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ABSTRACT 

Background: Mastectomy leads to moderate to severe degrees of depression and anxiety.  

Objectives: This study aimed to evaluate the outcome of breast conservative surgery with breast reconstruction on the 

quality of life (QOL). 

Patients & methods: The current retrospective study included 62 patients with T1, and T2 breast cancer who underwent 

modified radical mastectomy (MRM) or breast conservative surgery (BCS) with reconstruction. Evaluation of the quality 

of life, depression as well as post-operative complications was reported and compared. 

Results: The current study included 62 female patients with mean age of 43.20 ± 4.49 and 44.36 ± 5.16 in groups A and B 

respectively. There was a significantly lower mean operative time (P value =0.001) in patients who underwent MRM. There 

was statistically significant beck depression inventory (BDI) scores in both groups with more improvement in BCS group. 

Both groups reported statistically significant improvement of psychological well-being, social well-being, and spiritual 

well-being after 6 months with significant improvement in group A. 

Conclusion: Conservative breast surgery with reconstruction offers an oncologically safe alternative for modified radical 

mastectomy with less impact on the QOL and associated with less depression 
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INTRODUCTION 
Breast cancer is the most common disease to be 

diagnosed and the primary cause of cancer-related death 

for women globally [1]. Having a mastectomy causes 

anxiety and sadness that range from moderate to severe. 

When a woman with breast cancer undergoes surgery, 

breast loss can lead to depression. The theory that 

depression is mostly caused by accepting the potentially 

fatal implications of the diagnosis is supported by the 

equal distribution of depression among patients who had 

mastectomies and those who had lumpectomy [2, 3]. 

A depressive reaction to losing a breast and an 

expected sadness due to the possibility of a deadly 

outcome characterize post-mastectomy sadness [4]. The 

concept of breast cancer is altered by its care. Rather than 

the prognosis or handicap, the effect of the type of surgery 

appears to be mediated by the patient's experience of 

deformity and changes in sexual and social life. The level 

of dysfunction and the patient's usage of radiation therapy 

or chemotherapy had no independent psychological 

effects on female patients and their physical appearance, 

which can lead to depression and generally lower a 

woman's quality of life (QOL) [5].  

 

A negative cosmetic result is more likely if more 

than 20% of the breast volume is removed [6]. The idea of 

integrating breast reconstruction with a distinct safety 

margin after tumor excision gave rise to oncoplastic 

breast surgery. These operations involve volume 

replacement or displacement techniques, with a distinct  

 

emphasis on prompt reconstruction to improve 

psychological outcomes [7]. In addition to constructing a 

mound on the chest wall, the goal of breast reconstruction 

utilizing various oncoplastic procedures is to achieve 

symmetry with the contralateral native breast [8]. 

Complete removal of the malignant tumor with 

negative resection margins is the ideal oncological result 

of conservative breast surgery because involved margins 

are strongly linked to local recurrence [9].  

Wide resection, however, may lead to bilateral 

asymmetry or breast deformity, which could damage the 

cosmetic result. One benefit of oncoplastic breast surgery 

with volume replacement techniques is that partial breast 

reconstruction allows for both a large resection and a 

satisfactory cosmetic result [10].  

In the case of early-stage breast cancer, BCS has quickly 

emerged as a significant substitute for mastectomy. This 

has happened as a result of its comparable survival rate 

when compared to modified radical mastectomy (MRM) 

and its potential for improved aesthetic results [11]. 

 

PATIENTS AND METHODS 

The current retrospective study was conducted at 

General Surgery Department, Benha University Hospital 

and Benha teaching Hospital throughout the period from 

January 2020 to August 2023. Follow-up was planned for 

at least 6 months. Data collection included all patients 

with T1,T2 breast cancer who underwent MRM or BCS 

taking in consideration 1:1 ratio 
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Exclusion criteria: Patients who received neoadjuvant 

chemotherapy to avoid the impact of chemotherapy-

induced depression to make the evaluation valid.  

The current study included 62 patients with BC who 

were allocated into two groups: Group A include 31 

patients had CBS with breast reconstruction. Group B 

include 31 patients had MRM. 

 For all eligible patients detailed history was 

obtained and examination was done. Preoperative 

investigations included sonomammography, true cut 

biopsy and metastatic work up. MDT decision was 

considered. 

