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A B S T R A C T

Purpose
Although breast-conserving surgery (BCS) is often assumed to result in minimal deformity, many

patients report postoperative breast asymmetry. Understanding the effect of asymmetry on
psychosocial functioning is essential for patients to make an informed choice for surgery.

Patients and Methods
All women who underwent BCS at the University of Michigan Medical Center (Ann Arbor, M)

during a 4-year period were surveyed using a mailed questionnaire (N = 714; response rate =
79.5%). Women were queried regarding five aspects of psychosocial functioning: quality of life
(QOL), depression, fear of recurrence, stigmatization, and perceived change in health status.
Postoperative breast asymmetry was assessed using items from the Breast Cancer Treatment
and Outcomes Survey. Multiple regression was used to examine the relationship between breast
asymmetry and each outcome, controlling for age, time from surgery in years, race, education
level, disease stage, surgical treatment, and the occurrence of postoperative complications.

Results

Women with pronounced breast asymmetry were significantly more likely to feel stigmatized as
a result of their breast cancer treatment (odds ratio [OR] = 4.58; 95% Cl, 2.77 to 7.55) and less
likely to report unchanged or improved health after treatment (OR = 0.43; 95% Cl, 0.27 to 0.66).
Minimal breast asymmetry was associated with higher QOL scores (86.3 v82.4, P < .001). Finally,
women with pronounced breast asymmetry were more likely to exhibit depressive symptoms
(minimal asymmetry, 16.2%; moderate asymmetry, 18.0%; pronounced asymmetry, 33.7 %, Wald
test = 16.6; P = .002).

Conclusion

Pronounced breast asymmetry after BCS is significantly correlated with poor psychosocial
functioning. Identifying patients at risk for postoperative asymmetry at the time of consultation
may allow for improved referral for supportive counseling, prosthetics, and reconstruction.

J Clin Oncol 26:3331-3337. © 2008 by American Society of Clinical Oncology

Previous work has focused largely on differ-
ences between mastectomy and breast-conserving

Breast cancer patients comprise the largest group of ~ surgery (BCS) patients.” " Although BCS is consid-

cancer survivors in the United States, and psycho-
logical distress is common in this population.' Psy-
chosocial outcomes, such as postoperative quality of
life (QOL), are valuable data for patients and provid-
ers making treatment decisions.>* Such outcomes
can also be used to assess the quality of care delivered
to breast cancer patients, and may be more appro-
priate measures than traditional outcomes such as
operative mortality because surgical therapy is rela-
tively low risk, and long-term survival rates are
excellent.*® However, the effect of surgical therapy
on psychosocial outcomes is controversial, and the
mechanisms by which surgical treatment influences
psychosocial functioning are not well understood.

ered to be the least disfiguring surgical option, es-
thetic outcomes vary widely, and the majority of
women report breast asymmetry after BCS.'*> Many
BCS patients require multiple excisions of their dis-
ease as well as radiation therapy, which can lead to
poor esthetic results.'>'> Furthermore, in contrast
with mastectomy patients, BCS patients are not typ-
ically counseled regarding breast reconstruction at
the time of consultation, and thus may have more
limited reconstructive options after BCS. Although
little is known regarding the effect of esthetic out-
comes after BCS on postoperative QOL and psycho-
social functioning, such information is essential for
patients to make an informed choice for surgery.
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To study this, we surveyed women who underwent BCS at
our institution to describe the influence of breast asymmetry on
the following outcomes: (1) patient-reported QOL, (2) stigmatiza-
tion related to breast surgery, (3) fear of recurrence, (4) depressive
symptoms, and (5) change in perceived health before and af-
ter treatment.

Study Population

We surveyed all women who underwent BCS at the University of Mich-
igan Medical Center (Ann Arbor, MI) to treat a breast malignancy between
January 2002 and May 2006 using a mailed questionnaire (n = 898). Of the
eligible patients, 714 responded to the survey (response rate = 79.5%). Com-
pared with responders, nonresponders were more likely to be nonwhite
(21.2% v 9.5%) and less likely to have undergone re-operation (45.8% v
53.7%). There were no differences between responders and nonresponders
with respect to disease stage. The study protocol was approved by the institu-
tional review board at the University of Michigan.

Dependent Variables

We queried women regarding five aspects of psychosocial functioning:
overall QOL, depression, fear of recurrence, stigmatization, and perceived
change in health status. QOL was measured on a scale from 0 to 100, and
women were asked to rate their current QOL along this range.'® Responses to
this item were normally distributed, and were summed and averaged to gen-
erate mean scores.

