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Abstract 

Background The evidence of breast‑conserving therapy (BCT) applied in centrally located breast cancer (CLBC) 
is absent. This study aims to investigate the long‑term survival of breast‑conserving therapy (BCT) in centrally located 
breast cancer (CLBC) compared with mastectomy in CLBC and BCT in non‑CLBC.

Methods Two hundred ten thousand four hundred nine women with unilateral T1‑2 breast cancer undergoing BCT 
or mastectomy were identified from the Surveillance, Epidemiology, and End Results database. Kaplan–Meier sur‑
vival curves were assessed via log‑rank test. Propensity score matching (PSM) was used to balance baseline features, 
and the multivariable Cox model was used to estimate the adjusted hazard ratio [HR] and its 95% confidence interval 
[CI] for breast cancer‑specific survival (BCSS) and overall survival (OS).

Results With a median follow‑up of 91 months, the BCSS and OS rates in patients who received BCT were greater 
than those patients treated with mastectomy in the entire CLBC set. Multivariable Cox analyses showed that CLBC 
patients who received BCT had better BCSS (HR = 0.67, 95%CI: 0.55–0.80, p < 0.001) and OS (HR = 0.78, 95%CI: 0.68–
0.90, p = 0.001) than patients who received a mastectomy, but there were no significant differences of BCSS (HR = 0.65, 
95%CI: 0.47–0.90, p = 0.009) and OS (HR = 0.82, 95%CI: 0.65–1.04, p = 0.110) after PSM. In patients treated with BCT, 
CLBC patients had a similar BCSS (HR = 0.99, 95%CI: 0.87–1.12, p = 0.850) but a worse OS (HR = 1.09, 95%CI: 1.01–1.18, 
p = 0.040) compared to that of the non‑CLBC patient, but there was no significant difference both BCSS (HR = 1.05, 
95%CI: 0.88–1.24, p = 0.614) and OS (HR = 1.08, 95%CI: 0.97–1.20, p = 0.168) after PSM.

Conclusion Our findings revealed that BCT should be an acceptable and preferable alternative to mastectomy 
for well‑selected patients with CLBC.
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Introduction
Centrally located breast cancer (CLBC) refers to the loca-
tion of cancer in the nipple areola or the central region of 
the breast. Although breast-conserving treatment (BCT) 
has become the standard care for early-stage breast can-
cer, direct evidence of BCT for CLBC patients is lacking 
[1, 2].

BCT consists of breast-conserving surgery (BCS) 
and radiotherapy, which has been proven to be at least 
equivalent or even superior to mastectomy concerning 
survival outcomes [3–5]. The choice between BCS and 
mastectomy also depends on the tumor’s location, mar-
ginal status, adjuvant therapy, and cosmetic appearance 
[6, 7]. The patient’s willingness and the recurrence risk 
are important factors influencing the choice of BCS [6, 7].

CLBC had different clinical features compared with 
non-CLBC. Patients with CLBC had a higher axillary 
lymph node metastasis rate, higher possibility of positive 
margin and invasion of the NAC, lower satisfying cos-
metic outcome, and increased local recurrence rate [8, 
9]. The published data regarding BCS in CLBC are scarce; 
only limited studies with a small sample size support the 
safety of BCS in CLBC [10–13]. Several researches based 
on real-world data concluded that BCS may be an alter-
native for CLBC patients. However, these studies had 
limitations in the study design, including advanced breast 
cancer, absence of post-surgical radiotherapy, small sam-
ple, and insufficient follow-up, which cannot provide evi-
dence for the utility of BCT in patients with early-stage 
CLBC [14–19]. Further study is needed to evaluate the 
long-term oncological safety of BCT in CLBC.

Limited evidence supports BCS as a safe oncologi-
cal alternative to mastectomy in CLBC patients. Hence, 
we hypothesized that the prognosis of BCT in CLBC is 
like that of mastectomy in CLBC, and like that of BCT 
in non-CLBC patients. We conducted a retrospective 
cohort study using the data extracted from the US Sur-
veillance, Epidemiology, and End Results (SEER) data-
base, to analyze the overall and cancer-specific survival 
between BCT and mastectomy in CLBC patients, and 
between CLBC and non-CLBC patients treated with 
BCT.

Methods
We used the data identified from the SEER database, 
which represents approximately 30% of the American 
population (https:// seer. cancer. gov/). Informed consent 
was not required because personal identifying infor-
mation was not accessed and no intervention was con-
ducted. This study protocol was approved by the Clinical 
Research Ethics Committee of the Suining Central Hospi-
tal (No. LLSLH20220013). This study was conducted and 
reported according to the Strengthening the Reporting of 

Observational Studies in Epidemiology (STROBE) state-
ment [20].

Patients selection
Data were retrieved using the SEER*Stat version 8.3.9 
on May 23, 2022 (user name: 10143-Nov2021). The case 
list of breast cancer who met the following inclusion cri-
teria was generated: aged 18 to 70-year-old; female, year 
of diagnosis between 2004 and 2015, histologically diag-
nosed as breast carcinoma, breast cancer was the first 
primary carcinoma, tumor stage was T1-2, N0-3 and M0, 
local surgery was performed. Patients with one of the fol-
lowing exclusion criteria were excluded: tumor accumu-
lation in the whole breast or unknown tumor location, 
surgery procedure unknown, without radiotherapy after 
BCS, without follow-up data, or tumor stage.

Patients were classified as CLBC group if the case with 
a tumor located in the nipple (code: C500) or central por-
tion of the breast (code: C501). In contrast, the remain-
ing patients were classified as the non-CLBC group. 
Then, patients were divided into BCT (including BCS and 
radiotherapy) and mastectomy cohorts according to the 
breast surgical procedure (Supplementary Table 1).

Variables
The sociodemographic features, clinicopathological 
characteristics, and survival data were extracted from 
the database. According to the age at diagnosis, patients 
were divided into groups of 18–40  years, 41–50  years, 
51–60  years, and 61–70  years. Marital status was clas-
sified as unmarred (including single, separated, unmar-
ried or domestic partner, widowed, and divorced), 
married, and unknown. The histological type was classi-
fied into three subtypes: invasive ducal carcinoma (IDC, 
code:8500/3), invasive lobular carcinoma (ILC, code: 
8520/3), and others according to the  3rd edition of the 
International Classification of Diseases for Oncology 
(ICD-O-3). Tumor TNM stage was classified referenced 
to the standard of the  6th edition of the breast cancer ana-
tomical staging system of the American Joint Commit-
tee on Cancer (AJCC) [21]. Estrogen receptor (ER) status 
and progesterone receptor (PR) status were divided into 
negative, positive, and unknown. The human epidermal 
growth factor receptor-2 (HER-2) status was available 
from 2010, which was classified as negative, positive, and 
unknown. The breast surgery was classified into the BCS 
group (code: 19 and 20) and the mastectomy group (code: 
30–76, 80).

The primary outcomes of this study were breast cancer-
specific survival (BCSS) and overall survival (OS). BCSS 
was calculated from the date of breast cancer diagnosis to 
the date of death from breast cancer or the last follow-up 
for patients still alive. OS was computed from the time of 

https://seer.cancer.gov/
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diagnosis until the time of death from any cause, or the 
last follow-up for patients still alive.

