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Abstract  

Background:  Surgical management of cancer patients  

with macromastia holds some issues for surgeons. There are  
variable oncoplastic options that can be offered for management  

of each tumor site in relation to the size of the breast. Onco-
plastic breast surgery may also include a contralateral reduction  

mammoplasty to attain symmetry, which may increasethe  

probability of wound complications.  

Aim of Study:  The aim of this study were to determine  
the frequency and types of complications in Egyptian Ladies  
who underwent therapeutic reduction mammoplasty for breast  

cancer and detection of possible risk factors and methods of  

management.  

Patients and Methods:  This study was a retrospective  
study implemented in Mansoura oncology center, where the  
data of all therapeutic mammoplasty patients between July  

2017 till Janurary 2020, were analyzed.  

We abstracted the complications that occurred to those  

patients who underwent therapeutic reduction mammoplasty.  

Also, follow-up visits and survival were recorded.  

Results:  A total of 87 women underwent 141 oBCS (54  
cases underwent a contra lateral symmetrization). Complica-
tions occurred in 29 cases (around 33% of the cases). Risk  

factors for complications occurrence was DM, HTN and nodal  
infiltration with no statistical significance ( p=0.23, 0.47, 0.56  
respectively).  

Conclusion:  While oncoplastic breast surgeries may show  

a higherrate of complications, there were no significant delay  
to adjuvant therapy as well as risk of local recurrence.  

Key Words:  Oncoplasty – Therapeutic mammoplasty – Breast  
conservative surgery.  

Introduction  

BREAST  conservation is considered now a stand- 
ard of care for a wide range of cases with safety  
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comparable to modified radical masyectomy [1,2] .  
But surgical management of cancer patients with  

macromastia holds some issues for surgeons. The  

main concern is to do a wider safe excision to get  

both oncologic safety and a good aesthetic outcome  
[3] .  

Oncoplastic surgery is an innovation in breast  
surgery to combine wide local excision of malignant  

mass with plastic techniques to improve the final  

shape of the breast without affection of oncologic  

outcome [4] .  

There arevariable oncoplastic options that can  

be offered for management of each tumor site in  
relation to the size of the breast [3] .  

Oncoplastic breast surgery may also include a  

contralateral reduction mammoplasty to attain  
symmetry, which may increasethe probability of  
wound complications [5] . As the literature continues  
to evaluate oncologic and long-term aesthetic  

outcomes in oncoplastic breast surgery, the aim of  

this study were to determine the frequency and  

types of complications in Egyptian Ladies who  
underwent therapeutic reduction mammoplasty for  
breast cancer and detection of possible risk factors  

and methods of management.  

Patients and Methods  

Our study was a retrospective study implement-
ed in Mansoura Oncology Center, where the data  
of all therapeutic mammoplasty patients between  

July 2017 till Janurary 2020, were analyzed.  

We abstracted the complications that occurred  

to those patients who underwent therapeutic reduc-
tion mammoplasty. Also, follow-up visits and  
survival were recorded.  
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Inclusion criteria:  

All patients with medium-sized to large-sized  

breasts with early breast cancer admitted to Oncol-
ogy Center, Mansoura University (OCMU) and  
suitable for breast conservation enrolled in this  

study.  

Exclusion criteria:  Patients with multicentric  
carcinoma, central breast lesions, inflammatory  

carcinoma and failure to achieve negative margins  

after repeated excision were excluded from the  

study.  

Results  

A total of 87 women underwent 141 oBCS (54  
cases underwent a contra lateral symmetrization.  

Patient demographics and tumour characteristics  

are shown in Tables (1,2).  

Table (1): Patients characteristics and their clinical data.  

