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ABSTRACT 

 
Objective: Tumor surgeons now pay special attention to the alteration in breast form following 
breast-conserving surgery. Safety of breast-conserving margins and postoperative breast 
appearance are typically challenging in conventional breast-conserving surgery due to the effect of 
variables such as big breast tumors or unusual placements. It's important to remember that 
postoperative breast deformity is a real possibility. Breast-conserving tumor plastic surgery 
combines tumor excision with plastic surgery, allowing for a more thorough removal of the tumor. It 
provides a more humane treatment option for the majority of patients by ensuring the safety of 
surgical margins, considering the aesthetic effects, increasing the breast-conserving opportunities 
for patients with tumors in special parts, and expanding the indications for breast-conserving 
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surgery. It also greatly improves the postoperative quality of life and mental state. In this article, we 
deeply examine the current state of knowledge concerning the effectiveness, safety, and 
appropriate patient population for breast-conserving surgery in the context of tumor plastic surgery. 
 

 
Keywords: General surgery; plastic surgery; breast neoplasms. 
 

1. INTRODUCTION 
 
As technology for diagnosing and treating breast 
cancer in its entirety improves, the focus in 
breast cancer surgery and treatment has been 
shifting from maximally tolerated therapy to 
minimally effective therapy. The combination of 
breast-conserving surgery and postoperative 
radiation therapy has evolved into a standard 
treatment for breast cancer. Traditional 
chemotherapy is one of the mainstays of 
adenocarcinoma treatment. Recent advances in 
the detection and treatment of breast cancer 
have led to increased survival rates. 
Development has expanded the use of breast-
conserving surgery beyond its initial therapeutic 
advantages, allowing it to improve postoperative 
quality of life, breast aesthetics, and patient 
satisfaction [1]. Explanation of the meaning, and 
other purposes. Consequently, a new field, tumor 
plastic surgery, was developed by combining 
conventional tumor surgery with plastic surgery 
techniques. The evolution of tumor plastic 
surgery also provides an alternative approach to 
breast cancer surgery. Surgical preservation of 
the breast. Under the premise of assuring the 
therapeutic impact, considering the aesthetic 
effect, and providing patients with more 
compassionate care, this method retains the 
breast's form and symmetry to the maximum 
degree feasible. The standard of living after 
surgery has been raised to this new technique. 
The use of breast-conserving surgery in the 
surgical management of breast cancer is 
discussed, with the author taking care of the 
tumor. 

 
2. BACKGROUND OF BREAST-

CONSERVING SURGERY FOR TUMOR 
PLASTIC SURGERY 

 
Breast surgeons frequently perform breast-
conserving surgery at the request of their 
patients. Although preoperatively accurate 
appraisal and exact operation during surgery 
help, the cosmetic impact following conventional 
breast-conserving surgery is unsatisfactory 
because of the trade-off between tumour removal 
and aesthetics. The quantity of breast gland 

removal and tumour position [2] fundamentally 
constrain the practical use of breast-conserving 
surgery, yet patient satisfaction is nevertheless 
as high as 40%. Breast-conserving surgery for 
tumour plastic surgery is not directly suturing the 
unfinished glands, it is not pure breast 
reconstruction, and its most evident benefit 
comes in more extensive mammary gland 
removal than is possible in regular breast-
conserving surgery. Achieving positive aesthetic 
outcomes while maintaining negative margins is 
possible [3]. For individuals with little breast 
volume, the standard procedure for breast 
conserving surgery involves removing the 
glandular tissue and leaving the breast tissue 
intact. Obtaining a resection of more than 20% of 
the breast is challenging, and even 15% in some 
patients is considered ideal for cosmetic results; 
for the inner side of the breast, where the breast 
tissue is relatively poor, at most 5% tissue 
resection is allowed; tumors located in the lower 
part of the breast can be resected easily. 
 