Statistical analysis
All variables were converted to categorical variables 
and presented with percentages. The Chi-square test 
was used to compare patient-specific variables between 
BCT and mastectomy in the CLBC cohort and between 
CLBC and non-CLBC in the BCT cohort. To overcome 
the effects of baseline differences on survival outcomes, 
the propensity score match (PSM) method was used to 
balance baseline features between BCT and mastectomy 
patients in the CLBC cohort, and between CLBC and 
non-CLBC patients in the BCT cohort at a ratio of 1:1, 
respectively. Survival outcomes were estimated using the 
Kaplan–Meier plot and compared across groups using 
the log-rank test. Univariable and multivariable Cox pro-
portion risk regression models were used to identify the 
prognostic factors for BCSS and OS, and hazard ratios 
(HRs) with 95% confidence intervals (CIs) were calcu-
lated. Variables with p < 0.1 in univariable analysis or with 
a clinical consideration were enrolled in the multivariable 
model. Statistical analyses were performed by R software 

(version 4.0.3 for Windows) using the packages “survival” 
and “survminer”. All statistical tests were two-sided, and 
p < 0.05 was considered statistically significant.

Results
Baseline characteristics
Finally, 210,409 patients with stage  T1-2 non-metastatic 
breast cancer as their first malignancy were retrieved 
(Fig.  1). Among them, 15,013 (7.14%) were CLBC 
patients, and 195,396 (92.86%) were non-CLBC patients. 
From 2004 to 2015, the proportion of BCS was increased 
slightly in CLBC patients and relatively stable in non-
CLBC patients (Fig. 2). The proportion of BCS in CLBC 
patients was lower than that of the non-CLBC group 
(42.7% vs. 60.5%, p < 0.001). The distribution of character-
istics between CLBC and non-CLBC patients was signifi-
cantly different except for chemotherapy (Supplementary 
Table 2).

The median age was 56 [interquartile range (IQR): 
48 ~ 63  years]. The clinical characteristics of CLBC 
patients undergoing BCT and mastectomy are sum-
marized in Table  1. Compared with patients who 
received a mastectomy, elderly patients, patients with a 

Fig. 1 Study flow chart and patient selection
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histological type of IDC, and the white race were more 
likely to receive BCS. In addition, CLBC patients with 
less aggressive characteristics such as lower histologi-
cal grade, smaller tumor size, none or limited lymph 
node metastasis, or positive ER or PR status tended to 
be treated with BCS. CLBC patients treated with BCS 
were less likely to receive chemotherapy than mastec-
tomy. For CLBC patients, the baseline clinicopatho-
logical characteristics of 4865 paired patients were 
balanced after the PSM (Table 1).

The clinical characteristics of CLBC patients and 
non-CLBC cases treated with BCT were also com-
pared (Table  2). Compared with non-CLBC patients, 
younger people with less aggressive characteristics such 
as lower histologic grade, smaller tumor size, none or 
limited lymph node metastasis, and positive ER or PR 
status, or negative HER-2 in CLBC cohorts were more 
likely to receive mastectomy, instead of BCS. However, 
the baseline clinicopathological characteristics of 6416 
paired patients were balanced after the PSM (Table 2).

Survival analyses before PSM
Overall, 15,013 CLBC cases and 195,396 non-CLBC 
cases were enrolled in the analysis (Supplementary 
Table 2). During a median follow-up of 91 months (IQR: 
58 ~ 130  months), 24,687 patients died (11.73%) and 
12,833 (6.10%) patients died of breast cancer in the total 
population. The Kaplan–Meier survival curves showed 
that CLBC patients who received BCS had a superior 
BCSS and OS than those patients who were treated with 
mastectomy (Fig.  3A, B). Meanwhile, there was no dif-
ference in BCSS and OS between CLBC and non-CLBC 
groups in patients treated with BCT (Fig.  3C, D). The 
estimated 3-, 5-, 7-, and 10-year BCSS rates and OS rates 
were summarized in Supplementary Table 3.

Among CLBC patients, the univariate Cox analysis 
found that year of diagnosis, age at diagnosis, race, mari-
tal status, grade, tumor stage, node stage, ER status, PR 
status, surgery procedure, and chemotherapy were asso-
ciated with the BCSS and OS, while HER-2 status and 
radiotherapy were only associated with OS but not BCSS 

Fig. 2 Trends of BCS rate from 2004 to 2015 in patients with CLBC and non‑CLBC
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Table 1 Comparison of baseline features between BCS and mastectomy in CLBC patients before and after PSM [n (%)]

Characteristics Before PSM After PSM

Mastectomy
N = 8597

BCS
N = 6416

P value Mastectomy
N = 4865

BCS
N = 4865

P value

Year of diagnosis

 2004–2007 2894 (33.7) 2178 (33.9) 0.008 1746 (35.9) 1758 (36.1) 0.826

 2008–2011 2260 (26.3) 1551 (24.2) 1056 (21.7) 1031 (21.2)

 2012–2015 3443 (40.0) 2687 (41.9) 2063 (42.4) 2076 (42.7)

Age at diagnosis, yrs

 18–40 794 (9.2) 275 (4.3)  < 0.001 153 (3.1) 159 (3.3) 0.941

 41–50 2178 (25.3) 1234 (19.2) 906 (18.6) 913 (18.8)

 51–60 2812 (32.7) 2304 (35.9) 1733 (35.6) 1748 (35.9)

 61–70 2813 (32.7) 2603 (40.6) 2073 (42.6) 2045 (42.0)

Race

 White 6609 (76.9) 5188 (80.9)  < 0.001 4260 (87.6) 4223 (86.8) 0.495

 Black 805 (9.4) 626 (9.8) 258 (5.3) 293 (6.0)

 Other 1151 (13.4) 573 (8.9) 344 (7.1) 346 (7.1)

 Unknown 32 (0.4) 29 (0.5) 3 (0.1) 3 (0.1)

Marital status

 Unmarried 3000 (34.9) 2159 (33.7) 0.03 1536 (31.6) 1529 (31.4) 0.877

 Married 5253 (61.1) 4038 (62.9) 3259 (67.0) 3260 (67.0)

 Unknown 344 (4.0) 219 (3.4) 70 (1.4) 76 (1.6)

Histological type

 IDC 6305 (73.3) 4827 (75.2)  < 0.001 3915 (80.5) 3898 (80.1) 0.903

 ILC 785 (9.1) 434 (6.8) 250 (5.1) 252 (5.2)

 Others 1507 (17.5) 1155 (18.0) 700 (14.4) 715 (14.7)

Grade

 G1 1407 (16.4) 1626 (25.3)  < 0.001 1291 (26.5) 1292 (26.6) 0.907

 G2 3861 (44.9) 2949 (46.0) 2367 (48.7) 2353 (48.4)

 G3/4 2932 (34.1) 1555 (24.2) 1094 (22.5) 1096 (22.5)

 Unknown 397 (4.6) 286 (4.5) 113 (2.3) 124 (2.5)

Tumor stage, AJCC  6th

 T1 4439 (51.6) 4927 (76.8)  < 0.001 3779 (77.7) 3807 (78.3) 0.509

 T2 4158 (48.4) 1489 (23.2) 1086 (22.3) 1058 (21.7)

