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INTRODUCTION 

 

The majority of women diagnosed with breast cancer undergo some kind of 

breast surgery as part of their treatment. Up to 55% of these women experience pain 

after their surgery, pain which in some cases persists for months to years .  The 

purposes of this study is to identify the different kinds of pain experienced by 

women after breast cancer surgery, to explore the current literature addressing its 

nature and incidence, and to discuss the implications of this information for  treating 

the women with breast cancer, 

Two pain syndromes that commonly follow breast surgery, post axillary 

dissection pain and phantom breast pain, will be discussed.Strategies for pain 

management, including educational intervention and treatment approaches, will also 

be addressed. 
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PAIN AS A RESULT OF SURGERY 

Pain is defined by the International Association for the Study of Pain  as "an 

unpleasant sensory and emotional experience associated with actual or potential 

tissue damage, or described in terms of such damage"  and is usually classified as 

either acute or chronic. Acute pain is described as being brief in duration, lasting <6 

months, and usually resolving as healing takes place. Chronic pain is described as 

prolonged, lasting >6 months. It may be a constant uncomfortable slate or episodes 

of acute pain that recur over a prolonged period of time . 

Pain as a result of breast surgery may fall into either of these categories. Post 

mastectomy pain syndrome has been defined as "chronic pain commencing 

immediately or soon after mastectomy or removal of a lump, affecting the anterior 

thorax, axilla, and/or medial upper arm' . 

Symptoms experienced by women who have had lumpectomy should be 

included in reports of post mastectomy pain, despite the fact that they have 

retained an intact breast 

 

POST AXILLARY DISSECTION PAIN 

Pain after dissection of the axillary nodes affects the arm, hand, chest wall, and 

shoulder on the surgical side. This pain is described as aching or burning with 

stabs of shooting pain, pins and needles, that begin in the inner posterior aspect 

of the upper arm and run down the arm to the fingers . The axillary dissection 

pain as being caused by disruption of the intercostobrachial nerve, occasionally 

with neuroma development .Other causes suggested are tumor involvement or 
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radiation fibrosis at the brachial plexus . Post axillary dissection pain has been 

reported as mild to intense, beginning hours after surgery, often lasting for 

several years after surgery. 

PHANTOM  BREAST  PAIN (PBP) 

Phantom breast sensations described by women after breast surgery are 

similar to phantom-related phenomena -reported after amputation of a limb. 

Women report, sensations of the breast still being. a present and intact part of their 

body, despite having had a mastectomy. In some cases, women have reported very 

disturbing, Painful sensations in particular areas, such as the nipple or scar or over 

the entire breast. Phantom pain is related differentiation of neurons and their 

spontaneous and evoked hyper excitability .  
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AIM OF THE STUDY  

The objectives are 

To find out the incidence of post mastectomy pain syndrome and phantom breast 

syndrome in patients undergoing simple mastectomy or modified radical mastectomy 

for carcinoma breast. 
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INTRODUCATOIN  

Breast  cancer  is  the  most common cancer diagnosed and the second leading cause 

of cancer mortality in women. Major advances in recent years, including hormonal 

and monoclonal antibody therapy, have greatly improved outcomes in breast cancer 

patients 

 

EMBRYOLOGY OF BREAST 

The mammary glands are modified and highly specialized sweat glands and therefore 

develop from the surface ectoderm. 

 The development occurs as follows:  

● In the fourth week, the surface ectoderm thickens on either side of the ventral aspect 

of trunk of embryo along the line extending from the axilla to the inguinal region to 

form mammary ridge or line. 

● About 15–20 mammary buds develop as solid down growths of the epidermis into 

the underlying mesenchyme along the mammary ridge on each side. 

 ● Normally mammary ridge and  mammary buds disappear, except in the pectoral 

region. 

 ● In the pectoral region, the mammary bud presents a surface depression called       

mammary pit.  

● About 15–20 epithelial cords grow inwards from the bottom of the pit into the 

underlying dermis. The epithelial cords are primordia of lactiferous ducts. 

 ● The deeper ends of the epithelial cords subdivide further and terminate as 

ampullated ends—the primordia of ductules and alveoli.  
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● At the end of fetal life, the epithelial cords and their branches are canalized and 

form lactiferous ducts. 

 ● Initially the lactiferous ducts open into the bottom of the mammary pit. 

 ● Shortly before birth the pit is evaginated by the growth of underlying mesoderm 

and form the nipple.  

● The rudimentary mammary glands of new born males and females are similar. This 

condition persists throughout life in males. In females, however, infantile form of 

mammary gland grows in size at puberty under the influence of sex hormones and 

assumes a hemispherical outline. The full development of breast occurs at about 19 

years of age. 
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SURGICAL ANATOMY OF BREAST 

The  adult  female  breast  or  mammary gland lies in the subcutaneous tissue 

(superficial fascia) of the anterior thoracic wall. Despite individual variations, the 

extent of the base of the breast is almost constant, from the sternal edge to the 

midaxillary line, and from the second to sixth ribs. It overlies pectoralis major, 

overlapping onto serratus anterior and a small part of the rectus sheath and external 

oblique muscle.  
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A small part of the upper outer quadrant may be prolonged towards the axilla. This 

extension (the axillary tail) usually lies in the subcutaneous fat; rarely it may penetrate 

the deep fascia of the axillary floor and lie adjacent to axillary lymph nodes. Some 

15–20 lactiferous ducts, each draining a lobe of the breast, converge in a radial 

direction to open individually on the tip of the nipple, the projection just below the 

centre of the breast which is surrounded by an area of pigmented skin, the areola. 

Each lactiferous duct has a dilated sinus at its terminal portion in the nipple.  

 

 

 

 

Smooth muscle cells are present in the nipple and their contraction causes erection of 

the nipple. Large sebaceous glands, sweat glands and other areolar glands are present 

in the skin of the areola. The areolar glands form small elevations (tubercles of 

Montgomery), particularly when they enlarge during pregnancy.  
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Behind the breast the superficial fascia (the upward continuation of the membranous 

layer of superficial abdominal fascia of Scarpa) is condensed to form a posterior 

capsule. Strands of fibrous tissue (forming the suspensory ligaments of Cooper) 

connect the dermis of the overlying skin to the ducts of the breast and to this fascia. 

Between the capsule and the fascia over pectoralis major is the loose connective tissue 

of the retromammary space. 

 

BLOOD SUPPLY 

 The blood supply of breast is from internal thoracic artery, a branch of 1st part of 

subclavian artery which supplies medial aspect of breast. 

Lateral part receives blood supply from pectoral branches of thoraco acromial 

artery,lateral thoracic artery ,branch of axillary artery. 

Lateral perforator branches of posterior intercostal artery(2nd,3rd,4th ) & few unnamed 

branches from anterior intercostal artery. 

 

VENOUS DRAINAGE: 

• Internal mammary vein 

• Lateral thoracic vein which drains into axillary vein 

• Lateral perforator branch which drains into intercostal veins,in turn to vertebral 

vein & plexus – BATESON’S PLEXUS, the main route of bone metastasis. 
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LYMPHATIC DRAINAGE 

• Sub areolar plexus of lymphatics communicates with lymphatics within the 

breast.  

• Around 75% of the lymphatic drainage of the breast passes to axillary lymph 

nodes, mainly to the  

• Anterior nodes – along lateral thoracic vein  

• Posterior nodes – posterior axillary fold along subscapular vessels 

• Lateral nodes – upper part of humerus along axillary vein. 