Less breast tissue develops in the top portion of 
the breast, resulting in the characteristic "bird's 
beak" malformation. After tumor removal, it is 
common to have localized sadness [4-5]. 
Patients with the aforementioned conditions who 
are unable to continue breastfeeding may benefit 
from major surgery of the whole breast in 
conjunction with postoperative breast 
reconstruction. Depending on the patient's 
timeline, breast reconstruction surgery can be 
classified as either immediate (Phase I) or 
delayed (stage II) after a profile and current 
examination. Breast sensory loss after surgery is 
likely to be significant owing to nerve injury, and 
this will negatively impact patients' quality of life. 
Surgery also increases the duration of the 
procedure and the duration of therapy as a whole. 
The amount of gland excision in breast-
conserving surgery for tumor plastic surgery is 
more than in standard breast-conserving surgery. 
The aesthetic effect can be boosted by a factor 
of four or so [6]. Due to breast Careful evaluation 
of masses in the upper and outer upper 
quadrants, or even the areola area, enables the 
creation of a custom incision that preserves the 
breasts. For cancers in the upper inner quadrant 
and upper outer quadrant, an arc incision along 
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the Langer line, an oral incision, or along the 
Kraissl line is the way to go. Consider radial 
incisions, particularly when resecting bigger 
glands (more than 80 g), since they provide a 
superior aesthetic appearance and can be used 
for tumors in the lower inner and lower outer 
quadrants [7]. Many nations in Europe and the 
United States have already performed this 
procedure with promising outcomes. Clinical 
Impact: The number of women undergoing 
breast-conserving surgery in China is on the rise, 
and the widespread use of this technique is on 
the horizon. 
 

3. THE SUITABLE POPULATION FOR 
TUMOR PLASTIC SURGERY AND 
BREAST CONSERVING SURGERY 

 
Tumor therapy can be utilized for individuals who 
meet the criteria for breast-conserving surgery 
and who have no other treatment options. 
Breast-conserving surgery for tumours ideally 
suited for cases when a larger amount of gland 
excision is required to establish a negative 
surgical margin. Cancer patients whose tumours 
had a sizable starting volume, those with severe 
DCIS, etc., all had resection margins. The 
tumor's volume and its placement, however, are 
unrelated to one another, and both 
independently affect the cosmetic results of 
surgery. 
 
Predictive variables associated with surgical 
outcome, scarring, and deformity in the 
postoperative period. Questionnaire for studying 
a topic risk of breast distortion is increased after 
the mastectomy volume exceeds 20%, according 
to studies [8], therefore reconstructive surgery 
may be required. Patients with locally advanced 
breast cancer who have undergone preoperative 
neoadjuvant treatment should undergo extensive 
surgical operations. Pre-assessment. Tumors in 
the nipple are considered low-grade if the 
resection volume is >20% and the tumour site is 
low. 
 
To achieve a pleasing cosmetic result, breast-
conserving surgery for tumour plastic surgery 
may be explored for patients in the areola region. 
 
Sixty percent to seventy percent of early breast 
cancer patients in the United States and Europe 
were covered by health insurance. The breast-
conserving surgery rate for breast cancer ranges 
from 50-60% in Asian nations. Just around 10% 
of women in China opt to have breast tissue 
retained due to conservation efforts [9]. Standard 

Chinese female breasts. Breasts in this range 
are considered small to medium in size [10,11], 
and often require just breast-conserving surgery. 
While discussing the difficulty of achieving 
aesthetically pleasing outcomes, especially when 
breast volume is rather considerable, the group 
of Deformity of the breasts is possible if there is 
an excessive amount of scar tissue after surgery. 
Breast-conserving surgery for Swell Tumors is a 
viable option for Chinese women. 
 

4. THE SAFETY OF BREAST-
CONSERVING SURGERY FOR TUMOR 
PLASTIC SURGERY NSABP-06 
CLINICAL STUDY RESULTS SHOW 
THAT BREAST-CONSERVING 
SURGERY AND BREAST CANCER 

 
Radical adenocarcinoma resection did not 
improve DFS or OS over other treatment options 
(36. 0% vs. 35. 0%, P = 0. 26; 47. 0% vs. 46. 0%, 
P = 0. 57) [3]. 
 