Node stage, AJCC  6th

 N0 4667 (54.3) 4773 (74.4)  < 0.001 3707 (76.2) 3720 (76.5) 0.759

 N1 2801 (32.6) 1411 (22.0) 1057 (21.7) 1031 (21.2)

 N2 777 (9.0) 172 (2.7) 80 (1.6) 89 (1.8)

 N3 352 (4.1) 60 (0.9) 21 (0.4) 25 (0.5)

ER status

 Negative 1368 (15.9) 767 (12.0)  < 0.001 460 (9.5) 478 (9.8) 0.531

 Positive 6943 (80.8) 5528 (86.2) 4356 (89.5) 4347 (89.4)

 Unknown 286 (3.3) 121 (1.9) 49 (1.0) 40 (0.8)

PR status

 Negative 2319 (27.0) 1417 (22.1)  < 0.001 825 (17.0) 858 (17.6) 0.56

 Positive 5915 (68.8) 4817 (75.1) 3979 (81.8) 3953 (81.3)

 Unknown 363 (4.2) 182 (2.8) 61 (1.3) 54 (1.1)

HER2 status

 Negative 3189 (37.1) 2651 (41.3)  < 0.001 2082 (42.8) 2080 (42.8) 0.923

 Positive 770 (9.0) 384 (6.0) 207 (4.3) 215 (4.4)

 Unknown 4638 (53.9) 3381 (52.7) 2576 (52.9) 2570 (52.8)

Chemotherapy

 No/Unknown 3826 (44.5) 3782 (58.9)  < 0.001 3036 (62.4) 3028 (62.2) 0.884

 Yes 4771 (55.5) 2634 (41.1) 1829 (37.6) 1837 (37.8)

Abbreviations: AJCC American Joint Committee on Cancer, BCS Breast conserving surgery, BCSS Breast-cancer specific survival, CLBC Centrally located breast cancer, ER 
Estrogen receptor, HER2 Human epidermal growth factor receptor-2, IDC Invasive ductal carcinoma, ILC Invasive lobular carcinoma, OS Overall survival, PR Progester-
one receptor, PSM Propensity score matching, CI Confidence interval, HR Hazard ratio
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Table 2 Comparison of baseline features between CLBC and non‑CLBC patients who received BCT before and after PSM

Abbreviations: AJCC American Joint Committee on Cancer, BCS Breast conserving surgery, ER Estrogen receptor, HER2 Human epidermal growth factor receptor-2, IDC 
Invasive ductal carcinoma, ILC Invasive lobular carcinoma, PR Progesterone receptor, PSM Propensity score matching

Features Before PSM After PSM

non-CLBC
N = 118,211

CLC
N = 6416

P value non-CLBC
N = 6416

CLBC
N = 6416

P value

Year of diagnosis

 2004–2007 36,599 (31.0) 2178 (33.9)  < 0.001 2197 (34.2) 2178 (33.9) 0.899

 2008–2011 28,133 (23.8) 1551 (24.2) 1531 (23.9) 1551 (24.2)

 2012–2015 53,479 (45.2) 2687 (41.9) 2688 (41.9) 2687 (41.9)

Age at diagnosis, yrs

 18–40 6347 (5.4) 275 (4.3)  < 0.001 271 (4.2) 275 (4.3) 0.963

 41–50 27,260 (23.1) 1234 (19.2) 1222 (19.0) 1234 (19.2)

 51–60 41,748 (35.3) 2304 (35.9) 2291 (35.7) 2304 (35.9)

 61–70 42,856 (36.3) 2603 (40.6) 2632 (41.0) 2603 (40.6)

Race

 White 95,056 (80.4) 5188 (80.9) 0.316 5257 (81.9) 5188 (80.9) 0.159

 Black 12,333 (10.4) 626 (9.8) 607 (9.5) 626 (9.8)

 Other 10,356 (8.8) 573 (8.9) 535 (8.3) 573 (8.9)

 Unknown 466 (0.4) 29 (0.5) 17 (0.3) 29 (0.5)

Marital status

 Unmarried 39,066 (33.0) 2159 (33.7) 0.607 2162 (33.7) 2159 (33.7) 0.839

 Married 75,063 (63.5) 4038 (62.9) 4047 (63.1) 4038 (62.9)

 Unknown 4082 (3.5) 219 (3.4) 207 (3.2) 219 (3.4)

Histological type

 IDC 93,211 (78.9) 4827 (75.2)  < 0.001 4866 (75.8) 4827 (75.2) 0.427

 ILC 7496 (6.3) 434 (6.8) 449 (7.0) 434 (6.8)

 Others 17,504 (14.8) 1155 (18.0) 1101 (17.2) 1155 (18.0)

Grade

 G1 31,186 (26.4) 1626 (25.3)  < 0.001 1586 (24.7) 1626 (25.3) 0.576

 G2 48,523 (41.0) 2949 (46.0) 2948 (45.9) 2949 (46.0)

 G3/4 34,729 (29.4) 1555 (24.2) 1612 (25.1) 1555 (24.2)

 Unknown 3773 (3.2) 286 (4.5) 270 (4.2) 286 (4.5)

Tumor stage, AJCC  6th

 T1 89,048 (75.3) 4927 (76.8) 0.008 4892 (76.2) 4927 (76.8) 0.479

 T2 29,163 (24.7) 1489 (23.2) 1524 (23.8) 1489 (23.2)

Node stage, AJCC  6th

 N0 92,813 (78.5) 4773 (74.4)  < 0.001 4776 (74.4) 4773 (74.4) 0.218

 N1 20,972 (17.7) 1411 (22.0) 1379 (21.5) 1411 (22.0)

 N2 3275 (2.8) 172 (2.7) 177 (2.8) 172 (2.7)

 N3 1151 (1.0) 60 (0.9) 84 (1.3) 60 (0.9)

ER status

 Negative 19,487 (16.5) 767 (12.0)  < 0.001 753 (11.7) 767 (12.0) 0.665

 Positive 97,003 (82.1) 5528 (86.2) 5554 (86.6) 5528 (86.2)

 Unknown 1721 (1.5) 121 (1.9) 109 (1.7) 121 (1.9)

PR status

 Negative 30,499 (25.8) 1417 (22.1)  < 0.001 1427 (22.2) 1417 (22.1) 0.448

 Positive 85,134 (72.0) 4817 (75.1) 4830 (75.3) 4817 (75.1)

 Unknown 2578 (2.2) 182 (2.8) 159 (2.5) 182 (2.8)

HER2 status

 Negative 53,185 (45.0) 2651 (41.3)  < 0.001 2661 (41.5) 2651 (41.3) 0.927

 Positive 7313 (6.2) 384 (6.0) 374 (5.8) 384 (6.0)

 Unknown 57,713 (48.8) 3381 (52.7) 3381 (52.7) 3381 (52.7)

Chemotherapy

 No/Unknown 67,251 (56.9) 3782 (58.9) 0.001 3739 (58.3) 3782 (58.9) 0.452

 Yes 50,960 (43.1) 2634 (41.1) 2677 (41.7) 2634 (41.1)
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(Supplementary Table  4). After adjusting the potential 
confounding factors, the multivariable Cox regression 
model showed that patients who received BCS had a bet-
ter BCSS (HR = 0.67, 95%CI: 0.55–0.80, p < 0.001) and 
OS (HR = 0.78, 95%CI:0.68–0.89, p = 0.0005) compared 
with patients who received mastectomy (Supplementary 
Table 5).