To measure depressive symptoms, women completed items from the
Center for Epidemiologic Studies Depression Scale. On the basis of previous
literature, women who reported a score of 16 or higher are considered to have
depressive symptoms.'” Therefore, responses to this scale were dichotomized,
with score of 16 or higher categorized as depressive symptoms.

Women were asked to rate how stigmatized they felt as a result of their
breast surgery on a scale from 1 to 5. One was described as “not at all stigma-
tized,” 3 was described as “somewhat stigmatized,” and 5 was described as
“stigmatized a great deal.”'®?' Because responses to this question were
highly skewed toward less stigmatization and not normally distributed,
responses to this variable were categorized, with ratings of 3 or higher
grouped as stigmatized.

Women were asked to rate their fear of disease recurrence by completing
items from the Concerns About Recurrence Scale, a previously validated
approach to measure fear and anxiety among breast cancer patients.> Overall
fear of recurrence was elicited, as well as specific aspects related to fear, includ-
ing fear of death, fear of inability to fulfill roles, fear of loss of femininity, and
fear regarding health. Overall fear was measured on a 6-point scale, and each
subset of fear was measured on a 5-point scale. Because responses were not
normally distributed, responses of 3 or higher were considered fearful along
all scales.

Finally, we asked women to rate their current health on a scale of 1 to 5,
and rate their health before their diagnosis of breast cancer on a scale of 1 to 5.
Responses were subtracted from one another to generate the difference in
perceived health before and after breast surgery, and responses were grouped
into the following categories: much worse (difference of negative 2 or higher),
slightly worse (difference of negative 1), no change, and improved (difference
of positive 1 or higher).”

Independent Variables

Demographic information was obtained by patient response on the
mailed survey, including age, race, and level of education. Age was categorized
into the following groups: 40 years or younger, 41 to 50 years, 51 to 60 years, 61
to 70 years, and 71 years and older. Race was categorized into the following
groups: white, African American, and other. Level of education was catego-
rized into the following groups: high school education or less, some college, or
college graduates and beyond.

3332 © 2008 by American Society of Clinical Oncology

Information regarding disease stage was obtained by report to the Uni-
versity of Michigan Cancer Center registry. We included tumor stage in our
analysis, based on the sixth edition of the American Joint Commission on Cancer
Coding and Staging Manual and obtained by report to the University of
Michigan Cancer Registry. Pathologic stage information was available for 84%
of patients. For those patients in whom pathologic stage was not available,
clinical stage was used (16%).

Information regarding surgical procedure was obtained from medical
record review. Re-excision lumpectomy was defined as any further operation
after either an excisional biopsy or lumpectomy, or if dictated as such in the
operative report. Patients who required mastectomy after BCS were excluded
from analysis. The occurrence of postoperative complications was obtained by
patient report from the mailed survey.

Esthetic outcome after surgery was assessed by patient response to eight
items from the Breast Cancer Treatment and Outcomes Survey.** Patients
were also asked to rate differences in breast skin color along the same scale.
Answers to each item were rated on a 4 point scale (1 = no difference between
breasts, 2 = slight difference between breasts, 3 = moderate difference be-
tween breasts, and 4 = large difference between breasts). Responses were
normally distributed, and averaged to generate an overall asymmetry score.
For ease of reporting, response scores were categorized into three groups:
minimal asymmetry (scores = 15), moderate asymmetry (scores of 15 to 20),
and pronounced asymmetry (scores > 20).

Analysis

We used descriptive statistics to display the characteristics of the patient
sample. We used ordinal logistic regression to examine the relationship be-
tween breast asymmetry and perceived stigma related to breast cancer treat-
ment and perceived health status. We used logistic regression to examine the
relationship between breast asymmetry and fear of recurrence and depression.
Linear regression was used to determine the effect of breast asymmetry in
patient-reported QOL. All regression models included patient age, time from
surgery in years, race, education level, disease stage, surgery received, and the
occurrence of postoperative complications. Wald tests were used to test for
differences in each outcome by group-level variables. All models were devel-
oped separately for each outcome, and examined for second-order interac-
tions. No significant second-order interactions were identified. Adjusted
proportions were determined by back-transforming logistic regression using
the average values of the characteristics of the patients for each outcome. All
tests used were two-sided, and a P value less than .05 was considered statisti-
cally significant. All statistical analyses were conducted using STATA 9.0
(StataCorp, College Station, TX).