Patients with early breast cancer (independent of 
axillary node status) were compared between 
modified radical mastectomy and breast-
conserving surgery coupled with radiation 
treatment in the EORTC10801 clinical research. 
Modified radical mastectomy patients had a 
higher incidence of local control after 10 years, 
although both The OS rate did not significantly 
differ between the two groups (46.0 vs. 39.00%) 
(P = 0.23) [12]. Breast-conserving surgery for 
tumor plastic surgery not only increases the 
range of reasons for breast-conserving surgery, 
but also gains justification. Nonetheless, 
questions remain about both its safety and 
clinical efficacy. When it comes to local 
recurrence, the rate for standard breast-
conserving surgery is between 10% and 14%. 
The risk of local recurrence following surgery is 
between 2% and 9% [13]. Having breast 
conservation surgery. The patient's tumor was 
larger in diameter than those in the conservative 
treatment group (P 0.001); the local recurrence 
rate was 4.3% in the breast surgery group and 
3.7% in the conservative treatment group. Non-
significance was found (P >.05) [14]. Even 
having breast-conserving surgery done. Even if 
the patient's condition is at a late stage, this 
approach to surgery will not raise the likelihood 
of problems thereafter. It has been shown that 
several parameters, including age, molecular 
type of tumor, and size of the original tumor, 
have a significant role in determining a patient's 
prognosis and overall survival. There is evidence 
from a variety of clinical research institutions that 
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plastic breast-conserving surgery is an effective 
and safe treatment option for women who have 
had breast cancer. Five-year survival was 
between 95% and 97%, and the percentage of 
local recurrence was between 0% and 9.4% [15]. 
There has been a decline in the use of breast-
conserving surgery in the West over the past 20 
years, according to some studies [16]. This 
decline may be attributable to patients' and 
doctors' own treatment decisions or it may result 
from a greater awareness of genetic factors that 
increase the risk of developing cancer. Breast-
conserving surgery for tumor plastic surgery now 
has sufficient trial data to confirm its safety. 
 

5. POSTOPERATIVE AESTHETIC 
EFFECT OF BREAST-CONSERVING 
SURGERY FOR TUMOR PLASTIC 
SURGERY 

 

The patient's perspective on the cosmetic results 
of breast-conserving surgery for tumors is taken 
into account during the postoperative period. 
Simultaneously, a mix of objective and 
quantitative indicators is required. Literature 
suggests [17] that this is the case. The following 
criteria are very important when assessing the 
cosmetic outcome of breast surgery: (1) Double 
These include: (1) the symmetry of the breasts; 
(2) the depth of the depression on the afflicted 
side of the chest; and (3) the suppleness and 
health of the skin. Scarring after the operation; 
how much the nipple moved; to do this, Mr. Li 
and colleagues [18] compared the results. 
 

A comparative study of plastic versus non-plastic 
breast-conserving surgery for early breast cancer 
Breast-conserving surgery Patients had a higher 
incidence of excellent and good ratings for their 
breasts' aesthetic appearance after surgery.  
86.8% in the group that had plastic breast-
conserving surgery; 67.2% in the group that had 
not had cosmetic breast-conserving surgery. 
 

The overall satisfaction rate for the group was 
92.5 percent (62 out of 67 participants), which 
was significantly higher than the 80.2 percent 
satisfaction rate for the non-plastic breast-
conserving surgery group (93 out of 116 
participants; P 0.05). Patients' health knowledge, 
vitality, and social functioning were measured 
using objective measures by Volders et al. [19], 
as were the participants' performance, mood, 
and mental health. Both groups underwent 
breast-conserving and tumor-resection 
procedures. Traditional breast-conserving 
surgery patients had higher facial satisfaction 

levels. The natural shape of the breast and its 
postoperative beauty are best protected through 
a combination of plastic surgery and breast 
surgery in the case of a malignant tumor. 
Traditional breast-conserving surgery is not 
perfect, but patient happiness is. 
 

6.  CLASSIFICATION OF BREAST-
CONSERVING SURGERY FOR TUMOR 
PLASTIC SURGERY 

 

Both local tissue translocation technology (also 
called residual gland remodeling) and volume 
replacement technology (also called autologous 
tissue alternative padding) are commonly used in 
breast-conserving surgery for breast cancer. 
Volume replacement approaches include getting 
autologous tissue to fill in the defect, whereas 
localized tissue translocation involves the 
displacement of skin gland flaps or defective per 
glandular gland bodies from the surrounding skin 
into the defect site. The rectus abdominis flap is 
a frequently used tissue transplant that may be 
used in conjunction with non-autologous tissue 
replacement fillers such as prosthetic implants to 
cover a larger region of the defect. 
 