N=87  %  

Age at diagnosis/years  46.70±9.15  
(30.0-73.0)  

Family history:  N=85  
–ve  79  92.9  
+ve  6  7.1  

Degree of relatives:  n=9  
First degree  6  66.7  
Second degree  1  11.1  
Third degree  2  22.2  

DM:  
–ve  77  88.5  
+ve  10  11.5  

Hypertension:  
–ve  67  77.0  
+ve  20  23.0  

IHD:  
–ve  84  96.6  
+ve  3  3.4  

Smoking:  
Non-smoker  87  100.0  

BMI (Kg/m2)  37.89±5.12  
(30.5-50.0)  

Clinical presentation:  
Mass  86  98.9  
Skin manifestation  1  1.1  

Cup size:  n=72  
B  7  9.7  
C  29  40.3  
D  33  45.8  
B/C  2  2.8  
G  1  1.4  

Ptosis grade:  n=72  
a  5  6.9  
b  33  45.8  
c  28  38.9  
d  6  8.3  

Side:  
Right  42  48.3  
Left  45  51.7  

Table (2): Tumor characters.  

N=87  %  

Neo-adjuvant therapy type:  
–ve  72  82.8  
Hormonal  1  1.1  
Chemotherapy  14  16.1  

Number of cycles of adjuvant  

therapy:  
Median (IQR)  4.0(3.0-6.0)  
Minimum-maximum  (2.0-8.0)  

Lines of chem and hormonal  
therapy:  

n=12  

AC  6  50.0  
EC  1  8.3  
FAC  4  33.3  
Femara  1  8.3  

Site of mass:  n=83  
UOQ  51  61.4  
UIQ  14  16.9  
Retroare  1  1.2  
LOQ  8  9.6  
LIQ  7  8.4  
At 12 o'clock  2  2.4  

Multi-centricity  0  0.0  

Multi-focality  n=84  6.0  
5  

A CR:  n=15  
A  4  26.7  
B  5  33.3  
C  5  33.3  
D  1  6.7  

Sonomamagraphy:  n=84  
–ve  3  3.6  
+ve  81  96.4  

MRI:  n=84  
–ve  77  91.7  
+ve  7  8.3  

Response to neo-adjuvant  
therapy:  n=14  

Stationary  4  28.6  
Partial  7  50.0  
Complete  3  21.4  

The oncoplastic techniques used were inferior  

pedicle 54.4%, superior pedicle and bi pedicled  
12.7% each, medial, superior media l (the rest o f  
the cases).  

We used the wise pattern in approxamitely 80%  

of the cases while used the vertical scar mammo-
plasty in the rest of the cases.  

Complications occurred in 29 cases (around  

33% of the cases). Risk factors for complications  
occurrence was DM, HTN and nodal infiltration  
with no statistical significance ( p=0.23, 0.47, 0.56  
respectively). Most of them was managed conserv- 
atively while repeat surgical procedure was per- 
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formed in 16 cases (18% of the cases). No statis- 
tical significance was noted for eitherlocal recur- 

Table (3): Risk factors for complications.  

Complications  
Test of  

significance  –ve  
N=58  

+ve  
N=29  

Age at diagnosis/  
years  

46.24±9.80  47.62±7.78  t=0.66  
p=0.511  

Family history:  
–ve  54 (96.4)  25 (86.2)  FET  
+ve  2 (3.6)  4 (13.8)  p=0.174  

DM:  
–ve  53 (91.4)  24 (82.8)  X2

=1.41  
+ve  5 (8.6)  5 (17.2)  p=0.235  

Hypertension:  
–ve  46 (79.3)  21 (72.4)  X2=0 .519 

 

+ve  12 (20.7)  8 (27.6)  p=0.471  

IHD:  
–ve  55 (94.8)  29 (100.0)  FET  
+ve  3 (5.2)  0 (0.0)  p=0.55  

BMI (Kg/m2)  37.21±5.12  38.77±5.19  t=0.821  
p=0.419  

Clinical presentation:  
Mass  57 (98.3)  29 (100.0)  FET  
Skin manifestation  1 (1.7)  0 (0.0)  p=1.0  

Cup size:  
B  5 (10.2)  2 (8.7)  MC  
C  20 (40.8)  9 (39.1)  p=0.932  
D  22 (44.9)  11 (47.8)  
B/C  1 (2.0)  1 (4.3)  
G  1 (2.0)  0 (0.0)  

