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ABSTRACT  
 

Introduction: To save lives, mastectomy is an essential intervention, but it can also cause 

physical and psychological trauma. An important step in restoring breast cancer patient’s 

quality of life is to offer reconstruction. Immediate breast reconstruction (IBR) is the 

alternative that provides highest patient-reported life quality post surgery. However, not all 

patients are suitable for the procedure, besides surgical contraindications; both patient’s and 

surgeon’s opinion on surgery may influence the frequency.  

Data from 2016 revealed low frequency of IBR in the County of Örebro, below national 

targets. Since then, improvement work has been implemented to improve frequency. 

Aim: To investigate the current frequency of IBR in 2018 and compare with data from 2016.  

Method: Data on mastectomy and IBR frequency in breast cancer patients was extracted 

from casebooks. Patients with male gender, neoadjuvant radiotherapy and other purposes for 

surgery than cancer were excluded. Using SPSS statistics, population characteristics was 

compared between IBR and mastectomy alone patients, and with data from 2016. 

Results: It was evident that the frequency of IBR 2018 (12.66 %) was higher than in 2016 

(4.85 %), which match our hypothesis. Further, there was no significant difference in 

characteristics between the mastectomy alone and IBR group except for “waiting time for 

surgery”, “discussion at MDK on IBR” and “age”. 

Conclusion: IBR surgeries have increased since 2016. Future focus to improve frequency 

should be on shortening the waiting time and addressing patient’s opinion on surgery, as 

several patients declined.  

 

Keywords: Breast cancer, Mastectomy, Reconstruction, IBR 
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Abbreviations  
ASA - American Society of Anesthesiologists physical status classification system, (I-V) 

I – Healthy patient  

II – Mild systemic disease  

III – Severe systemic disease that is not incapacitating  

IV – Incapacitating disease that is a constant threat to life  

V – Moribund patient, not expected to live 24 hours with/without surgery  

BCS – Breast conservatory surgery  

BMI – Body mass index  

IBR – Immediate breast reconstruction  

MDK – Multidisciplinary Conferences  

RT – Radiotherapy  

SPSS – Statistical Package of the Social Science (statistical program)  

USÖ – University Hospital of Örebro  
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Introduction  
In Sweden 2016 7,558 patients were diagnosed with breast cancer [1]. To save lives 

mastectomy (surgery to remove a breast) can be an essential intervention, however it may also 

cause psychological and physical trauma [2]. Thirty percent of patients experience remaining 

psychosocial illness post surgery [3]. To offer breast reconstruction is an important step to 

restoring patient´s quality of life [2]. 

 

Different surgical interventions are offered then diagnosed based on; patient preference, 

hospital and nature of the tumor. The overall alternatives include breast conserving surgery 

(BCS) and mastectomy with the option of breast reconstruction [4]. Mastectomy is indicated 

in patients with multiple tumors, tumor size greater than 3-4 centimetres or when clear 

surgical margins can´t be obtained by BCS [5]. 

 

Thus the cosmetic impairment of mastectomy affects quality of life, it is becoming more 

important with reconstructive techniques in treatment such as; immediate breast 

reconstruction (IBR) and delayed reconstruction [6]. IBR is a procedure performed during 

oncologic resection and can be completed by different techniques [7]. Temporary tissue 

expanders are used in breast cancer patients at the University Hospital of Örebro (USÖ) [8]. 

This procedure requires several visits to the hospital post surgery to fill the expander in the 

submuscular pocket with saline over several weeks to months until desired volume. Finally 

the expander is removed and a deflated implant can be inserted. The same reconstructive 

technics can be used for delayed reconstruction, except performed months to years after 

mastectomy. This option allows patients additional time to consider restorative options, 

however not all women choose to have reconstructive surgery or may be clinically suitable 

(no contraindications) [2].  