Table 1 details the characteristics of the study sample. Most patients
were white (90.3%) with some college education or higher (77.5%).
Approximately 9% of women were 40 years of age or older, 26.2%
were age 41 to 50 years, 33.4% age 50 to 60 years, 18.1% age 61 to 70
years, and 13.8% 71 years of age or older. Most women (75.7%) were
surveyed within 3 years of surgical treatment, and with stage L or in situ
disease (67.8%). Nearly 31% of women reported pronounced breast
asymmetry. More than half (54.1%) required additional excisions to
obtain negative margins, and 11% ultimately required a mastectomy
after attempted BCS. Finally, 28% of women experienced a postoper-
ative complication, with wound infection and seroma the most com-
monly reported.

Table 2 details the unadjusted rates of psychosocial functioning
in this sample. Overall QOL reported by women was high, with a
mean QOL score of 85.2. In this sample, 17.8% reported feeling
stigmatized by their breast surgery. With respect to fear of recurrence,
approximately 27% of women reported high levels of overall fear.
Specific aspects of fear reported among BCS patients included loss of
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Table 1. Characteristics of the Study Population
Characteristic No. %

Race

White 556 90.1

African American 34 5.5

Other 27 4.4
Education

High school or less 145 23.3

Some college 214 34.4

College graduates or beyond 263 42.3
Age, years

=40 48 7.7

41-50 160 255

51-60 209 33.3

61-70 118 18.8

=71 92 14.7
Time from surgery, years

=1 178 31.0

2-3 263 45.8

4 133 23.2
Disease stage

0 138 22.0

| 302 48.1

Il 160 25.5

Il or IV 28 4.5
Breast asymmetry

None to slight 225 36.3

Moderate 213 34.4

Pronounced 182 294
No. of excisions

1 316 50.3

2 270 43.0

3 42 6.7
Postoperative complications

Hemorrhage 1 1.8

Wound dehiscence 16 2.7

Thromboembolism 5 0.8

Infection 72 12.0

Seroma 79 131

health and fear of death. Approximately 22% of women reported
depressive symptoms. Finally, the majority of women (61.3%) re-
ported no change in their health from the time they were diagnosed
with breast cancer, 33.1% reported worsened health, and 5.6% re-
ported improved health.

Table 3 details the association between breast symmetry and
patient-reported stigmatization resulting from breast cancer treat-
ment, as well as patient-perceived health status, controlling for patient
demographic and disease characteristics. Women with pronounced
breast asymmetry were significantly more likely to report feeling stig-
matized as a result of their breast cancer treatment (odds ratio [OR] =
4.58; 95% CI, 2.77 to 7.55) and less likely to report unchanged or
improved health after breast cancer treatment compared with women
who experienced minimal breast asymmetry (OR = 0.43; 95% ClI,
0.27 to 0.66). In addition, younger women were more likely to report
feeling stigmatized as a result of their breast cancer treatment com-
pared with women age 51 to 60 years (= 40 years: OR = 3.10;95% CI,
1.56 to 6.14; 41 to 50 years: OR = 1.99; 95% CI, 1.23 to 3.23). Women
who experienced postoperative complications (OR = 0.53; 95% ClI,

WwWW.jco.org

Table 2. Psychosocial Outcomes Among Women Undergoing Breast-
Conserving Surgery
Outcome No. %
Quality of life
Mean 85.0
Standard deviation 3.81
No response 69 11.0
Stigmatized by breast surgery
Yes 101 16.1
No 522 83.1
No response 5 0.80
Fear of recurrence
Overall fear
High 166 26.4
Low 458 72.9
No response 4 0.80
Fearing loss of health
High 325 51.8
Low 294 46.8
No response 9 1.4
Fearing loss of femininity
High 114 18.2
Low 503 80.1
No response 11 1.8
Fearing inability to fulfill roles
High 188 29.9
Low 430 68.5
No response 10 1.6
Fearing death
High 368 58.6
Low 250 39.8
No response 10 1.6
Depressive symptoms
Yes 140 22.3
No 473 75.3
No response 15 2.4
Difference in perceived health
Much worse 45 4.2
Slightly worse 154 24.5
The same 386 61.5
Improved &5 5.6
No response 8 1.3

0.35 to 0.79) and with more advanced disease stage were less likely to
report improved or unchanged health (stage I, OR = 0.56; 95% CI,
0.35 t0 0.90; stage II, OR = 0.50; 95% CI, 0.30 to 0.85; stage Il or IV,
OR = 0.19; 95% CI, 0.08 to 0.46). Women who did not receive
radiation therapy were more likely to report improved health than
were women who did undergo radiation therapy (OR = 2.32;95% CI,
1.15 t0 4.69).