 

Operative procedure:  

 Group A: CBS and immediate reconstruction was 

done. Following wide local excision and axillary 

clearance, the safety margin was confirmed by 

frozen section and reconstruction was done using 

different techniques including latissimus dorsi flap 

(LD Flap) (Figure 1), Grisotti technique (Figure 2), 

lateral mammoplasty (Figure 3), batwing procedure 

(Figure 4) and round block techniques (Figure 5). 

 Group B: MRM was done (Figure 6).  

Post-operative adjuvant therapy was completed for 

all patients. 

 

              Figure (1): Latissimus Dorsi Flap (LD Flap)            Figure (2):  Grisotti technique. 

Figure (3): Lateral Mammoplasty 
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Figure (4): Batwing technique. 

 

Figure (5): Round block technique. 

 

 

 

Figure (6): MRM 

 

 

 

 

 

 



https://ejhm.journals.ekb.eg/ 

 

1486 

 

Outcomes and follow up: 

The 1ry outcome was proper management of cases 

of breast cancer on the basis of oncological safety taking 

in consideration the aesthetic outcome with minimal 

postoperative complications. For assessment of the 1ry 

outcome, the operative time, hospital stay, intraoperative 

and postoperative complications were reported.  

The 2 ry outcome was inducing minimal impact on the 

quality of life. For the 2 ry outcome, Beck Depression 

Inventory (BDI) and Quality of Life Instrument-Breast 

Cancer Patient Version (QOL-BC) questionnaires were 

used and both questionnaires were repeated at 3-months 

and 6-months after surgery. 

 

BDI consisted of 21 items, each is awarded with a score 

ranging from 0 to 3. Total BDI score was range of 0-63:  

1-10: normal, 11-16: mild mood disturbance, 17-20:  

borderline clinical depression, 21-30:   moderate 

depression, 31-40:   severe depression and > 40: extreme 

depression.  

BDI ≥17 was considered as cutoff point [12]. 

(QOL-BC) is 46- items representing the four domains of 

quality of life including physical well-being, 

psychological well-being, social well-being and spiritual 

well-being. 0 = worst outcome and 10 = best outcome. 

The higher scores in each domain scale represent better 

health status [13].  

 

Ethical Considerations: The study was conducted 

following the ethical perspectives of Helsinki 

Consideration. After approval of the study protocol 

from The Ethical and Research Committee, Benha 

University (RC: 2-10-2023). Written fully informed 

patients’ consents were obtained.  
 

Statistical analysis 

Version 20 of SPSS Statistics was used to conduct the 

statistical analysis. A two-way mixed ANOVA was 

performed to compare the measured variables across the 

two groups and across different time periods. The 

participant's demographic data was subjected to the 

ANOVA test. While, number and percentage were 

employed to show nominal data, mean and standard 

deviation were utilized to express numerical data. P ≤ 0.05 

was set as the significance level.  

 

RESULTS 

The current study included 62 female patients with mean 

age of 43.20 ± 4.49 and 44.36 ± 5.16 years for group A 

and B respectively. Other sociodemographic data and 

tumor characteristics were illustrated in table (1). 

--------------------------------------------------------------------------------------------------------------------------------------------------- 

Table (1): Sociodemographic data and tumor characteristics 

Variable Group A n=31 

CBS 

Group B n=31 

MRM 

P value 

Age       Mean ±SD 43.20±4.49  44.36±5.16 0.13 

BMI       Mean ±SD 29.12±.2.9 28.49±3.7 0.27 

Comorbidities 

DM             N(%)  4 (12.9%) 3 (9.7%) 0.089 

HTN            N(%)  2 (6.45 %) 2 (6.45 %) 1.00 

IHD              N(%)  1 (3.23%) 2 (6.45 %) 0.082 

Tumor  

T1               N(%)  

T2                N(%)  

 

6 (19.4%) 

25 (80.6%) 

 

5 (16.13%) 

26 (83.87%) 

 

0.12 

0.17 

 

Table (2) showed that there was significant lower mean operative time (P value =0.001) in patients underwent MRM with 

no reported significant difference regards the postoperative complications and hospital stay. 