 

IBR is proven to have additional qualities compared to mastectomy alone or with delayed 

reconstruction [9][10]. According to current evidence IBR does not increase local recurrence 

or overall survival compared to mastectomy alone, however there is a slightly higher risk of 

infection that has to be considered [11]. The procedure requires less number of surgeries and 

no need for external prosthesis [2]. Other advantages compared to delayed reconstruction are; 

greater possibility to achieve better aesthetic results by adjusting placement of scare and 

preserve the inframammary fold [12]. It should neither affect planned adjuvant therapies and 

is cost-effective compared to delayed reconstruction [13][14]. 
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Surgically, supply of plastic surgeons as well as contraindications limits suitable patients for 

reconstructive surgery [15]. There are several absolute contraindications listed for IBR by the 

National Healthcare Program for Breast Cancer; (1) Locally advanced disease, (2) 

physiological instability or (3) inability to understand the procedure and its potential risks. 

Relative contraindications may also be recognized;(4) BMI >30, (5) smoking and (6) 

comorbidity (affecting wound healing and surgery time) [3]. The current reconstructive 

technique used at USÖ entails a breast implant that is sensitive to RT, hence neo- and 

adjuvant RT are additionally considered as relative contraindications for IBR [16][17]. 

 

Large regional variations of IBR from a few to 20 percent have been reported in Sweden. 

Higher frequencies are common in hospitals with larger supply of plastic surgeons and more 

frequent use of oncoplastic surgery [3]. National published data exposed that an average of 12 

percent of breast cancer patients underwent IBR nationally in 2016 [18]. It can be compared 

with 4 percent at USÖ the same year, which is far from the national target of at least 15 to 20 

percent [18][19]. 

 

Since the report in 2016, improvement work has been implemented in the County of Örebro 

including 3 months educational visit to SÖS (Södersjukhuset) in Stockholm. Plastic surgeons 

(teaching 50 percent of their working hours) educated about oncoplasty and reconstructive 

surgery. Another ambition was also to increase the awareness of IBR and spread it into the 

clinic by annunciation of the low frequency IBR.  It is therefor of interest to evaluate the 

frequency of IBR at USÖ in 2018, compare with previous report and re-evaluate the 

frequency of IBR.    

Aim  
The overall aim is to assess the frequency of mastectomy in combination with IBR at USÖ in 

the year of 2018 and compare with data from 2016. In addition, compare group characteristics 

between mastectomy alone and IBR patients 2018. Our hypothesis is that the frequency of 

IBR is expected to be higher in 2018, hence improvement work has been implemented since 

the last report.  



         EMILY GROMELSKY IBR in breast cancer patients at USÖ 2018  6	

Material and methods  

Study inclusion and exclusion criteria  

Data on all mastectomies completed at USÖ in the year of 2018 was extracted.  Breast cancer 

patients of female gender were included. Patients were excluded if the following criteria were 

fulfilled: (1) male gender, (2) prophylactic surgery, (3) augmentation surgery,(4) neoadjuvant 

RT  

Outcome measures  

The primary outcome evaluate patients whom underwent mastectomy in combination with 

IBR in 2018 and compare with data from 2016. Secondary outcome measure and compare 

IBR with mastectomy alone group in 2018 according to; waiting time for surgery, distance to 

hospital, discussion at Multidisciplinary Conferences (MDK), patients approach to IBR, 

comorbidities/physical status (ASA class) and group characteristics (BMI, smoking, age, RT).  

Data extraction and management  

Data on mastectomies in 2018 was obtained from the surgical register and a list of patients’ 

Swedish registration number was extracted. The author examined casebooks in the local 

electronic systems “ Klinisk Portal” and “Provisio” at USÖ. Data was extracted for patient 

characteristics (BMI, age, smoking yes/no, distance to hospital, ASA classification), 

mastectomy with/without IBR, waiting time for surgery, discussion of IBR at MDK-rounds 

(yes/no), patients own opinion on IBR if noted, adjuvant RT, delayed or planned breast 

reconstruction. Extracted data from casebooks was plotted in Excel and personal data 

pseudonymizised.  

