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Recovery Strategies from the OR to Home
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Inflammatory bowel disease (Crohn’s Disease
and Ulcerative Colitis) are both difficult disorders for patients and clinicians. Crohn’s Disease (CD) and Ulcerative Colitis (UC) are
chronic, medically incurable conditions. Although genetic, biochemical, and immunologic factors are recognized as features of both
disorders, definitive causes remain elusive. UC
and CD occur among all age groups but have
a peak incidence in the second and third decades. This article on ulcerative colitis is first
in a series that will cover the medical and surgical management of inflammatory bowel disease. The second article will focus on the
medical and surgical management of Crohn’s
disease.
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onsiderable advances have been made
in the diagnosis and treatment of breast
cancer, however, this challenging disease
is still the most common form of cancer in
women. In 2001, nearly 200,000 women were
diagnosed with breast cancer and over 40,000
succumbed to the disease. Ms Fortenbaugh
discusses the methods of evaluations of palpable and non-palpable lesions, and, with a
confirmed diagnosis, the treament strategies.
While the treatment is often multimodal including surgery, radiation, and chemotherapy,
Ms. Fortenbaugh’s article focuses on surgical
intervention, postoperative care, and breast reconstruction.
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reast cancer is the most common type
of cancer in American women.1 In fact,
a woman is diagnosed with breast cancer every three minutes.1 It touches the lives
of all of us in some way. Last year, 193,700
women were diagnosed with breast cancer and
40,600 died of their disease.2 Better diagnostic techniques, such as digital mammography,
will help more breast cancers to be detected
early, when they are most treatable.
Surgery is the first part of a multimodal
approach for treating breast cancer that includes radiation and chemotherapy. Managing breast cancer is a team effort. Nurses are a
crucial part of this team. A multidisciplinary
approach is optimal. Ideally, a woman will consult with various members of the team in the
same visit. The team members consist of surgical oncologists, plastic surgeons, radiologists,
pathologists, radiation oncologists, medical
oncologists, nurses, social workers, pastoral
care, and nutritionists.

Detection and diagnosis
Many breast abnormalities are found by
women themselves or their healthcare providers. Mammography detects abnormalities that
are too small to be palpated. After discovery,
the approach to evaluation depends on
whether an abnormality is palpable or
nonpalpable. Breast cancer cannot be diagnosed without a tissue sample that has been
evaluated by a pathologist.

Palpable lesions
If the abnormality is palpable, there are

several ways to obtain a tissue sample:
● fine-needle aspiration
●

core-needle biopsies

●

incisional or excisional biopsies

A fine-needle aspiration can be done in the
surgeon’s office. The surgeon inserts a needle
with a syringe into the mass and aspirates some
cells. The cells are then placed on a slide, fixative is applied, and the slide is sent to a cytology lab. This approach can identify breast cancer cells but cannot distinguish between invasive and noninvasive breast cancer. If the specimen is positive for breast cancer, further evaluation of the tumor needs to be done.
A core-needle biopsy is a procedure in
which the surgeon uses a larger needle to obtain a core of tissue. The area is numbed prior
to biopsy with a local anesthetic. There may
not be enough tissue to evaluate hormone receptor status. A core-needle biopsy is most
commonly done when the breast mass is large
and treatment options are limited.
Incisional biopsy is done on a large breast
mass where the entire area of abnormal tissue
cannot be removed. The surgeon makes an
incision and removes enough tissue to obtain
an accurate diagnosis.
Excisional biopsy, also known as
lumpectomy, is recommended in most cases,
especially for women with early-stage breast
cancer. The purpose of lumpectomy is to reContinued on page 4
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Diagnosis

and surgical management of Crohn’s disease.

The diagnostic work-up of patients suspected of having ulcerative colitis will include
a colonic endoscopy. Continuous mucosal
changes with a distinct upper boundary to
adjacent, normal-looking mucosa are typical
signs of UC. Air-contrast barium studies of the
colon reveal diffuse, contiguous granularity,
superficial ulceration, and absent haustrations
in active UC. Endoscopic and radiologic studies in addition to a biopsy confirm the diagnosis. Serologic measurement may be useful
in differentiating UC from CD; perinuclear
antineutrophil antibodies (pANCA) are
present in most patients with UC but in a
minority of patients with CD.7