Figure 1 details the effect of postoperative breast asymmetry on
patient-reported QOL. After adjusting for patient and disease charac-
teristics, women who experienced minimal breast asymmetry re-
ported significantly higher QOL scores compared with women who
experienced pronounced asymmetry (86.3 v 82.4; P < .001). Other
covariates that were significantly correlated with QOL included edu-
cation (high school or less, 83.1; some college, 83.5; college graduates
and beyond, 87.1; P = .04) and age (41 to 50 years: OR = 85.7 v =70
years: OR = 78.7; P = .005).
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Table 3. Effect of Postoperative Breast Asymmetry on Patient-Perceived Stigmatization and Health Status After BCS

Characteristic

Reporting Perceived Stigma

Related to BCS

Reporting Unchanged or Improved

Health After BCS

Odds Ratio

95% ClI

Odds Ratio

95% ClI

Demographics

Race
White™*
African American
Other
Wald test
P

Education
High school or less
Some college
College graduates or beyond™
Wald test
P

Age, years
< 40
41-50
51-60*
61-70
> 71
Wald test
P

Clinical characteristics

No. of excisions
e
2
3
Wald test
P

Breast asymmetry
Minimal™
Moderate
Pronounced
Wald test
P

Postoperative complication
No*
Yes

Received radiation therapy
Yes™
No

Disease stage
In situ®
|
Il
Il or IV
Wald test
P

Time from surgery
= 1 year”
2-3 years
= 4 years
Wald test
P

1.63
1.23

1.66
1.47

3.10
1.8

1.17
0.37

1.07
0.79

1.63
4.58

1.16

1.32
1.61
0.89

0.73
0.60

1.65
46

4.48
1

254
<.001

0.75
.76

41.1
<.001

3.50
32

3.69
.16

0.73 to 3.67
0.49 to 3.11

0.97 to 2.84
0.94 t0 2.28

1.66 to 6.14
1.23 t0 3.23

0.65 to 2.11
0.16 to 0.89

0.72 to 1.60
0.34 to 1.85

0.92 to 2.56

2.77 to 7.55

0.74 t0 1.82

0.24 t0 1.17

0.77 t0 2.26
0.92 to 2.81
0.31 to 2.561

0.47 t0 1.13
0.35to0 1.04

1.21
1.33

1.15
1.06

0.78
0.60

0.79
0.98

0.91
1.06

0.86

0.43

0.53

2.32

0.56
0.50
0.19

1.03
0.82

0.55 to 2.64

0.53 to 3.34
0.55
.76

0.71 to 1.85
0.71 to 1.69

0.32
.85

0.39 to 1.65
0.38 to 0.94

0.48 to 1.32

0.53 to 1.83
5.55
.24

0.63 to 1.31

0.50 to 2.27
0.35
.84

0.56 to 1.32
0.27 to 0.66
16.55
<.001

0.351t0 0.79

1.15 to 4.69

0.35 to 0.90
0.30 to 0.85
0.08 to 0.46
16.21
<.001

0.69 to 1.55

0.51t0 1.33
1.09
.68

“Reference group.

Abbreviation: BCS, breast-conserving surgery.

Figure 2 details the association of breast asymmetry and fear of
recurrence. Although overall fear of recurrence was relatively the
same among women with minimal and moderate asymmetry,

3334 © 2008 by American Society of Clinical Oncology

women with pronounced asymmetry were more likely to fear recur-
rence (minimal asymmetry, 19.8%; moderate asymmetry, 19.0%;
pronounced asymmetry, 40.4%; Wald test = 21.5; P < .001). Other
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Fig 1. Effect of postoperative breast asymmetry on quality of life after
breast-conserving surgery. Adjusted for surgical procedure (lumpectomy, re-
excision), time from surgery, patient age, race, education, disease stage, receipt
of radiation therapy, and occurrence of postoperative complications.