• central nodes – upper part of axillary pad of fat. 

• Apical – superior to central group of nodes. 

• Much of the rest of the lymphatic drainage, originating particularly from the 

medial part of the breasts, is to internal mammary nodes along the internal 

thoracic artery. 

 

The superficial lymphatics of the breast have connections with those of the opposite 

breast and the anterior abdominal wall, from the extra peritoneal tissues of which there 

is drainage through the diaphragm to posterior mediastinal nodes. Direct drainage 

from the breast to inferior deep cervical (supraclavicular) nodes is possible. These 

minor pathways tend to convey lymph from the breast only when the major channels 

are obstructed by malignant disease 
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NORMAL DEVELOPMENT AND PHYSIOLOGY 

In the United States, puberty, as measured by breast development and the growth of 

pubic hair, begins between the ages of 9 and 12 years,and menarche (onset of 

menstrual cycles) begins at approximately 12 to 13 years of age. These events are 

initiated by low-amplitude pulses of pituitary gonadotropins, which increase serum 

estradiol concentrations. 

 

In the breast, this hormone-dependent maturation (thelarche) entails increased 

deposition of fat, the formation of new ducts by branching and elongation, and the 

first appearance of lobular units. This process of growth and cell division is under the 

control of estrogen, progesterone, adrenal hormones, pituitary hormones, and the 

trophic effects of insulin and thyroid hormone. 

 

The post pubertal mature or resting breast contains fat, stroma, lactiferous ducts, and 

lobular units. During phases of the menstrual cycle or in response to exogenous 

hormones, the breast epithelium and lobular stroma undergo cyclic stimulation. The 

dominant process appears to be hypertrophy and alteration of morphology rather than 

hyperplasia. In the late luteal (premenstrual) phase, there is an accumulation of fluid 

and intralobularedema 

 

With pregnancy, there is diminution of the fibrous stroma and the formation of new 

acini or lobules, termed adenosis of pregnancy. After birth, there is a sudden loss of 
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placental hormones, which, combined with continued high levels of prolactin, is the 

principal trigger for lactation. 

 

The actual expulsion of milk is under hormonal control and is caused by contraction 

of the myoepithelial cells that surround the breast ducts and terminal ductules. There 

is no evidence for innervation of these myoepithelial cells; their contraction appears to 

occur in response to the pituitary-derived peptide oxytocin. 

Stimulation of the nipple appears to be the physiologic signal for continued pituitary 

secretion of prolactin and acute release of oxytocin. When breastfeeding ceases, the 

prolactin level decreases and there is no stimulus for release of oxytocin. The breast 

returns to a resting state and to the cyclic changes induced when menstruation 

resumes. 
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Coursing close to the chest wall on the medial side of the axilla is the long 

thoracic nerve, or the external respiratory nerve of Bell, which innervates the 

serratus anterior muscle. This muscle is important for fixing the scapula to the 

chest wall during adduction of the shoulder and extension of the arm, and 

division of the nerve may result in the winged scapula deformity. For this reason 

the long thoracic nerve is preserved during standard axillary dissection. The 

second major nerve trunk encountered during axillary dissection is the 

thoracodorsal nerve to the latissimus dorsi muscle at the lateral border of the 

axilla. This nerve arises from the posterior cord of the brachial plexus and enters 

the axillary space under the axillary vein, close to the entrance of the long 

thoracic nerve. It then crosses the axilla to the medial surface of the latissimus 

dorsi muscle. The thoracodorsal nerve is usually preserved during dissection of 

the axillary nodes. The medial pectoral nerves innervate the pectoralis major 

muscle and are in a neurovascular bundle that wraps around the lateral border 

of the pectoralis minor muscle. The pectoral neurovascular bundle is a good 

landmark in that it indicates the position of the axillary vein just above and 

deep (superior and Posterior) to the bundle. This neurovascular bundle needs 

to be preserved during standard axillary dissection. 

 

The large sensory intercostal 3rachial or brachial cutaneous nerves span the axillary 

space and supply sensation to the under surface of the upper part of the arm and skin 

of the chest wall along the posterior margin of the (Alia. Cutting these nerves 

causes cutaneous anaesthesia in these areas, which is described to patients before 
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axillary dissection. Denervation of the areas supplied by these sensory nerves can 

cause chronic and uncomfortable pain syndromes in a small percentage of patients. 

Preservation of the superior-most nerve leaves sensation to the posterior aspect of the 

upper part of the arm intact without compromising the axillary dissection in most 

patients. 
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Aetiology 

• Carcinoma breast is more common in developed, western countries.  

• It is second most common carcinoma in females. Incidence is 19-34%. Median 

age is 47 years 

 

Risk factors:  

1. Genetic factors: 

• BRCA 1 & BRCA 2 gene mutation 

• Cowdens syndrome 

• Li- Fraumeni syndrome 

• BRCA 3 &p53 mutation 

• Ataxia telengiectasia 

2. Obesity 

3 . Family history of breast cancer, uterine/ovarian/colonic cancers. 

4. Previous therapeutic radiation (thoracic) 

5 . Diet low with phytoestrogens and high alcohol intake have high-risk       of 

breast cancer. Vitamin C reduces the risk.  

6. Benign breast diseases with atypia, hyperplasia and epitheliosis has got 

higher risk in a patient with family history. RR in nonproliferative fi 

brocystic disease is 1.0; proliferative without atypia is 1.5; proliferative 

with atypia is 4.0 (with family history 6.5, premenopausal 6.0) 
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Hormonal factors: 

� Increased estrogen exposure - nulliparous woman,early menarche, late 

menopause 

� Late first child birth after 35 yrs. 

� Hormone replacement therapy > 5 yrs 

 

Incidences in carcinoma breast 

� 30% of all female cancers  

� 20% of cancer related deaths in females  

� 2-4% bilateral  2-5% hereditary  

� Lump in the breast—most common presentation (75%)   

� 10% presents with pain  

�  35-45% with mutation of BRCA1 gene   

� 70% blood spread occurs to bones  

 

Risk factors classification 

Slight to moderate risk 

• Florid hyperplasia 

• Solid duct papilloma 

• Obesity, alcohol, HRT 

• Nulliparity 

• Early menarche, late menopause 
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Moderate to high-risk 

• Age > 60 years  

• ATD / ALS/ LCIS 

• History of DCIS  

• Cancer on one side breast 

 

Very high-risk 

•  Therapeutic radiation 

• Family history of breast cancer in two 1st degree relatives  

• Family history of breast and ovarian cancer  

• BRCA1 and BRCA2 mutation carrier or 1st degree relative with mutation 

 

CLASSIFICATION OF PRIMARY BREAST CANCER  

Carcinoma in situ  

LCIS(Lobular carcinoma in situ) 

DCIS (Ductal carcinoma in situ ) 

 

Invasive carcinoma 

� Paget's disease of the nipple 

� Invasive ductal carcinoma 

o Invasive ductal with NST (no special type) -70% 

o Medullary carcinoma – 4% 

o Tubular carcinoma—2% 
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o mucinous —2% 

o Invasive cribriform—2% 

o Invasive papillary—1% 

 

Mixed connective tissue and epithelial   

o Phyllodes, 

o angiosarcoma, 

o carcinosarcoma 

 

DCIS (DUCTAL CARCINOMA IN SITU) 

 It is intraductal proliferation of malignant mammary ducal epithelial cells without any 

invasion into the basement membrane.   