Ulcerative colitis

Medical treatment

Management of Patients
with Inflammatory Bowel
Disease. Part 1: Ulcerative colitis
By Janice Colwell, RN, MS, CWOCN
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nflammatory bowel disease (IBD) refers
to Crohn’s disease (CD) and ulcerative
colitis (UC). Both are disorders of unknown origin involving genetic and immunologic influences on the ability of the gastrointestinal (GI) tract to distinguish foreign
objects from self and to down-regulate the
mucosal immune response.1 The causes(s) of
UC and CD are unknown.The absence of appropriate animal models for chronic IBD has
hampered progress in determining its pathogenesis.
CD and UC share many overlapping clinical and therapeutic features. Both are chronic,
medically incurable conditions. Although genetic, biochemical, and immunologic factors
are recognized as features of both disorders,
definitive causes remain elusive. UC and CD
occur among all age groups but have a peak
incidence in the second and third decades.
CD and UC are more common in developed countries, such as Scandinavia, Europe,
and North American, and uncommon in Asia,
Africa, and South America. The incidence of
UC has remained stable; however, the incidence of CD has increased steadily. IBD is
generally more common in urban than rural
areas. Men are slightly more likely to be affected by UC and women with CD.2
Overall, 15-20% of patients have a family
history of IBD. The family tendency is primarily genetic rather than due to a shared environmental etiology.3
It is clear that IBD is not the result of a
single gene defect. Various studies have led to
a consensus hypothesis that, in genetically predisposed individuals, both environmental factors (infectious, luminal bacteria) and endogenous factors (barrier function, vascular supply) induce intestinal mucosal immune responses that are abnormal in either their activation or regulation.4 The abnormal immune
response allows persistent amplification of the
tissue-damaging process, resulting in mucosal
tissue damage, diarrhea, and other immune
responses.
This article on ulcerative colitis is first in a
series that will cover the medical and surgical
management of inflammatory bowel disease.
The second article will focus on the medical
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UC is a mucosal disease that occurs in the
colon. It begins in the rectal mucosa and extends to a variable proximal level. In one-quarter of patients with UC, disease is limited to
the rectum. In another 25-50%, the rectum
and sigmoid or descending colon are involved.
About one-third of patients have inflammation
that extends proximal to the splenic flexure or
involves the entire colon. The appearance of
colonic mucosa can vary, depending on the severity of disease. Mild inflammatory changes
include fine granularity of the mucosa and pinpoint hemorrhage. Moderate changes include
coarse granularity, spontaneous hemorrhage,
and the exudation of pus. In severe UC, inflammation extends into the submucosa, causing the bowel wall to become tissue-paper thin
with a significant risk of spontaneous perforation (toxic megacolon). Cancer of the colon is
a long-term complication of UC. The cancer
risk increases with the duration and extent of
disease and appears to increase progressively
after 8-10 years of disease. Patients with
pancolitis are at greater risk than patients with
left-sided disease. Surveillance is recommended every 2 years or 8-10 years after the
onset of disease in patients with pancolitis.1,5

Presentation
The symptoms of UC depend on the extent and severity of inflammation. Patients with
disease limited to the rectum demonstrate
bleeding, tenesmus, passage of mucopus, and
variation in the number and forms of stools.
Many patients with UC proctitis have constipation. The greater the extent of bowel involved, the more likely the patient is to suffer
from diarrhea. As the severity of the disease
progresses, the patient suffers from systemic
symptoms, such as low-grade fever, malaise,
night sweats, and arthralgias.1,6 Extraintestinal
problems may include cutaneous disorders
(pyoderma gangrenosum), ocular disturbances
(uveitis), and liver problems (sclerosing cholangitis).

The treatment of UC depends on the
mucosal extent and severity of disease. The
mucosal extent is important, because topical
rectal therapies can be used to reach the disease. The severity of UC is relevant to estimate the intensity of anti-inflammatory
therapy and risk of complications.8 The goal
of therapy has been to improve signs and
symptoms of the disease.
Aminosalicylic acid derivatives of
sulfasalazine are the primary therapies for
mild or moderate UC. Sulfasalazine was developed to combine an antibiotic (sulfapyridine) with a salicylate (5-aminosalicylic acid,
mesalamine) for delivery into colonic tissue.8
Sulfasalazine is effective in a dose-dependent
manner for treating and maintaining the remission of UC.1 Because 5-aminosalicylic acid
(5-ASA) is the major source of therapeutic
benefits and sulfapyridine is responsible for
most side effects, sulfa-free aminosalicylates
have been developed recently. They include
sulfasalazine (Azulfidine), olsalazine
(Dipentum), Asacol (delayed release), and
Pentasa (sustained release). Mesalamine suppository and enema formulations are available
for rectal administration.9
Sulfasalazine side effects include nausea,
headache, and myalgias. Sulfasalazine competitively inhibits the intestinal absorption of
folate and can produce a folate deficiency. One
milligram of folate daily is recommended for
patients on long-term therapy.
Corticosteroids remain the mainstay of
acute therapy for moderate, severe, and fulminant UC.10 Corticosteroids are indicated to
induce remission in moderate to severe UC
at doses of 40-60 mg daily.11 Hydrocortisone
enemas are useful for treating distal colonic
symptoms. Corticosteroid therapy is limited
by its adverse effects: cushingoid features,
acne, excess facial hair, and high blood pressure, and long-term effects of bone disease,
cataract formation, and steroid-induced diabetes.
Immunomodulators, such as azathioprine
(AZA) and 6-mercaptopurine (6-MP), have

