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Abstract  

Background:  Breast cancer is the most frequent cancer  

in women and the world's second most common cancer. About  

268,600 newly diagnosed women with invasive illness in the  
United States in 2019. Therefore, the aim of the present thesis  
was to review the literature of the management of early stage  

breast cancer and compare between 2 conservative breast  

surgeries which is round block technique and level one onco-
plasty technique.  

Aim of Study:  To compare between two conservative  
breast surgeries, which are level 1 oncoplasty and round block  

excision. The comparison will be in the cosmotic outcome,  
incidence of complications and the time of operation.  

Patients and Methods:  In this study, 78 patients with early  
stage breast cancer were managed by conservative breast  

surgery between December 2020 and January 2022 patients  

were divided in 2 groups with 39 patients in each group. In  
the first group, were treated by circumareolar technique and  

in the second group, breast cancer treated by round block  

technique. The 2 techniques were compared according to  

operative time, cosmetic appearance postoperative, incidence  

of complications and patients satisfaction.  

Results:  In this study, we encountered early wound com-
plications in 24 patients (31.2%) patients. 15 patients (19.2%)  
developed postoperative seroma all were without drain: All  

of these were associated with excision of large breast tissue  
volume and large-sized breasts. Three patients (3.8%) devel-
oped postoperative skin infection. 6 patients (7.7%) developed  
delayed wound healing. We found that 5 (11%) patients had  
other comorbidities (diabetes mellitus), and the 1 patient had  
a large-sized breast with moderate ptosis with BMI of 36kg/m 2 .  

Conclusion:  The primary goal of tumor excision using  
breast-conserving surgery is to achieve tumor-free resection  

margins, although an important secondary goal in breast-
conserving surgery is to achieve a satisfactory cosmetic  

outcome, a factor crucial to patient satisfaction and quality  

of life.  
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Introduction  

BREAST  cancer is the most frequent cancer in  

women and the world's second most common can-
cer. In 2018, there were approximately 2 million  

new cases. According to data sources, about  
268,600 newly diagnosed women with invasive  

illness (48,100 cases of ductal carcinoma in situ  
[DCIS]) were diagnosed in the United States in  

2019, accounting for 15.2 percent -30 percent of  

all new cancer cases among women [1] .  

Breast cancer kills over 42,000 women per year  
in the United States, making it the second-leading  

cause of cancer death among women behind lung  

cancer. Breast cancer has a lifetime risk of mortality  

of roughly 2.6 percent [2] .  

Wide excision was the standard surgical therapy  

for breast cancer at the time, but it was linked with  

a high risk of local recurrence and poor survival.  
In 1894, William Halsted developed radical mas-
tectomy. The local recurrence rate was significantly  

reduced after radical mastectomy (RM), although  

the curative potential remained limited. Extensive  

radical mastectomy, which included internal mam-
mary node dissection, was unsuccessful in improv-
ing survival [3] .  

Modified Radical Mastectomy (MRM), Total  
(Simple) Mastectomy, and more recently, Skin  
sparing mastectomy (SSM) and Nipple sparing  
mastectomy (NSM) have all been presented at  

various periods. Despite the fact that MRM is a  
less invasive treatment than RM, the patient will  

still need to have their breasts removed. The use  
of Breast Conserving Therapy (BCT) arose from  
the need to protect the breast without jeopardizing  
survival [4] .  

The standard of care in the management of  

early breast cancer is breast conservation treatment  
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(BCT), which is defined as breast conservation  

surgery (BCS) combined with whole breast irradi-
ation. BCT aims for tumor-free resection margins  
as well as effective local control. A favourable  

cosmetic outcome is an essential secondary goal,  

as it is linked to patient happiness and enhanced  

quality of life [5] .  

Up to 40% of people getting BCT might have  

poor aesthetic effects. There are several elements  

that influence the final aesthetic result, such as  

host characteristics, adjuvant treatment used, and  

tumour location in the breast; nonetheless, the  
proportion of breast volume removed is the single  

most critical component. Because of the link be-
tween aesthetic result and patients' anxiety and  

depression scores, body image, sexuality, and self-
esteem, how the breast appears after therapy is  

crucial [5] .  

