods of APBI
have been studied, including
brachytherapy (interstitial,
balloon), intraoperative (as
one dose), 3-dimensional
conformal external breast
irradiation (3D-ERT), prone
positioning to reduce cardiac
exposure, and neoadjuvant
considerations.*®>2 Various
types of APBI are well tolerat-
ed by older adults given the
shortened regimens.>3> The results of recent,
large, randomized multigroup studies are not yet
released, although clinicians agree that APBI may
be a reasonable approach for the treatment of
early breast cancer. Important items to consider
include the following: tumor size, nodal status,
patient age, histology, margin, multifocality, multi-
centricity, calcifications on mammographic views,
prior radiation therapy to chest wall and breast,
connective tissue disease, and family history.>®

Systemic treatment of breast cancer
Adjuvant chemotherapy. Adjuvant chemothera-
py is used to eradicate micrometastatic disease, a
critical part of primary breast cancer treatment.>®>”
Adjuvant chemotherapy is administered to patients
either prior to surgery (neoadjuvant) or following
definitive surgical treatment and adequate healing
of incisions (adjuvant). Specialized oncologic phar-
macists can improve overall management of
drugs, adverse reactions, and short- and long-term
effects.”®>

Researchers and clinicians utilize genomic
data, tumor markers, and host characteristics.>%¢0
Subsequently, systemic adjuvant chemotherapy
has shifted to a tailored, personalized approach.
Information from molecular assays and drug
toxicities is available to inform treatment regi-
mens and personalized care.>”>80!

Neoadjuvant chemotherapy. Neoadjuvant
chemotherapy is administered prior to surgery
depending on treatment goals and the extent of
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the cancer. The only effective outcome of this
approach is to downgrade the clinical stage in
order to perform less aggressive surgery with
favorable outcomes (for example, clear tissue
margins).>> Neoadjuvant chemotherapy may
reduce a breast cancer and enable a successful
lumpectomy and SLNB instead of a modified
radical mastectomy and axillary node dissec-
tion.385262 This response may indicate tumor sen-
sitivity to the antineoplastic agents and improve
surgical outcomes, but it does not improve surviv-
al of the disease.?®¢2

Adequate surgical evaluation should occur
prior to neoadjuvant chemotherapy to validate the
clinical stage of the tumor and provide important
information to the pathologic stage.38°262 Fine
needle aspiration, ultrasound-guided biopsy of
enlarged lymph nodes, or SLNB should be per-
formed in addition to the routine tumor biopsy.38
Surgical evaluation of the axilla following neoadju-
vant chemotherapy using SLNB alone remains
controversial, 3862

Targeted therapies

Targeted therapies have delivered breakthrough
improvements in disease-free survival and pro-
gressive disease.®> Targeted agents were initially
used only in the metastatic setting. In recent
decades, these agents have been used in the adju-
vant setting in combination with chemotherapy
and radiation therapy, for example, the use of
trastuzumab in HER2neu positive breast cancer
patients.®® Other targeted agents (lapatinib, pertu-
zumab, everolimus, and P13 kinase/PARP inhibi-
tors) have been administered in the adjuvant and
metastatic settings with positive outcomes for the
treatment of HER2neu positive or negative breast
cancer.®?

Long-term survivorship
The majority of women’s lives are changed with a
breast cancer diagnosis. Various treatments can cause
life-altering changes that decrease quality of life.%*
Symptoms that may affect women long term include
distress, fatigue, decreased energy, diminished stami-
na, and lymphedema.®4¢>

Lymphedema is a common adverse reaction
that occurs in the limb, breast, or chest wall in
women or men with a breast cancer history.%®
Lymphedema results from inadequate lymph flow
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with tissue swelling due to interstitial accumula-
tions of plasma proteins and fluid.®>°® There are a
number of potential causes of lymphedema,
including surgical removal of lymph nodes, meta-
static disease to axillary lymph nodes, locally
advanced breast cancer, arm infections, and as a
secondary adverse reaction of chemotherapy or
radiation therapy.®® Pre- and postoperative assess-
ment and monitoring are required to prevent or
manage lymphedema.®” Incidence rates are as high
as 50% following a mastectomy and 28% with
lumpectomy.®’ It was initially purported that
SLNB would prevent lymphedema, although the
current incidence rates reach 17%.%7