Among patients who received BCS, the univariate 
Cox analysis showed that the tumor location was not 
associated with BCSS but with OS (Supplementary 
Table  6). The multivariable Cox model showed that 
patients with CLBC had a similar BCSS (HR = 0.99, 
95%CI: 0.87–1.12, p = 0.850) and a worse OS 
(HR = 1.09, 95%CI: 1.01–1.18, p = 0.030) compared 
with the non-CLBC patients (Supplementary Table 7).

Survival analyses after PSM
The survival curves showed that CLBC patients treated 
with BCS had a higher BCSS rate (log-rank test: 
p = 0.0005) and OS rate (log-rank test: p < 0.0001) com-
pared to those who received mastectomy (Fig.  4A, B). 

Multivariable Cox model analyses showed that BCT was 
associated with a better BCSS (HR = 0.65, 95%CI: 0.47–
0.90, p = 0.009) and OS (HR = 0.82, 95%CI: 0.65–1.04, 
p = 0.110) (Table 3) in patients with a CLBC.

The survival curves showed that the BCSS (log-rank 
test: p = 0.99) and OS (log-rank test: p = 0.29) were simi-
lar between CLBC and non-CLBC patients who received 
BCS (Fig.  4C, D). The multivariable Cox model showed 
that patients with CLBC who received BCS had a simi-
lar BCSS (HR = 1.05, 95%CI: 0.88–1.24, p = 0.614) and 
OS (HR = 1.08, 95%CI: 0.97–1.20, p = 0.168) compared to 
patients with non-CLBC treated with BCS (Table 4).

Discussion
The choice between mastectomy and BCS refers to the 
research evidence, cosmetic appearance, and patient’s 
desire. In our study, only 42.7% of CLBC patients under-
went BCS, which is significantly less than that of non-
CLBC patients (60.5%). However, the survival analysis 
results showed that there was no difference in OS and 
BCSS between BCS and mastectomy in the CLBC 

.

Fig. 3 Survival curves of BCSS and OS stratified by surgery procedure and tumor location before PSM (A BCSS of BCS versus mastectomy; B OS 
of BCS versus mastectomy; C BCSS of CLBC versus non‑CLBC; D OS of CLBC versus non‑CLBC)
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populations, and between CLBC patients and non-CLBC 
patients who received BCS. Therefore, there is rising con-
fidence in advocating BCS as a surgical option for women 
with early-stage CLBC from a safety perspective.

Some differences in clinicopathological features were 
observed between CLBC and non-CLBC patients. In 
the CLBC population, these patients who exhibited less 
aggressive histological traits tended to receive BCS. 
This may be one reason for the therapeutic difference 
between the two populations. Unfortunately, we were 
unable to access the detailed information on adjuvant 
therapy or other pathological features (Ki-67 et  al.) 
in the SEER database, which limited us to determine 
whether these factors would influence the decision of 
breast surgery [22, 23]. Compared with non-CLBC, 
patients with less aggressive characteristics such as 
lower histologic grade, smaller tumor size, none or lim-
ited lymph node metastasis, positive hormone recep-
tor status, or negative HER-2 in CLBC cohorts were 
more likely to receive mastectomy, instead of BCS. The 
tumor characteristics of CLBC patients who received 
BCS are not completely superior to those of non-CLBC 

patients. Interestingly, our survival data supported that 
BCS for CLBC resulted in non-inferior outcomes com-
pared with mastectomy in CLBC or with BCS in non-
CLBC, even in N2-N3 disease. These indicated that 
tumor biological behavior features should not be a bar-
rier to BCS in CLBC. The improved survival for BCS 
was likely attributed to the advances in early diagnosis, 
surgery procedures, and adjuvant therapy over the last 
decades [24, 25].

The standard implementation of BCS and adjuvant 
therapy is still the basic guarantee of BCT for patients 
with CLBC. There is no special requirement for a nega-
tive margin for BCS in CLBC patients. However, we 
need to be aware that central breast cancer may have the 
potential to invade the wider breast ducts [8, 9]. Consid-
ering the cosmetic appearance and local control, tumor 
size is an important factor associated with the selection 
of BCS in clinical practice, which is supported by sev-
eral guidelines and consensuses [1, 2, 26]. Several small 
sample, short-term follow-up studies based on the SEER 
database have enrolled some T3-4 or stage III/IV disease 
which would influence the application of research results 

Fig. 4 Survival curves of BCSS and OS stratified by surgery procedure and tumor location after PSM (A BCSS of BCS versus mastectomy; B OS of BCS 
versus mastectomy; C BCSS of CLBC versus non‑CLBC; D OS of CLBC versus non‑CLBC)
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Table 3 Multivariable Cox analysis for BCSS and OS in centrally located breast cancer patients after PSM