been used in the long-term treatment of UC
for over 30 years. This class of medications acts
as an immunosuppressant and interferes with
DNA and RNA synthesis.12 These drugs enable the reduction or elimination of corticosteroids; however, they take from 3-6 months
to reach maximal therapeutic doses. Intravenous cyclosporine has benefited the short-term
management of severe, refractory UC in 5080% of patients.10 Cyclosporine therapy is generally limited to short-term induction treatment over 30 months.13

Surgical treatment
Surgical intervention, a proctocolectomy,
can cure UC. The most common indications
for surgery are acute toxic megacolon, intractable hemorrhage, poor quality of life, dysplasia, and complications from medical treatment.
Surgical treatment options include proctocolectomy with ileal pouch anal anastomosis
or proctocolectomy with ileostomy.

Ileal pouch anal anastomosis
Ileal pouch anal anastomosis (IPAA) has
become the operation of choice for most patients with UC.14-15 This operation removes the
colon (which cures UC) and preserves anorectal function. The IPAA is most often performed
as a two-staged operation. An abdominal colectomy is performed, the distal rectal and proximal anal mucosa are stripped, and a pouch is
constructed from the terminal ileum. While
several alternatives exist for the shape of the
pouch, (J, S, W, or H), the most common is
the J pouch.14,16 Generally, a hand-sewn anastomosis is performed, ileal pouch to anal canal. A temporary diverting loop ileostomy is
created to allow fecal diversion away from the
ileal pouch and ileoanal anastomosis. The loop
ileostomy is closed from 2-3 months after the
initial operation.

Preoperative care
Preoperative preparation for IPAA in-
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Figure 1

cludes teaching the patient about the procedure, hospital stay, long-term follow-up, and
functional outcomes. This discussion should
include information on living with a temporary loop ileostomy and selection of the stoma
site.
Hospital stay for the uncomplicated IPAA
patient is approximately 5-7 days. Patients are
discharged when they tolerate a low residual
diet, have adequate bowel and urinary function, have control over pain, show no signs of
infection, and are able to demonstrate understanding of stomal management.
A type of stoma, the loop ileostomy, can
be a challenge for patient management. Preoperative site selection is critical, because a
loop ileostomy will have minimal protrusion,
may create tension on the peristomal skin, and
will have a high liquid effluent. Many patients
who have IPAA have been steroid-dependent
for months and possibly years. They may have
excessive abdominal fat. Deep abdominal
creases can interfere with the pouch seal. Excessive subcutaneous fat can make stomal mobilization difficult. Stoma siting is done while
the patient is in a sitting position. The abdomen is evaluated for creases and folds. The
belt line is considered in stoma placement.
Below-the-belt stoma placement helps to conceal and support the pouch. However, if the
patient has deep abdominal folds, a temporary
loop stoma may not be placed below the belt
line. The area chosen should have at least a 2inch flat area that will support the pouching
system. It should be located within the rectus
muscle where the patient can easily see it. The
proposed site is marked with a surgical marking pen and protected with a transparent dressing.

Postoperative care
Postoperative care includes early
ambulation, to support the return of bowel
function and decrease the risk of complications, such as atelectasis and embolism. The
Foley catheter remains in place for 4 days to
prevent bladder distention in the area. A Foley
catheter legband holder may be applied to
prevent catheter movement and further complications. Once bowel function has returned
(the presence of flatus, effluent, and bowel
sounds), a clear liquid diet is started. The patient then progresses to a low residual diet. If
the patient has been on long-term corticosteroids, the tapering of this medication is started.
Ileostomy output is monitored for both
consistency and volume. If output is greater
than 1300 cc/24 hr and liquid in consistency
(normal is semi-pasty), an antidiarrheal agent
and dietary education about bulking foods are
begun.
Ostomy education begins by helping the
patient to learn how to empty the pouch, then
progresses to changing the pouching system
independently.