6.1 Local Tissue Translocation Technique 
 

Breast tissue is now the only option for local 
tissue translocation procedures. No autologous 
tissue is transplanted; no prosthesis is necessary, 
the procedure duration is brief, and the patient is 
less traumatized because there is no 
involvement of the donor area. Breast-conserving 
surgery is an option, but there are stipulations 
about the size of the tumor to be removed and 
the breast-to-body volume ratio. Some women 
with big, sagging breasts may benefit from breast 
reduction surgery to correct the volume deficit 
and lift the breasts back into a more youthful 
position. Researchers have noted that: a 
dissected body If the breast-conserving operation 
has a volume-to-mass ratio of less than 20%, 
then the remaining cavity can be closed without 
resulting in a notably altered breast form [20]. 
This is accomplished by resecting the 
surrounding tissues to a suitable degree of 
freedom. Grade I local tissue translocation refers 
to the removal of less than 20% of the breast 
tissue, with no need to remove excess skin, 
glandular tissue, or fatty tissue; grade II local 
tissue translocation refers to the removal of more 
than 20% of the breast tissue, with the need to 
remove excess skin, glandular tissue, or fatty 
tissue. Grade I is the least invasive and most 
common form of breast cancer, and the amount 
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of breast tissue resection is 20%, or even up to 
50%, due to the large excision of the gland, 
making it necessary to excise the excess skin 
and perform a direct breast reconstruction; grade 
II is more complex, and the amount of breast 
tissue resection is 20%, or even up to 50%. The 
operator doing breast reconstruction must have 
certain education and experience in plastic 
surgery. Overall, the patient's breast plasticity 
should be used in conjunction with a resection 
volume ratio of 20% to get optimal results. 
Carefully consider the benefits and drawbacks      
of each surgical option [1–8]. Surgical 
reconstruction of the breast often begins right 
away. Absolutely, however, the design of the 
incision needs to wait until the size, position, and 
dispersion of the tumor have all been determined. 
 
6.1.1 Double loop cutting technique 
 
Tumors in medium-sized breasts that are near 
the nipple-areola complex (NAC) but do not 
penetrate the NAC itself. While the patient is 
seated, a circular incision is made in the skin of 
the breast around the areola. Cancer patients are 
classified first by their mouth mark, then by tumor 
size, location, nipple position, and degree of 
breast drooping.Outside the circle, make an 
additional incision mark of the same size and 
orientation [3]. When the tumor and some 
surrounding normal tissue have been removed, 
the remaining breast tissue is repaired. If the 
drooping is severe or the tumor volume is 
substantial, the gap between the two circular 
incisions will need to be extended to 
accommodate this. If the patient also needs 
surgery on the opposite side, called a 
"contralateral breast reduction," employ the same 
technique. 
 
6.1.2 Batwing mastopexy 

 
Those who have tumors in the upper breast, 
particularly those that are near the nipple. 
because a decrease in this kind of suturing 
thereafter creates a "" shape in the mouth, thus 
the name "omega creating technique" [21]. On 
the top of the NAC, a semicircular incision is 
planned, and a Determine a second, much more 
expansive semicircle cut, join its ends to make a 
wing cut, and then press the cut. Using the 
drawn line as a guide, surgeons remove the 
diseased tissue and elevate and reattach the 
breast's bottom tissue. Decrease in the size of 
the NAC After surgery, patients may experience 
significant nipple displacement, necessitating 
NAC on the unaffected side. A symmetrical 

appearance can be achieved by surgical means 
[22]. 
 

6.1.3 Parallelogram method 
 

patients with minor tumor volumes and tumors 
located far from the NAC may be candidates. 
The incision is shaped like a parallelogram, with 
the opposing side lengths and the two side 
lengths both being kept constant. Avoiding the 
"cat ear" symbol is straightforward thanks to the 
intersection of the squares [22]. 
 

