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A B S T R A C T  

Background: The development of technology has grown rapidly in surgical science, 
especially the use of endoscopy to develop operations in producing minimal scar 
tissue. Endoscopic VABS is a surgical technique and began to develop since 1995. 
The technique has several approaches, namely through the chest wall, mammary 
and axilla. The descriptive study aims to report our first experience in the 
management of benign breast tumors with Endoscopic Video Assisted Breast 
Surgery. Methods: Ten patients with benign breast tumor have performed 
Endoscopic VABS in the period March 2017 to September 2017 at the Hospital in 
Surakarta. The largest diameter at the nodule, duration of operation, length of 
postoperative care, postoperative pain, cosmetic outcomes and complications were 
observed retrospectively.  Results: All patients are women with median age 28 years. 
The largest diameter that can be taken is 3.5 cm with median 2 cm. One patient 
performed the conversion into a lumpectomy with conventional techniques due to 
difficult dissection and uncontrolled bleeding. The median duration of surgery was 
60 minute with an average length of treatment for 2 days postoperatively. Average 
VAS Score was 4. No postoperative complications were found. But cosmetically, all 
patients are satisfied with the results of surgical wounds. Conclusion: The VABS 
endoscopic procedure is safe and effective procedure and has excellent cosmetic 
benefits because it does not show scar tissue in the breast area. This VABS 
Endoscopic technique has a weakness in terms of longer duration of operation 
compared to conventional techniques, but this can be overcome with the expertise 
and experience of the operator. 
 
 
 
 
 
 

 

1. Introduction 

Since 1992, video-assisted surgery for the breast 

has been developed mainly in the field of plastic 

surgery, notably in breast augmentation surgery.1 

Today, video-assisted surgery, indicating partial or 

total endoscopic surgery, can be performed for the 

treatment of both benign and malignant breast tumors 

to improve the cosmetic outcome. Although, in some 

respects, this kind of surgery for malignant tumors is 

still experimental, it is feasible enough for clinical use, 

and is expected to become one of the standard 

operations for breast cancer.1,2,3  

Breast surgery is indicated for early-stage breast 

cancer. However, whenever the disease is at an early 

stage, BCS does not for some breast cancers, ductal 

breast cancer, and ductal carcinoma in situ (DCIS), due 

to the need for extensive breast resection.2,4 There is a 

new endoscopic surgery called video-assisted breast 

surgery (VABS). The VABS has three main features 

workspace is made by retraction method. Almost all 

surgical procedures are performed through a small 

axillary incision.4 Breast reconstructed simultaneously 

to keep the form of surgery.  

 

2. Methods 

Ten patients with benign breast tumor have 

performed Endoscopic VABS in the period March 2017 

to September 2017 at the Hospital in Surakarta. The 

largest diameter at the nodule, duration of operation, 
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length of postoperative care, postoperative pain, 

cosmetic outcomes and complications were observed 

retrospectively. 

 

3. Discussion 

It has been reported, the first patient The 23-year-

old woman came to the surgical oncology clinic, came 

with a lump complaint on the right breast since 1 

month before admission, the first lump felt small for 

the marbles seed and did not get bigger, no fluid came 

out of the breast nipple, no bumps in other places. Of 

family history no one has ever experienced breast 

cancer. 

From the physical examination, the patient was of 

moderate pain, with blood pressure 110/70 mmHg, 

heart rate 74 x / min, respiratory rate 20 x / min, 

temperature 36,3ºC. Generalized status within normal 

limits. The conjunctiva is not anemic and the sclera is 

not jaundiced. From the right localist status of the right 

breast was obtained a mass of 2x 1x 2cm in size, with 

a supple consistency, mobile, no peau de orange, no 

satelite nodules, no secretions coming out of the breast. 

From examination of lymph gland in supraclavicula, 

infraclavicula, axilla dextra and sinistra, mass was not 

found. 

From the laboratory examination of blood found Hb 

13.5 gr / dl, leukocyte 6,400 / mm3, 39% hematocrit, 

180.000 / mm3 platelet. 

Patients was performed investigations with 

ultrasound of mammae, the results obtained solid 

mass tended to a benign lesion.  

The second patient The 22-year-old woman came to 

the surgical oncology clinic, coming with a lump 

complaint on the left breast since 3 months before 

admission, the first lump felt small by the seed of the 

marbles then grew, no fluid came out of the nipples, no 

bumps on the spot other. From a family history found 

there who have experienced breast cancer, the patient 

grandmother. 

From the physical examination, the patient was of 

moderate illness, with blood pressure 110/60 mmHg, 

heart rate 78 x / min, respiratory rate 20 x / min, 

temperature 36,5 ° C. Generalized status within normal 

limits. The conjunctiva is not anemic and the sclera is 

not jaundiced. From the localist status of the left breast 

is obtained a mass of 2x 2x 2cm in size, with the 

consistency of rubbery, mobile, no peau de orange, no 

satelite nodules, no secretions coming out of the breast. 

From examination of lymph gland supraclavicula, 

infraclavicula, axilla dextra and sinistra, mass was not 

found. 

From the laboratory examination of blood found Hb 

12.6 gr / dl, leucocyte 7,200 / mm3, 37% hematocrit, 

190.000 / mm3 platelet. 

In addition, patients performed investigations with 

ultrasound, which obtained cyst results in the left 

superolateral quadrant. 