 

Table (2):  Operative data and postoperative complications 

Variable Group A n=31 

CBS 

Group B n=31 

MRM 

P value 

Operative time Mean ±SD 219.28±22.725 123 .20±7.85 0.001* 

Hospital stay Mean ±SD 2.98±0.87 2.74±0.79 0.14 

Post operative complications 

hematoma 1 (3,23%) 1 (3,23%) 1.00 

seroma 4 (12.9%) 3 (9.7%) 0.067 

Wound infection 2 (6.45 %) 2 (6.45 %) 1.00 

Wound dehiscence 1 (3,23%) 2 (6.45 %) 0.054 
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There was statistically significant BDI scores in both groups with more improvement in BCS group and this was reflected 

on decrease of the number of normal and mild mood changes of patients in both groups at 6 months specially in group A as 

presented in table (3). 

Table (3): Preoperative and postoperative BDI data 

Variables  Group A n=31 

CBS 

Group B n=31 

MRM 

P value 

Normal (0-10) 

N(%)  

  

Preoperative  1 (3.23%) 1 (3.23%) 1.00 

3 months post operative  12 (38.8%) 7 (22.6%) 0.001* 

6 months post operative 20 (64.5%) 9 (29 %) 0.001* 

Pre vs 6 months P value 0.001* 0.001*  

Mild mood change  

(11-16) 

N(%) 

Preoperative  4 (12.9%) 3 (9.7%) 0.12 

3 months post operative  3 (9.7%) 3 (9.7%) 1.00 

6 months post operative 2 (6.45 %) 2 (6.45 %) 1.00 

Pre vs 6 months P value 0.001* 0.072  

Borderline clinical depression 

(17-20) 

N(%) 

Preoperative  6 (19.4%) 7 (22.6%) 0.91 

3 months post operative  4 (12.9%) 6 (19.4%) 0.001* 

6 months post operative 2 (6.45 %) 5 (16.13%) 0.001* 

Pre vs 6 months P value 0.001* 0.79  

Moderate depression (21-30) 

N(%) 

Preoperative  8 (25.8%) 7 (22.6%) 0.82 

3 months post operative  5 (16.13%) 5 (16.13%) 1.00 

6 months post operative 3 (9.7%) 8 (25.8%) 0.001* 

Pre vs 6 months P value 0.001* 0.87  

Severe depression (31-40) 

N(%) 

Preoperative  8 (25.8%) 9 (29 %) 0.72 

3 months post operative  5 (16.13%) 7 (22.6%) 0.001* 

6 months post operative 3 (9.7%) 5 (16.13%) 0.001* 

Pre vs 6 months P value 0.001*  0.001*  

Extreme depression (>40) 

N(%) 

Preoperative  4 (12.9%) 4 (12.9%) 1.00 

3 months post operative  2 (6.45 %) 3 (9.7%) 0.04* 

6 months post operative 1 (3.23%) 2 (6.45 %) 1.00 

Pre vs 6 months P value 0.001* 0.023*  

Table (4) reported statistically significant improvement of the psychological well-being, social well-being and spiritual 

well-being after 6 months when compared to the preoperative status in group A. Both groups reported statistically significant 

improvement of the psychological well-being, social well-being and spiritual well-being after 6 months with significant 

improvement in group A. 

Table (4): Comparison between QOL-BC items in both groups 

Variables  Group A n=31 

CBS 

Group B n=31 

MRM 

P value 

Physical well being 

Mean± SD 

Range (0-80) 

 

Preoperative  71.23 ±4.1 70.22± 3.87 0.81 

3 months post operative  57.8 ±3.21 53.8± 4.22 0.17 

6 months post operative 72.54 ±3.66 69.27± 4.66 0.78 

Pre vs 6 months P value 0.912 0.94  

Psychological well being 

(Mean± SD 

Range (0-220) 

Preoperative  74.34± 8.66 71.87±7.92 0.68 

3 months post operative  71.87± 9.22 72.22± 8.27 0.93 

6 months post operative 165.6± 12.88 83.22±7.9 0.001* 

Pre vs 6 months P value 0.001* 0.061  

Social well being 

Mean± SD 

Range (0-90) 

 

Preoperative  72.22± 5.87 69.88± 6.24 0.83 

3 months post operative  55.34± 4.65 46.12± 3.22 0.001* 

6 months post operative 79.66± 4.97 52.23± 4.3 0.001* 

Pre vs 6 months P value 0.001* 0.001*  

Spiritual well being 

Mean± SD 

Range (0-70) 

