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Introduction:
As women’s interest in cosmetic att ractiveness 
increases, surgeons make att empts to minimize 
postoperative scars. For any type of breast sur-
gery the best possible outcome has always been 
measured in terms of residual breast shape and 
scar. In 1990, Benelli proposed a new periareo-
lar mammoplasty, a round-block technique ap-
plied in several types of breast surgery such as 
ptosis or hypertrophy, small size of breast and 
also in tumor excision. In tumor excision, this 
technique produced a discreet scar and a more 
regular breast contour. In cases of ptosis or hy-
pertrophy, it allows the scar to go up to the peri-
areolar circle which is in itself generally incon-
spicuous. In cases of hypotrophy, the use of the 
round block technique permits easy access for 

insertion of the prosthesis as it simultaneously 
corrects ptosis. In cases of tumoral excision, the 
round block produces a discreet scar and a more 
regular breast contour.

From the perspective of oncologic safety, the larg-
est specimen should be removed in an att empt 
to achieve the widest possible margin; from the 
perspective of aesthetics, the least amount of 
tissue excised yields a bett er cosmetic outcome. 
Round-block therapeutic mammoplasty is a bet-
ter surgical choice for all quadrant-located can-
cers in small- to medium-sized breasts with good 
aesthetic results. Round Block technique can 
extend the possibility of breast conservation sur-
gery, avoid breast deformities and reduce both 
mastectomy and re-excision rates.

Abstract:
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Seroma formation, fl at breasts, widening of scar 
and surgical margins involvement are the report-
ed complications for this technique, but their 
frequency is very small.

Methodology:
Th is study comprises of total 31 patients, out 
of which 29 had benign and 2 had malignant 
lumps. Th ese patients were admitt ed through 
outpatient department, from February 2012 to 
October 2014. Most of the patients complained 
of lump, pain and discomfort. All patients were 
clinically examined and breast ultrasound along 
with baseline investigations was done. Patients 
with benign lumps upto 6cm, age more than 
14 years and less than 45years, and malignant 
lumps of <2.5 cm at presentation were selected. 
Number of complications were observed on 
follow up. Th e data of diff erent variables like age, 
postoperative hospital stay and complications 
were collected retrospectively and assessed by 
SPSS version 15.

Results:
In this series, average size of lump was 4 cm, 
starting from 2cm upto 6 cm, 11 out of 31 pa-
tients had multiple fi broadenomas.

All 29 patients of benign lump were under the 
age of 36 years, while 2 patients with malignant 
mass were 29 and 32 years old.

Post operative stay was 24 hours for all patients.

Only one out of 31 cases, a fi broadenoma had se-
roma formation and required repeat aspirations. 
Th e biggest benign lump excised measured 6cm 
in a medium-sized breast without deformity. 
Surgical margin statuses of the 2 patients with 
malignant lump were clear by at least 10mm.
None of the patients had NAC scar widening 
during the short term follow up.

Discussion:
Fibroadenoma of the breast is a common cause 
of a benign breast lump in premenopausal wom-
en. Th e consensus view is that women with fi -
broadenomas are not at signifi cant increased risk 
of developing breast cancer. Diagnosis is based 
on the combination of clinical examination, im-

aging and non-surgical tissue biopsy (the triple 
test). A clinical diagnosis of fi broadenoma alone 
is unreliable and does not exclude malignancy 
even in younger women. Th e choice of imaging 
is mammography, combined with ultrasound in 
older women, and ultrasound alone in younger 
women. Tissue biopsy, by either fi ne-needle 
aspiration or core biopsy, is the most accurate 
means of establishing the diagnosis. Tradition-
ally, symptomatic fi broadenomas are treated by 
surgical excision.8

Fibroadenomas are benign tumors which com-
monly present in late adolescence. Th ey are clas-
sifi ed according to their histology and size. Sim-
ple fi broadenomas are the most common type 
and usually present as smooth mobile masses up 
to 3 cm in diameter. Giant fi broadenomas are 
more uncommon but typically present in ado-
lescence.9 Fibroadenomas associated with other 
soft -tissue masses should raise the possibility of 
an inherited syndrome. Assessment of breast 
masses in this age group generally involves clini-
cal assessment through history and physical ex-
amination and, when imaging is needed, ultra-
sonography. As the incidence of primary breast 
malignancy is very low in this age group, core 
biopsy is not routinely recommended. Large or 
rapidly growing tumors or those associated with 
suspicious features, warrant surgical excision. 
New minimally invasive excision techniques are 
being introduced which are associated with high 
initial success rates.