New interventions

Breast cancer is a common diagnosis in women; the
potential outcome with early stage disease is excel-
lent. Despite these outstanding results with updated
surgical interventions, systemic therapies, and a multi-
disciplinary team approach, women still experience
negative adverse reactions that can cause long-
term changes in their lifestyle and quality of life.
Perioperative nurses often create relationships that
enable them to impart evidence, wisdom, and
knowledge as women traverse the challenges of mul-
tiple surgical options, systemic treatment, radiation
therapy, and ongoing survivorship care. OR

REFERENCES

1. Siegel R, Ma ], Zhaohuiz Z, Jemal A. Breast cancer statistics, 2014.
CA Cancer | Clin. 2014;64(1):9-29.

2. National Comprehensive Cancer Network (NCCN). Breast cancer
risk reduction, v. 2014. http://www.nccn.org/professionals/physician_
gls/pdf.riskreduction.pdf.

3. National Comprehensive Cancer Network (NCCN). Breast screen-
ing, v. 2014. http://www.nccn.org/professionals/physician_gls/pdf.
breastscreening.pdf.

4. Kosir MA, Chism L, Bland K, Choi L, Gorski D, Simon MS. Com-
mon breast symptoms: when to refer to a breast surgeon. Adv NPs PAs.
2013;4(10):12-15.

5. Moyer VA, US. Preventive Services Task Force. Risk assessment,
genetic counseling, and genetic testing for BRCA-related cancer in
women: U.S. Preventive Services Task Force Recommendation State-
ment. Ann Intern Med. 2014;160(4):271-281.

6. Welch HG, Passow HJ. Quantifying the benefits and harms of
screening mammography. JAMA Intern Med. 2014;174(3):448-454.

7. Kounalakis N, Diamond ], Rusthoven K, et al. Diagnosis of invasive
lobular carcinoma in a young woman presenting with pleomorphic
lobular carcinoma in situ on core biopsy. Oncology (Williston Park).
2011;25(4):351-356.

8. Wijayanayagam A, Kumar AS, Foster RD, Esserman LJ. Optimizing
the total skin-sparing mastectomy. Arch Surg. 2008;143(1):38-45.

9. Yueh JH, Houlihan MJ, Slavin SA, Lee BT, Pories SE, Morris DJ.

Nipple-sparing mastectomy: evaluation of patient satisfaction, aesthetic
results, and sensation. Ann Plast Surg. 2009;62(5):586-590.

January ORNurse2015 27

Copyright © 2015 Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.



E Surgical treatment of breast cancer

10. Czyszczon 1A, Roland L, Sahoo S. Routine prophylactic sentinel
lymph node biopsy is not indicated in women undergoing prophylactic
mastectomy. | Surg Oncol. 2012;105(7):650-654.

11. Harding MM. Incidence of distress and associated factors in
women undergoing breast diagnostic evaluation. West | Nurs Res.
2014;36(4):475-494.

12. McClelland S, Weiss P. Tumor cell dissemination secondary to sur-
gical interventions in the breast. Clin ] Oncol Nurs. 2013;17(6):667-668.

13. Carlson RW, Allred DC, Anderson BO, et al. Invasive breast can-
cer: clinical practice guidelines in oncology. | Natl Compr Cancer Netw.
2013;9:136-222.

14. National Comprehensive Cancer Network. NCCN Clinical Practice
Guidelines in Oncology: Breast Cancer, v3. 2013. http://www.nccnorg/
professionals/physician_gls/pdf/breast.pdf.

15. Dushkin H, Cristofanilli M. Inflammatory breast cancer. | Natl Compr
Canc Netw. 2011;9(2):233-240.

16. Simpson PT, Gale T, Fulford LG, Reis-Filho ]S, Lakhani SR. The
diagnosis and management of pre-invasive breast disease: pathology of
atypical lobular hyperplasia and lobular carcinoma in situ. Breast Cancer
Res. 2003;5(5):258-262.

17. National Cancer Institute. Ductal carcinoma in situ. 2014. http://
www.cancer.gov/cancertopics/pdq/treatment/breast/healthprofessional/
page4.

18. Wong JS, Chen YH, Gadd MA, et al. Eight-year update of a
prospective study of wide excision alone for small low- or interme-
diate-grade ductal carcinoma in situ (DCIS). Breast Cancer Res Treat.
2014;143(2):343-350.

19. McNeil C. Does all DCIS need treatment? Debaters take sides at
surgical oncology meeting. Oncol Times. 2013.

20. Esserman L, Thompson IM Jr, Reid B. Overdiagnosis and
overtreatment in cancer: an opportunity for improvement. JAMA.
2013;310(8):797-798.

