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Introduction 

 1 

INTRODUCTION 

Conservative surgery has become a well-established 

alternative to mastectomy in the treatment of breast cancer. 

However, in case of larger lesions or small-size breasts, the 

removal of adequate volumes of breast tissue to achieve tumor-

free margins and reduce the risk of local relapse may 

compromise the cosmetic outcome, causing unpleasant results. 

In order to address this issue, new surgical techniques, so-called 

oncoplastic techniques, have been introduced in recent years to 

optimize the efficacy of conservative surgery both in terms of 

local control and cosmetic results (Masetti et al., 2006). 

Breast conserving therapy (BCT) refers to breast 

conserving `eradicate any microscopic residual disease. The 

goals of BCT are to provide the survival equivalent of 

mastectomy, a cosmetically acceptable breast, and a low rate of 

recurrence in the treated breast (Sable et al., 2012). 

The problems with the evaluation of aesthetic results in 

breast-conserving therapy (BCT) is three-fold: The first is 

defining what should be evaluated (which characteristics or 

parameters are important to consider in this evaluation); the 

second is how the evaluation should be undertaken (by direct 

evaluation or by using patients‘ pictures and if so what kind of 

photographs are needed and using which conditions; what will 

be the timing of this evaluation during treatment and follow-up 

and additionally what scales are going to be used in the 