Both patients had surgery performed with Video 

Assisted Breast Surgery (VABS). The VABS has three 

main features: 

- Workspace is made by retraction method 

- Almost all surgical procedures are performed 

through a small axillary incision 

- Breast reconstructed simultaneously to maintain 

preoperative breast form 

  

This procedure is used for various breast diseases, 

including benign tumors of large size and extensive 

malignant disease without skin invasion. This 

procedure is expected to improve the quality of life of 

patients with breast disease. 

VABS requires only 2.5cm of wound in the axilla. 

Opening can be done from trans axillary. No incision is 

required on the breast skin. VABS is less invasive and 

aesthetically better for benign and malignant diseases. 
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       Figure 1. Video Assisted Breast Surgery (VABS) 

 

 

Figure 2. Equipment for Video Assisted Breast Surgery (VABS) 
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Figure 3. The procedure of Video Assisted Breast Surgery (VABS) 
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Figure 4. The procedure of Video Assisted Breast Surgery (VABS) 
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4. Results 

All patients are women with median age 28 years. 

The largest diameter that can be taken is 3.5 cm with 

median 2 cm. One patient performed the conversion 

into a lumpectomy with conventional techniques due to 

difficult dissection and uncontrolled bleeding. The 

median duration of surgery was 60 minutes with an 

average length of treatment for 2 days postoperatively. 

Average VAS Score was 4. No postoperative 

complications were found. But cosmetically, all 

patients are satisfied with the results of surgical 

wounds. 

 

No. Name Location Size 

1. Ms. P / 23 y.o Superolateral (D) 

quadrant 

2x1x1 cm 

2. Ms. Y / 22 y.o Superomedial (S) 

quadrant 

3,5x3,5x2,5 cm 

3. Mrs. A / 27 y.o Superomedial (S) 

quadrant 

2x2x2 cm 

4. Mrs. H / 35 y.o Superomedial (D), 

Inferolateral (D) + 

Superomedial (S) 

quadrant 

3,5x2,8x2,5 cm, 2,8x1,5x1 cm + 

3,5x1,8x1,4 cm 

5. Mrs. I / 51 y.o Superomedial (D) 

quadrant 

2x2 cm 

6. Mrs. A / 33 y.o Superolateral (S) 

quadrant 

3,5x1,2x1 cm 

7. Mrs. E / 46 y.o Superolateral (D) + 

Superomedial (S), 

Superolateral (S) 

quadrant 

3,5x1,5x1 cm + 1x1cm, 1x1 cm 

8. Ms. A / 19 y.o Superomedial (D) 

quadrant 

1x2,5x2 cm 

9. Ms. A / 21 y.o Superolateral (S) + 

Inferolateral (S) 

quadrant 

3,2x5x2 cm + 1,5x1,5x1 cm 

10. Mrs. R / 29 y.o Superomedial (D) 

quadrant 

2x1,8x1,2 cm 

Figure 5. The result of Video Assisted Breast Surgery (VABS) 
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Fibroadenoma is the most common histologic 

subtype of benign breast tumors. We found that most 

of the patients were young, located far away from the 

areolar complex.  

A circumareolar incision, which leaves the least 

visible scar, is a common approach for the 

management of benign breast lesions. The cosmetic 

result is favorable, and the tumor can usually be 

adequately resected. 

The main limitation of performing endoscopy-assisted 

breast surgery is the need for general anesthesia and 

hospitalization. In fact, some patients were discharged 

the same day after recovery from anesthesia. 

 

5. Conclusion 

In conclusion, this newly devised TARM approach 

leaves no injury on whole breast skin, and can become 

a single standard method for breast-conserving surgery 

wherever the cancer is situated. 

The cosmetic results and patient satisfaction were 

very good and justified the time and effort spent to 

perform VABS.3,11 As the induration due to 

postoperative inflammation become softer with time, 

the cosmetic results and satisfaction improve. We are 

now improving the methods of breast reconstruction to 

improve outcomes further. 

The early postoperative complications were less 

severe than those with conventional surgery and were 

acceptable.7,9 Locoregional recurrence was not 

observed. However, strict follow-up is needed because 

the average follow-up time was on average and 50 

months at most. Therefore this operation is adequate 

as a breast cancer therapy. 

VABS has mainly been performed for patients with 

early breast cancer. However, the patients with 

multiple or large benign tumors are also good 

candidates for this surgery.11 The largest tumor we 

treated with VABS was a fibroadenoma 6.5 cm in 

diameter. VABS is a good surgical procedure for such 

benign diseases, because the patients are young and 

conventional surgeries produce multiple or long, 

unattractive wound scars on the breast skin. VABS 

makes only a small wound scar in the inconspicuous 

axillary area. 

Diffuse DCIS is an early breast cancer; however, it 

spreads to the entire mammary gland and requires 

mastectomy for cure.11,12 Skin-sparing total 

mastectomy has become a standard therapy. Diffuse 

DCIS is also a good candidate for VABS. We performed 

VABS skin-sparing total mastectomy in 2 patients. One 

patient underwent simultaneous breast reconstruction 

with a silicon gel prosthesis. 

We will perform VABS in more patients with breast 

cancer, if it is able to consistently achieve complete 

recovery. 

VABS is an effective method of surgery for breast 

diseases and achieves good aesthetic results. 

Furthermore, the early and late postoperative 

complications associated with this procedure are 

acceptable. 
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