covariates significantly associated with overall fear included disease
stage (stage 0, 15.9%; stage I, 25.6%; stage II, 30.7%; stage IIT and IV,
33.6%; Wald test = 7.83; P = .05), and patient age (= 40 years, 52.5%;
41 to 50 years, 25.9%; 51 to 60 years, 25.1%; 61 to 70 years, 21.6%; =70
years or older, 12.9%; Wald test = 18.4; P = .01). Additionally,
women with pronounced breast asymmetry more frequently cited a
fear of loss of health (minimal asymmetry, 11.6%; moderate asym-
metry, 13.4%; pronounced asymmetry, 31.3%; Wald test = 23.8;
P <.001) and inability to fulfill roles (minimal asymmetry, 8.3%;
moderate asymmetry, 7.8%; pronounced asymmetry, 21.1%; Wald
test = 14.5; P < .001). Patient age was significantly correlated with
fear of loss of health (= 40 years, 37.6%; 41 to 50 years, 25.8%; 51
to 60 years, 18.2%; 61 to 70 years, 15.3%; =70 years, 3.6%; Wald
test = 20.8; P < .001), and fear of inability to fulfill roles (= 40
years, 25.5%; 41 to 50 years, 18.1%; 51 to 60 years, 10.4%; 61 to 70
years, 9.1%; = 70 years, 2.8%; Wald test = 15.2; P = .004). Fear of
loss of femininity was not significantly correlated with breast asym-
metry after controlling for other factors.

100.0 B Minimal Asymmetry
Moderate Asymmetry
12} u
£ 80.0 Pronounced Asymmetry
[0
k=
©
o 60.0 58.9
y—
o
@
=) 404 426
s 40.0 357
g 33.0
19.0
o 218
5‘.'3 20,04 138 13.0
12.0
8.77
£ 363683
Overall Death Inability to Loss of Health-
Fear fulfill roles femininity related fear
Wald test: 21.5 Wald test: 12.8 Wald test: 16.3 Wald test: 2.3 Wald test: 24.9
P<.001 P <.002 P<.001 P<.32 P<.001

Figure 3 details the association between breast asymmetry and
depression among women undergoing BCS. Women scoring more
than 16 on the Center for Epidemiologic Studies Depression Scale
items were classified as having depressive symptoms. In this sample,
pronounced breast symmetry was correlated with depression, and
women who experienced pronounced breast asymmetry were more
likely to exhibit depressive symptoms compared with women with
minimal or moderate asymmetry (minimal asymmetry, 16.2%; mod-
erate asymmetry, 18.0%; pronounced asymmetry, 33.7%; Wald test =
16.6; P = .002). Additionally, level of education was correlated with
depressive symptoms after BCS, and women with a lower level of
education were more likely to report depressive symptoms compared
with women with a college degree (high school education or less,
OR = 2.50; 95% CI, 1.41 to 4.44; some college, OR = 2.58; 95%
CI, 1.57 to 4.23).

Patient-perceived breast appearance after BCS is significantly associ-
ated with psychosocial outcomes, and women with pronounced
breast asymmetry are more likely to experience poor psychosocial
functioning compared with women with minimal breast asymmetry.
After controlling for demographic and disease factors, pronounced
breast asymmetry was significantly correlated with slightly worse
QOL. Although differences in overall QOL may not be clinically ap-
preciable, we observed notable differences with respect to specific
aspects of QOL, including depressive symptoms and fear of recurrent
disease. Women who experienced pronounced breast asymmetry
were more also likely to report stigmatization resulting from their
breast surgery, and to perceive worse health after treatment of their
breast cancer.

There are several mechanisms that may underlie the association
between breast appearance and psychosocial outcomes. It is possible
that breast appearance is more associated with body image for patients
who choose BCS than for those who opt for mastectomy.” In fact,
most women who are faced with the choice for re-excision lumpec-
tomy or mastectomy after BCS choose lumpectomy again in hopes of

100.0 B Minimal Asymmetry

o Moderate Asymmetry
]
5 80.0 ] B Pronounced Asymmetry
E=
©
o
%5 60.0
@
&
= 40.0
<1}
o
=
& 20.04

04

Depressive Symptoms (CES-D score >16)
Wald test: 16.6 P <.002

Fig 2. Overall fear of recurrence and specific aspects of fear of recurrence by
breast asymmetry after breast-conserving surgery. Adjusted for surgical proce-
dure (lumpectomy, re-excision), time from surgery, patient age, race, education,
disease stage, receipt of radiation therapy, and occurrence of postoperative
complications.