Preoperative  44.23± 5.22 43.7± 3.89 0.72 

3 months post operative  46.12± 3.88 42.22± 4.1 0.43 

6 months post operative 61.22± 5.22 43.1±4.66 0.001* 

Pre vs 6 months P value 0.001* 0.12  
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DISCUSSION 
Breast cancer resembles a convoluted road trip. A lot 

of things cause patients to suffer during this journey, 

while some things serve as motivators. Assessing the 

quality of life (QoL) of cancer patients is crucial since the 

disease and its treatment may have a direct impact on it 
[14, 15]. 

The improvement in disease-free survival brought 

about by cutting-edge treatment modalities that raise 

concerns about QoL. In the end, the majority of medical 

care should be assessed based on how the therapy affects 

quality of life [16]. While, it is acknowledged that health-

related issues and physical issues predominate in the lives 

of cancer patients, there is no universally accepted 

definition for QoL because it is a subjective phenomenon. 
[17]. According to other authors [18] it is "individuals' 

general sense of personal well-being and their overall 

satisfaction with life.  

As the number of mastectomy procedures performed 

worldwide rises, breast reconstruction is a continuing 

focus of interest [19]. In the context of high cancer risk, 

recent studies have shown rising rates of total mastectomy 

for both the affected breast and prophylactic surgery [20]. 

It is highly crucial to the current practice to compare the 

quality of life after complete mastectomy and breast 

conservation. In contrast to mastectomy and 

reconstruction, patients who had breast conservation 

reported higher levels of satisfaction and psychosocial 

well-being, according to a retrospective series published 

by Al-Ghazal et al. [21]. 

Numerous publications have noted that localized 

breast mass resections or total mastectomies might cause 

negative body image and low self-esteem. Chemotherapy 

and radiation therapy do result in hair loss and arm pain, 

which greatly restrict everyday activities [22]. Patients 

should learn how to cope with these issues as they were 

forced to deal with them and this is supported by the most 

recent data, which indicated that both groups' physical 

activity decreased after three months and subsequently 

improved after six. It is thought that these changes were 

caused by the problems associated with the completion of 

the chemotherapy cycle [23, 24]. 

In the current study, the psychological and spiritual 

outcomes considerably improved in patients who got BCS 

as opposed to those who underwent MRM. This finding 

is consistent with the findings of several authors who 

indicated that 20–30% of the patients experienced anxiety 

and depression [25, 26]. Furthermore, fear was listed as one 

of the most prevalent emotions in all of the research. 

Patients feared that their cancer would return or spread to 

other parts of their bodies. Furthermore, moms who were 

cancer-free were concerned about their daughters 

contracting the illness [23]. 

According to Heidary et al. [14] and other authors [25], 

these patients' social lives were in jeopardy. When people 

identify as "cancer patients" due to social stigma, society 

begins to act incorrectly. Some patients were unable to 

execute their tasks correctly. Communities and 

workplaces could support them in preserving their social 

role [27]. 

In the current study, patients who underwent 

conservative breast surgery with reconstruction showed a 

significant improvement in their psychological, social, 

and spiritual well-being after six months when compared 

to their preoperative status. This improvement can be 

explained simply by the better aesthetic outcome. This it 

is consistent with the findings of Howes et al. [19] and 

Fosh et al. [28] who found that women who had undergone 

breast-conserving surgery for breast cancer had good 

outcomes of QoL parameters, including psychosocial and 

sexual well-being. 

Depression ranged from minor mood swings to severe 

depression in both groups in the current study. This is 

thought to be caused by anxiety regarding the illness and 

its treatment. Compared to patients who had 

mastectomies, postoperative depression was significantly 

reduced after BCS with reconstruction. This is explained 

by the fact that BCS and reconstruction had less of an 

impact on the patient's body configuration. Many authors 
[29, 30] also reported that immediate breast reconstruction 

reduced the incidence of post-operative depression.  

 

CONCLUSION 
BCS combined with reconstruction improved the 

quality of life (QoL) of breast cancer patients with less 

depressive symptoms and mood swings than in MRM 

patients. 
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