 It can be:  

• Solid& comedo (high grade) 

• Cribriform& papillary (low grade) 

• Micropapillary.  

 It is associated with high expression of C – erb2 gene (80%). 

 In 20% of cases synchronous invasive carcinoma in duct is seen.   

Untreated DCIS becomes invasive in > 50% cases (5 fold).   
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NOTTINGHAM PROGNOSTIC INDEX (NPI): 

( 0.2 × Tumour size in cm) + Lymph node stage + Tumour grade  

 NPI score—< 3.4     Good prognosis with 80%  survival (15 years) 

 NPI score—3.4 –5.4  Moderate prognosis with 40% survival  

 NPI score—> 5.4    Poor prognosis with 15% survival 

 

 

TYPES OF CARCINOMA BREAST 

1. Scirrhous carcinoma: 

� 60% .  

� hard, whitish, or whitish yellow, noncapsulated, irregular, with 

cartilaginous consistency.  

     2. Medullary carcinoma (5%):  

� Also called as ‘encephaloid type’ because of its brain like consistency.  

� It contains malignant cells with dispersed lymphocytes 

3. Inflammatory carcinoma/Lactating carcinoma/Mastitis carcinomatosis:  

� Most aggressive type of carcinoma breast. 

� It is 2% common.   

� common in pregnancy & lactation.   

� mimics acute mastitis   

� rapidly progressive tumour  

� Treatment includes external radiotherapy and chemotherapy.   

� Salvage surgery whenever possible. worst prognosis.   
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4. Colloid carcinoma: 

It produces abundant mucin, both intraandextracellularly carrying better prognosis. 

 5. Paget’s disease of the nipple  

� It is superficial manifestation of an intraductal carcinoma.  

� The malignancy spreads within the duct up to the skin of the nipple and 

down into the sub stance of the breast.  

� It mimics eczema of nipple and areola. 

6. Tubular, papillary, cribriform are other types of duct carcinomas. 

 7. Atrophic scirrhous carcinoma. 

 8. Lobular carcinoma in situ: 

� It originates in terminal duct lobular unit .    

� It is multifocal, bilateral (50%).   It is an incidental pathological entity.  

� Classical type carries better prognosis; pleomorphic type does not so; 

occasionally mixed ductal and lobular in situ may be seen.  

Immunohistochemistry using  e-cadherin antibody shows positive reaction 

in lobular carcinoma.  

  

9. Disease of Reclus: 

� It is a rare intracysticpapilliferous carcinoma of breast presenting as a cystic 

swelling with bloody discharge from the nipple. 

GRADING OF THE TUMOUR 

It can be  

Grade-1   well-differentiated  
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Grade -2  moderately differentiated  and  

Grade -3 poorly differentiated . 

 

ELSTON-ELLIS MODIFIED BLOOM-RICHARDSON GRADING SYSTEM 

Parameters used : 

1) Nuclear pleomorphism:  

Score1—relatively small uniform nuclei;                                                                                                                        

score 2—intermediate pleomorphic nucleoli; 

score 3—relatively large prominent nucleoli  

2) Mitotic count:  

Score 1—< 10% mitoses in 10 HPF; 

score 2—10-20% mitoses; 

score 3—>20% mitoses   

3) Tubule formation: 

 Score 1—>75% cells in tubule forms;  

score 2—10-75% cells in tubule forms;  

score 3—< 10% cells in tubule forms 
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GRADE SCORE 

Favourable         1 

Unfavourable      Up to 3 

Grade I                3-5 

Grade II              6-7 

Grade III            8-9 

  

  

  

 

Well differentiated low grade -grade 3, 4, 5  

 Moderately differentiated intermediate grade-grade 6, 7  

 Poorly differentiated high grade-8, 9  

 

BIOLOGICAL BEHAVIOUR AND CLINICAL FEATURES OF CARCINOMA 

BREAST  

� clinically palpable breast lump- commonly in upper outer quadrant 

� nipple retraction & discharge 

� skin changes(tethering,puckering,dimpling,retraction of nipple) 

� peau d’orange,skin ulceration & nodules 

� fixity to underlying muscle & chest wall 

� enlargement of lymph nodes 
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� distant spread 

• Chest pain and haemoptysis   

• Bone pain, tenderness, and pathological fracture  

• Pleural effusion, ascites  

• Liver secondaries, secondary ovarian tumour    

 

CAUSES OF LYMPHATIC BLOCK IN CARCINOMA BREAST 

 Involvement and fixation of the axillary nodes level I, II and III 

 After levels I, II and III dissection 

 After radiotherapy to axilla  

 Inoperable fi xed nodes in axilla  

 Recurrent axillary disease  

 associated with cancer-en-cuirasse 

 Secondary infection Effects of lymphatic obstruction  

 Peaud’orange • Brawny oedema of arm- indurated, painful, nonpitting-occurs 

in     fixed nodes in axilla 

 Elephantiasis chirurgens- after radical mastectomy or radiotherapy to axilla  

 Cancer-en-cuirasse- seen in locally advanced carcinoma of breast. Skin of 

chest wall is studded with hard fixed nodules like armour coat (of soldiers)  

 Lymphangiosarcoma after radical mastectomy or MRM (Stewart-Treve’s) 

 

HAEMATOGENOUS SPREAD 

Common sites of distant spread in carcinoma breast 
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� Bones—70% (lumbar vertebrae, pelvic bones, long bones)  

� Lungs and pleura—20-30%  

� Soft tissues—5-15%  

� Liver—10-12%  

� Brain—2-5%  

� Adrenals—2-5% 

 

Transcoelomic  Spread Through mediastinal lymph nodes, it may spread into 

peritoneal cavity causing secondaries in liver, peritoneum, ovary 

(Krukenbergsecondaries—occurs in menstruating age groups. During ovulation, cells 

get attached over the ovarian capsule). 
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STAGING 
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REGIONAL LYMPH NODES (N) 

 

 

DISTANT METASTASIS(M) 
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SELECTION OF SURGICAL THERAPY   

Mastectomy and breast-conserving therapy have been shown to be equivalent 

in terms of patient survival, and the choice of surgical treatment is 

individualized. Patients who desire breast conserving surgery must be willing 

to attend postoperative radiation therapy sessions and to undergo postoperative 

surveillance of the treated breast.. 

In patients with large tumours for whom adjuvant (postoperative) systemic 

chemotherapy will likely be recommended, the use of preoperative 

chemotherapy may be considered. Chemotherapy administered before surgery 
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may decrease the tumour size sufficiently to permit breastconserving surgery in 

patients who would not otherwise appear to be good candidates. 

Another strategy is to consider local tissue rearrangement or 

pedicledmyocutaneous flaps (latissimusdorsi) to fill the defect resulting from 

breast-conserving surgery. Patients with multicentrictumors are usually served 

best by mastectomy because it is difficult to perform more than one breast-

conserving surgery in the same breast with acceptable cosmesis. Although high 

nuclear grade, presence of lymphovascular invasion, and negative steroid 

hormone receptor status all have been linked to increased local recurrence 

rates, none of these factors are considered contraindications to breast 

conservation. 

 

Surgeries for Carcinoma Breast 

Total (simple) mastectomy:  The breast tissue ,tumour,fat along with pectoral 

fascia removed without axillary clearance. 