Statistical analysis 

IBM SPSS Statistics (version 26.0) was used to analyze extracted data.  All statistical tests 

were two-tailed. Analysis was made for descriptive statistics and to compare patient 

characteristics between patient groups; mastectomy in combination with IBR and mastectomy 

alone. For continuous variables Whitney Mann U-test (age, BMI, distance, waiting time) was 

used and Fishers exact test was applied for categorical variables (ASA classification, 

smoking, RT, discussion at MDK). Statistical significance was set at p<0.05. Hence ASA-

class was set as an ordinal value Spearman rank-order correlation test was run additionally 

for better results. Significance level was set to 0.01 in SPSS. Chi square test was applied 

when comparing IBR frequency between year 2016 and 2018.  
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Ethical considerations 

No ethics approval was needed for this paper, thus the ambition of this study is to improve 

quality in healthcare and clinical work at USÖ. Patients were not asked for participation, 

sensitive data pseudonymizised and data extraction was made retrospectively. The aim is to 

evaluate and improve current treatment; therefore the benefit is seen as larger than the risk of 

threatening patients’ integrity.  

Results  
A total of 98 patients were assessed and enrolled in the study, 12 (12 %) patients did not meet 

the inclusion criteria and were hence excluded (see figure 1). Among the 79 remaining, a total 

of 10 patients (12.66 %) underwent IBR in combination with mastectomy. 69 patients 

(87.34%) underwent mastectomy alone, 12 of these later got or were planned for delayed 

reconstructive surgery and two were operated with bilateral mastectomy.  

 

 
Figure 1. Flow chart of the study selection process  

 

Group characteristics  

There was no significant difference in characteristics between mastectomy alone and IBR 

patients in 2018, except for “waiting time for surgery”, “discussion at MDK on IBR” and 

“age” (see table 1). The waiting time for IBR was significantly longer, 28 days (SD +/- 10.2) 
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versus 15 days (SD +/- 8.12) in mastectomy alone. Patients in mastectomy alone group were 

significantly older (mean 67.0 years) than in the IBR group (mean 47.9 years). All patients 

whom received IBR were discussed on MDK (n=10, 100 %) and additionally nine patients 

(13 %) in mastectomy alone group.  

 

Moreover the overall patient was a non-smoking woman (6.3 % smokers), had a BMI of 26.6, 

ASA score of 1.95, 20.6 km distance to hospital and waited 16.8 days for scheduled surgery.  

Twenty-nine percent received adjuvant RT and 24 percent were suitable for IBR according to 

discussions in MDK rounds. One patient among those with adjuvant RT received IBR even 

though it was contraindicated.  

 
Table 1. A comparison of patient characteristics in 2018 between patients with mastectomy 
alone versus mastectomy in combination with immediate breast reconstruction (IBR) 
 
Variable  Overall 

(n=79) 
Mastectomy  
(n=69) 

Mastectomy and 
IBR (n=10) 
 

P-value  

Age, mean (SD) 
 

64.6 (16.2) 67.0 (15.44) 47.9 (10.4) 0.002 

BMI, mean (SD) 
 

26.6 (4.6) 26.75 (4.62) 25.87 (4.56) 0.418 

ASA class 1-5, 
mean** (SD) 
 

1.95 (0.75) 2.0 (0.74) 1.4 (0.52) 0.09* 

Distance to 
hospital, km mean 
(SD) 
 

20.6 (18.67) 21.05 (19.33) 17.48 (13.54) 0.951 

Waiting time for 
surgery, days 
mean (SD) 
 

16.8 (9.37) 15.17 (8.12) 28.0 (10.2) 0.002 

Smoking (%) 
 

5 (6.3) 
 

5 (7.2) 0 (0.0) 1.00 
 

Adjuvant 
radiotherapy (%) 
 

23 (29.1) 
 

