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The surgical strategy for breast cancer has been drastically 
changed from “maximum tolerable treatment” in the 
1970s to “minimum effective treatment” in the 2000s. 
The results of efficacy studies of breast conserving therapy 
(BCT) combined with radiotherapy as an alternative to 
mastectomy, introduced and presented by Veronesi et al. 
and Fisher et al., brought about a sensational movement 
worldwide (1-4). This major shift was realized owing to 
the development and progression of systemic drug therapy, 
including chemotherapy, endocrine therapy and molecular 
targeting therapy. We now recognize that prognostic factors 
for breast cancer are determined by not only tumor size 
and nodal status, but also biological factors such as ER 
status, HER2 status, and Ki-67 index. This indicates that 
systemic therapy is more significant than local therapy for 
the prognosis of breast cancer patients.

Oncoplastic breast surgery requires both cure of the 
breast cancer and cosmesis (5-8). The need to obtain 
negative margins often results in severe defects that are 
disfiguring and which compromise not only the aesthetic 
outcome, but also the patients’ psychological well-being. In 
such circumstances, patients often select mastectomy, with 
or without reconstruction (9-11).

Song et al. reported the importance of stricter patient 
selection and improved confirmation of negative margins for 
minimizing the need for either re-excisions or completion 
mastectomy and reconstruction (12-18). The article by 
Chang et al. in the June 2012 issue of Annals of Surgery 
reported the efficacy of using concurrent partial mastectomy 
and reduction mammoplasty for the resection of a wide 
range of tumor sizes. They compared oncologic outcomes 

and postoperative complications on the basis of tumor size. 
As their study background, they stated that although tumor 
size greater than 4 cm has been considered an indication 
for undergoing a mastectomy, this dictum may not apply in 
women with breast hypertrophy, where the ratio of tumor 
size to breast size may still permit breast conservation. They 
proposed the use of an approach combining extended partial 
mastectomy with simultaneous reconstruction using breast 
reduction techniques in large-breasted women as a means 
of improving aesthetic outcomes while still maintaining 
excellent oncologic and surgical outcomes.

In this study, 79 patients who underwent simultaneous 
partial mastectomy and bilateral reduction mammoplasty 
(comprising a total of 85 cases, including 2 cases of 
phyllodes tumor) between January 2000 and December 
2009 were included. The median follow-up was 39 months 
(range, 10-130 months). The average patient age at the time 
of reduction mammoplasty was 53.6 years. Twenty-five of 
85 tumors (29.4%) were larger than 4 cm. In 56 cases, the 
tumors were estrogen-receptor-positive, 44 tumors were 
progesterone-receptor-positive, and 17 tumors were HER2/
neu-positive. Eleven patients had positive lymph nodes on 
sentinel node biopsy, all of whom subsequently underwent 
completion axillary node dissection. Seventy-five of 79 
patients were treated with adjuvant radiation therapy and 49 
patients received chemotherapy. All patients with hormone-
receptor-positive invasive breast cancer received adjuvant 
endocrine therapy.

Only 2 patients had local recurrence during the follow-
up period, one of whom had a tumor smaller than 4 cm 
and the other had a tumor larger than 4 cm, which was not 
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significantly different between groups (P=0.50). Kaplan-
Meier analysis demonstrated a 5-year local recurrence-
free survival of 97.7%. The overall 5-year survival was 
98.7% and the disease-free survival was 94.8%. The overall 
complication rate was 14.1% (12 cases), which included 
4 major complications. All of the major complications 
occurred in the early postoperative period, prior to the 
start of adjuvant radiation therapy. Major complication 
rates were not significantly different between patients with 
tumors larger than 4 cm compared with those with smaller 
tumors (P=0.58).

Their results suggested that the ratio of tumor size to 
breast tissue may be the more important determinant of 
BCT feasibility rather than tumor size. In addition, in the 
era of modern systemic therapy, the major issue significantly 
impacting overall outcomes and guiding treatment decisions 
is distant disease rather than local disease.

In this study, the data presented provided initial evidence 
to support the safety and efficacy of treating tumors, even 
those larger than 4 cm, with an extended partial mastectomy 
and reduction mammoplasty in large-breasted women.

In summary, attempts at salvage of a woman’s breast in 
the surgical management of breast cancer can greatly impact 
a woman’s self-image and overall health and well-being. 
This procedure can further improve aesthetic outcomes 
and patient satisfaction, providing a cosmetic way to resect 
a large amount of breast tissue, depending on breast size, 
breast shape, and tumor location.
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