Characteristic No. at risk BCSS OS

HR (95%CI) P value HR (95%CI) P value

Surgery

 Mastectomy 4865 Reference Reference

 BCS 4865 0.65(0.47–0.90) 0.009 0.82(0.65–1.04) 0.109
Year of diagnosis

 2004–2007 3504 Reference Reference

 2008–2011 2087 0.51(0.38–0.68)  < 0.001 7.46(0.63–0.88) 0.0005

 2012–2015 4139 0.36(0.21–0.62) 0.0002 0.42(0.31–0.59)  < 0.001

Age at diagnosis, yrs

 18–40 312 Reference Reference

 41–50 1819 0.63(0.41–0.95) 0.026 0.87(0.60–1.26) 0.468

 51–60 3481 0.63(0.43–0.94) 0.022 1.07(0.75–1.51) 0.717

 61–70 4118 0.98(0.67–1.44) 0.937 2.22(1.57–3.12)  < 0.001

Race

 White 8483 Reference Reference

 Black 551 1.68(1.21–2.33) 0.002 1.82(1.48–2.23)  < 0.001

 Other 690 0.42(0.24–0.73) 0.002 7.82(0.59–1.03) 0.085

 Unknown 6 NA NA NA NA

Marital status

 Unmarried 3065 Reference Reference

 Married 6519 1.28(1.04–1.58) 0.019 0.89(0.79–1.01) 0.079

 Unknown 146 2.73(1.38–5.40) 0.004 1.69(1.06–2.68) 0.026

Histological type

 IDC 7813 Reference Reference

 ILC 502 0.54(0.30–0.97) 0.038 1.03(0.77–1.37) 0.856

 Others 1415 0.46(0.31–0.68) 0.0001 1.01(0.85–1.20) 0.916

Grade

 G1 2583 Reference Reference

 G2 4720 3.80(2.51–5.74)  < 0.001 1.16(0.99–1.36) 0.065

 G3/4 2190 6.82(4.41–10.55)  < 0.001 1.89(1.56–2.30)  < 0.001

 Unknown 237 2.70(1.16–6.30) 0.022 0.98(0.65–1.47) 0.907

Tumor stage, AJCC 6th

 T1 7586 Reference Reference

 T2 2144 2.12(1.72–2.61)  < 0.001 1.65(1.43–1.90)  < 0.001

Node stage, AJCC 6th

 N0 7427 Reference Reference

 N1 2088 1.90(1.51–2.40)  < 0.001 1.97(1.54–2.10)  < 0.001

 N2 169 4.50(3.05–6.66)  < 0.001 3.04(2.23–4.15)  < 0.001

 N3 46 4.89(2.77–8.62)  < 0.001 3.21(1.95–5.28)  < 0.001

ER status

 Negative 938 Reference Reference

 Positive 8703 1.00(0.71–1.43) 0.975 0.80(0.62–1.02) 0.070

 Unknown 89 1.95(0.37–10.34) 0.434 0.88(0.33–2.34) 0.791

PR status

 Negative 1683 Reference Reference

 Positive 7932 0.84(0.63–1.12) 0.242 0.92(0.75–1.12) 0.408

 Unknown 115 0.42(0.08–2.17) 0.297 0.84(0.35–2.02) 0.701

HER2 status

 Negative 4162 Reference Reference
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[14, 15, 17, 18]. Adjuvant radiotherapy was necessary for 
reducing local recurrence and improving long-term dis-
ease-free survival and overall survival for whole breast 
cancer populations treated with BCS [27–29]. Without 
radiotherapy, the nipple-areola complex involvement 
was related to a higher risk of local recurrence after BCS 
[30]. In previous reported studies, many patients treated 
with BCS but without radiotherapy, which would induce 
a select bias [15–18]. Based on the consideration of clini-
cal practice, the tumor stage was limited as T1-2 and 
radiotherapy after BCS was required in our study, which 
makes the study results suitable for clinical work.

CLBC has a four times higher risk of involvement of 
nipple-areolar complex (NAC) than that of non-CLBC 
[31]. Removal of NAC is usually recommended for BCS 
in CLBC patients. However, traditional incisions with 
NAC resection usually led to poor aesthetic outcomes 
[32, 33]. Preserving NAC is generally considered essen-
tial for maintaining the aesthetic appearance of the 
breast. Oncoplastic techniques for breast-conserving 
surgery could improve cosmetic results without jeop-
ardizing oncological outcomes [34]. A good cosmetic 
outcome improves psychosocial adjustment after breast 
cancer treatment. Fortunately, many articles have dis-
cussed various approaches to achieve optimal results 
following oncoplastic surgery, ranging from classic 
reduction mammaplasty to different flap reconstruction 
techniques [35–37]. Additionally, restoration of the soft 
tissue defects by various oncoplastic procedures, with 
or without immediate reconstruction of the NAC, has 
been proven to be both oncological safe and cosmeti-
cally effective [10, 35]. So, the aesthetic factor should 
not be the main obstacle to the performance of BCS in 
CLBC patients.

In this study, many clinicopathological features were 
identified as independent prognostic factors for BCSS 

and OS. Patients with older age, married, lower grade, 
smaller tumor size, lymph node-negative, hormone 
receptor-positive, HER-2 negative, and BCS were the 
greater independent prognostic factor of BCSS and 
OS for CLBC. Meanwhile, chemotherapy was a supe-
rior prognostic indicator for OS. Contrastingly, radio-
therapy did not improve survival in the whole CLBC 
population. Similar results were observed in CLBC 
patients who received BCS. Tumor stage (tumor size, 
lymph node stage), biological features (grade, hor-
mone receptor status, HER2 status), and chemother-
apy have been investigated well to predict survival for 
breast cancer patients [24, 25, 38, 39]. Marital status 
reflects the social, psychological, and economic con-
ditions, which could affect the diagnosis, treatment, 
and prognosis of a female patient indirectly [40, 41]. 
The results of these prognostic analyses were well 
consistent with those of previous reports, which indi-
cated the results of our study have high reliability. 
Identifying these risk factors is instrumental to accu-
rately assess prognosis and develop individualized 
management strategies [42, 43].

There are still some limitations in our research. First, 
although we have set inclusion and exclusion criteria 
strictly, and taken the PSM method to balance the base-
line features, there may still exist some selective bias. Sec-
ond, local recurrence data are unavailable from the SEER 
database, so we cannot evaluate the recurrence between 
each group. Third, we could not evaluate the influence of 
neoadjuvant chemotherapy on surgical choice and sur-
vival outcomes. Fourth, we did not have access to detailed 
information on adjuvant therapy, which may influence 
the survival outcomes. Fifth, the lack of information on 
comorbidities, performance status, treatment toxicities, 
tumor biological features (Ki-67 rate), education level, 
and socioeconomic status which may introduce bias into 

Abbreviations: AJCC American Joint Committee on Cancer, BCS Breast conserving surgery, BCSS Breast-cancer specific survival, CI Confidence interval, ER Estrogen 
receptor, HER2 Human epidermal growth factor receptor-2, HR Hazard ratio, IDC Invasive ductal carcinoma, ILC Invasive lobular carcinoma, OS Overall survival, PR 
Progesterone receptor, PSM Propensity score matching

Table 3 (continued)

Characteristic No. at risk BCSS OS

HR (95%CI) P value HR (95%CI) P value

 Positive 422 0.74(0.39–1.40) 0.360 0.94(0.61–1.44) 0.769

 Unknown 5146 0.55(0.34–0.90) 0.016 0.68(0.52–0.90) 0.007

Radiotherapy

 No/Unknown 4275 Reference Reference

 Yes 5455 0.80(0.57–1.10) 0.169 0.96(0.75–1.23) 0.770

Chemotherapy

 No/Unknown 6064 Reference Reference

 Yes 3666 0.71(0.56–0.91) 0.006 0.64(0.54–0.75)  < 0.001
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our results. In addition, we could not obtain data about 
the cosmetic results and satisfaction with body image 
after BCT.

Conclusion
Our study demonstrated the long-term oncological 
safety of BCS in CLBC compared with mastectomy and 
non-CLBC disease. As a result, BCS should be an accept-
able and preferable alternative to mastectomy for well-
selected, early-stage CLBC patients.
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Table 4 Multivariable Cox analysis for BCSS and OS in patients 
who received breast‑conserving treatment after PSM