For patients with bigger tumours, BCT has  
progressed over the last decade to guarantee both  
appropriate oncological excision and a favourable  

aesthetic result. One method is to increase the use  

of neoadjuvant treatment to facilitate tumour re-
duction and BCT. Oncoplastic BCS (OBCS) with  
or without neoadjuvant treatment allows for tumour  

removal with a broad margin of resection and rapid  

restoration of the defect (partial breast reconstruc-
tion), retaining a woman's natural breast shape and  
enhancing aesthetic outcomes [6] .  

Expected poor cosmetic outcome with conven-
tional BCS; huge tumour in large breast; alternative  

to mastectomy; or avoidance of lymphedema,  
fibrosis, and persistent discomfort associated with  

irradiation in large-breasted women are all indica-
tions for OBCS [6] .  

Furthermore, because OBCS is increasingly  

being used as a substitute for mastectomy, with or  

without rapid reconstruction, it may have a lower  
complication rate than complete mastectomy and  

reconstruction, especially when radiation is used  

as an adjuvant [7] .  

When compared to complete breast reconstruc-
tion, the potential benefits of this technique include  

improved patient satisfaction, improved quality of  

life, and lower health-care expenditures [8] .  

Level 1 and 2 procedures are referred to as  

OBCS. Level 1 oncoplastic methods are utilized  
to prevent deformities for tumour excisions that  
are less than 20% of the breast volume and involve  
basic contouring without skin excision and may  

need nipple recentralizing. When significant volume  

loss is expected, level 2 Oncoplastic procedures  
such as volume displacement and volume replace-
ment should be considered. The majority of OBCS  

level 2 treatments include volume displacement  

techniques, which include tumour removal followed  
by contouring of the breast parenchyma and skin  
envelope reduction [6] .  

OBCS has gained widespread acceptance and  

is now used in clinical practise. There is a scarcity  
of accurate national data on current OBCS usage  

and practise. According to a recent report by the  

MD Anderson Cancer Center in the United States,  

the percentage of all breast cancer procedures  

performed at OBCS nearly quadrupled (from 4%  

to 15%) between 2007 and 2014 [5] .  

Aim of the work:  

In this study we are going to compare between  
two conservative breast surgeries, which are level  

1 oncoplasty and round block excision. The com-
parison will be in the cosmotic outcome, incidence  
of complications and the time of operation.  

Patients and Methods  

A prospective study of 76 patients underwent  
surgical intervention in treatment of early breast  
cancer classified into 2 groups: Group 1: Included  

38 patients underwent round block technique.  

Group 2: Included 38 patients underwent level 1  
oncoplasty technique in management of early stage  
breast cancer.  

Patients were recruited from Ain Shams Uni-
versity Hospital and The Memorial Soad Kafafi  
University Hospital during the period from October  

2020 till September 2021.  

The inclusion criteria were as follows:  Female  
Patients of age categories (18-60) having patho-
logically proven breast carcinoma, Mass away  

from areola by less than 4cm, Being a candidate  

for breast-conserving surgery and oncoplastic repair  

according to the recommendations of multidisci-
plinary team, Breast cup >_B; Patients with early  
stage breast cancer (T1-2, N0-1, M0) and Giving  

consent to be operated on with this new technique.  

The exclusion criteria were as follows:  If they  
had any indication for mastectomy; diffused ductal  

carcinoma in situ; positive BRCA mutations; a  

recurrent tumor; skin infiltration; late stage breast  

cancer; any metastasis, Large tumor in small  

breast, History of radiation therapy and Preference  

for mastectomy or other traditional oncoplastic  

techniques.  



Fig. (1): Preoperative drawing of inner and outer incision  

liner and site of the mass.  
Fig. (2): The incision of the inner and outer circles.  
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Ethical consideration:  

All the patients signed an informed consent  

with detailed information about the study. The  

protocol of this thesis have been approved by  
Medical Ethical Committee, Ain Shams University.  
It include an explanation of the study aim and  

design, and assurance that: All data will be confi-
dential (for research purpose only),The name of  

the patient will be omitted from the results descrip-
tion,All participates in this study is free and vol-
untary, Photos will not be taken without patient’s  

consent and Refusal to participate in this study  

will not affect the medical service received.  

All patients will be announced by the results  
of the study.  