Total mastectomy with axillary clearance:   Total mastectomy is done along 

with removal of axillary Level I and II nodes. 

Modified radical mastectomy [MRM]: 

Patey’s operation: It is total mastectomy with clearance of all levels of axillary 

nodes and removal of pectoralis minor muscle.  

Nerve to serratus anterior, nerve to latissimusdorsi, intercostobrachial nerve, 

axillary vein, cephalic vein and pectoralis major muscle are preserved. Wound 

is closed with a suction drain.  
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Scanlon’s operation: Is a modifiedPatey’s operation wherein instead of 

removing pectoralis minor, it is incised to approach the affected level III lymph 

nodes.  

Auchincloss modified radical mastectomy: Here pectoralis minor muscle is left 

intact and level III lymph nodes are not removed—commonly done now. 

 Halsted Radical Mastectomy (Complete Halsted): Structures removed are:  

• Tumour.  

• Entire breast, nipple, areola, skin over the tumour with margin.   

• Pectoralis major and minor muscles.   

• Fat, fascia, lymph nodes of axilla.  

• Few digitations of serratus anterior. 

Structures retained are (ABC) 

• Axillary vein  

• Bells nerve (nerve to serratus anterior)  

• Cephalic vein  

 

CONSERVATIVE BREAST SURGERIES: 

Wide local excision: Tumour is removed along with one cm clearance. 

Pectoral fascia is usually not opened in wide local excision unlike in total 

mastectomy. And axillary dissection is carried out through separate incision. 

The specimen  is marked after placing in orientation grid and mammography of 

the specimen is done followed by frozen section biopsy to look for clearance. 
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At least 1 mm clearance is needed for adequacy. Margins where clearance is 

less than 1 mm need re-excision at that particular margin.  

 

Quadrantectomy: It is removal of entire segment/ quadrant with ductal system with 

2-3 cm normal breast tissue clearance along with axillary dissection (level I and II) 

through separate incision and RT to breast area. 

 

Toilet mastectomy:  In locally advanced tumour, tumour with breast tissue and 

whatever possible is removed to prevent further fungation. But its use and significance 

is under question. It is often done after giving chemotherapy.  

 

Extended radical mastectomies:  It includes radical mastectomy + removal of 

internal mammary lymph nodes of same side with or without opposite side. It is not 

done at present. 

 

Skin sparing mastectomy (SSM/Key hole mastectomy) is becoming popular with 

different approaches.   

 

Complications of MRM/mastectomy 

• Injury/thrombosis of axillary vein  

• Seroma—50-70%  Shoulder dysfunction 10%  

• Pain (30%) and numbness (70%)   

• Flap necrosis/infection   



32 

 

• Lymphoedema (15%) and its problems   

• Axillary hyperaesthesia (0.5-1%)  

• Winged scapula   

• Occasionally if on table injury occurs to axillary vein, it should be repaired by   

vascular suturing using 5 zero polypropylene  

• Numbness over the medial upper part of the arm can occur due to 

intercostobrachial nerve injury  

• Pectoral muscles atrophy if medial and lateral pectoral nerves are injured   

Weakening of internal rotation and abduction of shoulder occurs due to injury 

to thoracodorsal nerve 

 

Lymphangiosarcoma (Stewart-Treve’s syndrome) of upper limb can devel op in 

patients who have developed lymphoedema after mastectomy with axillary clearance. 

Usually it occurs 3-5 years after development of lymphoedema. Such patient may 

require fore-quarter amputation. It has got poor prognosis. It presents as multiple 
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Radiotherapy in Carcinoma Breast 

Indications:  Patient who undergo conservative breast surgery, breast is irradiated after 

surgery. 

 

Radiotherapy in carcinoma breast  

To chest wall 

• T3 tumour >5 cm 

• Residual disease-LABC   

• Positive margin/close surgical margin of < 2 cm   

• After conservative surgery   

• Higher risk group  

• Inflammatory carcinoma      

 

To axilla   

• 4 or more nodes positive 

• Extranodal spread 

• Axillary status not known/not assessed 

o RT is a must after conservation of breast  

o Local as well as to axilla 

o Tangential fields 50 Gy/25 fractions/5 weeks  

o Another 10 Gy to tumour bed 

o Internal mammary and supraclavicular area may be included in radiation field 
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o External radiotherapy is given over the breast area, axilla (in selected patients 

like if axillary dissection is not done or more than 4 positive axillary nodes), 

internal mammary and supraclavicular area   

o Total dosage 5000 cGY units  

o 200-cGY units daily 5 days a week for 6 weeks 

 

HORMONE THERAPY IN CARCINOMA BREAST 

 Principles:  It is used in ER/PR positive patients in all age group. 

i. Hormone therapy reduces the recurrence rate and so probably improves the life 

span and quality of life, which includes, 

ii. Oestrogen receptor antagonists—tamoxifen. 

iii. Ovarian ablation by surgery (Bilateral oophorectomy) or by radiation. 

iv. LHRH agonists (Medical oophorectomy). 

v. Oral aromatase inhibitors for postmenopausal women. 

vi. Adrenalectomy or pituitary ablation. 

vii. Progesterone receptor antagonist. 

viii. Androgens—Inj testosterone propionate 100 mg IM three times a week.   

ix. Aminoglutethimide—blocks the synthesis of steroids by inhibiting conversion 

of cholesterol to pregnenolone— medical adrenalectomy.   

x. Progestogens, e.g. medroxyprogesterone acetate. 
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Tamoxifen 

• It is an antioestrogen. It blocks cytosolic oestrogen receptors.  

• Dose is 10 mg BID or 20 mg OD for 5 years.  

• Half life of tamoxifen is 7 days; it takes 4 weeks to show its benefits. It reduces 

the cholesterol and also cardiovascular morbidity.  

• Adverse effects:  are flushing, tachycardia, sweating, genital itching, vaginal 

atrophy and dryness (premenopausal), vaginal discharge (postmenopausal), 

fluid retention, weight gain.  

• It increases the incidence of endometrial cancer.  

• DVT (3%), pulmonary embolism, CVA, TIA, cataract, fractures. Side effects 

and endometrial cancer are less in selective drugs like raloxifene. Advantages:  

 

Selective oestrogen antagonists 

• Do not cause endometrial hyperplasia or endometrial carcinoma.  

• Drugs include droloxifen, toremifen, raloxifene 

 

Letrozole 

• It is a nonsteroidal competitive inhibitor of the enzyme ‘aromatase’. This 

enzyme converts adrenal androgens to oestrogen (aromatization). So it is an 

aromatase inhibitor.   

• Other aromatase inhibitors are anastrozole and exemestane (in 

postmenopausal). It is expensive but more effective than tamoxifen. It is also 

used in recurrent disease.   



36 

 

• Letrozole is used as an adjuvant endocrine therapy in postmenopausal women 

with hormone sensitive breast  

 

Transtuzumab 

It is a monoclonal antibody that blocks HER-2/Neu receptors thereby  

preventing growth of cancer cells. It is a new drug. It is presently marketed as 

herceptin. It is c-ErbB2 (growth factor receptor) inhibitor. It is a newer biological 

agent. Her 2/Neu receptor is tyrosine kinase receptor.  