21. Lyman GH, Temin S, Edge SB, et al. Sentinel lymph node bi-
opsy for patients with early-stage breast cancer: American Society
of Clinical Oncology Clinical Practice Guideline update. J Clin Oncol.
2014;32(13):1365-1383.

22. Kiely D. Timeliness in breast cancer care as an indicator of quality.
Clin ] Oncol Nurs. 2014;18(1):82-88.

23. Pedersen AE, Hack TF, McClement SE, Taylor-Brown J. An explo-
ration of the patient navigator role: perspectives of younger women
with breast cancer. Oncol Nurs Forum. 2014;41(1):77-88.

24. Lillie SE, Janz NK, Friese CR, et al. Racial and ethnic variation in
partner perspectives about the breast cancer treatment decision-making
experience. Oncol Nurs Forum. 2014;41(1):13-20.

25. Shi HY, Uen YH, Yen LC, Culbertson R, Juan CH, Hou MF. Two-
year quality of life after breast cancer surgery: a comparison of three
surgical procedures. Eur | Surg Oncol. 2011;37(8):695-702.

26. Mahmood U, Hanlon AL, Koshy M, et al. Increasing national mas-
tectomy rates for the treatment of early stage breast cancer. Ann Surg
Oncol. 2013;20(5):14306-1443.

27. McGauire KP, Santillan AA, Kaur P, et al. Are mastectomies on
the rise? A 13-year trend analysis of the selection of mastectomy
versus breast conservation therapy in 5865 patients. Ann Surg Oncol.
2009;16(10):2682-2690.

28. Helwick C. Contralateral breast cancer risk is highly overestimated:
analysis of the selection of mastectomy. Oncol Times. 2012.

29. Jagsi R, Jiang ], Momoh AO, et al. Trends and variation in use of
breast reconstruction in patients with breast cancer undergoing mastec-
tomy in the United States. | Clin Oncol. 2014;32(9):919-926. http://jco.
ascopubs.org/cgi/doi/10.1200/JCO.2013.52.2284.

30. Begum S, Grunfeld EA, Ho-Asjoe M, Farhadi ]. An exploration of
patient decision-making for autologous breast reconstructive surgery fol-
lowing a mastectomy. Patient Educ Couns. 2011;84(1):105-110.

31. Hawley ST, Jagsi R, Morrow M, et al. Social and clinical deter-
minants of contralateral prophylactic mastectomy. JAMA Surg. 2014.
[e-pub ahead of print.]

28 oRnurse2015 January

32. Muss H. How do [ treat breast cancer in elderly patients? Oncol
Times. 2013.

33. Fisher B, Anderson S, Bryant ], et al. Twenty-year follow-up of

a randomized trial comparing total mastectomy, lumpectomy, and
lumpectomy plus irradiation for the treatment of invasive breast cancer.
N Engl ] Med. 2002;347(16):1233-1241.

34. Rizzo M, Wood WC. The changing field of locoregional treatment
for breast cancer. Oncology (Williston Park). 2011;25(9):813-816.

35.Yi M, Kronowitz SJ, Meric-Bernstam F, et al. Local, regional, and
systemic recurrence rates in patients undergoing skin-sparing mastectomy
compared with conventional mastectomy. Cancer. 2011;117(5):916-924.

36. Giuliano AE, Hunt KK, Ballman KV, et al. Axillary dissection vs no
axillary dissection in women with invasive breast cancer and sentinel
node metastasis: a randomized clinical trial. JAMA. 2011;305(6):569-575.

37. Kumar A, Puri R, Gadgil PV, Jatoi I. Sentinel lymph node bi-
opsy in primary breast cancer: window to management of the axilla.
World ] Surg. 2012;36(7):1453-1459.

38. Morrow M, Dang CT. Sentinel node biopsy after neoadjuvant che-
motherapy: a new standard for patients with axillary metastases? JAMA.
2013;310(14):1449-1450.

39. Tuma RS. Debate continues on role of axillary node dissection in
breast cancer patients. Oncol Times. 2013.

40. Atisha D, Alderman AK, Lowery JC, Kuhn LE, Davis ], Wilkins
EG. Prospective analysis of long-term psychosocial outcomes in breast
reconstruction: two-year postoperative results from the Michigan Breast
Reconstruction Outcomes Study. Ann Surg. 2008;247(6):1019-1028.