22 (31.9) 1 (10.0) 0.266 

Discussion at 
MDK on IBR – 
yes (%) 
 

19 (24.0) 9 (13.0) 10 (100.0) <0.001 
 

*Spearman rank-order correlation test showed	weak significant correlation between variables (r= -0.251, p= 
0.008).		
** See appendix 1 for detailed results according to ASA-class		
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Comparing of IBR surgeries 2016 versus 2018  

Nineteen (24.0 %) patients were suitable for IBR and recommended the procedure in 2018 

(see table 2). Among these a total of eight (10.12 %) declined IBR surgery. The reason for no 

intervention among these was mostly patients’ opinion on surgery, except for one patient 

whom was offered and interested in IBR, but the procedure was cancelled because the person 

moved to another region. Nine (11.4 %) women got delayed reconstruction and additionally 

three (3.8 %) were planned for reconstructive surgery.  

 

Overall more mastectomies were performed during 2016 (n=103), however twice as many 

women were offered IBR (n= 10, 24%) in 2018 than 2016 (n=5, 11.65%). The frequency of 

performed IBR (12.66 %) and delayed reconstruction (17.4 %) was higher in 2018. Delayed 

reconstruction was performed later than 7 months after mastectomy in 95 percent of cases. 

Fewer women were waiting for reconstruction (3.8 %) in 2018 when examining casebooks in 

September 2019. Further, more patients were inclined to reject IBR surgery 2018 (10.12 %) 

than in 2016 (2.9 %)  

 

Table 2. Comparing of immediate breast reconstruction (IBR) surgeries in 2016 and 2018 

Variable  2018 frequency 
(%) 

2016 frequency 
(%) 

P-
value 

Total mastectomies 79 (100) 103 (100)   

IBR 10 (12.66) 5 (4.85) 0.0578 

Offered IBR according to casebooks*  
 

19 (24.0) 12 (11.65) 

No contraindications for IBR according to 
casebooks 
 

31 (39.25) 28 (27.18) 

Not interested in IBR, patients opinion**  8 (10.12) 3 (2.91) 

Delayed reconstruction***  9 (11.4) 10 (9.7) 

Planned reconstruction  3 (3.8) 7 (6.8) 

* In 4 of 12 cases, IBR was later not possible (2016). 2018 consists (n=19) of 10 undergoing IBR, eight 
declining IBR offer and one patient desiring IBR and was put up for surgery but cancelled hence patient moved 
to other region. 
** 3 of 8 cases not interested or IBR not possible according to notes at MDK (2016) 
*** 95 % got delayed reconstruction > 7 months after mastectomy  
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Discussion and Conclusions  
We found that the frequency of IBR in the County of Örebro (12.66 %) was higher in 2018 

than 2016 (4.85 %), twice (n=10) as many women got IBR 2018. This may be a reflection of 

the improvement work implemented in the clinic after the previous report in 2016, as we 

hypothesized. The data was however not found as significant (p=0.058), a larger study 

population is suggested to confirm our conclusion. 

 

In the published national report from 2018, only one region (Stockholm) achieved the national 

target (see page six) and 24 percent of regions were within the accepted interval. With an 

average of 14 percent for the nation, the frequency at USÖ is found as adequate compared to 

bigger regions with established breast centers that are presented with higher rates of IBR [20]. 

Furthermore, the choice of surgical reconstructive technique at USÖ has to be taken in 

consideration when comparing frequencies of IBR within the nation. Tissue expanders can be 

sensitive to RT and therefore considered a relative contraindication in the County of Örebro. 

This may reduce suitable patients for surgery compared to hospitals using other techniques, 

hence RT is fairly common as combinational oncological treatment in breast cancer patients 

[21].  