 

Chemotherapy in Carcinoma Breast 

� Adjuvant chemotherapy 

� Neoadjuvant chemotherapy 

REGIMENS 

CMF regime                       CAF regime                                    MMM regime 

Cyclophosphamide      Cyclophosphamide                           Methotrexate 

Methotrexate     Adriamycin             Mitomycin-C  

5-Fluorouracil                      5-Fluorouracil                                   Mitozantrone 

 

� Toxic effects are: Alopecia, bone marrow sup pression, cystitis, megaloblastic 

anaemia, GIT disturbances, nephritis.  

� CMF and CAF are commonly used with monthly/3 weeks cycles for 6 months.   

� Other anthracyclines like doxorubicin or epirubicin should be used often for 

better result.   
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� Taxanes: They are newer chemotherapeutic drugs which act by G2/M phase of 

cell cycle. It is commonly used in metastatic carcinoma of breast. Drugs are 

paclitaxel and docetaxel. Taxanes have no cross-resistance with anthracyclines 

and so can be used sequentially or concurrently with anthracyclines.   

� Gemcitabine is also used often in selected cases for better results. 

 

The majority of women diagnosed with breast cancer undergo some kind of breast 

surgery as part of their treatment. Up to 55% of these women experience pain after 

their surgery, pain which in some cases persists for months to years Women with 

breast cancer frequently turn to their nurse for comfort, information, and assistance in 

coping with effects of their disease and treatment. The purposes of this study is  to 

identify the different kinds of pain experienced by women after breast cancer surgery, 

to explore the current literature addressing its nature and incidence, and to discuss the 

implications of this information for  interventions in caring for women with breast 

cancer. Two pain syndromes that commonly follow breast surgery, postaxillary 

dissection pain and phantom breast pain, will be discussed. Strategies for pain 

management, including educational intervention and treatment approaches, will also 

be addressed.  This information valuable as they help women adjust after surgery and 

offer guidance in seeking management of postmastectomy pain. For many years, the 

prevalence of phantom pain had been underestimated. Poor understanding of how pain 

could be perceived in an absent body part led many physicians to believe that such 

pain was a psychological phenomenon and led many patients to believe that reporting 

such pain would Make their physicians think they were mentally It is now realized 
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that phantom sensation is ubiquitous, and the prevalence of phantom pain is as high as 

85%.Rehabilitation professionals have a heightened awareness of phantom pain after 

limb amputation because of its disabling nature and potential effect on function. 

However, many are less aware that phantom-pain can occur after amputation of other 

body parts such as the breast. Phantom breast pain can also be disabling and have an 

effect on functional status, particularly in those with a preexisting disability 

 

The clinical course of postmastectomy pain can be quite variable. For some, the 

pain can be intermittent, whereas for others, it can be continuous. Typically, it begins 

in the immediate postoperative period but can begin at >6 months after surgery. The 

most common exacerbating factor in postmastectomy pain is movement of the arm or 

shoulder on the affected side, and consequently, PMP can significantly interfere with 

daily activities. Walking, running, and aerobic exercise have also been reported to 

make postmastectomy pain worse. The most striking risk factor for postmastectomy 

pain is age, with a decreasing occurrence in older women. Increased body mass index 

and increased height are also associated with increased frequency of postmastectomy 

pain.  Pain syndromes similar to postmastectomy pain have also been reported with 

varying prevalence after breast augmentation and reduction surgeries. As is typical of 

neuropathic pain, postmastectomy pain does not respond well to opioids. 

 

In many reports, pain relief described by women is suboptimal, and in addition to 

medications, numerous nonpharmacologic treatments such as heat, ice, elevation, and 

massage are frequently implemented. In a double-blind, placebo-controlled, crossover 
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study, amitriptyline has been shown to improve symptoms in women with 

postmastectomy pain.Unfortunately, the side effects precluded many from continuing 

treatment. Two studies have also a demonstrated the usefulness of topical capsaicin in 

the treatment of postmastectomy pain. postaxillary dissection pain. Nine studies were 

and in which researchers evaluated postaxillary dissection pain. 

Phantom breast pain: 

 

Phantom breast syndrome is a separate and distinct clinical entity seen after 

mastectomy. It is defined as sensation, painful or painless, referred to the amputated 

breast. Phantom breast pain is distinguished from PMP in that it represents painful 

sensations in the amputated breast and not the anterior chest wall, axilla, or upper arm, 

as seen in PMP. Phantom breast pain occurs in 12-55% of women who undergo 

mastectomy. Phantom breast pain generally begins within the first three postoperative 

months although it has been reported to begin >1 yr after surgery. Described as sharp, 

burning, shooting, stabbing, lancinating, aching, crushing, and pressing, phantom 

breast pain typically begins in the nipple area and becomes more diffuse over time. 

Exacerbation of pain can occur with emotional distress, exercise, touch, and 

movement of the arm on the affected side. There seems to be no association between 

phantom breast pain and ' breast tumor type, postoperative sequelae, adjunctive 

radiation or chemotherapy, or side of mastectomy. An association between 

prermstectomy pain and phantom breast pain and an occurrence of phantom breast 

pain in younger women has been reported. Neither the prevalence nor the intensity of 

phantom breast pain seems to decline over time; consequently, phantom breast pain 
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can remain a significant problem for yearsAlthough similar in some respects, there 

seems to be significant differences between phantom limb pain and phantom breast 

pain. The prevalence of phantom breast pain is less than phantom limb pain, possibly 

because of the smaller central sensory area represented by the breast and the fact that 

the breast does not provide kinesthetic input as is seen in the limbs, In many cases of 

phantom breast pain, the pain begins localized around the nipple and becomes more 

generalized over time, with no diminution of prevalence or intensity. The opposite 

seems to occur in phantom limb pain, which typically begins more diffuse or 

generalized and, over time, becomes more localized and, in many cases, decreases in 

intensity, frequency, and duration.1.7There has been lithe written about the treatment 

of phantom breast pain, and it would seem logical to apply treatment modalities 

utilized in the treatment of phantom limb pain. Temporary relief, of phantom pain is 

often experienced with the use of physical agents such as transcutaneous nerve 

stimulations, ultrasound, acupuncture, and vibration.1 Medical management, however, 

may be the most common form of treatment, and in general, it is believed that 

neurogenic pain such as phantom pain is unresponsive to opioids. Anticonvulsants 

such as carbamazepine and sodium valproate have been used and are reported to 

control the lancinating or stabbing component of pain. Proposed treatment for the 

constant burning pain include antidepressants such as amitriptyline and imipramine 

and the sodium channel blacker mexiletine. Other medical options include beta-

blockers, calcitonin, capsaicin, and local anesthetics. In our patient, gabapentin at a 

relatively low dose provided significant relief of symptoms.  
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Amputation will frequently result in a change in body image and can be 

associated with such emotions as anger and grief. A number of  psychological 

interventions have been used to deal with these emotions and to help individuals adapt 

to chronic pain and changes in body image. Biofeedback, hypnosis, support groups, 

and cognitive and behavioral therapies are examples of such interventions.]. Reports 

of phantom breast pain frequently site emotional distress as a provoking factor, and 

one report found a correlation between phantom breast syndrome and patients who 

reported a lower evaluation of their relationship with their husbands and perceived 

less emotional support from their surgeons. This leads one to be eve these 

psychological modalities may be beneficial in some cases of phantom breast pain. 

