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ORIGIN OF ONCOPLASTIC SURGERY
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The term oncoplasti surgery wasintroduced n 1993 and published year later! It ¢n-

Compasses unique approaches suggested by diffrent surgeons and focuses on tumor resec-
o and bretaesthtis through partil breast reconstucton techniquesthat minimize

potential breast deformities

The nital focus of oncoplastic surgery was on breastdefo

and it became another alernativ to conside duringthe i

decision-making process
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he adopion of g consrvng therapy a n accepabl
ermative o mastetomy opened the door to a wide and
Ve range of aral breast ecnsrucio echniques.
The tem oneplic g gy a5 suggested by Wemer
Audrerch in 1993, dosres the conoept of loca disue rer
angement that woud o for wide resction of rumors whil

prscrving o improving breast cosmesis, Alhough the term has
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inframammary crease

Fig.1.4. Anterior view of left breast in schematic diagram

showing the superficial (yellow) and the deep part (gray) of the
ligamentous suspension
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Fig.1.1. Fascial system of the breast
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Fig. 1.2, a The ligamentq
suspension in anatomicy]
dissection of the right
breast seen from cranj-
medial [21]. b Equal prep
ration after intraarter
jection of surgical ink i,
internal thoracic artery
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Fig.4.3 Directly after closing the skin, there seemed to
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Fig.3.2 (a—e) Intraoperative view. (a) The new areola is
u (inner circle), another circular incision is in a
15 mm distance. The tissue and the nipple to be resected

are outlined on the skin. (b) The subcutaneous tissue is
he tissue to be resected is m

on the breast. (¢) The tumor is resected together with the
nipple, and the skin of the areola is mobilized from the
subcutaneous tissue. (d) The skin of the areola and the
breast tissue are closed. (¢) Immediate postoperative

result
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Fig.6.1 Preoperative drawings are done with the patient
sitting upright. The lateral drawing lines have to outweigh
the round central diameter in length



Fig.7.1 The two lesions in the mediocranial part of the
left breast

Fig.7.2 Preoperative markings



Fig.6.3 Defect closed
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Fig.3-36  One of the most useful and versa-
tile mcisions for tumors in the upper outer
quadrant is a radial elliptical incision directly
~ over the tumor (which avoids ugly distortion in

the cleavage area) with periareolar de-epithe-
lialization (to recenter the nipple-areola com-
plex).

Fig.3-37 Complete intemal breast recon-
struction after approximation of breast kobes.
The routine steps that precede adequate intra-
mammary mobilization are not shown: the
breast must, for example, be mobilized from
the skin and incised to achieve the necessary
mobility; it & then rotated into the defect to
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Fig 338 Resulting scar after skin closure breast or cleavage area. By performing intra- Fig.339 Modi

with mo.nnﬁhment suture. The exact position mammary gland mobilization (Chapter 3.2.1), w,,lui om'::: Bplasty I Complex on- sion and intramammary approximation fech
| of the nipple-areola complex can be corrected  no defect due to scarring occurs after radio- egies and approach ml*!w:hhm
' at the end of the operation by extending the  therapy, which would be mevitable wih radia- i both the choice o inci
} de-epithelialization pattern. The advantage of tion of an organized seroma or granulation tis-

the chosen incision is that the scar is barely visi- ~ sue within the defect.
| ble and there is no scar in the inner part of the
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Fig. 1-16 mmmu
option for breast conservation, especially
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Fig. 1-17 Along with nipple repositioning,
intramammary breast mobilization into the
defect, which is difficult to illustrate, is im-
portant. Details of the surgical possibilities
are given in Chapter 2 on breast-conserving

surgical techniques.



Fig.3-41 Excision in this case follows an ec-
which is completed laterally by excision of a

3 Surgical Techniques

the tumor is resected down to the pectoralis
fascia. If the breast is slightly ptotic, the periare-
olar de-cpithelalization can be used to adapt
the skin to the smaller breast.
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Fig. 20.6 The left breast after skin closure