Fibroadenoma is the third most frequent pal-
pable phenomenon in the breast in women and 
is most oft en seen around the age of 30. Th e size 
varies but is in average between one and three 
centimeters. Fibroadenomas originate from a 
breast lobule and can be situated anywhere in 
the breast. Th e etiology is uncertain but it seems 
as if hormonal factors play a role. Investigations 
have shown that many of the fi broadenomas de-
crease in size and even more regress. Th e tradi-
tional treatment of fi broadenomas is excision10

According to the ANDI classifi cation, small fi -
broadenomas are normal, clinical fi broadeno-
mas are a mild aberration of the normal pro-
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cesses, and giant or multiple fi broadenomas are 
placed to the disease end of the spectrum. Giant 
fi broadenomas are treated by surgical enucle-
ation11

Multicentricfi broadenomas, defi ned as multiple 
fi broadenomas located at diff erent quadrants of 
the breast, occur in 10-20% of women with fi -
broadenoma. Th e surgical management of mul-
ticentricfi broadenomas may be troublesome for 
surgeons and patients. In this study, we have also 
reported report our preliminary experience us-
ing the “round block technique” in the manage-
ment of women with multicentricfi broadeno-
mas of the breast.12

Th e round block technique is a useful oncoplas-
tic procedure for the management of multicen-
tricfi broadenomas excised at the same time

Th e advantages of this technique for patients 
with multicentric benign breast lesions are mini-
mal postoperative scar and a favourable aesthet-
ic result. Smaller breast dimensions and a larger 
areolar diameter provide an easier access to any 
part of the breast due to a smaller distance be-
tween the incision and a fi broadenoma and a 
larger circumference of circular periareolar inci-
sion, thus facilitating the surgery. Th e analysis of 
average, maximum and minimum values mea-
sured shows that the “round block” technique 
can be performed in all cases of multiple and 
multicentric fi broadenomas regardless of breast 
size, areolar diameter and the location of fi bro-
adenoma in the breast13

In all types of mammoplasty, the main goal is 
to limit the scar. Th e scar in the submammary 
fold is visible, particularly when one is lying 

down. Th e ideal result is confi ning the scar to 
the periarolar area

Th e “round block” acts as a keystone supporting 
the mammary cone(fi g 1a). Th e keystone lies 
in the dermodermic, glandulo-glandular, and 
glandulo-musculoperiosteal unions fi xed defi ni-
tively with suture, by a crisscross mastopexy, and 
by a circular suture included in the periareolar 
circular dermo-dermic scar block(fi g 1 b).1

Th is technique can be used in numerous types 
of breast surgery. 

According to studies, for patients with signifi -
cant asymmetry, excision with the infra mam-
mary incision is associated with persistent 
asymmetry while excision with round block 
mammoplasty incision is associated with resto-
ration of symmetry14

In the att empt to optimise the balance between 
the risk of local recurrence and the cosmetic 
outcomes in breast surgery, new surgical pro-
cedures, so-called oncoplastic techniques, have 
been introduced in recent years. Th e term on-
coplastic surgery refers to surgery on the ba-
sis of oncological principles during which the 
techniques of plastic surgery are used, mostly 
for reconstructive and cosmetic reasons. Th e 
advantage of the oncoplastic surgery for breast 
cancer is the possibility of performing a wider 
excision of the tumour with a good cosmetic 
result. Oncoplastic surgery is a broad concept 
that can be used for several diff erent combina-
tions of oncological surgery and plastic surgery 
which include excision of the tumour by reduc-
tion mammoplasty. Careful patient selection 
and preoperative planning are key components 
for the success of any oncoplastic operation for 
breast cancer. Accurate preoperative evaluation 
of the clinical and biological features of the tu-
mour as well as of the morphological aspects of 
the breast allow the surgeon to make a decision 
if a conservative or radical approach is prefer-
able and select the most eff ective oncoplastic 
surgical technique15