Follow-up in the outpatient clinic will provide the patient with continued ostomy-management education. As healing progresses, the
loop stoma as well as the patient’s abdomen
will change in size and diameter and a convex
pouching system with an extended wear barrier will usually be used.
The loop ileostomy is closed 8-12 weeks
after creation of the IPAA. Prior to closure, a
pouchogram is performed. It will provide information on the healing of the anastomosis.
Once the pouch and anastomosis have healed,
the patient is scheduled for take-down surgery.
The length of hospital stay is about 5 days.
Once bowel and urinary function have returned and a low residual diet is well-tolerated,
the patient is discharged.
Long-term follow-up is provided after ileostomy closure to assist the patient in the use
of medications and dietary modifications to
reduce bowel-movement frequency and to
identify symptoms suggestive of pouchitis.
Stool frequency immediately after stoma closure may reach as high as 12 stools/24 hr. It
will decrease as the patient starts on a regular
diet.
The principal late complication after IPPA
is pouchitis, which is defined as acute inflammation of the ileal pouch with mucosal ulceration. Pouchitis is characterized by episodes
of a high frequency of bowel movements, passage of loose, bloodstained stools, malaise, lowgrade fever, and abdominal cramping. The etiology of pouchitis is unknown. The risk of
pouchitis increases over time.15 Most patients
with pouchitis usually respond to metronidazole in an oral dose of 750-1,500 mg/day for 714 days.
An examination of functional outcomes
reveals the average number of stools for a patient with an IPAA is six during waking hours;
one bowel movement typically occurs at night.
From 20-30% of patients who have an IPAA
will experience daytime incontinence. Between 41-52% of IPAA patients report spotting or soiling at night.17-18
Refinements in surgical techniques have
lead surgeons to examine the role of the
mucosectomy and value of a hand-sewn anastomosis versus a stapled anastomosis and the
creation of an IPAA without a diverting ileostomy. There are divergent points of view on
the role of the mucosectomy and type of anastomosis. The outcomes of these techniques are
under review to determine the effect on the
functional outcomes.

Conclusion
The management of a patient with UC
demands a team approach. This disease has
no known cause or medical cure, can be socially embarrassing, and is potentially debilitating for patients and their families. It is imperative to provide education and support, as
Continued on page 7
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Two procedures are used to evaluate
nonpalpable breast lesions: needle wire localization with surgical biopsy (usually
lumpectomy) and stereotactic needle biopsy.

machine with a spring-loaded device. The patient will hear a clicking sound as each biopsy
is done.
The stereotactic biopsy procedure is less
invasive than a surgical procedure, but women
should still expect to feel mild to moderate pain
afterwards due to multiple biopsy sites. Due
to bruising, the nurse may suggest the patient
wear a post-surgical bra that provides light
support to the breast (figure 1). If the biopsies are negative for breast cancer, a follow-up
mammogram is done in three months to ensure that the proper area was biopsied.4

Needle wire localization

Patient support

Needle wire localization is done in the radiology department about one to two hours
before the lumpectomy procedure. A hollowcore, 20-gauge plastic needle is used. Needles
are approximately 2 to 6 inches long. An appropriate length needle is selected, based on
the depth of the lesion and thickness of breast
tissue. The needle is inserted with mammographic, ultrasound, or stereotactic visualization guidance. A grid is superimposed on the
film, allowing the radiologist to mark the coordinates of the abnormality. A local anesthetic
is administered before the procedure.
After the needle is inserted, a mammogram is done to confirm accurate placement.
When placement is confirmed, a flexible, fine
hook wire is inserted through the hollow
needle. The needle is removed and the wire
stays in place. The patient goes from the radiology department to the operating room with
the wire in place. The surgeon is able to feel
the wire and remove it, the surrounding abnormality, and a margin of normal tissue.
It is important to inform the patient that
she will be going from the radiology department to the operating room with the wire in
place. All other information, support, and education about what to expect in surgical biopsy
should be completed before the procedure.
A follow-up mammogram is done three
months after the biopsy.3

Women experience a high level of anxiety
between the time that an abnormality is found
and pathology results are communicated.
Nurses need to provide information and much
support. Information needs to be reinforced.
An explanation of upcoming tests or procedures and what to expect should be given to
each patient and family, supplemented by written materials.
Prior to a surgical breast biopsy or surgery,
the patient needs to know:
● time and place to report.

The Perioperative Management of Breast
Cancer — Continued from page 1

move the entire breast mass and a margin or
normal tissue. An axillary dissection or sentinel lymph node dissection may be done at the
same time.