 

Further, more patients were offered IBR (24 %) compared to 2016 (11.65 %). Different rates 

of IBR may depend on which patients surgeons meet, but also if and how they present the 

reconstructive options. More patients were as well suitable for surgery in 2018 (no 

contraindications), 39 percent compared to 27 percent in 2016. Thirty-one women were found 

without any contraindications for IBR (28 women in 2016). This may also be a factor 

contributing to the higher frequency in 2018, thus contraindications have remained the same. 

Yet, merely 19 of the 31 women (61 %) were considered for surgery and 10 of these 

underwent IBR in 2018. This may suggest that additionally 12 women could become 

candidates for the procedure. When examining MDK notes there was found in four cases 

other motives preventing surgery that might clarify the results such as anatomical limitations 

(breast volume), local infection and move to other region. These might have influenced 

surgeon’s choice to not consider patient for reconstructive surgery besides contraindications.  

 

Even though more patients were recommended IBR in 2018, women were also more likely to 

decline surgery (42 percent of those offered declined, see table 2). Notes from MDK and first 

visit were sparse and the report from 2016 did neither explain reasons for rejection. Longer 
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waiting time for surgery was however specified in two cases 2018. Further, only one patient 

of those declining (n=8) later got reconstructive surgery. It may imply that the group in 

general is uninterested in reconstructive surgery, not mainly IBR. These numbers may 

however be inconclusive because delayed reconstruction can be performed months to years 

following mastectomy or completed oncological treatment [2].  

 

Our results verify that the waiting time was significantly longer in IBR (28.0 days) than 

mastectomy alone (15.17 days) patients. Waiting time may be an implication to decline if 

longer waiting for additional reconstructive surgery than mastectomy alone. When faced with 

a tumor diagnosis it is expected to prefer radical and fast action to prevent progression of 

cancer and enhance faster recovery. Waiting time may also differ due to other factors such as 

holidays and waiting list. Another factor that may affect waiting time is the current situation 

at USÖ, where breast surgeons have to collaborate with plastic surgeons in surgery since not 

all breastsurgeons are educated in the procedure [8]. Patients are divided between two 

separate clinics; plastic surgery and general surgery. Those with relapse or prophylactic 

mastectomy without IBR are treated in general surgery and patients with risk of genetic breast 

cancer are offered IBR in combination with mastectomy in plastic surgery. Surgeons 

belonging to different clinics have to be available for IBR surgery to take place, which 

compromises the scheduling causing longer waiting.  

 

Age was also found as significant between groups (p=0.002) in 2018. Women undergoing 

IBR were significantly younger (47.9 years) than those with mastectomy alone (67.0 years). 

Age is not a contraindication in itself for IBR, however it is implicated that women above the 

age of 70 should not be offered reconstructive surgery, even with a low ASA classification. 

This might be reflected in our results.  

 

The variable “discussion in MDK on IBR” was as well found as significant. Every patient 

undergoing IBR was discussed on MDK as expected. However, nine patients (13 %) with 

mastectomy alone were as well discussed. This may represent the share of patients whom 

declined surgery. When adjusted for the women whom did not receive IBR in 2018 due to 

move to other region, the share correlates with data of patients declining surgery the same 

year (n=8).  
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The exclusion criteria for this paper were applied to match the study from 2016. Exclusively 

neoadjuvant RT was set as exclusion hence adjuvant RT was given to one patient whom 

received IBR. Moreover, variables for patient characteristics were chosen according to listed 

contraindications for IBR (see page six) and known factors that may influence patients’ 

opinion on surgery and affect our conclusion. ASA classification was chosen to represent 

patients physical status and comorbidities. ASA class IV and higher was found as a 

contraindication for surgery.  

 

There are possibilities to improve future IBR frequency based on our findings. Primarily it is 

recommended to address women declining surgery thus it makes up 42 percent of those 

offered the procedure. It is suggested that reasons for declining should be examined. We 

found little consistency in surgeons documenting patients’ own opinion on surgery. It would 

be preferable to make a set form for first visit notes with specific boxes regarding patient’s 

opinion, reminding physicians to document these details in patient encounters.  