Characteristics BCSS OS

HR (95%CI) P value HR (95%CI) P value

Year of diagnosis

 2004–2007 Reference Reference

 2008–2011 0.98(0.78–1.25) 0.896 1.19(1.03–1.38) 0.019

 2011–2015 0.93(0.62–1.41) 0.740 1.38(1.06–1.80) 0.017

Age at diagnosis, yrs

 18–40 Reference Reference

 41–50 0.82(0.59–1.16) 0.267 0.88(0.65–1.18) 0.388

 51–60 0.72(0.52–1.00) 0.050 1.05(0.79–1.38) 0.745

 61–70 0.80(0.58–1.12) 0.198 1.98(1.51–2.61)  < 0.001

Race

 White Reference Reference

 Black 1.56(1.24–1.97)  < 0.001 1.52(1.30–1.78)  < 0.001

 Other 0.91(0.65–1.29) 0.607 0.89(0.72–1.11) 0.306

 Unknown 0.84(0.12–5.99) 0.861 0.30(0.04–2.10) 0.223

Marital status

 Unmarried Reference Reference

 Married 0.75(0.63–0.90) 0.002 0.77(0.69–0.86)  < 0.001

 Unknown 0.73(0.42–1.28) 0.268 0.68(0.48–0.97) 0.035

Histological type

 IDC Reference Reference

 ILC 1.06(0.73–1.55) 0.748 0.85(0.67–1.08) 0.189

 Others 0.86(0.66–1.11) 0.245 0.80(0.69–0.93) 0.004

Grade

 G1 Reference Reference

 G2 2.16(1.5–3.09)  < 0.001 0.97(0.84–1.12) 0.672

 G3/4 3.65(2.51–5.3)  < 0.001 1.35(1.14–1.60)  < 0.001

 Unknown 2.86(1.66–4.92)  < 0.001 1.04(0.77–1.40) 0.785

Tumor stage, AJCC  6th

 T1 Reference Reference

 T2 2.20(1.82–2.66)  < 0.001 1.68(1.48–1.90)  < 0.001

Node stage, AJCC  6th

 N0 Reference Reference

 N1 2.00(1.62–2.47)  < 0.001 1.56(1.36–1.79)  < 0.001

 N2 3.04(2.19–4.23)  < 0.001 2.32(1.81–2.98)  < 0.001

 N3 5.96(4.14–8.58)  < 0.001 3.85(2.83–5.23)  < 0.001

ER status

 Negative Reference Reference

 Positive 1.02(0.76–1.37) 0.882 0/76(0.62–0.94) 0.009

 Unknown 1.06(0.36–3.17) 0.911 0.63(0.34–1.17) 0.145

PR status

 Negative Reference Reference

 Positive 0.66(0.52–0.85) 0.001 1.00(0.85–1.19) 0.968

 Unknown 0.74(0.28–1.93) 0.538 1.18(0.72–1.93) 0.513

HER2 status

 Negative Reference Reference

 Positive 0.72(0.46–1.12) 0.146 0.89(0.64–1.23) 0.470

 Unknown 0.86(0.60–1.23) 0.412 1.12(0.89–1.41) 0.349

Abbreviations: AJCC American Joint Committee on Cancer, BCS Breast conserving 
surgery, BCSS Breast-cancer specific survival, CI Confidence interval, ER Estrogen 
receptor, HER2 Human epidermal growth factor receptor-2, HR Hazard ratio, IDC 
Invasive ductal carcinoma, ILC Invasive lobular carcinoma, OS Overall survival, PR 
Progesterone receptor, PSM Propensity score matching

Table 4 (continued)

Characteristics BCSS OS

HR (95%CI) P value HR (95%CI) P value

Chemotherapy

 No/Unknown Reference Reference

 Yes 1.20(0.95–1.52) 0.126 0.76(0.67–0.88)  < 0.001

Tumor location

 Non‑central Reference Reference

 Central 1.05(0.88–1.24) 0.615 1.08(0.97–1.20) 0.168

https://doi.org/10.1186/s12893-023-02181-6
https://doi.org/10.1186/s12893-023-02181-6


Page 12 of 13Yuan et al. BMC Surgery          (2023) 23:298 

Availability of data and materials
The datasets generated and analyzed in this study are available in the SEER 
repository (https:// seer. cancer. gov/). If need more detailed data, you can 
contact the corresponding author further.

Declarations

Ethics approval and consent to participate
Informed consent was not required because personal identifying information 
was not accessed. This study protocol was approved by the Clinical Research 
Ethics Committee of the Suining Central Hospital (No. LLSLH20220013).

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1 Department of Breast and Thyroid Surgery, Sichuan Provincial Hospi‑
tal for Women and Children (Affiliated Women and Children’s Hospital 
of Chengdu Medical College), Chengdu 610041, People’s Republic of China. 
2 Department of Burn and Plastic Surgery, West China Hospital, Sichuan Univer‑
sity, 37 Guoxue Street, Chengdu 610041, People’s Republic of China. 3 Depart‑
ment of Operating Room, Suining Central Hospital, 127 Desheng Road West, 
Suining 629000, People’s Republic of China. 4 Medical Imaging, North Sichuan 
Medical College, Nanchong 637000, People’s Republic of China. 5 Sichuan 
Center for Disease Control and Prevention, Chengdu 610041, People’s 
Republic of China. 6 Department of Breast and Thyroid Surgery, Suining Central 
Hospital, 127 Desheng West Road, Suining 629000, People’s Republic of China. 

Received: 21 May 2023   Accepted: 4 September 2023

References
 1. Gradishar WJ, Moran MS, Abraham J, et al. Breast cancer, version 3.2022, 

NCCN clinical practice guidelines in oncology. J Natl Compr Canc Netw. 
2022;20(6):691–722. https:// doi. org/ 10. 6004/ jnccn. 2022. 0030.

 2. Burstein HJ, Curigliano G, Thürlimann B, et al. Customizing local and 
systemic therapies for women with early breast cancer: the St. Gallen 
International Consensus Guidelines for treatment of early breast cancer 
2021. Ann Oncol. 2021;32(10):1216–35. https:// doi. org/ 10. 1016/j. annonc. 
2021. 06. 023.

 3. Saifi O, Chahrour MA, Li Z, et al. Is breast conservation superior to mastec‑
tomy in early‑stage triple negative breast cancer? Breast. 2022;62:144–51. 
https:// doi. org/ 10. 1016/j. breast. 2022. 02. 006.

 4. Fisher B, Anderson S, Bryant J, et al. Twenty‑year follow‑up of a rand‑
omized trial comparing total mastectomy, lumpectomy, and lumpec‑
tomy plus irradiation for the treatment of invasive breast cancer. N Engl J 
Med. 2002;347(16):1233–41. https:// doi. org/ 10. 1056/ NEJMo a0221 52.

 5. Litière S, Werutsky G, Fentiman IS, et al. Breast conserving therapy versus 
mastectomy for stage I‑II breast cancer: 20 year follow‑up of the EORTC 
10801 phase 3 randomised trial. Lancet Oncol. 2012;13(4):412–9. https:// 
doi. org/ 10. 1016/ S1470‑ 2045(12) 70042‑6.

 6. Clough KB, Kaufman GJ, Nos C, et al. Improving breast cancer sur‑
gery: a classification and quadrant per quadrant atlas for oncoplastic 
surgery. Ann Surg Oncol. 2010;17(5):1375–91. https:// doi. org/ 10. 1245/ 
s10434‑ 009‑ 0792‑y.

 7. Wu S, Zhou J, Ren Y, et al. Tumor location is a prognostic factor for 
survival of Chinese women with T1–2N0M0 breast cancer. Int J Surg. 
2014;12(5):394–8. https:// doi. org/ 10. 1016/j. ijsu. 2014. 03. 011.

 8. Fowble B, Solin LJ, Schultz DJ, Weiss MC. Breast recurrence and survival 
related to primary tumor location in patients undergoing conservative 
surgery and radiation for early‑stage breast cancer. Int J Radiat Oncol Biol 
Phys. 1992;23(5):933–9. https:// doi. org/ 10. 1016/ 0360‑ 3016(92) 90897‑q.

 9. Colleoni M, Zahrieh D, Gelber RD, et al. Site of primary tumor has a 
prognostic role in operable breast cancer: the international breast cancer 

study group experience. J Clin Oncol. 2005;23(7):1390–400. https:// doi. 
org/ 10. 1200/ JCO. 2005. 06. 052.

 10. Haffty BG, Wilson LD, Smith R, et al. Subareolar breast cancer: long‑term 
results with conservative surgery and radiation therapy. Int J Radiat Oncol 
Biol Phys. 1995;33(1):53–7. https:// doi. org/ 10. 1016/ 0360‑ 3016(95) 00165‑U.