All patient will be subjected to:  
1- Full history taking: The key points in a patient's  

history are: Detailed personal, present and  

past history, History of taking contraceptive  
pills, History of any mensis abnormality, Time  
1 st  menses, Marital status, age of 1 st 

 child,  
breast feeding and Family history with breast  

pathology.  

2- General physical examination: For any signs of  

medical illness.  

3- Local examination: By inspection and by pal-
pation.  

4- Investigation routine: Laboratory investiga-
tion (CBC, PT, PTT, Urea, Creat, ALT, AST)  

and Imaging by U/S for young age >35 year  
Mammography in old age above 35 year  
old.  

5- Biopsy for histopathological assessment, con-
firmation and staging the cancer.  

Round block technique:  

Fig. (3): De-epithelialization between the outer and the inner  
incisions.  

Fig. (4): Excision of the mass and clipping of operative bed  

for post-operative radiotherapy.  
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Fig. (5): The excised mass. Fig. (6): Re-approximation of the superficial portion of the breast.  

(A) (B)  

Fig. (7): A-3 rd, B-10 th  day post operative wound.  

Statistical analysis:  

Data were collected, revised, coded and entered  

to the Statistical Package for Social Science (IBM  

SPSS) version 23. The quantitative data were  

presented as mean, standard deviations and ranges  

when parametric and median, inter-quartile range  

(IQR) when data found non-parametric. Also qual-
itative variables were presented as number and  

percentages.  

The comparison between groups regarding  

qualitative data was done by using Chi-square test  
and/or Fisher exact test when the expected count  
in any cell found less than 5.  

The comparison between two independent  

groups with quantitative data and parametric dis-
tribution was done by using Independent t-test  
while with non parametric distribution were done  

by using Mann-Whitney test.  

The comparison between more than two groups  
regarding quantitative data and parametric distri-
bution was done by using One Way ANOVA test.  

The confidence interval was set to 95% and the  

margin of error accepted was set to 5%. So, the p-
value was considered significant as the following:  
p-value >0.05: Non significant (NS), p-value <0.05:  
Significant (S) and p-value < 0.01: Highly signif-
icant (HS).  



Omar A. Negm, et al. 979  

Results  

The present study is prospective comparative  

study that is carried out on 78 patients with early  

stage breast cancer; 38 patients underwent round  

block technique and 38 patients underwent level  
one oncoplasty to compare between two conserv-
ative breast surgeries as regard the cosmotic out-
come, incidence of complications and the time of  

operation.  

Table (1): Descriptive data for the demographics and charac-
teristics of the studied patients.  

Total no. = 78  

47.27±8.99  
25-63  

86.86± 10.71  
54-112  

160.63± 12.26  
146-172  

32.72±4.35  
23-43  

53 (67.9%)  
25 (32.1 %)  

63 (80.8%)  
15 (19.2%)  

13 (16.7%)  
65 (83.3%)  

51 (65.4%)  
27 (34.6%)  

70 (89.7%)  
8 (10.3%)  

55 (70.5%)  
23 (29.5%)  

78 (100.0%)  
0 (0.0%)  

Table (1) show that mean age of the studied  

cases is 47.27 years ranging from 25 to 63 years,  

mean body mass index is 86.86 ranging from 23  
to 43kg/m

2
. Of the studied cases; 32.1% are hyper-

tensive, 19.2% diabetic, 83.3% breast feeders,  

34.6% & 10.3% have positive family history of  

breast & cervical cancer, respectively. Contracep-
tive pill users represents 29.5% and none of them  

were pregnant during period of surgery.  

Table (2): Descriptive data for assessment of patients pre-
operative.  