 

Further, not all patients whom are fit for surgery are presented with reconstructive options. 

Prior studies have shown that IBR is infrequently discussed before mastectomy decision-

making [22]. Physicians of diverse competence currently meet patients at first visit at USÖ, 

from assistant physicians to specialists.  It may be implied that discussion on reconstructive 

options fails with less knowledge and experience in the field. If specialist would manage all 

first visits IBR might be more frequently discussed and the frequency might be higher. 

However, this may not be possible in reality due to shortage of specialists. 

 

Moreover, if the general and plastic surgery clinics were to be united and a breast center 

established it could in addition improve rates at USÖ [24]. Future plans suggest that plastic 

and general surgery will share the same surgical quarters, which may entail a closer relation 

between specialties. It would be beneficial if surgeons collaborate and educate each other, 

therefor making it easier to recommend in patient encounters.  

 

There are also alterations that can be made to improve this study. The main limitation of this 

paper is the small study population, which may have affected the significance of our results. 

Further, there was room for misinterpretation of numbers when comparing data with 2016. 

The paper used different variables than presented in this study and there was sparse 
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description of data included on IBR 2016, which made it more difficult when comparing data 

and made room for errors. 

 

In conclusion, overall more patients were offered and operated with IBR in 2018 compared to 

2016. Further, more women were also found suitable for surgery (no contraindications). In 

accordance with our results age and waiting time was found to influence frequency of IBR. 

Therefor it is recommended to focus on these factors when implementing further 

improvement work to reach the national target. Investigating possibilities for a breast-center 

in the County of Örebro may be the next step.  
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Appendix 1. ASA classification in IBR patients 2018.  
	
ASA score, frequency 
(%) 

Overall 
(n=79) 

Mastectomy 
(n=69) 

Mastectomy and IBR 
(n=10) 

 
1 – Healthy patient 
 

 
21 (26.6) 

 
15 (21.7) 

 
6 (60) 

2- Moderate systemic 
disease 
 

44 (55.7) 40 (58) 4 (40) 

3 – Severe systemic 
disease 
 

11 (13.9) 11 (15.9) - 

4 – Incapacitating 
disease, a constant 
threat to life  
 

3 (3.8) 3 (43) - 

5 – Moribund, not 
expected to live 24-
hours with/-out surgery 
 

- - - 
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Cover letter  
                                                                                                    

 

 

 

Dear Editor, 

 

I am pleased to submit a research article entitled “Immediate breast reconstruction in breast 

cancer patients 2018 at the University Hospital of Örebro – evaluation and progress since 

2016” by the undersigned and Maria Wedin to be considered for publication in Plastic and 

Reconstructive Surgery.  
 

In this manuscript, we show that the frequency of immediate breast reconstruction has 

improved 2018 since the latest report in 2016 at the University Hospital of Örebro. It was also 

found that women undergoing IBR were significantly younger and had to wait longer for 

surgery. These findings might affect the patients’ choice of reconstructive surgery in 

combination with mastectomy.  

 

We believe that this manuscript is appropriate for publication in the Plastic and 

Reconstructive Surgery since it provides current frequency and data on reconstructive surgery 

in breast cancer patients. We believe these findings will be of interest to the readers of your 

journal.  

 

This manuscript has not been published nor is under consideration for publication elsewhere. 

There are no known conflicts of interest to disclose.  We confirm that the manuscript has been 

read and approved for submission by all the named authors. 

 

Thank you for your consideration! 

 

Sincerely,  

 

Emily Gromelsky  

MB, School of Medical Sciences 

Örebro University  

Emily Gromelsky  
University of Örebro  
Emilygromelsky@gmail.com  
 
Editor-in-chief  
Plastic and Reconstructive Surgery 
 
3 November 2019 
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Populärvetenskaplig sammanfattning  
 

Fler kvinnor med bröstcancer erbjuds direkt bröstrekonstruktion vid mastektomi 

 

Bröstcancer är en av våra vanligaste cancersjukdomar, cirka 20 kvinnor drabbas varje dag! 