WWW.jco.org

Fig 3. Effect of postoperative breast asymmetry on depressive symptoms after
breast-conserving surgery. Adjusted for surgical procedure (lumpectomy, re-
excision), time from surgery, patient age, race, education, disease stage, receipt
of radiation therapy, and occurrence of postoperative complications. CES-D,
Center for Epidemiologic Studies Depression scale.
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preserving their breast.'* BCS patients may also be more sensitive to
postoperative changes in their breast appearance. They may not re-
ceive the same level of preoperative counseling as mastectomy pa-
tients, and may not have accurate expectations of postoperative
changes.”**” An important strength of the current study is the assess-
ment of patient-reported esthetic result. Although previous studies
have used expert opinion to rate postoperative esthetic outcomes,
patient assessment of postoperative breast appearance may better
reflect the effect of breast surgery on body image. Finally, breast asym-
metry may be a constant reminder to these patients of their disease and
treatment process, impairing their psychological adjustment after
treatment. Previous studies have documented the correlation between
anxiety and esthetic outcome, and many BCS patients fear that their
surgical procedure is not final.***°

In addition to breast asymmetry, we observed a consistent effect
of patient demographic characteristics and disease factors on psycho-
social outcomes among women undergoing BCS, consistent with
previous literature.”>*°Although younger women were more likely to
report higher overall QOL scores, they did report feeling stigmatized
by their breast cancer treatment and fearful of disease recurrence more
frequently than older women. It is possible that younger women are
more likely to have employment and caretaking responsibilities that
are impeded by the effects of radiation therapy and chemotherapy.
They may be less likely to have peers with comorbid conditions, and
feel less social support after their diagnosis of breast cancer. We also
observed that women with advanced education reported higher QOL
and fewer depressive symptoms. It is possible that women with more
education have more access to counseling and support resources dur-
ing the diagnosis and treatment process to facilitate their postopera-
tive adjustment.

Treatment factors were also correlated with psychosocial out-
comes in this sample. Not surprisingly, advanced disease stage was
correlated with fear of recurrence and death, and patients with ad-
vanced disease were less likely to report unchanged or improved
health status. Women who reported a postoperative complication
were more likely to report fearing death than were women who did not
report a postoperative complication. Interestingly, women who un-
derwent re-excision lumpectomy were less likely to report fearing
death compared with women who underwent only one excision.
Although the reasons for this are not clear, it is possible that re-
excision of tumor margins gives patients greater confidence in their
treatment course, despite the occurrence of complications or the pres-
ence of more extensive disease.

Our study has several important limitations. First, the study
sample was drawn from a single institution, and was homogenous
with respect to sociodemographic factors. Therefore, our results may
not be generalizable to women cared for in other settings, and we were
likely unable to capture variation in psychosocial functioning by eth-
nicity and socioeconomic factors. Furthermore, we were unable to
adjust patient responses by specific surgeons, and cannot comment on

treatment in breast cancer. Breast Cancer 14:74-80,

2007

the effect of surgeon characteristics on these outcomes. This study was
retrospective, and women’s views regarding their treatment outcomes
may change over time. Additionally, the study time period was limited
to assess for disease recurrence and the effect of recurrence on psycho-
social functioning. The associations between esthetic outcome and
psychosocial functioning that we observed may be mediated by other
factors we were unable to measure, including sexual function, body
image, and use of psychological counseling during the treatment pro-
cess. Itis also possible that individuals who report psychosocial distress
may respond negatively across all self-report measures, regardless of
their disease experience. Future prospective studies may better address
such phenomena. Finally, this study was cross-sectional in nature, and
we can only speculate regarding the causal mechanisms that underlie
the relationships we observed.

Although BCS is considered the standard of care for women with
early breast cancer, many BCS patients experience suboptimal esthetic
results, which can substantially diminish their QOL. Surgeons may
not be aware of breast asymmetry because it may become more pro-
nounced over time, during the wound healing process and after radi-
ation therapy. Additionally, feelings of psychosocial distress may not
manifest until much later in recovery for BCS patients compared with
mastectomy patients.”’ However, it is important to identify patients at
risk for poor esthetic outcomes after BCS at the time of consultation
because oncoplastic techniques and mastectomy with reconstruction
may offer these patients improved long-term QOL.** Finally, provid-
ers should be aware of the effect of breast asymmetry on psychosocial
functioning, and provide early referral of BCS patients with poor
esthetic outcome for supportive counseling, breast prosthetics, and
reconstructive techniques.
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