Th e cosmetic appearance of the breast aft er 
Figure 1: Schematic presentation of  a)Skin marking of Round Block around nipple areola com-

plex (NAC)  b) Method of closure
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breast conservation surgery depends, fi rstly, on 
the relative proportion of breast volume excised 
in order to satisfy oncological requirements and, 
secondly, on the location of the tumour within 
the breast (Fig 2)

Oncoplastic breast-conserving surgery is more 
successful than standard wide local excision in 
treating larger tumors and obtaining wider ra-
dial margins, thus reducing the need for further 
margin excision, which delays adjuvant therapy. 
Th ere is no increase in postoperative complica-
tion rate using an oncoplastic approach16

Recent Literature review establishes that Onco-
plastic breast conserving techniques decrease 
re-excision rates. Early follow up data suggests 
oncological outcomes of oncoplastic breast con-
servation surgery are similar to standard breast 
conservation.17

Oncoplastic techniques allow for wider resec-
tions while maintaining cosmesis and have ac-
ceptable local recurrence rates, Oncoplastic 
breast conservation surgery seems as safe as 
wide local excision or mastectomy in terms of 

delivery of adjuvant chemotherapy, and, there-
fore, should not adversely aff ect breast cancer 
outcome in this respect18. Th e following factors 
should, as it stands, not be considered as a con-
tra indication for breast conservation: multi-
focal breast cancer, multi-centric breast cancer, 
the location of the cancer in the breast (includ-
ing retro areola location), vascular invasion and 
lobular histology. All with the provision that by 
the breast conserving surgery complete margins 
a good cosmetic outcome should be achieved19.

Among the skin incision patt ern, inverted T, 
short-horizontal invert T and vertical incision 
got excellent breast contour (100%), otherwise, 
periareolar incision got the less scar (100%).20

Th e chance of a complication increases as the 
quantity of resection increases. Of these, the 
most common is delayed wound healing. Hae-
matoma, fat necrosis, nipple necrosis, cellulitis 
and fungal dermatitis have all been reported.Th e 
highest reported percentage (in large series) of 
women dissatisfi ed with the surgery is 18.4%

Specialist breast surgeons trained in breast re-

Figure 2a: Skin Marking Figure 2c: cavity aft er lumpectomy Figure 2b: De epithelization

Figure 2d: Closure Figure 2f: fi nal closureFigure 2e: Excised lump

Figure 2: 26 year old female with right breast fi broadenoma at 3 ‘o clock
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construction and oncoplastic techniques can 
expect a substantial proportion of their breast 
practice to include such operative procedures 
(upto 28%). Subspecialist training in breast sur-
gery should incorporate experience in breast 
reconstructive and aesthetic surgery for trainees 
who wish to practise as specialist breast sur-
geons in the future21

In a study by Nano et al. overall 77% of patients 
were highly satisfi ed with breast reconstruction 
and 82% scored a satisfactory result on photo-
graphic analysis. Reconstruction rated highly 
with respect to quality of life, body image, patient 
satisfaction and photographic assessment.22

Conclusion:
Despite the fact that most patients treated by 
breast-conserving therapy are satisfi ed with the 
fact that they have retained their breasts and 
minimized an unfair cosmetic outcome, cos-
metic evaluation should be introduced as a mat-
ter of routine.

Th erapeutic mammoplasty is a useful procedure 
for breast conserving cancer surgery in women 
with large breasts, conferring a good cosmetic 
and functional outcome. Breast surgeons expe-
rienced in oncological surgery can safely resect 
tumours from all aspects of the breast with a 
round block mammoplasty technique.

Th e main advantages of the round block tech-
nique include reproducibility, low interference 
with the oncological treatment and long-term 
results. So the success of the round block proce-
dure depends on patient selection, coordinated 
planning and careful intra-operative manage-
ment.
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