Finally, xecimputation treatment of pain and educational efforts directed at  change in 

body image and potential complications, including the possibility of phantom breast 

pain, may be helpful in preventing phantom breast pain. 1.Four studies were found in 

which researchers addressed the incidence, nature, and temporal course of PBP 

 

The incidence of phantom breast pain is thought to be underestimated, because 

women may hesitate to report it to their health care provider unless specifically 

questioned. Intermittent pains may be viewed as nonthreatening, something that needs 

to be tolerated. Some women have expressed the fear that they will be thought crazy 

for having pain in an area of their body that is surgically absent among the samples 

studied, incidences of PBP ranged from 12.7 to 55%. This large range could be 

explained by the method used to evaluate PBP, because the higher incidence was 

reported with the use of a very detailed, forced -choice questionnaire. The nature of 
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the pain is similar in all reports. it is usually described as sharp and shooting, lasting 

from a few seconds to a few minutes at a time. They also noted that pain was initially 

localized in the nipple but became diffuse over time, involving the entire breast. 

 

Temporal course of PBP was evaluated in two of the studies by either 

stratifying patients according to length of time since surgery or by following subjects 

prospectively over time. Onset was noted within the first 3 months postsurgery . 

Prevalence remained relatively constant in ail studies, with no relation to length of 

time since surgery . Unlike phantom limb pain, which tends to diminish over time, 

phantom breast pain may remain a significant and disturbing problem for years .  

Despite limitations, these studies serve to document the existence of PBP as a 

consequence of breast surgery, draw attention to the need for patient education before 

surgery, and indicate the need for intervention to eliminate pain after surgery. 
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REVIEW OF LITERATURE 

Lierman reported that subjects in her study primarily complained of burning, 

aching pain located in the upper arm, and sharp, shooting pains in the chest area. All 

the descriptors noted in these reports are commonly associated with pain due to nerve 

injury, in these cases, the intercostobrachial nerve. 

Patients in our study also majority of them experienced pricking type of pain 

 

Study Incidence Nature of pain 

Assa (1974) 100% in traditional Pricking throbbing 

Lierman et al (1988) Arm pain - 65%, 

chest pain -45%, 

Sharp shooting pinpricks 

Vecht et al (1989) 18% Aching ,burning, 

stabbing 

Gerber et al (1992) MRM - 23%, 

lumpectomy - 52% 

Chest wall tenderness 

with palpation 

Hiadiuk et al (1992) 16%  

Ivens et al (1992) 33% - 

 

From the above post axillary dissection pain among the MRM pts in our study is 

around 39% 

With 26% of them having it in the chest and 135 of them in the arm .majority of the 

patients described the pain as pricking type 

 

 

 



44 

 

  Study (phantom pain No of Pts Nature of surgery  

Slaps et al (1985) 89 MRM 

Karydas et al (1986)) 132 MRM or lumpectomy 

Kroner et al (1989) 120 MRM 

Kroner et al (1992) 69 MRM 

 

In our study totally 17 pts experienced phantom breast syndrome which in our 

population presented as disabled feeling ,phantom pain and sensation of these 

83% of them were in the age group of 20 - 40 years with 3 of them presenting 

were beyond 40 yrs .hence in our population the occurrence of phantom breast 

syndrome was mainly in age group below 40 yrs and pts in their period of 

reproductive age group. 

 

Study (phantom pain) Incidence 

Stops et al (1985) 33% 

Karydas et al (1986)) 55%- MRM, 61%- simple 

mastectomy 

Kroner et a) (1989) 13% 

Kroner et al (1992) 17% 
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MATERIALS AND METHODS 

Place : Department of surgery 

Design : observational Study. 

Period             : 2018-2019 

Sample Size : 100 Patients 

Inclusion criteria: 

Patients above 18 years 

Patients who underwent modified radical mastectomy/simple mastectomy 

Pts who were given neoadjuvant or adjuvant chemotherapy 

Pts who were given radiotherapy 

Exclusion criteria: 

Patients less than 18 yrs 

Patients with bilateral breast disease 

Patients who underwent lumpectomy or quardrantectomy or breast 

reconstruction 

Patients who underwent previous surgery in axilla 

Pain associated with upper extremity lymphedema 

patients with local recurrence 

Methods 

Patients were reviewed during follow up approximately 8 —12 weeks after surgery  

Patients were subjected to thorough physical examination .. 

Patients were evaluated with a standardized Questionnaire in a language 

Acceptable and understandable for them 
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OBSERVATION AND RESULTS 

PERCENTAGE OF PATIENTS WHO UNDERWENT SIMPLE AND MODIFIED 

RADICAL MASTECTOMY  

81 of them underwent modified radical mastectomy with axillary lymph node 

dissection and 19 of them underwent simple mastectomy for locally advanced 

carcinoma breast as a palliative measure. 

Of these patients post operatively after complete healing of the main wound (> 3 

weeks) and following a period of 10 -12 weeks with the help of a questionnaire 

incidence of post mastectomy pain syndrome presenting with chest wall pain , axillary 

pain and both were found  
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INCIDENCE OF CHEST PAIN AND ARM PAIN 

 

 

 

the incidence of pain following simple mastectomy was none and following modified 

radical mastectomy 21 patients experienced post mastectomy pain over the chest wall 

with 11 of them having pan in the arm Only. 
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DISABLED FOLLOWING MASTECTOMY  

 

  

 

Patients who felt themselves disabled following mastectomy were picked through 

questionnaire and was found to be 17 pts among the 100. 
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IMPACT OF MASTECTOMY AMONG PATIENTS   

 

 

 

When asking about how they felt about the loss their responses were categorised into 

the Following 

a was Sad and crying about your loss ( 3) 

B was not able to move freely as before surgery (8) 

C was Sad about affection of sexual life (4) 

D was Do you feel like having prosthesis (2)  

Rest of them had none of these 

 

 

 

 

 

 

0 2 4 6 8 10

a

b

c

d



50 

 

INCIDENCE OF PHANTOM BREAST SYNDROME 

 

 

 

Finally pts with phantom sensation and phantom pain were found with the help of 

questionnaire and it was around 4 of them experienced  phantom pain alone 6 of them 

experienced phantom sensation in the region of operated breast 
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FREQUENCY OF PHANTOM PAIN EXPERIENCED  

 

1-Never 

2-Monthly 

3-weekly 

4-Many times a week (2 pts) 

5-daily 

6-many times a day (1 pt) 

7-Always (1 pt) 
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DISCUSSION 

The incidence of phantom breast pain is thought to be underestimated, 

because women may hesitate to Report it to their health care provider unless 

specifically questioned. Intermittent pains may be viewed as nonthreatening, 

something that needs to be tolerated. Some women have expressed the fear that they 

will be thought crazy for having pain in an area of their body that is surgically absent. 

The incidence of post axillary dissection pain appears to vary with the type of surgery 

performed.  

 

No study reported any increased prevalence over time. It is unknown how 

pain changes ,if at all, after this period Authors in two studies compared the 

incidence of pain 'after mastectomy to that after lumpectomy and Radiotherapy. 

Subjects in both groups had full axillary dissection as part of their surgical 

treatment.  No solid conclusion about which treatment type causes less pain can be 

drawn from these data. However, it is clear that axillary dissection may result in pain 

regardless of the type of mastectomy, segmental or modified radical, that is 

performed. 