Nonpalpable lesions

Stereotactic needle biopsy
The stereotactic fine needle biopsy and
stereotactic core biopsy are performed in the
radiology department. Most stereotactic biopsies are done on microcalcifications seen on
mammogram. Three-dimensional images are
obtained by rotating the mammography unit.
A computer determines the exact location of
the tumor. The entire procedure takes about
one hour.
The patient is positioned on a specifically
designed table with an opening through which
the breast is suspended. The radiologist stands
under the table. Plates that are similar to those
used in mammography immobilize the breast.
The area is anesthetized prior to biopsy.
Several biopsies are taken from different
angles. They are performed automatically by
4

●

who will be doing the procedure.

●

how long it will take.

●

expected side effects.

●

need for anesthesia.

●

follow-up care.

●

when results will be available.

●

how results will be communicated.

Ambulatory nurses are responsible for coordinating these efforts and making them as
seamless as possible.4

Surgery for breast cancer
Before treatment, a woman should discuss
surgical options, such as sentinel lymph node
dissection, modified radical mastectomy, axillary dissection, and modifications in radiation
therapy that may minimize tissue scarring and
preserve the lymphatic system.

Sentinel lymph node dissection
Phase three clinical trials have found that
sentinel lymph node dissection is an accurate,
minimally invasive way to identify breast cancer that has spread to axillary lymph nodes in
women who are diagnosed with early-stage
disease. Since more breast cancers are being
detected early, more women will be candidates
for this procedure.5
The sentinel lymph node is defined as the
first node or nodes to drain the primary tu-

Figure 1. Postsurgical Bra

mor. Sentinel lymph node biopsy offers less
chance of developing adverse effects, such as
pain, numbness, scarring, and lymphedema,
than axillary lymph node dissection. This procedure could replace axillary lymph node dissection as the standard of care.
This procedure can take from 30 minutes
to 2 hours. A radioactive colloid substance,
technetium, is injected around the primary
tumor 30 minutes to 8 hours before surgery.
If the tumor is nonpalpable, needle localization will be done to identify the tumor location. A hand-held device called a gamma probe
is used to find the node(s) that have absorbed
the radioactive material. The skin is marked
just before surgery, then a bright blue dye is
injected around the tumor before surgical
preparation. This dye will travel through the
lymphatic system to the sentinel node(s). The
patient will receive either local or general anesthesia.
After the incision is made, the gamma
probe is used to measure the sentinel node(s)
before their removal. In addition, the node(s)
will be stained blue.
Since sentinel lymph node biopsy is a surgical procedure, the patient may experience
postoperative incisional pain. The skin may
remain discolored for several days after the dye
is injected. Women need to know that their
urine may be green for a few hours after the
procedure. Discharge instructions include care
of the incision and dressing, pain control, and
arm exercises.6

Modified radical mastectomy
Surgery for breast cancer is not new. There
is evidence of breast surgery in ancient Egyptian mummies. William Halsted developed the
radical mastectomy procedure in 1894. Today,
the modified radical mastectomy is used. It
differs from the Halsted radical mastectomy,

because the pectoral muscles and nerves are
left intact. The affected breast, skin, and axillary lymph nodes are completely removed. The
surgical incision extends from mid-chest to axilla. A carbon dioxide laser is now more commonly used to create the incision. The advantages of laser surgery are less blood loss and
better postoperative recovery.

Axillary dissection
Axillary dissection is done at the time of
lumpectomy or mastectomy after biopsy has
revealed invasive breast cancer. In some cases,
a lumpectomy is done to obtain a diagnosis,
then axillary dissection is performed one to two
weeks later.
This procedure involves the removal of tissue within the anatomical boundaries of the
axilla. The exact number of nodes will be identified by the pathologist; normally, about 6 to
15 nodes are removed. A complete dissection
is not done, because it increases the risk of
lymphedema.
After axillary dissection, numbness may
occur in the area of surgery and along the inner arm within a rectangle from armpit to elbow. Other sensations include: numbness and
tingling, burning pain, and heaviness. Most of
these symptoms resolve within a year postoperatively.4

Breast conservation surgery
Lumpectomy and axillary dissection followed by radiation therapy is as effective as
mastectomy in most cases. Exceptions include
the presence of breast cancer in several areas
in the breast, prior radiation to the chest area,
first or second trimester of pregnancy, and a
history of collagen vascular disease. Other factors that would potentially prevent a patient
from selecting breast conservation therapy are
access to a radiation therapy center, a large
tumor in a small breast that would compromise the cosmetic outcome of surgery, and a
large breast size that could influence delivery
of the radiation dose.7
Geography influences the choice of surgery. More breast conservation therapy is done
on the East and West coasts, while more mastectomies are performed in the central part of
the United States.4
Because the choice is a personal one for
women, nurses need to educate them about
the different treatment options that are available, procedures during treatment, the recovery process, complications, risks, and how the
treatment will affect their quality of life.
Nurses should also direct teaching to the
patient’s husband or significant other.