 11. Galimberti V, Zurrida S, Zanini V, et al. Central small size breast cancer: how 
to overcome the problem of nipple and areola involvement. Eur J Cancer. 
1993;29a(8):1093–6. https:// doi. org/ 10. 1016/ s0959‑ 8049(05) 80294‑1.

 12. Eggemann H, Ignatov A, Elling D, et al. Efficacy and patient satisfaction 
of breast conserving therapy for central breast cancer by the B tech‑
nique. Ann Surg Oncol. 2013;20(11):3438–45. https:// doi. org/ 10. 1245/ 
s10434‑ 013‑ 3030‑6.

 13. Fitzal F, Mittlboeck M, Trischler H, et al. Breast‑conserving therapy for 
centrally located breast cancer. Ann Surg. 2008;247(3):470–6. https:// doi. 
org/ 10. 1097/ SLA. 0b013 e3181 5b6991.

 14. Wang J, Wang X, Zhong Z, et al. Breast‑conserving therapy has better 
prognosis for tumors in the central and nipple portion of breast cancer 
compared with mastectomy: a SEER data‑based study. Front Oncol. 
2021;11:642571. https:// doi. org/ 10. 3389/ fonc. 2021. 642571.

 15. Liu J, Zheng X, Lin S, Han H, Xu C. Breast conserving therapy for central 
breast cancer in the United States. BMC Surg. 2022;22(1):31. https:// doi. 
org/ 10. 1186/ s12893‑ 022‑ 01488‑0.

 16. Shen YF, Huang J, Zhou WB, et al. Breast‑conserving in centrally located 
breast cancer patients confirmed safe by SEER based study. Gland Surg. 
2022;11(1):226–35. https:// doi. org/ 10. 21037/ gs‑ 21‑ 914.

 17. Yu P, Tang H, Zou Y, et al. Breast‑conserving therapy versus mastectomy 
in young breast cancer patients concerning molecular subtypes: a SEER 
population‑based study. Cancer Control. 2020;27(1):1073274820976667. 
https:// doi. org/ 10. 1177/ 10732 74820 976667.

 18. Li S, Zhao Y, Yan L, et al. Effect of the nipple‑excising breast‑conserving 
therapy in female breast cancer: a competing risk analysis and propensity 
score matching analysis of results based on the SEER database. Front 
Oncol. 2022;12(12):848187. https:// doi. org/ 10. 3389/ fonc. 2022. 848187.

 19. Yu T, Cheng W, Wang T, et al. Survival outcomes of breast‑conserving 
therapy versus mastectomy in early‑stage breast cancer, includ‑
ing centrally located breast cancer: a SEER‑based study. Breast J. 
2022;2022:5325556. https:// doi. org/ 10. 1155/ 2022/ 53255 56.

 20. von Elm E, Altman DG, Egger M, Pocock SJ, Gøtzsche PC, Vandenbroucke 
JP. The Strengthening the Reporting of Observational Studies in Epidemi‑
ology (STROBE) statement: guidelines for reporting observational studies. 
Lancet. 2007;370(9596):1453–7. https:// doi. org/ 10. 1016/ S0140‑ 6736(07) 
61602‑X.

 21. Singletary SE, Allred C, Ashley P, et al. Staging system for breast cancer: 
revisions for the 6th edition of the AJCC cancer staging manual. Surg Clin 
North Am. 2003;83(4):803–19. https:// doi. org/ 10. 1016/ S0039‑ 6109(03) 
00034‑3.

 22. Dowsett M, Nielsen TO, A’Hern R, et al. Assessment of Ki67 in breast 
cancer: recommendations from the international Ki67 in breast cancer 
working group. J Natl Cancer Inst. 2011;103(22):1656–64. https:// doi. org/ 
10. 1093/ jnci/ djaa2 01.

 23. Ferraro E, Walsh EM, Tao JJ, Chandarlapaty S, Jhaveri K. Accelerating drug 
development in breast cancer: new frontiers for ER inhibition. Cancer 
Treat Rev. 2022;109:102432. https:// doi. org/ 10. 1016/j. ctrv. 2022. 102432.

 24. Chen Q, Zhou Q, He H, He Y, Yuan Y, Zou Q, Yi W. Chemotherapy 
significantly improves long‑term survival of small lesion node negative 
metaplastic breast carcinoma in T1c population rather than T1a and T1b. 
Sci Rep. 2022;12(1):871. https:// doi. org/ 10. 1038/ s41598‑ 022‑ 04946‑0.

 25. Wang W, Liu C, Zhou W, Xia T, Xie H, Wang S. Network meta‑analysis of 
the effectiveness of neoadjuvant endocrine therapy for postmenopausal, 
HR‑positive breast cancer. Sci Rep. 2016;6:25615. https:// doi. org/ 10. 1038/ 
srep2 5615.

 26. Li Z, Zhao R. Breast conservation therapy decreased heart‑specific mortal‑
ity in breast cancer patients compared with mastectomy. BMC Surg. 
2023;23(1):233. https:// doi. org/ 10. 1186/ s12893‑ 023‑ 02132‑1.

 27. Bussières E, Guyon F, Thomas L, Stöckle E, Faucher A, Durand M. 
Conservation treatment in subareolar breast cancers. Eur J Surg Oncol. 
1996;22(3):267–70. https:// doi. org/ 10. 1016/ s0748‑ 7983(96) 80016‑3.

 28. Marshall JK, Griffith KA, Haffty BG, et al. Conservative management of 
Paget disease of the breast with radiotherapy: 10‑ and 15‑year results. 
Cancer. 2003;97(9):2142–9. https:// doi. org/ 10. 1002/ cncr. 11337.

https://seer.cancer.gov/
https://doi.org/10.6004/jnccn.2022.0030
https://doi.org/10.1016/j.annonc.2021.06.023
https://doi.org/10.1016/j.annonc.2021.06.023
https://doi.org/10.1016/j.breast.2022.02.006
https://doi.org/10.1056/NEJMoa022152
https://doi.org/10.1016/S1470-2045(12)70042-6
https://doi.org/10.1016/S1470-2045(12)70042-6
https://doi.org/10.1245/s10434-009-0792-y
https://doi.org/10.1245/s10434-009-0792-y
https://doi.org/10.1016/j.ijsu.2014.03.011
https://doi.org/10.1016/0360-3016(92)90897-q
https://doi.org/10.1200/JCO.2005.06.052
https://doi.org/10.1200/JCO.2005.06.052
https://doi.org/10.1016/0360-3016(95)00165-U
https://doi.org/10.1016/s0959-8049(05)80294-1
https://doi.org/10.1245/s10434-013-3030-6
https://doi.org/10.1245/s10434-013-3030-6
https://doi.org/10.1097/SLA.0b013e31815b6991
https://doi.org/10.1097/SLA.0b013e31815b6991
https://doi.org/10.3389/fonc.2021.642571
https://doi.org/10.1186/s12893-022-01488-0
https://doi.org/10.1186/s12893-022-01488-0
https://doi.org/10.21037/gs-21-914
https://doi.org/10.1177/1073274820976667
https://doi.org/10.3389/fonc.2022.848187
https://doi.org/10.1155/2022/5325556
https://doi.org/10.1016/S0140-6736(07)61602-X
https://doi.org/10.1016/S0140-6736(07)61602-X
https://doi.org/10.1016/S0039-6109(03)00034-3
https://doi.org/10.1016/S0039-6109(03)00034-3
https://doi.org/10.1093/jnci/djaa201
https://doi.org/10.1093/jnci/djaa201
https://doi.org/10.1016/j.ctrv.2022.102432
https://doi.org/10.1038/s41598-022-04946-0
https://doi.org/10.1038/srep25615
https://doi.org/10.1038/srep25615
https://doi.org/10.1186/s12893-023-02132-1
https://doi.org/10.1016/s0748-7983(96)80016-3
https://doi.org/10.1002/cncr.11337


Page 13 of 13Yuan et al. BMC Surgery          (2023) 23:298  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 29. Sjöström M, Chang SL, Fishbane N, et al. Clinicogenomic radiotherapy 
classifier predicting the need for intensified locoregional treatment after 
breast‑conserving surgery for early‑stage breast cancer. J Clin Oncol. 
2019;37(35):3340–9. https:// doi. org/ 10. 1200/ JCO. 19. 00761.