Total no. = 78  

2.56±0.80  
1-4.5  

47 (60.3%)  
31 (39.7%)  

19 (61.3%)  
12 (38.7%)  

19 (24.4%)  
42 (53.8%)  
17 (21.8%)  

Stage of breast cancer:  
Stage 1 25 (32.1%)  
Stage 2 41 (52.6%)  
Stage3 down staged to stage 2 12 (15.4%)  

Breast affected:  
Right 24 (30.8%)  
Left 53 (67.9%)  
Bilateral 1 (1.3%)  

Distance from NAC (cm):  

Median (IQR) 2.7 (1.9-3.5)  
Range 0.5-4  

Site of the mass (in which quadrant):  
Upper outer 54 (69.2%)  
Upper inner 7 (9.0%)  
Lower outer 17 (21.8%)  

Table (2) radiological evaluation showed that  
the mean tumor size 2.56±0.80cm); (range: 1-4.5cm)  
39.7% have chemotherapy, 61.3% have chemother-
apy pre operative only m 53.8% breast cup is C,  

52.6% are breast cancer stage 2, 67.9% have affec-
tion in left breast, 30.8% right breast affection and  

1.3% bilateral. Median distance from NAC is 2.7cm  

ranging from 0.5 to 4cm. Mass distribution is as  

following 69.2% in upper outer quadrant, 21.8%  

lower outer and 9% upper inner quadrant.  

Table (3): Post-operative complications in surgical bed.  

Postoperative complications in Total  
surgical bed no. = 78  

Hematoma:  
No 78 (100.0%)  
Yes 0 (0.0%)  

Seroma:  
No 63 (80.8%)  
Yes 15 (19.2%)  

Drain:  
Without 50 (64.1%)  
With 28 (35.9%)  

Delay wound healing:  
No 72 (92.3%)  
Yes 6 (7.7%)  

Skin infection/necrosis:  
No 75 (96.2%)  
Yes 3 (3.8%)  

Age (years):  
Mean ±  SD  
Range  

Weight (KG):  
Mean ±  SD  
Range  

Height (cm):  
Mean ±  SD  
Range  

BMI (kg/m 2):  
Mean ±  SD  
Range  

Hypertensive:  
No  
Yes  

Diabetic:  
No  
Yes  

Breast feeding:  
No  
Yes  

Family history of breast cancer:  
No  
Yes  

Family history of cervical cancer:  
No  
Yes  

Contraceptive pills:  
No  
Yes  

Pregnancy at the period of surgery:  
No  
Yes  

Tumor size by sonomamograpgy:  

Mean ±  SD  
Range  

Chemotherapy:  
No  
Yes  

Chemotherapy time:  
Postoperative  
Pre and postoperative  

Breast cup:  
B  
C  
D  
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Table (3) shows that among studied cases;  
19.2% develop seroma, 35.9% are with drain, 7.7%  

delayed wound healing, 3.8% skin infections and  
necrosis.  

Table (4) shows that there is no significant  

difference of age, weight, height and body mass  

index between studied groups ( p>0.05).  

Table (5) shows statistically significant higher  
frequency of positive family history of breast  

cancer among Level one than Round block groups  

(46.2% versus 23.1%, respectively).  

Table (6) shows statistically significant higher  
chemotherapy indicated among group with round  

block surgery than group with level one group  

(51.32% versus 28.2%, respectively). Pre and post-
operative chemotherapy was indicated among  

72.7% of Level one group and among 20% of  

Round block group.  

Table (4): Comparison of age and body mass index between level one and round block group.  

Type of surgery  
Test  

value• 
p - 

value  
Sig.  Level one group  

No.=39  
Round block group  

No.=39  

Age (years):  
Mean ±  SD  46.41±8.99  48.13 ±9.02  –0.842  0.402  NS  
Range  25-62  31-63  

Weight (KG):  
Mean ±  SD  86.62±9.69  87.10± 11.77  –0.200  0.842  NS  
Range  63-103  54-112  

Height (cm):  
Mean ±  SD  162.31 ±4.53  158.95± 16.68  1.214  0.229  NS  
Range  155-172  64-170  

BMI:  
Mean ±  SD  32.47±3.74  32.97±4.92  –0.506  0.615  NS  
Range  23-40  24-43  

p-value >0.05: Non significant. p-value <0.01: Highly significant.  
p-value <0.05: Significant. •:Independent  t-test.  

Table (5): Comparison medical history of the studied patients between level one and round block  

group.  

