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S u m m a r y: We present a new technique of 

oncoplastic surgery for very large tumors of the inferior 

quadrants of the breast that, after neoadjuvant 

chemotherapy, allows a good cosmetic result with 

oncologic safety. This “B.E.B.A. omelette” Zervoudis  

technique is a mixture of oncoplastic surgery 

techniques resulting in large excision of breast tissue 

with a relatively small scar and no complications. More 

cases could confirm its value in the palette of the 

oncoplastic methods for large tumors of the inferior 

quadrants of the breast. 

INTRODUCTION 

 Large and locally advanced breast cancers 
cannot be managed first by surgery, 
because of the technical difficulties and the poor 
cosmetic results. The concept of neoadjuvant 
chemotherapy is to reduce dramatically the size 
of the tumor to facilitate its removal with 
conservative surgery and avoid 
mastectomy. Apart from tumor shrinkage 
(downstaging), neoadjuvant chemotherapy 
estimates treatment response (Sikov et al 2020) 
(1)(2) and could act on possible micrometastases 
to limit the spread of the disease. It seems that 
the final response to neoadjuvant chemotherapy 
depends from the initial tumor size (Olatoke et 
al 2018) (3) and patients with T3 (≥ 5 cm) or T4 
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lesions were considered “ideal” candidates 
for this kind of treatment. Moreover this concept 
could be applied in bicentric tumors in the inferior 
quadrants (Zervoudis et al 2014) (4).  

Neoadjuvant chemotherapy regimens are the 
same as the standard regimens used after 
surgery as adjuvant chemotherapy. Regimens 
most commonly contain an anthracycline 
(adriamycin or epirubicin) in combination or 
sequentially administered with taxanes (paclitaxel 
or docetaxel) (Gamucci et al 2018) (5). To 
enhance cytotoxicity, anthracycline-based 
regimens are usually combined with 
cyclophosphamide with or without the addition 
of fluoropyrimidines, such as 5-deoxy-
fluorouridine. Other drugs that could be used in 
the neoadjuvant setting are carboplatin 
and capecitabine. For HER2-positive tumors, 
neoadjuvant therapy usually includes a 
combination of chemotherapy and the HER2-
targeted therapy drugs trastuzumab (Herceptin) 
and pertuzumab (Perjeta) (Schneeweiss et al 
2013) (6). Although systemic treatment has 
taken mainly the form of chemotherapy, there 
is an increasing interest in expanding the role of 
neoadjuvant endocrine therapy in certain subsets 
of patients, and also Cyclin-Dependent 
Kinases inhibitors(CDK) 4/6. 

Oncoplastic surgery combines a safe 
oncological surgical procedure with a very 
acceptable cosmetic result and neoadjuvant 
chemotherapy does not increase complications in 
oncoplastic breast-conserving surgery (Adamson 
et al 2019) (7). There are many oncoplastic 
techniques depending on the localization  of the 
tumor (superior external, superior internal, inferior 
external, inferior internal and central tumors close 
to the nipple areola complex) and on the 
experience of the operator :Clough et al 2010(8), 
Zervoudis et al 2018(9). In particular, the surgical 
approach of tumors located in the lower quadrant 
of the breast could result uncertain 
deformities including the turning down of the 
nipple areola complex. Nevertheless, this and 
similar deformities can be avoided with a superior 
pedicle mammoplasty (and comparable 
techniques) which allow the removal of a large 
amount of tissue from the lower pole of the 
breast. After the removal of the tumor (with a 
sufficient margin of normal breast tissue and 
overlying skin), the generated defect is replaced 
by the midline suture of created medial and 
lateral glandular columns (aiming to 
the recentralization of the nipple areola complex). 
The final surgical result is composed by 
an inverted T- and periareolar scars: variant 
technique of Thorek (1922) (10),  Pitanguy 

 (1962) (11) and McKissock  (1979) (12),(13). 
When the tumor is in the medial inferior area 6th, 
5th or 7th hour, a large resection could be 
achieved with a vertical scar and around the 
areola (Lejour 1994) (14). 

 The purpose of this study is to describe a 
new oncoplastic technique aiming to avoid 
probable deformities after the removal of lower 
quadrants tumors sized   >4 cm managed initially 
 with neoadjuvant chemotherapy. This technique  
invented by S. Zervoudis [SZ] is a modified  
variation  procedure  combining the L and T 
oncoplastic techniques (8). 
 

 

Photo 1 :  CC View : large  Breast cancer  from 
5th to 8th left breast, 1cm from the skin. 

 

Photo2: Specimen of large lumpectomy sent to 
the Pathology department. 