Ptosis grade:  
a  4 (8.2)  1 (4.3)  MC  
b  20 (40.8)  13 (56.5)  p=0.58  
c  20 (40.8)  8 (34.8)  
d  5 (10.2)  1 (4.3)  

Neo-adjuvant  
therapy type:  

–ve  49 (84.5)  23 (79.3)  MC  
Hormonal  1 (1.7)  0 (0.0)  p=0.567  
Chemotherapy  8 (13.8)  6 (20.7)  

Number of cycles of  

Neo-adjuvant  
therapy:  

Median (IQR)  4.0 (3.0-6.0)  6.0 (6.0-6.0)  z=0.66  
Minimum-
maximum  

(2.0-8.0)  (6.0-6.0)  p=0.51  

Multi-focality  3 (5.4)  2 (7.1)  FET  
p=1.0  

ACR:  
A  1 (11.1)  3 (50.0)  MC  
B  4 (44.4)  1 (16.7)  p=0.157  
C  4 (44.4)  1 (16.7)  
D  0 (0.0)  1 (16.7)  

rence or overall survival for complicated cases (p-
value was 0.29 and 0.22 respectively).  

Table (3): Count.  

Complications  
Test of  

significance  –ve  
N=58  

+ve  
N=29  

Sonomamagraphy:  
–ve  3 (5.4)  0 (0.0)  FET  
+ve  53 (94.6)  28 (100.0)  p=0.547  

MRI:  
–ve  52 (92.9)  25 (89.3)  FET  
+ve  4 (7.1)  3 (10.7)  p=0.681  

Response to  
neo-adjuvant therapy:  

Stationary  4 (40.0)  0 (0.0)  MC  
Partial  5 (50.0)  2 (50.0)  p=0.155  
Complete  1 (10.0)  2 (50.0)  

Type of pedicle used:  

Superior  5 (9.8)  5 (17.9)  MC  
Superior-medial  1 (2.0)  2 (7.1)  p=0.391  
Medial  8 (15.7)  4 (14.3)  
Inferior  31 (60.8)  12 (42.9)  
Inferio-medial  0 (0.0)  1 (3.6)  
Bipedicle  6 (11.8)  4 (14.3)  

Types of pattern:  
Wise Pattern  35 (77.8)  18 (85.7)  X

2
=0.57  

Vertical  10 (22.2)  3 (14.3)  p=0.45  

Contralateral  

surgery:  
–ve  24 (41.4)  9 (31.0)  X

2
=0.879  

+ve  34 (58.6)  20 (69.0)  p=0.482  

SLNB:  
–ve  52 (89.7)  27 (93.1)  X

2
=0.275  

+ve  6 (10.3)  2 (6.9)  p=0.60  

Number of positive LN:  

1  5 (83.3)  2 (100.0)  FET  
4  1 (16.7)  0 (0.0)  p=1.0  

Axillary clearance:  
–ve  3 (5.2)  1 (3.4)  FET  
+ve  55 (94.8)  28 (96.6)  p=1.0  

Frozen of safety:  
Free  50 (90.9)  23 (92.0)  X

2
=0.026  

Infiltrated one  
margin  

5 (9.1)  2 (8.0)  p=0.87  

Hospital stay/days:  
Median (IQR)  2.0 (1.0-4.0) 5.0 (2.0-7.0)  z=2.33  
Minimum-maximum  (0.0-9.0)  (2.0-16.0)  p=0.02*  

Pathology type:  
Mucinous  3 (5.2)  0 (0.0)  MC  
Invasive  
micropapillary  

1 (1.7)  0 (0.0)  p=0.045*  

ILC  0 (0.0)  3 (10.3)  
IDC  54 (93.1)  26 (89.7)  
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Table (3): Count.  