Type of surgery  
Test  

value*  
p - 

value  Sig.  Level one group  
No.=39  

Round block group  
No.=39  

Hypertensive:  
No  25 (64.1%)  28 (71.8%)  0.530  0.467  NS  
Yes  14 (35.9%)  11 (28.2%)  

Diabetic:  
No  33 (84.6%)  30 (76.9%)  0.743  0.389  NS  
Yes  6 (15.4%)  9 (23.1%)  

Breast feeding:  
No  7 (17.9%)  6 (15.4%)  0.092  0.761  NS  
Yes  32 (82.1%)  33 (84.6%)  

Family history  
of breast cancer:  

No  21 (53.8%)  30 (76.9%)  4.588  0.032  S  
Yes  18 (46.2%)  9 (23.1%)  

Family history  
of cervical cancer:  

No  34 (87.2%)  36 (92.3%)  0.557  0.455  NS  
Yes  5 (12.8%)  3 (7.7%)  

Contraceptive pills:  
No  30 (76.9%)  25 (64.1%)  1.542 0.214 NS 
Yes  9 (23.1%)  14 (35.9%)  

Pregnancy at  
the period of surgery:  

No  39 (100.0%)  39 (100.0%)  – – – 
Yes  0 (0.0%)  0 (0.0%)  

p-value >0.05: Non significant. p-value <0.01: Highly significant.  
p-value <0.05: Significant. *:Chi-squaretest.  



Omar A. Negm, et al. 981  

Table (6): Comparison of radiological findings and chemotherapy characters of the studied patients  

between level one and round block group.  

Type of surgery  
Test p -

Sig.  
value value  Level one group  

No.=39  
Round block group  

No.=39  

Tumor size by  

sonomamograpgy:  
Mean ±  SD  2.67±0.88  2.44±0.70  1.268• 0.209 NS  
Range  1.3-4.5  1-4  

Chemotherapy:  
No  28 (71.8%)  19 (48.7%)  4.336* 0.037 S  
Yes  11 (28.2%)  20 (51.3%)  

Chemotherapy time:  
Postoperative  3 (27.3%)  16 (80.0%)  8.316* 0.004 HS  
Pre and postoperative  8 (72.7%)  4 (20.0%)  

Breast cup:  
B  11 (28.2%)  8 (20.5%)  0.913* 0.633 NS  
C  19 (48.7%)  23 (59.0%)  
D  9 (23.1%)  8 (20.5%)  

Stage of breast cancer:  
Stage 1  12 (30.8%)  13 (33.3%)  1.593 * 0.451 NS  
Stage 2  19 (48.7%)  22 (56.4%)  
Stage 3 down  
staged to stage 2  

8 (20.5%)  4 (10.3%)  

Breast affected:  
Right  14 (35.9%)  10 (25.6%)  1.836* 0.399 NS  
Left  25 (64.1 %)  28 (71.8%)  
Bilateral  0 (0.0%)  1 (2.6%)  

Distance from NAC (cm):  

Median (IQR)  2.5 (1.8-3.5)  2.9 (1.9-3.5)  –0.445≠ 0.656 NS  
Range  0.9-4  0.5-4  

Site of the mass  
(in which quadrant):  

Upper outer  29 (74.4%)  25 (64.1%)  1.910* 0.385 NS  
Upper inner  4 (10.3%)  3 (7.7%)  
Lower outer  6 (15.4%)  11 (28.2%)  

p-value >0.05: Non significant.  p-value <0.01: Highly significant.  • : Independent t-test  
p-value <0.05: Significant.  *:Chi-square test.  ≠ : MannWhitney U test.  

Discussion  

This comparative study, 78 patients presented  
with early breast cancer (T1–2, N0–1, M0) were  
divided into two groups first group treated by the  
standard round block technique and second group  

treated by circumareolar technique to evaluate the  

use of those techniques in surgical treatment of  
early breast cancer.  

Patients’ demographics such as age, BMI, and  
presence of medical co-morbidities were similar  

in both groups that underwent round block or  
circumareolar technique to diminish the effect of  

these factors on either operative parameters or  

cosmetic outcomes.  

We also took into our consideration such as  
the tumor characteristics of the studied cases,  

distance from NAC, were nearly the same in both  
groups.  

The mean age of the patients was 47.27 ±8.99  
years, which was relatively older than the mean  

age of the patients who participated in the study  

carried out by Wakim et al. [9] , which was 39.5  
years, ranging between 20 and 54 years. Moreover,  
70% of the cases fall between 40 and 59 years.  
This is consistent with the demographic data pub-
lished by Zeeneldin et al. [10] , which revealed that  
the peak of incidence rates for breast cancer in  

Egypt lies between 55 and 59 years.  
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Relatively younger age of the included patients  
increased the cosmetic and aesthetic demands. This  

made patient satisfaction a more challenging goal.  