Postoperative care
After mastectomy or lumpectomy with
axillary dissection, the patient returns from the
PACU as soon as vital signs are normal and
there is no evidence of complications. The

immediate postoperative focus is on maintaining stability and comfort. Vital signs are taken
frequently and dressings are assessed for
bleeding. Usually one or two Jackson-Pratt
drains are attached under the skin flaps to collect any fluid that would delay healing. Drainage ranges from serosanguinous to serous.
The nurse will teach the patient and family how to empty the drain and record drainage. The application of a drainage bulb holder
will secure the drainage bulbs and help prevent accidental tube dislodgement. Commercially available holder with Velcro closures will
simplify the procedure of emptying the bulbs.
Drainage bulb holder (Dale Medical) can accommodate up to 4 bulbs and can be worn
throughout the recovery period.
When the drainage is less than 25-30 cc/
day, the drain will be removed. The axillary
drain is usually removed in 1 to 2 weeks, but it
could remain longer. The head of the bed
should be elevated at least 30 degrees to help
to promote drainage. The affected arm is elevated on a pillow while the patient is awake.
Keeping the arm elevated will help to promote
drainage until collateral lymph channels develop. The patient should have pneumatic
compression on her lower extremities while
bedridden. Postoperative activities, such as
coughing, turning, deep breathing, and incentive spirometry, are followed until the patient
is mobile. An abdominal binder with Velcro
closure may be prescribed to help encourage
coughing, turning, and deep breathing while
splinting the diaphragm for the patient. Basic
comfort measures, such as turning and repositioning, are done as needed. Pain needs to
be assessed and managed on a regular basis.8
Nurses can refer women to the American
Cancer Society’s Reach to Recovery program
before surgery or postoperatively. A Reach to
Recovery volunteer who has had the same surgery will serve as her peer counselor.
Women are instructed that a permanent
prosthesis can be purchased several weeks after surgery, when the mastectomy incision has
healed. The prosthesis is a breast form that
fits in or is attached to the chest wall, a bra,
bathing suit, or lingerie. The store where a
patient purchases the prosthesis should employ a trained fitter. Medicare and most insurance will reimburse the cost of a prosthesis
with a note from the doctor.

Care of incisions after discharge
Usually the surgeon will remove the dressings before the patient is discharged. The patient should be instructed how to care for the
incision. If she is allowed to shower, she will
use a Jackson-Pratt drain pouch to keep the
drain from accidentally pulling out. During
bathing, the drain bulb will float in the tub.
Advise the patient not to panic if the drain pulls
out. Instruct her to place a gauze dressing over

the site and call her surgeon’s office for more
instructions.
Advise the patient to call the surgeon immediately if:
● her temperature is over 101°F.
●

the incision starts to bleed. If bleeding is
persistent, she must go directly to the
emergency room.

●

the incision suddenly becomes hot, red,
tender, or drains pus.9

Postoperative arm exercises will help to
develop collateral lymphatic channels. If the
patient remains overnight in hospital, she will
have a visit from physical therapy to review the
exercises. If she goes home on the day of the
procedure, the nurse will review the exercises
with her and her family.
Exercises that use the hand and forearm
are introduced on the day of surgery and first
postoperative day. Day one exercises continue
on day two, but range of motion is slightly increased. The patient is instructed to touch the
opposite shoulder, touch the opposite knee,
comb her hair, and reach for the small of the
back with the affected arm. On day three, range
of motion exercises are further increased. The
goal is for the patient to be able to fully extend
her arm after several days. Exercises from days
one and two continue, and other exercises,
such as pendulum, jump rope, back scratch,
wall climbing, clasp, reach, and spread, and
overhead pulley exercises are added. If the
patient has difficulty in progressing, she is referred to outpatient physical therapy.

Hand and arm care
To avoid cuts, scratches, irritations, and
burns, advise patients to:
● use cuticle cream instead of scissors
when cutting nails.
●

wear a thimble for sewing.

●

use non-irritating deodorants or
perfumes.

●

use insect repellant when outdoors.

●

use rubber gloves for washing dishes and
handling harsh cleansers.