41. McGuire KP, Santillan AA, Kaur P, et al. Are mastectomies on
the rise? A 13-year trend analysis of the selection of mastectomy
versus breast conservation therapy in 5865 patients. Ann Surg Oncol.
2009;16(10):2682-2690.

42. Long L. The use of nipple-sparing mastectomy in patients with
breast cancer. Clin ] Oncol Nurs. 2013;17(1):68-72.

43. American Cancer Society: Women's Health and Cancer Rights Act:
The Federal Law, 1/2014 update. http://www.cancer.org/treatment/
findingandpayingfortreatment/managinginsuranceissues/womens-health-
and-cancer-rights-act.

44. Bhama PK, Davis GE, Bhrany AD, Lam D], Futran ND. The effects
of intensive care unit staffing on patient outcomes following microvas-
cular free flap reconstruction of the head and neck: a pilot study. JAMA
Otolaryngol Head Neck Surg. 2013;139(1):37-42.

45. Fisher B, Anderson S, Bryant ], et al. Twenty-year follow-up of

a randomized trial comparing total mastectomy, lumpectomy, and
lumpectomy plus irradiation for the treatment of invasive breast cancer.
N Engl ] Med. 2002;347(16):1233-1241.

46. Murphy JO, Sacchini VS. New innovative techniques in radiother-
apy for breast cancer. Minerva Chir. 2013;68(2):139-154.

47. Théberge V, Whelan T, Shaitelman SF, Vicini FA. Altered fraction-
ation: rationale and justification for whole and partial breast hypofrac-
tionated radiotherapy. Semin Radiat Oncol. 2011;21(1):55-65.

48. Shah C, Khwaja S, Badiyan S, et al. Brachytherapy-based partial
breast irradiation is associated with low rates of complications and
excellent cosmesis. Brachytherapy. 2013;12(4):278-284.

49. Vaidya JS, Wenz F, Bulsara M, et al. Risk-adapted targeted intraop-
erative radiotherapy versus whole-breast radiotherapy for breast cancer:
S-year results for local control and overall survival from the TARGIT-A
randomised trial. Lancet. 2014;383(9917):603-613.

50. Versmessen H, Vinh-Hung V, Van Parijs H, et al. Health-related
quality of life in survivors of stage I-l breast cancer: randomized trial
of post-operative conventional radiotherapy and hypofractionated
tomotherapy. BMC Cancer. 2012;12:495. http://www.biomedcentral.
com/1471-2407/12/495.

51. Fenton-Kerimian M, Maisonet O, Formenti SC. Changes in breast
radiotherapy: prone positioning and hypofractionation. Clin | Oncol
Nurs. 2013;17(5):550-553.

52. White |, Mamounas E. Locoregional radiotherapy in patients with
breast cancer responding to neoadjuvant chemotherapy: a paradigm for
treatment individualization. / Clin Oncol. 2014;32(6):494-495.

www.ORNurseJournal.com

Copyright © 2015 Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.



53. Yao N, Mackley HB, Anderson RT, Recht A. Survival after partial
breast brachytherapy in elderly patients with nonmetastatic breast can-
cer. Brachytherapy. 2013;12(4):293-302.

54. Smith GL, Xu Y, Buchholz TA, et al. Association between treat-
ment with brachytherapy vs whole-breast irradiation and subsequent
mastectomy, complications, and survival among older women with
invasive breast cancer. JAMA. 2012;307(17):1827-1837.

55. Moser EC, Vrieling C. Accelerated partial breast irradiation: the
need for well-defined patient selection criteria, improved volume
definitions, close follow-up and discussion of salvage treatment. Breast.
2012;21(6):707-715.

56. Chan A, Chen C, Chiang ], Tan SH, Ng R. Incidence of febrile

neutropenia among early-stage breast cancer patients receiving anthracy-
cline-based chemotherapy. Support Care Cancer. 2012;20(7):1525-1532.

57. Litsas G. Individualizing care for women with early-stage breast

cancer: the role of molecular assays. Clin /| Oncol Nurs. 2013;17(3):332-

334.

58. Liekweg A, Westfeld M, Braun M, et al. Pharmaceutical care
for patients with breast and ovarian cancer. Support Care Cancer.
2012;20(11):2669-2677.