 

 our study is also based on the MRM with Axillary dissection Several authors 

agreed that pain is particularly a problem when the intercostobrachial nerve is 

disrupted during surgery  . Current treatment practice should employ nerve 

sparing technique during axillary dissection to ensure a better medical outcome 

for the patient. The nature of postaxillary dissection pain was addressed by 
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investigators in three of the studies. Subjects in each study used words such as 

pricking, sharp, shooting, and stabbing tom. Burning, aching sensations were 

discussed as part of introductions to all of the studies but only reported by 

subjects in two . 

 

The observation of the occurrence of phantom breast syndrome in our 

population was found to be 17% . The unrecognised entity of the phantom 

Breast syndrome in our population has showed that its all the more common as 

in western population and it needs to treated for the improved quality of living it 

is of utmost importance that women undergoing breast surgery be informed 

about the pain that they may experience as a result of their surgery. Alterations 

in sensory experiences can cause additional stress, vulnerability, and fear after 

diagnosis and treatment of breast cancer . Nurses can reduce the distress 

experienced by women undergoing breast surgery by helping them to understand 

the pain they may experience, its causes, and by assuring them that pain 

management is a priority in their care. 

 

Without this information, pain may not be reported by many women 

because they think it is a normal postoperative symptom they need to tolerate, 

and that it will, eventually, go away. Unreported pain that goes unrelieved may 

lead to suffering, anxiety, and depression . As time goes by, women may fear 

that persistent pain means metastases or recurrent tumor. As the literature has 

documented, however, pain after breast surgery is a common experience and is 
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frequently related to the surgery rather than the disease. This pain is often 

reported  persisting over a long period it is important then that nurses assess pain 

experienced by women after breast surgery, even years after the actual 

operation. Preparatory information including subjective features such as 

physical sensations and objective features such as temporal and spatial 

characteristics have been found to enhance the patient's ability to cope and 

diminish distress  and should, therefore, be included in patient teaching before 

breast surgery. As we incorporate information about post mastectomy pain into 

their daily practice, they can make a significant difference in each women's 

experience with breast cancer surgery and improve her quality of life by 

assuring that she has accurate expectations for pain alter surgery and options for 

pain management. Risk factors including the type of surgery, nerve sparing 

techniques, and treatment planned after the surgery, such as radiation to the chest 

wall, may influence the development of pain after breast surgery. Unfortunately, the 

literature does not offer a clear answer as to which treatment methods will result in the 

least pain. 

 

Being aware of the causes of pain can, however, be of benefit in choosing a 

surgeon through inquiry as to his/her practice with regard to the intercostobrachial 

nerve. Nurses educating women before breast surgery can empower their patients to 

discuss with their physician nerve-sparing techniques to be used during surgery. 

Further investigation is necessary with specific attention to methods used to treat 

postaxillary dissection and phantom breast pain syndromes. Studies, that assess 
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efficacy of specific treatment methods are essential. Future studies should investigate 

health care providers' knowledge of and attitudes toward these pain syndromes; 

determine whether patients who experience postaxillary dissection pain or PBP report 

their symptoms to health care providers and whether they are offered treatment; and 

examine different treatment modalities and assess their efficacy: Pain after breast 

Surgery continues to be a problem faced by many women with breast cancer. Energy 

should be focused on finding management techniques that will improve the outcome 

of the pain experience, move women along the path to recovery, and increase chances 

for satisfying quality of life after surgery. 
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CONCLUSION 

1. out of 100 patients,81 underwent Modified Radical Mastectomy and the 

remaining underwent simple Mastectomy. 

2. Mean age of patients 47. 21% of patients experienced post mastectomy pain 

over the chest wall and 11 % of them having pan in the arm. 

3. 17% of Patients felt themselves disabled following mastectomy 

4. 5.4 % of patients experienced phantom pain alone. 

5. 6.6 % of them experienced phantom sensation in the region of operated breast. 

6. The occurrence of phantom breast syndrome in our patients was found to be 17%. 
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QUESTIONNAIRE 

 

Name:    Age:  IP/OP  No:  Date:  

1. When was mastectomy done 

2. What  Was the indication for surgery 

3. How did the breast lump present as 

a. Asymptomatic lump 

b. Pain with the lump 

c. Non palpable lesion 

d. Others. 

4. What kind of surgery did you  underwent ? 

Modified radical 

mastectomy Simple 

mastectomy 

Others. 

5. Did you experience pain following surgery ( <3 weeks )? yes/no 

6. If yes whether it was in 

a. Chest wail 

b. Axilla 

7. Do you think you are disabled following surgery (>3 weeks) 
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8. If yes then on a scale from 0 -10 how much do you think of yourself as    

    disabled ? 

1. 0 ( not at all 

2. 1-5 (consider disabled often) 

3. 5-10 (always consider myself disabled) 

9. When you think about your loss which statement best suits your reaction ? 

a. Sad and crying about your loss 

b. Not able to move freely as before surgery 

c. Sad about affection of sexual life 

d. Do you feel like having a prosthesis 

e. None of the above 

10. Do you feel any pain in the region of the breast following surgery? 

11.  If yes is that pain sensation similar to the one felt before surgery? 

 

 

 

 

12.  How frequent is the breast pain experienced? 

a. 1- never 4 - many times a week 

b. 2 - monthly  5 - daily 

c. 3 - weekly 6 - many times a day 

d. 7 always 

13. if no pain do you have any sensation of breast following surgery? 
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14. On a scale of 1 - 10 how much upsetting is the phantom pain / sensation to you 

i. 0 - not at all 

ii. 5 - quite upsetting 

iii. 10 - extremely upsetting 

15. Phantom breast treatment outcome:{ treatment ladder) 

 

 reassurance Placebo analgesics antidepressants 

After 

One month 

 
 

  

After month 

two 

    

After 

months three 
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INFORMED CONSENT 

 

DISSERTATION TOPIC: 

“A STUDY ON THE INCIDENCE OF POST MASTECTOMY PAIN AND 

PHANTOM BREAST SYNDROME FOLLOWING MASTECTOMY 

” 

PLACE OF STUDY: GOVT. STANLEY MEDICAL COLLEGE, CHENNAI 

NAME AND ADDRESS OF PATIENT: 

 

I, _____________________ have been informed about the details of the study in my 

own language. 

 

I have completely understood the details of the study. 

 

I am aware of the possible risks and benefits, while taking part in the study. 

 

I understand that I can withdraw from the study at any point of time and even then, I 

will continue to receive the medical treatment as usual. 

I understand that I will not get any payment for taking part in this study. 

 

I will not object if the results of this study are getting published in any medical 

journal, provided my personal identity is not revealed. 
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I know what I am supposed to do by taking part in this study and I assure that I would 

extend my full co-operation for this study. 