●

use an electric razor for underarm
shaving.

●

wear gloves and long sleeves for
gardening.

●

use a long, padded glove when reaching
into a hot oven or barbecue.

●

use sunscreen to prevent sunburn.
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Web sites
American Cancer Society: www.cancer.org
This site describes the different types of cancer, while discussing methods of prevention and treatment. It includes recent news
about clinical trials and research. It also contains statistical information.

Breast Cancer Info.com: www.breastcancerinfo.com
This site contains information about upcoming events related to breast cancer, and it has updates on the latest professional
conferences. It has information about treatments and research studies.

Cancer Information Network: www.cancernetwork.com
This site provides information for health-care professionals, patients, and the families of patients. It includes general descriptions
of the different types of patient information.
Cancer Survivors Network: www.cancersurvivorsnetwork.org
Run by the American Cancer Society, this network is a means by which cancer survivors can communicate. The site contains
personal stories, and it addresses the future for cancer survivors.
Susan G. Komen Foundation: www.komen.org
This site has detailed information on breast health services, including the education, research, clinical, and breast cancer screening
programs of the Susan G. Komen Breast Cancer Foundation.
Living Beyond Breast Cancer: www.bbc.org
This site includes educational materials and updates about special events relating to breast cancer. It also has links related
specifically to breast cancer.

National Cancer Institute (NCI): www.nci.nih.gov
This site contains announcements about upcoming events and research programs. It provides information about managing both
the physical and emotional effects of cancer.

Y-ME Breast Cancer Organization: www.y-me.org
This site contains general breast cancer information. There is also a special section addressing breast cancer in men.

●

avoid blood drawing, injections, or IVs
on the side of surgery

Physical discomfort is only one component
of the lymphedema experience. Women may
need ongoing support to cope with this chronic
problem. A multidisciplinary team should be
available, including physical therapy, occupational therapy, social work, and counselors.10

●

carry a purse on the unaffected side

Breast reconstruction

●

ask that blood pressure be taken on the
unaffected arm9

To minimize binding or constricting, advise patients to:
● avoid tight jewelry or clothing

Postoperative complications
About one-third of women who undergo
axillary lymph node dissection develop
lymphedema in the affected arm. Surgery, radiation therapy, and infection are all contributing factors in its development.
Lymphedema occurs when lymph nodes
and vessels are damaged during treatment.
Lymphatic flow is impeded, then fluid accumulates in the soft tissue around the axillary
dissection site and may extend into the arm.
Once lymphedema develops, it can be managed but cannot be cured. Lymphedema may
develop weeks, months, or years after the initial surgery.
Nurses should obtain a baseline measurement of the affected arm before surgery, six
weeks postoperatively, and any time that swelling occurs. Patients should be instructed to
report a difference between the two arms, such
as a heaviness or a change in how clothes fit.
Interventions for all women who experience lymphedema include elevation, reduction
in salt intake, massage, mild exercise, avoidance of heat or trauma, and elastic support.
An intermittent sequential pneumatic compression sleeve is needed for moderate to severe lymphedema.
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Reconstruction can be done at the time
of mastectomy or any time afterwards. Options
for breast reconstruction should be discussed
before surgery. There are two types of breast
reconstruction: breast implant or tram flap.
Both procedures are done by a plastic surgeon.

Breast implants
The saline-filled breast implant is used to
create a breast mound that looks similar to a
natural breast. The saline-filled shell is implanted in the chest muscle. A nipple can be
reconstructed after the implant procedure is
completed. The silicone-filled breast implant
is only available through controlled clinical trials because of safety concerns.
A tissue expander is used if there is not
enough skin and chest muscle to cover an implant. A tissue expander is an empty saline
shell that is injected with saline once weekly
through a metal port. This procedure gradually stretches the muscle and tissue. When expansion is complete, a permanent breast implant is placed.
Women need to be told that a saline implant is similar to a natural breast but does
not have exactly the same look or feel. Surgery is sometimes needed to match the remaining breast with the breast implant.