6.1.4 J-shaped mammoplasty 
 

Incise from the inside of the areola incision to 
make a circlearc to the inframammary fold; incise 
from the outside of the areola incision to turn to 
the lower fold. Completely painless removal and 
replacement of the region's medial and lateral 
glands Go to the injury site, repair the gland, and 
then do a NAC recentralization. The breast won't 
compress laterally, and the NAC won't deviate if 
you use this technique [22]. 
 

6.1.5 Rotation flap method 
 
The incision has a fan shape and is made in the 
upper inner quadrant of the breast, directly above 
the tumor. Head Begin by making an arced 
incision close to the upper-inner quadrant of the 
NAC, and then a second incision perpendicular 
to the first. In addition to the glandular tissue 
within the sector, the final cut consists of one arc 
incision and two straight incisions connecting two 
arc incisions [3]. Construct a triangle under the 
arm. Axillary lymph node dissection is also made 
easier with the help of incisional instruments. 
 

6.2 Volume Displacement Technology 
 
Transplanting one's own tissue to restore lost 
volume is the primary use of volume replacement 
procedures or autologous tissue replacement 
fillers. Individuals with a modest volume and a 
substantial volume of respected tissue, who also 
have good individual characteristics can 
sometimes forgo contralateral surgery to achieve 
symmetry. The donor site scar will also be larger, 
and future breast reconstruction choices will be 
restricted. Massive surgical trauma, leaving scars. 
Submuscular tissue flaps, free dermal fat flaps, 
etc., are examples of autologous tissue flaps that 
are often employed nowadays. In general, 
patients with medium breast size, and notably 
Asian women, are candidates for the latissimus 
dorsi flap. The perforator of the inferior epigastric 
artery limits the use of skin flaps, rectus 
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abdominis myocutaneous flaps, and omentum 
flaps. The risks and problems associated with 
this procedure are higher because of the 
increased due to trauma it causes risk [23]. For 
breast reconstruction in 2007, Kijima et al. [24] 
used free dermal fat flaps. Despite the higher 
aesthetic outcome, breast-conserving surgery for 
adenocarcinoma has not been widely advocated 
in China. Combined non-autologous tissue 
replacement is an option when a considerable 
portion of the defect has to be repaired. In breast 
reconstruction, non-breast tissue, most often in 
the form of a permanent prosthesis, must be 
used as a substitute for the original breast tissue. 
Although widespread in the West, particularly the 
United States and Europe, implantation is still 
very uncommon in China [25]. 
 

7. CONCLUSION 
 
Single-surgery approaches are now the gold 
standard for treating breast cancer. More and 
more hospitals are moving away from the 
traditional treatment model and towards the 
comprehensive model. The development of a 
patient-centered, risk-appropriate breast cancer 
treatment strategy requires input from all relevant 
stakeholders and careful consideration of all 
relevant factors. Excellent outcomes and a 
higher quality of life for patients following surgery 
might be the result of a thorough and carefully 
thought-out treatment strategy. Positive aesthetic 
impact. Plastic breast-conserving surgery is the 
cutting edge of customized cancer care. The 
potential of surgical approaches to treating 
breast cancer is significant. The existing situation 
isn't ideal, although the issue of whether or not 
breast surgery margins are safe is still up for 
debate; the separation between negative and 
positive margins has been established. The 
incidence of local recurrence following surgery 
increases in proportion to the proximity of the 
tumor. The benefits of tumor breast-conserving 
surgery include: (1) a shorter recovery time and 
less pain than with breast reconstruction; (2) a 
wider range of candidates for breast-conserving 
surgery; (3) a similar overall survival rate and 5-
year recurrence rate compared to the standard 
breast-conserving surgery; and (4) less trauma 
than with breast reconstruction. Doctor-
formulated, patient-specific programs improve 
surgical safety while also guaranteeing optimal 
cosmetic results. There is a risk of postoperative 
asymmetry, which can manifest as double 
breasts or the need for simultaneous or delayed 
contralateral breast surgery, both of which add 
time and money to the treatment process. Breast 

cancer patients now have access to innovative 
technologies such as tumor plastic breast-
conserving surgery, which can provide a more 
satisfying cosmetic outcome, particularly for 
smaller and medium-sized breasts. The vast 
majority of women with breast cancer would 
benefit from a more compassionate treatment 
regimen. 
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