In our study, the mean BMI was 32.72 ±  
4.35kg/m2 ; (range: 23-43kg/m2); which is higher  
than those in the studies carried out by Kim et al.  
[11]  (23.2±2.5kg/m2) and the round block group in  
the study carried out by Giacalone et al. [12]  and  
Dua et al. [13]  (23.7±4.4kg/m2). It should be noted  
that high BMI, together with the presence of other  
comorbidity and chronic illness, were found in  

most patients with early complications, in addition  
to the direct impact of obesity on the final aesthetic  

results of the procedure.  

The mean operative time in our study was  
107.08±4.42 and 99.9±5.02 in round block tech-
nique and circumareolar, respectively, which is  
close to what was published by Akram et al.  

[14] ,revealing the mean operation time in RBT was  

96.5 and longer than that was published by Wakim  

et al. [9]  revealing the mean time was 80mins.  

Round block provide greater exposure diameter  
offered by skin de-epithelialization, enabling better  

access and visualization of the tumor, thus reducing  

the total operating time reported by Lim et al. [15] .  

Other operational parameters such as blood  

loss intraoperative, first day drain amount in cases  

with drains, hospital stay lengths, and complications  
rate were similar in both groups. Except in blood  

loss is more with round block technique.  

The patients who had wound infection were  

diabetic. Statistically, diabetes mellitus has in-
creased the risk of postoperative wound infection  

thrice. This is similar to what was published by  

Urban et al. [16]  showing the complication of  
diabetes mellitus in oncoplastic surgery. The pa-
tients received oral antibiotics and instructed to  
have the wound daily dressed until the infection  

was eradicated.  

The wounds of both techniques being obscured  
around the NAC at the transitional zone between  

NAC and skin played an integral role in improving  
cosmetic outcome, patient satisfaction, and accept-
ance in both early post-operative period and late  

follow-up period.  

As reported by Rose et al. [17] , the tumor size  
itself does not have any impact on the decision to  

perform an immediate partial reconstruction. Rath-
er, the size of the tumor relative to the affected  

breast, that is, the size of the defect after tumor  

resection in relation to the size of the breast, de- 

termines whether an immediate partial reconstruc-
tion is feasible. If so, the location of the tumor  

also has to be taken into consideration [18] .  

In this study, the mean tumor size ranged from  
1.3-4.5cm, with a mean of 2.67 ±0.88cm with cir-
cumareolar technique and 1-4cm with mean 2.44 ±  
0.70cm with round block, in agreement with the size  

reported for Egyptian patients of 2.9cm [19] .  

In this study, the tumor distance from the nipple  
and areola complex ranged from 0.5-4cm, with a  
mean of 2.7±0.8cm; this close to those of patients  

included in the study carried out by Chen et al.  
[20]  (2-6cm apart from the center of the nipple)  

and also that reported by Giacalone et al. [12] .  

The incidence of positive axillary nodes was  
35%, which is lower than that reported incidence  

in breast cancer in Egypt (63%) [21] .  

In this study, we encountered early wound  
complications in 24 patients (31.2%) patients. 15  
patients (19.2%) developed postoperative seroma  
all were without drain: All of these were associated  

with excision of large breast tissue volume and  
large-sized breasts. Three patients (3.8%) developed  

postoperative skin infection. 6 patients (7.7%)  
developed delayed wound healing. We found that  
5 (11%) patients had other comorbidities (diabetes  
mellitus), and the 1 patient had a large-sized breast  

with moderate ptosis with BMI of 36kg/m2 .  

Conclusion:  

The rate of long-term complications was com-
parable to or lower than that reported in many  

studies carried out using various conservative and  

other oncoplastic techniques, with better scar out-
comes, and less fibrosis and fat necrosis, better  
symmetrization, especially in small-sized to medi-
um-sized breasts without major ptosis, and who  

may not require contralateral breast surgery for  

symmetrization.Obviously, a large controlled trial  
with a longer follow-up duration is needed to  
confirm the long-term oncological safety of the  
procedure.  
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