Tram-flaps
The tram flap (transverse rectus
abdominis myocutaneous flap) involves abdominal surgery. A breast is reconstructed

from abdominal muscle, fat, and skin. It feels
more like a normal breast, because the patient’s
own tissue is used. A flap of skin and muscle
from the lower abdomen is attached to one of
the rectus muscles in the abdomen. A tunnel
is made under the skin from the abdomen to
the mastectomy site. The skin flap, fat, and
muscle are pulled through the mastectomy
incision, then formed into the shape of a breast.
The patient has a nasogastric tube postoperatively. Several Jackson-Pratt drains are in
place. Pain control is often managed with PCA
morphine for the first few postoperative days.
The patient is typically hospitalized from 3 to
5 days. Arm exercises are usually delayed until the flap has healed. Coughing, turning, deep
breathing, incentive spirometry, and pneumatic compression stockings are used postoperatively, until the patient is ambulatory.
A nipple and areola will be created after
the initial surgery has healed. The formed
breast may need further adjustments. A postsurgical bra that provides light compression
may be applied to hold surgical dressings in
place without the need for tape or ace bandages. Overall, the cosmetic outcome of tramflap reconstruction is very good.
Breast cancer is a challenging disease for
patients and their families. Nurses must stay
informed about new surgical techniques for
diagnosing or treating breast cancer in order
to continue to provide information and support throughout the perioperative experience.
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Management of Patients with Inflammatory
Bowel Disease — Continued from page 3

treatment focuses on either medical or surgical intervention.
Team members must include a gastroenterologist, IBD surgeon, dietitian, social
worker, and certified wound, ostomy, and continence nurse. Collaboration by the team members should assure good outcomes for the patient living with UC.
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1. A needle localization procedure is
done:

4. An incisional breast biopsy is
indicated:

7. The American Cancer Society’s Reach
to Recovery Program is:

A. for palpable lesions seen on mammogram
B. for nonpalpable lesions seen on
mammogram
C. for all women who have breast-cancer
surgery
D. for microcalcifications that a woman can
feel

A. to obtain a tissue diagnosis in a large
tumor
B. to remove the entire tumor and a margin
of normal tissue
C. to conserve as much breast tissue as
possible
D. after breast cancer has reoccurred at the
chest wall

A. a home physical therapy program to
reinforce arm exercise
B. a chronic lymphedema management
program
C. a peer counselor program focusing on
education and support
D. a hospital-based support group

2. The sentinel node is defined as:

8. The diagnosis of breast cancer is
definitively made by:

5. Immediate postoperative arm
exercises are NOT indicated for which
of the following procedures:

A. the first node or nodes to which cancer
has spread
B. the most distant nodes in the chain
C. the most proximal nodes in the chain
D. the first node or nodes that drain the
primary tumor

A. mammogram
B. breast self-examination
C. evaluation of breast tissue by a
pathologist
D. radiologic evaluation

A. mastectomy
B. lumpectomy with axillary lymph node
dissection
C. tram-flap reconstruction
D. sentinel lymph node biopsy

3. Lymphedema occurs in:
A. all women postoperatively
B. almost no women due to advances in
surgical techniques
C. one-third of women who have axillary
lymph node dissection
D. three-fourths of women who have axillary
lymph node dissection

9. After mastectomy, pain is:
A.
B.
C.
D.

6. At what point will the Jackson-Pratt
drain be removed after axillary lymph
node dissection?
A. prior to discharge
B. postoperative day one
C. when the drainage is less than 60-100 cc
a day
D. when the drainage is less than 25-30 cc a
day

managed exclusively by epidural
monitored closely
managed exclusively by PCA morphine
assessed and managed on a regular basis

Mark your answers with an X in the box next to the correct answer
B
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D

E
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Participant’s Evaluation
1.

What is the highest degree you have earned?

1. Diploma

2. Associate

3. Bachelor’s

4. Master’s

5. Doctorate

Using 1 =Strongly disagree to 6= Strongly agree rating scale, please circle the number that best reflects the extent of your agreement to each statement.

Strongly Disagree

Strongly Agree

2. Indicate to what degree you met the objectives for this program:
Review the role of surgery in the treatment of breast cancer.

1

2

3

4

5

6

Differentiate between the five types of biopsies used to diagnose breast cancer.

1

2

3

4

5

6

Discuss breast-conservation therapy and the advantages and disadvantages of
each therapy.

1

2

3

4

5

6

Describe the perioperative nursing interventions for the woman who has surgery
for breast cancer.

1

2

3

4

5

6

Discuss two different types of reconstruction options for women who have a
mastectomy.

1

2

3

4

5

6

3. Have you used home study in the past? ■ Yes ■ No
4. How many home-study courses do you typically use per year?
5. What is your preferred format? ■ video ■ audio-cassette
■ written ■ combination

6. What other areas would you like to cover through home study?
For Iowa nurses, you may submit the evaluation to Iowa Board of Nursing.
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Cross Country University, 6551 Park of Commerce Blvd. N.W., Suite 200, Boca Raton, FL 33487-8218• or Fax: (561) 988-6301
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