 

Name and Address of the Volunteer:  

 

Signature/Thumb impression of the Volunteer 

Date: 

 

Witnesses: 

(Signature, Name & Address) 

Date: 

 

Name and signature of investigator:  
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GOVT.STANLEY MEDICAL COLLEGE, CHENNAI- 600 001 

INFORMED CONSENT 

 

DISSERTATION TOPIC: 

“A STUDY ON THE INCIDENCE OF POST MASTECTOMY PAIN AND 

PHANTOM BREAST SYNDROME FOLLOWING MASTECTOMY” 

 

PLACE OF STUDY: GOVT. STANLEY MEDICAL COLLEGE, CHENNAI 

NAME AND ADDRESS OF PATIENT: 

 

���, _____________________ 
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PAINFUL PALPABLE

SIMPLE 

MASTECTOMY MRM

CHEST 

WALL ARM YES NO a b c d e YES

FREQUE

NTLY YES NO

reassuran

ce placebo

analge

sics

NO YES YES y y

1
RAJAVENI 40 L 30.10.2018

NO YES n YES y y no

2 RAJESHWARI 52 r 10.9.2018 NO YES n YES

3 LAKSHMI 42 l 3.9.2018 NO YES n YES y

4 UMAMAHESWARI 51 l 14.8.2018 NO y n YES y

5 SIRONMANI 56 l 13.8.2018 NO y n YES y

6 SHANTHI 53 l 13.8.2018 NO y n YES y y

7 KALYANI 56 r 7.8.2018 NO y n YES

8 SHANTHY 56 L 13.8.2018 NO y n YES

9 AMUDHA 22 R 13.8.2018 NO y n YES y y

10 BELARIS 57 l 10.8.2018 NO y y n

11 KURUVAMMA 50 l 20.08.2018 NO y n YES y

12 KATHIJA 53 l 21.8.2018 NO y y n

13 BABY 32 l 23.8.2018 y y y n y 4

14 SUOCHA 70 r 20.9.2018 NO YES n YES y y no

15 AMARA 60 L 25.9.2018 NO YES n YES

16 SOUKINI 27 R 28.9.2018 NO YES n YES y

17 SALEEMA 54 l 29.9.2018 NO y n YES y

18 DURGA 61 l 30.9.2018 NO y n YES y

19 ROGAM 49 l 16.08.2018 NO y n YES y y

20 SHEELA 59 l 20.8.2018 NO y n YES

21 DEVI 47 r 15.7.2018 NO y n YES

22 SHARMI 60 L 20.7.2018 NO y n YES y y

23 BENU 68 R 26.06.2018 NO y y n

24 STELLA 30 l 15.06.2018 NO y n YES y

25 JOTHY 47 l 25.07.2018 NO y y n

26 MARY 74 l 26.06.2018 y y y n y 4

27 MEENA 58 l 15.06.2018 NO YES n YES y y no

28 SANDHI 62 r 25.07.2018 NO YES n YES

29 SANKARI 66 L 26.06.2018 NO YES n YES y

30 MOHINI 58 R 15.06.2018 NO y n YES y

31 LAKSHMI 59 l 25.07.2018 NO y n YES y

32 PADMA 54 l 15.7.2018 NO y n YES y y

33 MANORAMA 57 l 20.7.2018 NO y n YES

34 MEENA 58 l 26.06.2018 NO y n YES

35 PRINCY 44 l 15.06.2018 NO y n YES y y

36 SUGUMARI 51 l 25.07.2018 NO y y n

37 VAISHNAVI 63 r 15.7.2018 NO y n YES y

38 GEETHA 57 L 20.7.2018 NO y y n

39 LAVANYA 48 R 26.06.2018 y y y n y 4

40 SEETHA 77 l 15.06.2018 NO y n YES

41 MUTHURANI 43 l 25.07.2018 NO y n YES

42 PACHIYAMMAL 36 l 20.7.2018 NO y n YES y y

43 ILAKIYA 50 l 26.06.2018 NO y y n

44 RANI 59 l 15.06.2018 NO y n YES y

45 REKHA 63 r 25.07.2018 NO y y n

46 SAMINA 58 L 20.08.2018 y y y n y 4

47 DEEPA 54 R 21.8.2018 NO y n YES y y

48 RAMANA 48 l 23.8.2018 NO y y n

49 BANU 47 l 20.9.2018 NO y n YES y

50 KASTHURI 56 l 25.9.2018 NO y y n

51 MANJULA 64 l 28.9.2018 y y y n y 4

52 MANJU 72 l 29.9.2018 NO y n YES

53 RANJITHA 59 r 30.9.2018 NO y n YES

54 VIJI 46 L 25.07.2018 NO y n YES y y

55 PRIYA 45 R 20.08.2018 NO y y n

56 JESI 68 l 21.8.2018 NO y n YES y

57 MAHESH 64 l 23.8.2018 NO y y n

58 SUJATHA 58 l 20.9.2018 y y y n y 4

59 BANU 55 l 25.9.2018 y y y n y 4

60 SANGEETHA 44 l 28.9.2018 NO y n YES

61 AMALA 68 r 29.9.2018 NO y n YES

62 MUNIYA 39 L 30.9.2018 NO y n YES y y

63 DIVYA 60 R 05.07.2018 NO y y n

64 DEVIJA 69 l 10.08.2018 NO y n YES y

65 AGALYA 50 l 05.06.2018 NO y y n

66 BAKYA 56 l 08.8.2018 y y y n y 4

67 GAUTHAMI 56 l 05.5.2018 NO y y n

68 NAGA 48 l 07.08.2018 NO y n YES y

69 NEELA 44 r 25.9.2018 NO y y n

70 BEGAM 61 L 28.9.2018 y y y n y 4

71 SARANYA 64 R 29.9.2018 NO y y n

72 MARIYA 53 l 30.9.2018 y y y n y 4

PHANTOM PAIN
PHANTOM 

SENSATION

PRESENTATION OF 

BREAST LESION
Sl.No

TREATMENT
DATE OF 

SURGERY
NAME AGE SIDE

DATE OF 

QUESTIONING 

SURGERY

PERSISTENT 

PAIN AFTER 

HEALING 

WHETHER 

DISABLED
HOW DO YOU FEEL ABOUT LOSS



73 ARIVA 58 l 05.07.2018 y y y n y 4

74 GANDHI 47 l 10.08.2018 NO y n YES

75 JEYANTHI 46 l 05.06.2018 NO y n YES

76 UMA 51 l 08.8.2018 NO y n YES y y

77 VASAVI 61 l 05.5.2018 NO y y n

78 SANDHYA 70 r 07.08.2018 NO y n YES y

79 JANAKI 57 L 30.9.2018 NO y y n

80 KARTHIGA 62 l 05.07.2018 y y y n y 4

81 KRISHNAVENI 39 l 10.08.2018 NO y n YES

82 ANANDHI 40 r 05.06.2018 NO y n YES y y

83 ABIRAMI 62 L 08.8.2018 NO y y n

84 SUDA 59 R 05.5.2018 NO y n YES y

85 ALAMELU 57 l 07.08.2018 NO y y n

86 KAVITHA 66 l 08.8.2018 y y y n y 4

87 MOHANA 69 l 05.5.2018 NO y n YES y

88 SUGANYA 63 l 07.08.2018 NO y y n

89 NIRMALA 55 l 30.9.2018 y y y n y 4

90 SHERIN 59 l 05.07.2018 y y y n y 4

91 AGAL;YA 62 r 10.08.2018 NO y n YES

92 BAVYA 55 L 05.06.2018 NO y n YES

93 MALAR 62 l 08.8.2018 NO y n YES y y

94 YAMUNA 68 l 07.08.2018 NO y y n

95 RAJATHI 47 r 25.9.2018 NO y n YES y

96 GUNAVATHI 23 L 28.9.2018 NO y y n

97 HEMA 69 R 29.9.2018 y y y n y 4

98 RAGAVI 54 l 30.9.2018 NO y n YES y

99 YAMUNA 55 l 05.07.2018 NO y y n

100 SANGAVI 53 l 10.08.2018 y y y n y 4
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