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[ Abstract] Nipple-areola complex-sparing mastectomy (NSM) is a surgical procedure that allows the
preservation of the skin and nipple-areola complex (NAC) in mastectomy. The use of NSM for breast cancer is still
controversial. The appropriate standard for selecting patients with low risk of NAC involvement has not been well
established. The clinicopathologicity characteristics of primary tumor (e.g., tumor-to-nipple distance, tumor location,
tumor size, multicentricity, lymph node metastasis, lymphovascular invasion, grade, HER-2 status) have been reported

to be associated with NAC involvement. Clinical evaluation of NAC, retroareolar tissue biopsy and evaluation of
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clinicopathologic characteristics of primary tumor are helpful to patient selection in current clinical practice of NSM.

Further studies are still needed to establish uniform selection criteria for NSM in breast cancer patients.
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Tab.1 Incidence of NAC involvement and sampling methodology in breast cancer in recent years

Pathologic sampling

Studies Year N NAC involvement/%

Direction Depth //mm Interval //mm
Loewen, etal "’ 2008 302 10.0 NR 10-15 2-3
Rusby, et al [*/ 2008 130 24.6 Coronary 20 3
Gulben, et al **’ 2009 397 14.6 NR NR NR
Brachtel, etal '"*’ 2009 232 21.0 Coronary =5 3
Khan, etal "'’ 2010 136 19.1 Sagittal =20 NR
Pirozzi, et al ''?! 2010 50 28.0 Coronary/sagittal 3 4
Billar, et al '"*' 2011 392 16.0 NR NR NR
Li,etal " 2011 2323 14.2 Sagittal 5 NR
Wang, etal "’ 2012 787 9.5 Sagittal NR 3
D’Alonzo, et al -'*! 2012 100 14.0 Sagittal 4-5 1
Sakamoto, et al '’ 2013 81 21.0 Coronary/sagittal NR 1-3
Eisenberg, et al ' '* 2014 325 8.9 Coronary 15-20 1-4
Average NAC involvement/% 16.7

NR: Not reported
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