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ABSTRACT

Introduction: Endoscopic Surgery applied to breast tumors, benign and malignant, has recently been analyzed, it seems to
have the potential to become an alternative approach with good clinical and aesthetic results. In this report we present a
case of breast fibroadenoma and discuss the application of the endoscopic surgery for breast tumor resection. Methods:
A 22-year-old woman who had a 40 x 40 mm tumor in the lateral region of the right breast. It was diagnosed as a
fibroadenoma tumor on the basis of ultrasound and fine-needle aspiration cytology. In the supine position under general
anesthesia, a 12 mm skin incision was made below the mid-axillary line. The working space was made with blunt
dissection and an insufflation with CO, gas pressure of 6 mmHg. Two 5 mm working ports were inserted along the anterior
axillary fold two fingerbreadths cranial and caudal to the 12 mm port. Monopolar scissors performed the dissection around
the tumor. After the tumor was isolated from all circumferences it was pulled out through the 12 mm port and taken out in two
parts. Results: The operation time was 195 minutes and the postoperative course was uneventful. The patient was
discharged on the second day postoperative. There was no postoperative collection or upper limb symptoms suggesting
no injury to axillary structures. The cosmetic outcome was gratifying. Conclusions: The endoscopic surgery for benign
breast tumors is a safe and technically feasible method to treat large benign tumors and provides cosmetic benefits.
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INTRODUCTION natural well-contained space, (asinthe caseof pleura

and peritoneal cavities) that in the breast make it

Asaconsequence of theproliferation of “minimally difficult to execute intracavitary surgical maneuvers;

invasive’ operating techniquesendoscopic surgery 2) the time required to carry out the procedure; 3)

has been widely used in different surgical speciaties numerous strategies — without a standard — for the

and has been applied to breast surgery since the mid- creation of thework space: the ball dissector (usedin

1990's.* In1998, Kitamuraand her colleagues? reported laparoscopic herniorrhaphy),?® blunt dissection

that with the endoscopic surgery of benign breast tumors followed by continuous insufflation using carbon

they could obtain amore satisfying cosmetic outcome dioxide! and the video-assisted approach;*2 and 4)

as compared to conventional surgery. More recently many breast surgeons were not familiar with the
endoscopic surgery for malignant breast tumors has endoscopic procedures.

been considered; it seems to have the potential to We describe a new method of endoscopic
become an alternative approach with good clinical and resection of benign breast lesions by creating a
aesthetic results. *8 subcutaneous space maintained with continuous

Endoscopic breast surgery has not been insufflation with carbon dioxidethrough theuse of small

widely adopted because it was not regarded as less axillary incisonsthat providesan anatomically contiguous
invasive than the conventional surgery and because area for creating access while preserving a scar-free
of several factorsincluding: 1) asteep learning curve breast. Thiscasereport isthefirst report of endoscopic
related to the challenges posed by the absence of a surgery applied to breast lesionsin Latin America.
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MATERIALS AND METHODS

A 22-year-old woman was referred to the
Surgery Service Il of Caracas University Hospital,
Central University of Venezuela for assessment of a
pal pableright breast lump. Shehad detected the breast
lump three years earlier during self-examination and
thought it was slowly growing. She complained of
mastalgia, but denied nipple discharge, skin changes,
or systemic symptoms. Shehad no personal or family
history of breast cancer and had never used the oral
contraceptive pill. Clinical examination revealed a
tender, mobile 40 x 40 mm solid mass in the lateral
region of the right breast. It was diagnosed as a
fibroadenoma tumor on the basis of ultrasound and
fine-needle aspiration cytology. We obtained her
informed consent to perform the endoscopic excision
of the tumor.

SURGICAL TECHNIQUE:

The surgeon and thefirst assistant are placed
by the side of the breast to be dissected, with the
monitor set above the patient’s head. The endoscopic
monitoring system isaproduct of the Olympus Optical
Co. The endoscope is rigid and straight, 10 mm in
diameter, at 0°. We use conventional laparoscopic
toolswith amonopolar coagulator.

Patient Positioning: In the supine position
under general anesthesia, the upper limb on the
operative sideisraised and abducted to the patient’s
head frame, to avoid disturbing the operative
maneuver, particularly toward the caudal direction.
A roll isplaced under theipsilateral scapular region
and the operating table is angled laterally 30°. (Fi-
gure 1)

Trocars Placement: A 12 mm skinincision
is made below the mid-axillary line, at the nipple
level. Through thisincision arigid endoscopic of 0°
isintroduced and fixed with a purse-string suture.
Two 5 mm incisions are made two fingerbreadths
cranially and caudally from the 12-mm incision.
(Figure 2)

Creating the working space: The
subcutaneous space is opened with blunt dissection
with a12 mm bladelesstrocar in the avascular plane
between the skin of the breast and the anterior surface
of the mammary gland at the superior margin of the
lesion. The advance toward the breast is guided by
palpation of the trocar with the left hand of the

surgeon. A CO, tube is connected to the port and in
the dissected space aconstant CO, flow ismaintained
by adjusting the rate of insufflation of the gas so as
not to exceed 1.5 liters/minute, at a pressure between
6 and 8 mmHg that maintainsthe workspace. The 0°
rigid scope is inserted and sweeping movements are
madewith it around the tumor, completing the creation
of theworking space, whiletaking careto avoid blood
vessel s passing through the subcutaneoustissue. 5 mm

Figure1 - Patient Positioning.