 30. Cabioglu N, Krishnamurthy S, Kuerer HM, et al. Feasibility of breast‑
conserving surgery for patients with breast carcinoma associated with 
nipple discharge. Cancer. 2004;101(3):508–17. https:// doi. org/ 10. 1002/ 
cncr. 20394.

 31. Banerjee A, Gupta S, Bhattacharya N. Preservation of nipple‑areola com‑
plex in breast cancer–a clinicopathological assessment. J Plast Reconstr 
Aesthet Surg. 2008;61(10):1195–8. https:// doi. org/ 10. 1016/j. bjps. 2007. 08. 
005.

 32. Hennigs A, Biehl H, Rauch G, et al. Change of patient‑reported aesthetic 
outcome over time and identification of factors characterizing poor 
aesthetic outcome after breast‑conserving therapy: long‑term results of 
a prospective cohort study. Ann Surg Oncol. 2016;23(5):1744–51. https:// 
doi. org/ 10. 1245/ s10434‑ 015‑ 4943‑z.

 33. Santos G, Urban C, Edelweiss MI, et al. Long‑term comparison of aestheti‑
cal outcomes after oncoplastic surgery and lumpectomy in breast cancer 
patients. Ann Surg Oncol. 2015;22(8):2500–8. https:// doi. org/ 10. 1245/ 
s10434‑ 014‑ 4301‑6.

 34. Teh M‑S, Teoh L‑Y, Jamaris S, Lai L‑L, See M‑H. Outcomes of Asian 
women treated with Grisotti flap reconstruction for centrally located 
breast cancers: 5‑years single institutional experience. Ann Plast Surg. 
2021;87(2):132–5. https:// doi. org/ 10. 1097/ SAP. 00000 00000 002631.

 35. Huemer GM, Schrenk P, Moser F, Wagner E, Wayand W. Oncoplastic 
techniques allow breast‑conserving treatment in centrally located breast 
cancers. Plast Reconstr Surg. 2007;120(2):390–8. https:// doi. org/ 10. 1097/ 
01. prs. 00002 67328. 09246. 02.

 36. Yang JD, Ryu DW, Lee JW, et al. Usefulness of a lateral thoracodorsal flap 
after breast conserving surgery in laterally located breast cancer. Arch 
Plast Surg. 2013;40(4):367–73. https:// doi. org/ 10. 5999/ aps. 2013. 40.4. 367.

 37. Shen M, Xu Y, Wu Z, Wang J, Pan H, Xu B. Partial breast reconstruc‑
tion of 30 cases with peri‑mammary artery perforator flaps. BMC Surg. 
2023;23(1):41. https:// doi. org/ 10. 1186/ s12893‑ 023‑ 01937‑4.

 38. Pondé NF, Zardavas D, Piccart M. Progress in adjuvant systemic therapy 
for breast cancer. Nat Rev Clin Oncol. 2019;16(1):27–44. https:// doi. org/ 
10. 1038/ s41571‑ 018‑ 0089‑9.

 39. Baelen KV, Nguyen HL, Hamy‑Petit AS, et al. Association of body mass 
index with clinicopathological features and survival in patients with 
primary invasive lobular breast cancer. Eur J Cancer. 2023;191:112988. 
https:// doi. org/ 10. 1016/j. ejca. 2023. 112988.

 40. Jiao D, Ma Y, Zhu J, et al. Impact of marital status on prognosis of patients 
with invasive breast cancer: a population‑based study using SEER data‑
base. Front Oncol. 2022;12:913929. https:// doi. org/ 10. 3389/ fonc. 2022. 
913929.

 41. Suo R, Ye F, Xie M, et al. The relationship of marital adjustment and post‑
traumatic growth in female breast cancer patients and their husbands. 
Psychol Health Med. 2023;28(2):401–7. https:// doi. org/ 10. 1080/ 13548 506. 
2022. 20673 39.

 42. Jiralerspong S, Goodwin PJ. Obesity and breast cancer prognosis: evi‑
dence, challenges, and opportunities. J Clin Oncol. 2016;34(35):4203–16. 
https:// doi. org/ 10. 1200/ JCO. 2016. 68. 4480.

 43. Zhou X, Zheng Z, Li Y, et al. The clinical features and prognosis of patients 
with mucinous breast carcinoma compared with those with infiltrating 
ductal carcinoma: a population‑based study. BMC Cancer. 2021;21(1):536. 
https:// doi. org/ 10. 1186/ s12885‑ 021‑ 08262‑0.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

https://doi.org/10.1200/JCO.19.00761
https://doi.org/10.1002/cncr.20394
https://doi.org/10.1002/cncr.20394
https://doi.org/10.1016/j.bjps.2007.08.005
https://doi.org/10.1016/j.bjps.2007.08.005
https://doi.org/10.1245/s10434-015-4943-z
https://doi.org/10.1245/s10434-015-4943-z
https://doi.org/10.1245/s10434-014-4301-6
https://doi.org/10.1245/s10434-014-4301-6
https://doi.org/10.1097/SAP.0000000000002631
https://doi.org/10.1097/01.prs.0000267328.09246.02
https://doi.org/10.1097/01.prs.0000267328.09246.02
https://doi.org/10.5999/aps.2013.40.4.367
https://doi.org/10.1186/s12893-023-01937-4
https://doi.org/10.1038/s41571-018-0089-9
https://doi.org/10.1038/s41571-018-0089-9
https://doi.org/10.1016/j.ejca.2023.112988
https://doi.org/10.3389/fonc.2022.913929
https://doi.org/10.3389/fonc.2022.913929
https://doi.org/10.1080/13548506.2022.2067339
https://doi.org/10.1080/13548506.2022.2067339
https://doi.org/10.1200/JCO.2016.68.4480
https://doi.org/10.1186/s12885-021-08262-0

	Breast-conserving surgery is an appropriate procedure for centrally located breast cancer: a population-based retrospective cohort study
	Abstract 
	Background 
	Methods 
	Results 
	Conclusion 

	Introduction
	Methods
	Patients selection
	Variables
	Statistical analysis

	Results
	Baseline characteristics
	Survival analyses before PSM
	Survival analyses after PSM

	Discussion
	Conclusion
	Anchor 18
	Acknowledgements
	References