MATERIAL AND METHODS 
 
We present our study of twelve cases 

with locally advanced breast cancer detected in 
the lower quadrants of the breast and needing 
neoadjuvant chemotherapy before breast 
conserving surgery. In nine cases, there was a 
skin involvement and in three case the distance 
of the tumor to the skin was almost one mm 
(Photo 1). However, no tumor was diagnosed as 
inflammatory breast cancer. In seven cases, the 
tumor was localized in the inferior  internal  
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quadrant and in five cases in the inferior 
external quadrant of the breast. The greatest 
dimension of the tumors included in the study 
was 16, 14, 13.12, 12, 11, 10, 10, 9, 8, 8 and 7 
cm respectively, mean 10.8cm. After 
neoadjuvant chemotherapy, a reduction of the 
tumor size of 20 to 80 percent (mean 40 percent) 
was achieved. The specimen of lumpectomy 
were sent to the pathological laboratory for 
complete examination, histological  type, grade 
SBR Nottingham modified, margins, hormonal 
receptors: RE.RP, cerbB2, P53, Ki67, (Photo 2). 

  
Informed consent 
After a detailed explanation of the prototype 

technique to the patients (with simple words), a 
signed consent form was obtained from 
each one. No patient refused to be operated with 
this new procedure. 

  
Description of the technique 
Objective: The aim of the technique is to 

remove the tumor with clear margins: at 
least 1 cm including the overlying skin (Figure 1).  

In general, the margin of normal tissue after 
the removal of a breast tumor is much narrower 
than the above mentioned. However, the addition 
of neoadjuvant chemotherapy (NAC) tends to 
shrink the tumor. Thus, in order to achieve safe 
margins, the trend is to increase the distance of 
normal tissue from the tumor  (considering that, 
before NAC, a part of the tumor was included in 
this “safe” margin of 1 cm). 

Considering the large tumor (even after NAC) 
and the wide negative margins, the result of the 
operation after the resection is inevitably a big 
tissue defect. Thus, the objective of our 
oncoplastic technique is the tissue reconstruction 
and the fill of the mentioned defect.  Considering  
the localization of the tumors and that the 
final scar could be an inverted T or an L or a 
combination of cosmetically accepted surgical 
lines, the name B.E.B.A. (Below Excision for  
Breast Advanced cancer) omelet was given 
to the Zervoudis’ technique which is dedicated to 
Mrs  Beba Sardi (see above) because the shape 
of the incisions was imagined watching a special 
type of omelet cooked by this lady and 
created the idea to apply it to the breast incision 
and the remodeling of the breast after the large 
excision (see below). 

The incision starts about 1 cm from the lower 
half of the areola circumference and 
circumscribes the areola in a (outer) circle (dot 
lines C to D) and the tumor in a trapezoid (dot 
lines CBED) (Figure 2). 

The lower and the upper parts of 
the outer circle which contains the dots C and 
D are located about 1 cm and 2 cm far from 
the lower and the upper part of the areola’s 
perimeter (inner circle), respectively. The areola’s 
perimeter is incised too and the skin between 
the outer and the inner circles is removed 
(desepithelization) to allow the ascent of the 
nipple-areola complex during the reconstruction 
at the end of the procedure. Regarding the 
trapezoid CBED, the superior side is very 
short (less than 2 cm) resulting in a keyhole 
outline of the incised area, as shown in 
Figure 1. The exact start point of the incision 
on the areola (C) depends on the size and the 
location of the tumor. The two lateral sides of 
the trapezoid stop at a specific calculated 
distance from the sub-mammary line. This detail 
is very important and is one of the keys of the 
technique because, in that way, we leave a 
distance between the lower point of the trapezoid 
and the inferior mammary line to avoid, during the 
reconstruction with the lateral flaps, 
 the elongation of the final scar downwards (thus 
creating a bad cosmetic result) and the length of  
the vertical scar is exact the length  of segment III 
of the breast without extension to segment IV to 
avoid an unaesthetic scar. 

 

      

Photo 3: Mammography one year later:  Healing 
tissue and titanium clips in the previous cancer 

area 
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Figure 1. Initial incision including the tumor with 
clear margins of at least 1 cm. 

 
 
Figure 2. The tumor is included in the trapezoid 

area C.B.E.D. (which will be removed). 
 

 
 

 
Figure 3. The distance between the middle of the 
trapezoid’s base and the sub-mammary line (α), 
corresponds to the half of the trapezoid’s base 

length (2α). 
 

The top angles and the length of 
the trapezoid’s base depend on the size and the 
location of the tumor. The distance between 
the middle of the trapezoid’s base and the sub-
mammary line (α), designed as a vertical line on 
the sub-mammary line (ending on Α), 
corresponds to the half of the trapezoid’s base 
length (2α) (Figure 3).  

The technique was first tested on animals to 
assess the best geometry for the 
incisions. Animal testing showed the 
previous distance to be optimal. After the 
experimental surgery on animals, we performed 
our technique (as training) in patients who were 
scheduled for mastectomy, starting with the 
“omelet technique” and ending, during the same 
surgery, with the classical scheduled 
mastectomy.  