Figure 2 - Trocar Placement.
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trocars are then introduced in a triangle under
endoscopic control. (Figure 3)

Dissection Performed: The dissection is
continued around the tumor by using the laparoscopic
dissector and laparoscopic monopolar scissor. (Figu-
re 4)

Exteriorization and extraction of the tu-
mor: After the tumor was isolated from all
circumferences it was pulled out with a grasper
through the 12 mm port and taken out in two parts. A
Penrose drain was inserted and left in the dissected
cavity.

COSMETIC EVALUATION

The patient was examined four, seven and
thirty weeks after surgery. We devised a scoring
system for evaluating the cosmetic outcome with 5
items (ABNSW)8. The five items are: asymmetry
(A), breast shape (B), nipple shape (N), skin condition
(S) and wound scar (W). Eachitemisscored on a0
to 3 scale: 0: poor, 1: fair, 2: good, 3: excellent. These
5 item scores are then totaled, with a maximum
ABNSW score of 15. Results were defined as

Figure 3 - Creating the Working Space. 1. Midaxillary Incision.
2. Tumor.

Figure4 - Dissection Performed. Endoscopic View.

follows: 15: excellent; 11-14: good; 6-10: fair; 5or less:.
poor.

RESULTS

The operative time was 195 minutes. The
postoperative course was uneventful. The patient was
discharged on the second day postoperative. There
was no postoperative fluid collection or upper limb
symptoms suggestive of injury to axillary structures.
The cosmetic outcomes were subjectively satisfying.
The ABNSW score was 14, defined as very good.
The pathol ogical report was Fibroadenoma.

DISCUSSION

Benign breast masses can be followed
periodically, but some factors — such as palpable
mass, pain, growth and peace of mind — may lead
patients to choose removal. Surgical resection has
been the standard of care, with an incision made
directly in the breast where the tumor is located or
by circumareolar incision. Both often yield
unsatisfactory aesthetic results, whichiswhy severa
non-surgical options have been devel oped including
vacuum-assisted biopsy,'*'? radiofrequency
ablation,* |aser therapy,™ and cryotherapy,'®” each
withitsown limitations.

Women have concerns about the cosmetic
outcomes of benign breast tumor resections.’® The
use of endoscopic breast surgery, although still invasive,
moves the surgical wound to aless conspicuous site,
liketheaxilla.

Endoscopic surgery of the breast was
reported in the early 1990s in plastic surgery*® and
has been employed since as amethod for excision of
benign and malignant breast tumors with good
aesthetic and clinical outcomes. The endoscopic
resection of benign tumors could be performed via
theretromammary space and it wasthe most reported
access.

We have described the blunt dissection
technique— called the subcutaneous tunneling method
—we useto createtheworkspace, separating the breast
skin from the mammary gland tissue.?® The
transaxillary approach provideseasy access. Wework
around thetumor in an avascular plane. Thistechnique
reduces surgical scarring, has excellent cosmetic
results, and was well accepted by the patient.
Although it is a time-consuming, the procedure can
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be used in women with peripherally located tumors must be done. Application of thistechniquein early
up to 4 centimeters or in women with multiple tumors stage breast cancer can also be considered and
wheregeneral anesthesiaisjustified. Further research warrants further study.

RESUMO

Introducdo: Cirurgia endoscopica aplicada aos tumores de mama, benignos e malignos, foi recentemente revisada e
parece ter potencial para se tornar uma alternativa, com bons resultados clinicos e estéticos. Neste trabalho apresen-
tamos um caso de fibroadenoma de mama e discutimos a aplicacao da cirurgia endoscopica para ressec¢ao de tumor
de mama. Métodos: Mulher de 22 anos que apresntava um tumor de 40 x 40 mm na regido lateral da mama direita. Foi
diagnosticado como um fibroadenoma com base na ultrassonografia e na citologia aspirativa por agulha fina. Na
posicdo supina, sob anestesia geral, uma incisdo na pele foi feita 12 milimetros abaixo da linha axilar média. O espago
de trabalho foi criado com disseccdo romba e por uma insuflacdo do CO2 com pressédo de 6 mmHg. Dois portais de 5
milimetros foram inseridos ao longo da linha axilar anterior, dois dedos cranial e caudal ao portal de 12 mm. Tesoura
monopolar foi usada na disseccao de todo o tumor. Depois que o tumor foi todo isolado, 0 mesmo foi puxado para fora
através do portal de 12 mm e retirado em duas partes. Resultados: O tempo de operacéo foi de 195 minutos e o pos-
operatorio transcorreu sem intercorréncias. A paciente recebeu alta no segundo dia pés-operatério. Ndo houve seroma
ou sintomas do membro superior no pds-operatoério, sugerindo que ndo houve danos as estruturas axilares. O resulta-
do estético foi gratificante. Conclusdes: A cirurgia endoscépica para tumores de mama é um método seguro e tecnica-
mente vidvel para tratar tumores benignos e proporciona beneficios cosmeéticos.

Palavras-chave: Cirurgia endoscdpica da mama, tumor de mama, resultados estéticos.
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