Complications  
Test of  

significance  –ve  
N=58  

+ve  
N=29  

Pathology grade:  
I  1 (2.0)  0 (0.0)  MC  
II  42 (85.7)  22 (91.7)  p=0.677  
III  6 (12.2)  2 (8.3)  

Tumour size/mm  30.0  25.0  z=0.53  
(21.5-35.0)  (25.0-50.0)  p=0.599  
(10.0-70.0)  (25.0-70.0)  

LN harvest  14.0  13.0  z=0.235  
(10.25-18.0)  (10.0-16.0)  p=0.815  
(1.0-33.0)  (7.0-20.0)  

LN infiltrated  3.0 (2.0-6.0)  7.0 (3.0-11.0)  z=0.574  
(1.0-18.0)  (3.0-13.0)  p=0.566  

T stage:  
T0  5 (8.6)  2 (6.9)  MC  
T1  6 (10.3)  2 (6.9)  p=0.942  
T2  43 (74.1)  23 (79.3)  
T3  4 (6.9)  2 (6.9)  

N stage:  
N0  34 (58.6)  17 (58.6)  MC  
N1  11 (19.0)  8 (27.6)  p=0.698  
N2  9 (15.5)  3 (10.3)  
N3  4 (6.9)  1 (3.4)  

Y:  
–ve  51 (87.9)  25 (86.2)  χ

2
=0.052  

+ve  7 (12.1)  4 (13.8)  p=0.82  

AJCC staging:  
1 A  3 (5.7)  3 (11.5)  MC  
1b  1 (1.9)  0 (0.0)  p=0.789  
IIA  25 (47.2)  10 (38.5)  
IIB  12 (22.6)  8 (30.8)  
3a  8 (15.1)  4 (15.4)  
3C  4 (7.5)  1 (3.8)  

Biological type:  
HER2 enriched  3 (5.9)  1 (3.7)  MC  
Luminal A  29 (56.9)  13 (48.1)  p=0.197  
Luminal B  16 (31.4)  7 (25.9)  
Triple negative  3 (5.9)  6 (22.2)  

Use of adjuvant  
chemotherapy:  

No  9(15.5)  4(13.8)  χ
2
=0.045  

Yes  49 (84.5)  25 (86.2)  p=0.832  

Use of adjuvant  
hormonal therapy:  

No  
Yes  

12 (22.6)  
41 (77.4)  

10 (38.5)  
16 (61.5)  P 

 
=0. 47  

Discussion  

Recent improvements introduced in breast can-
cer managementin the past decade resulted in  

significant improvement in survival rates. Thus,  

breast cancer may be considered in many cases  

now as a chronic disease with more focus on quality  
of life issues [6] .  

Our study is a cohort of cases that had an OPS  

evaluating short-term complications, long term  
morbidity, time to adjuvant treatment, rate of pos-
itive margins, and risk of recurrence.  

Oncoplastic techniques usually involves gener-
ous skin excision and wider excision margins  
without comporising the aesthetic outcome Hence,  

this represents the main difference than the con-
ventional conservative breast surgery [7] .  

And in the literature, Excision volume has been  
recorded as the single most important factor to  

predict both surgical outcomes and deformities [8] .  

In 2018, the Oncoplastic Breast Consortium  

consensus expert panel listed the predisposing  
factors for severe mastectomy skin flap necrosisas  

follow; location of the incision, retractors induced  

pressure during surgery, skin flap thickness, and  
insufficient surgeon experience as relevant risk  

factors [9-11] , all of which can be avoided. In our  
study, the main predictor of surgical complications  

were co morbidities (DM and HTN) and nodal  
infiltration.  

Although a bit higher complications was report-
ed with OPS, this did not cause any delay of  
adjuvant treatment delivery when compared to  

conventional conservative breast surgery [12] .  

Regarding oncological safety, our work showed  

no differences in tumor recurrence, suggesting an  

overall safety throughout the different surgery  

groups.  

Also, our results were coping with the majority  
of the current publications, showing no delay in  
the time to the start of adjuvant treatments [13-15] .  

The main dilemma of this study was that it was  

retrospective observational cohort study. These  
lection bias in this work was related to both patients  

and surgeons. Younger patients preferred more  

complicated OPS to have better cosmetic outcome.  
Surgeons on the other hand tend to perform more  

simple conservative breast surgeries in older pa-
tients with to minimize the risk of complications.  

Conclusions:  
While oncoplastic breast surgeries may show  

a higherrate of complications, there were no sig-
nificant delay to adjuvant therapy as well as risk  
of local recurrence.  
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