Chansen att bli botad idag har förbättrats tack vare interventioner som mastektomi. 

Borttagandet av ett bröst har emellertid visat sig påverka kvinnor negativt psykiskt och 

komma att leda till sämre livskvalité, därför är det viktigt att erbjuda bröstrekonstruktion om 

operation blir aktuellt.  

 

Bröstrekonstruktion kan ske direkt i samband med mastektomi eller senare som en separat 

operation. Direkt rekonstruktion har visat sig ha fördelar vad gäller psykiskt mående hos 

kvinnor, varav nationella riktlinjer strävar efter att fler kvinnor ska erbjudas alternativet.  

 

En rapport år 2016 avslöjade att få kvinnor erhöll rekonstruktion i samband med mastektomi i 

Region Örebro jämfört med nationella rekommendationer. Förbättringsarbete genomfördes 

strax därefter inom verksamheten för att öka frekvensen. Initiativtagande som bland annat 

innebar utbildning för kirurger om ingreppet gav resultat. Ny data från 2018 visar en 

fördubbling av antal kvinnor som erbjuds direktrekonstruktion. Ytterligare såg man att dessa 

kvinnor var yngre och fick vänta längre på operation jämfört med kvinnor som enbart 

genomgick mastektomi i Region Örebro samma år.  

 

Trots en stor förbättring har de nationella målen ännu inte uppfyllts vad gäller genomförda 

direkt rekonstruktioner. Vidare förbättringsarbete behövs för att öka frekvensen och 

säkerställa den psykiska hälsan hos cancerpatienter efter operation. Utifrån studiens resultat 

rekommenderas att den längre väntetiden till operation åtgärdas genom exempelvis bättre 

samarbete mellan involverade kliniker samt att utvärdering av patienters inställning till 

ingreppet genomförs då en stor andel avstod från operationen.  
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Etisk reflektion  
 

De forskningsetiska principerna; information, samtycke, nyttjande och konfidentialitet anses 

göra en grund för etik inom forskning, således kan de appliceras på denna studie. Eftersom att 

inhämtad data enbart används för dess ursprungliga syfte, det vill säga förbättring av vården 

samt att känslig information pseudonimiserats anses nyttjande och konfidentialitet var 

uppfyllda. Emellertid gjordes studien retrospektivt och utan inhämtning av samtycken, 

patienter blev inte heller informerade om användningen av känsliga uppgifter. 

Journalgranskning innebär alltid en inskränkning på patienters privatliv, men eftersom 

resultaten presenteras på gruppnivå innebär det att inga enskilda personuppgifter belyses. 

Denna typ av studier är fördelaktiga för patienten eftersom de eftersträvar en förbättring inom 

svensk sjukvård.  Fullständigt deltagande är således väsentligt för att få ett komplett 

perspektiv och kunna möjliggöra förbättringar.  

 

En etisk reflektion kan även appliceras på studiens fynd. Vid granskning av 

journalanteckningar noterades att kvinnor äldre än 70 år inte erbjöds rekonstruktiv kirurgi. 

Oavsett ålder kan brösten anses vara en del av en kvinnas identitet således ska ålder inte 

begränsa patienters behandlingsalternativ. Det bör inte finnas en övre åldersgräns för 

rekonstruktiv kirurgi så länge patienten saknar kontraindikationer, eftersom att ingreppet 

anses medföra bättre livskvalité efter kirurgi. Emellertid är diskussion kring 

bröstrekonstruktion inte helt oproblematisk. Kosmetiska bröstingrepp kan ofta associeras till 

kroppsfixering i dagens samhälle. Vården kan således späda på denna bild och antyda att 

bröst är viktiga feminina organ som innebär bättre mående. Det är viktigt att respektera 

patienter som inte identifierar sig med sina bröst i enlighet med samhällets normer.   

 

	
 

	


