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Introduction

In Japan, particularly in Mie Prefecture, oncoplastic breast-
conserving surgery (OPBCS) is frequently performed. However,
evidence regarding the safety of postoperative radiotherapy
following OPBCS remains limited. Since OPBCS involves
significant tissue rearrangement, concerns persist about its
potential impact on radiotherapy delivery and oncologic
outcomes. While an international cohort study of 4,135
patients found no adverse effect on prognosis,’ relevant data
from Japan are scarce. This multicenter retrospective study
aimed to assess the safety of radiotherapy after OPBCS, with
ipsilateral breast tumor recurrence (IBTR) as the primary
endpoint. 1) André C et al, BJS Open. 2021 Jan 8;5(1):zraa013.

OPBCS commonly performed at our hospital

-Modified AAF: abdominal advancement flap-

The neo-IMF is sutured to the cranial breast tissue to lift it and fill the resection defect

Table1. Patient Characteristics

variable

OPBCS

non-OPBCS

P value

Material and Methods

Patients who underwent surgery for primary breast cancer
January 2017 - December 2023
n=4,215

Exclusion Criteria (n = 3,234)
* Total mastectomy (including conversion after

partial resection): n = 2,905
- Axilary surgery only, chest wall tumor excision,

or surgery for local recurrence control: n = 114
 Follow-up < 12 months, special types.

or male breast cancer: n = 166
* No radiotherapy after breast-conserving surgery: n = 46

Final study population
=981

Primary Endpoint

- Ipsilateral Breast Tumor Recurrence (IBTR)
Secondary Endpoints

- Overall Survival (OS)

- Event-Free Survival (EFS)

opBCS
n=333

Non-OPBCS
=648

- Time to Initiation of Radiotherapy
- Presence of Radiotherapy-Related Treatment
Complications.

Fig1. Survival curves comparing the OPBCS and non-OPBCS

(a) Kaplan—-Meier curve

Table2. Factors linked to delayed start of radiation therapy
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! Table3. Post-radiation therapy complications
Fig2. Comparison of the timing of postoperative radiotherapy initiation according
to the presence or absence of oncoplastic surgery OPBCS non-OPECS OR (95% CI) p-value
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Fig2 shows the number of patients who experienced a delay in the initiation of radiotherapy.
In the OPBCS group, the start of radiotherapy was delayed by approximately 1 week. No
difference was observed between the groups after 16 weeks.

the timing of radiotherapy initiation; however, no significant adverse effects on the safety of
radiotherapy or ipsilateral breast tumor recurrence were observed. OPBCS can be considered a
safe surgical approach when appropriate perioperative management is implemented.
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