59. Patnaik JL, Byers T, Diguiseppi C, Denberg TD, Dabelea D. The in-
fluence of comorbidities on overall survival among older women diag-
nosed with breast cancer. | Natl Cancer Inst. 2011;103(14):1101-1111.

60. Bellury L, Ellington L, Beck SL, Pett MA, Clark J, Stein K. Older
breast cancer survivors: can interaction analyses identify vulnerable sub-
groups? A report from the American Cancer Society Studies of Cancer
Survivors. Oncol Nurs Forum. 2013;40(4):325-336.

61. Smith EC. Understanding CYP2D6 and its role in tamoxifen me-
tabolism. Oncol Nurs Forum. 2013;40(6):547-548.

-

For more than 102 additional continuing education articles related
to surgical topics, go to Nursingcenter.com/CE.

[«{3 CoNNECTION

62. Marks LB, Prosnitz LR. Reducing local therapy in patients respond-
ing to preoperative systemic therapy: are we outsmarting ourselves?
J Clin Oncol. 2014;32(6):491-493.

63. Carvallo ]. Breakthroughs in targeted therapies for breast cancer are
improving patient survival rates: a conversation with Jose Baselga, MD,
PhD. ASCO Post. 2013:56-57.

64. Bjorneklett HG, Lindemalm C, Ojutkangas ML, et al. A random-
ized controlled trial of a support group intervention on the quality of
life and fatigue in women after primary treatment for early breast can-
cer. Support Care Cancer. 2012;20(12):3325-3334.

65. Bernas M. Assessment and risk reduction in lymphedema. Semnin
Oncol Nurs. 2013;29(1):12-19.

66. Sierla R, Lee TS, Black D, Kilbreath SL. Lymphedema follow-
ing breast cancer: regions affected, severity of symptoms, and ben-
efits of treatment from the patients’ perspective. Clin | Oncol Nurs.
2013;17(3):325-331.

67. Carlson RH. Lymphedema: Early detection valuable but methods
debated. Oncol Times. 2012:18-19.

Joanne L. Lester is a senior researcher, Department of Psychology
Member at Comprehensive Cancer Center, Ohio State University,
Columbus, Ohio.

The author and planners have disclosed that they have no financial rela-
tionships related to this article.

DOI-10.1097/01.0RN.0000457106.70744.ab

~

Earn CE credit online:

Go to http://www.nursingcenter.com/CE/ORnurse
and receive a certificate within minutes.

TEST INSTRUCTIONS

» To take the test online, go to our secure website
at http://www.nursingcenter.com/ORnurse.

* On the print form, record your answers in the
test answer section of the CE enrollment form on
page 30. Each question has only one correct
answer. You may make copies of these forms.

+ Complete the registration information and
course evaluation. Mail the completed form and
registration fee of $21.95 to: Lippincott Williams
& Wilkins, CE Group, 74 Brick Blvd., Bldg. 4
Suite 206, Brick, NJ 08723. We will mail your
certificate in 4 to 6 weeks. For faster service,
include a fax number and we will fax your
certificate within 2 business days of receiving
your enrollment form.

* You will receive your CE certificate of earned
contact hours and an answer key to review
your results.There is no minimum passing
grade.

* Registration deadline is February 28, 2017.

INSTRUCTIONS

Surgical treatment of breast cancer

DISCOUNTS and CUSTOMER SERVICE

» Send two or more tests in any nursing journal published by Lippincott
Williams & Wilkins together and deduct $0.95 from the price of each test.

» We also offer CE accounts for hospitals and other health care facilities on
nursingcenter.com. Call 1-800-787-8985 for details.

PROVIDER ACCREDITATION

Lippincott Williams & Wilkins, publisher of ORNurse2015 journal, will award
2.0 contact hours for this continuing nursing education activity. Lippincott
Williams & Wilkins is accredited as a provider of continuing nursing edu-
cation by the American Nurses Credentialing Center’'s Commission on
Accreditation.

Lippincott Williams & Wilkins is also an approved provider of continuing
nursing education by the District of Columbia and Florida #50-1223. This
activity is also provider approved by the California Board of Registered
Nursing, Provider Number CEP 11749 for 2.0 contact hours.

Your certificate is valid in all states.

The ANCC's accreditation status of Lippincott Williams & Wilkins
Department of Continuing Education refers only to its continuing nursing
educational activities and does not imply Commission on Accreditation
approval or endorsement of any commercial product.

www.ORNurseJournal.com

January ORNurse2015 2 9

Copyright © 2015 Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.






