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Enhanced recovery after surgery (ERAS) protocols are
multimodal perioperative interventions, centered around
preoperative counseling, standardized analgesic and anes-
thetic regimens, and early mobilization, implemented with
the goal of achieving faster recovery following surgery
while simultaneously reducing costs.' In their study,
McGugin and colleagues compared intravenous opioid use
and inpatient hospital length of stay (LOS) between sub-
jects who underwent unilateral or bilateral mastectomy
with breast implant or tissue expander (TE) reconstruction
after implementation of an ERAS protocol, and historical
controls who were treated prior to implementing the ERAS
protocol.” The authors found that regardless of laterality,
mastectomy type, concomitant axillary lymph node or
sentinel lymph node dissection, and prosthesis type (im-
plant or TE), the subject group used less intravenous
opioids for a shorter duration of time and had a shorter
hospital LOS. Based on the results presented, this retro-
spective study makes a case for implementation of ERAS
following mastectomy and implant-based breast recon-
struction, which continues to be the most common method
of breast reconstruction in the US, although several con-
founders are present that warrant further study.

The subjects notably had more patients who underwent
reconstruction with prepectoral implant or TE placement.
One perceived advantage of prepectoral placement is
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decreased pain, since the pectoralis major muscle is neither
elevated from the chest wall nor is it stretched by an
implant or TE.®> Acellular dermal matrices are used as a
barrier, rather than the pectoralis major muscle, to decrease
the rate of wound dehiscence and implant exposure. This
pain-reducing technique was not utilized in the control
group since the technique has only become popular in
recent years. However, the rate of intravenous and oral
opioid use for subjects who underwent prepectoral implant
or TE placement was similar to those subjects who had
more traditional subpectoral placement, arguing against
this difference between subjects and controls being an
important confounding variable.

One difference that was not recorded was whether
patients in the subject group had a higher rate of partial
muscular coverage compared with those in the control
group. In recent years, the majority of reconstructive sur-
geons have taken to placement of the superior portion of
the implant or TE beneath the pectoralis major muscle, and
have covered the inferior portion of the prosthesis with
acellular dermal matrix. In contrast, it was previously more
common to elevate both the pectoralis major and the ser-
ratus anterior muscles to achieve total muscular coverage
of the prosthesis. There is some evidence that the newer
technique is associated with less pain because the serratus
anterior muscle is left undisturbed.* This represents an
important potential confounding variable.

Perhaps the greatest confounding factors in this study
have to do with the use of historical controls. In the past
decade or two, there has been increasing pressure on care
providers to minimize hospital stays and facilitate timely
discharge independent of the use of formal ERAS proto-
cols. In our own institution, there was a shift approximately
14 years ago to routine discharge of all mastectomy and
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implant-based reconstruction patients on postoperative
day 1, with the majority of surgeries being performed in an
ambulatory care setting equipped only for 23-h hospital
stays. Currently, longer hospital stays are virtually unheard
of unless there is a perioperative complication or a known
major medical condition that requires prolonged
monitoring.

The use of non-narcotic medications to achieve post-
operative pain control has been demonstrated to be a
critical component of strategies to reduce postoperative
oral opioid use. A recent publication examining an ERAS
pathway for patients undergoing breast-conservation sur-
gery demonstrated successful elimination of postoperative
narcotic prescriptions by employing the use of preoperative
medications, including acetaminophen and gabapentin,
local analgesia infiltration at surgery, and postoperative
ibuprofen alternating with acetaminophen.” In addition, the
importance of preoperative patient counseling to include
the recommendation to utilize non-narcotic medications
such as ibuprofen and acetaminophen first, and emphasiz-
ing that these medications alone may be enough to control
postoperative pain, has been demonstrated to be critical in
reducing the need for postoperative opioids after mastec-
tomy.® A limitation of the present study is that data were
not available to determine whether the subject group
received less intravenous opioids not because they had
adequate pain control with non-narcotic analgesics but
because they were transitioned to oral opioids earlier than
those in the control group. It is also important to note that
this study did not contain any data about the use of post-
operative oral opioids or non-narcotic analgesics for the
controls.

Concurrent with trends toward early hospital discharge
have been efforts to reduce opioid use, as well as reduce
opioid prescriptions to prevent misuse, chronic use, and
diversion. Caregivers at every level, physicians, trainees,
mid-level providers, and nurses have been educated about
the risks associated with excessive opioid prescribing.

Therefore, findings of decreased intravenous opioid use
may in part be ascribed to bias against opioids, rather than
improved pain control.

Finally, it should be kept in mind that in this study,
intravenous opioid use is a surrogate for pain control,
which was not specifically tracked as an outcome, nor was
patient satisfaction. An important measure in contemporary
studies seeking to decrease opioid prescriptions in patients
undergoing breast surgery is the ability to achieve optimal
pain control while decreasing narcotic use. In this era of
increased focus on and transparency around patient satis-
faction, we must be cognizant that if our efforts negatively
impact patient satisfaction, the ultimate outcome may not
prove to be acceptable.
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