In Figure 2, it is shown the gradual removal of 
the above-mentioned trapezoid area to a 
depth reaching the upper surface of the 
underlying  muscle. Thus, the removed trapezoid 
includes all tissue layers (skin, chorion and breast 
gland). After a good hemostasis, two clips of 
titanium are placed in the remaining cavity to 
guide the future radiotherapy boost (Photo 
3). Using a variation of Takeda’s technique 
(Takeda et al 2005) (15), we create two 
lateral flaps of adipose and fibroglandular 
tissue which are extended to the middle line 
cutting them partially as stair step (overlaping of 
the two flaps). After a mobilization of the upper 
external part with a length of 2α performing a 
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rotation to avoid tension, the closure of 
the trapezoid starts from its top and terminates on 
its base using an overlap technique in order to fill 
the defect. Using vicryl 0 for the previous 
closure, U stitches are placed with the near-far-
far-near technique. We leave a drain only if the 
hemostasis is not perfect. The skin is 
sutured with Monocryl 3/0, from the top to the 
base of the trapezoid, and the connection of the 
two edges creates a single line which stops 
vertically exactly at the submammary line (Figure 
4).  

 

 
 

Figure 4. The surgical scar of the removed area 
including the tumor is a single line ending 

vertically or oblique to the submammary line. 
Symmetrization of the controlateral breast. 

 

 
 
Figure 5. Initial incision including the 

circumference of the areola and the tumor with 
clear margins of at least 1 cm extending along 
the submammary line: 2 α to allow the rotation. 

 

 

 
 

Figure 6. The removed tumor is included in the 
trapezoid area CBED 

 

 
 

Figure 7. Closure of the removed area after 
mobilization of adjacent tissue (rotation 2 α) and 
repositioning of the nipple areola complex upper 

(red arrow) 
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Figure 8. The surgical scar of the removed area 

including the tumor and mobilized adjacent tissue 
is a capital L(or J). 

 

The excess skin of the two edges of the basis 
of the trapezoid (which has become a vertical 
line) is excised. After creating the above-
mentioned straight vertical line, the areola nipple 
complex is repositioned 1-2 cm higher than its 
original place with a superior lift to the upper 
part of the outer circle (circumscribing the areola). 
The final shape of the suture line is like an ``I`` 
joining the areola inferior part to the 

submammary line (Figure 4). The sentinel node 
biopsy performed by another incision or axillary 
dissection and the symmetrization of the 
controlateral breast completes the surgical 
procedure (Figure 4).  

In tumors located closer to the middle line, 
although the initial steps of the operation are 
those described in Figures 1 to 4, the final scar is 
a capital oblong ``J or L``.  

 
 Steri-strips are applied on the final scars and 

a``sport bra`` is always worn the ten 
postoperative days. The patient is discharged 
from the hospital 4 hours after the completion of 
the operation with antibiotics and simple 
painkillers peros. 

Per and   post-surgery  complications 
(hematoma,  infection, division of the scar or 
nipple areola necrosis) are very rarely observed 
and did not occur the patients engaged in our 
study, we noted only two slights hematomas 
which resolved spontaneously  after a few days. 
Moreover we did not observed any cases of 
hypoesthesia or hyperesthesia of the nipple. 

 
DISCUSSION 

 
Oncoplastic techniques for breast surgery are 

used to resect large tumors with lower re-excision 
rates compared to standard wide local excisions. 
These techniques involve a spectrum of local 
excisions and reconstructions in different quadrants 
of the breast(8) including the round block technique 
(Lim et al 2014)(16), modified round block 
techniques (Refaat et al 2020)(17) and the 
thoracodorsal flap (Munhoz et al 2006)(18). The 
modified round block surgery of Zaha et al (2013) 
(19) uses the periareolar incision as ``Benelli round 

block``. However, this technique was used to 
upper inner, upper outer and upper central 
tumors that differ from our study’s tumors located in 
the lower quadrants of the breast. Considering that 

after neoadjuvant chemotherapy, large tumors could 
be converted to “small” ones, modified round block 
techniques for peripherally located tumors were 
attempted for all quadrants, probably for relatively 
smaller tumors with a median size of 2 cm (Refaat et 
al 2020)(17). In the past, a lateral thoracodorsal 
 fasciocutaneous flap was described in immediate 
conservative breast surgery reconstruction for 

tumors larger than 4 cm. However, a small 
percentage of these tumors were located in the 
lower (outer) quadrants (Munhoz et al 
2006)(18). Other options for large tumors of the 
inferior quadrants are to use a lateral abdominal 
flap to fill the surgical cavity (after a rotation of 90 
degrees) or to use a lateral thoracodorsal flap for 
breast reconstruction (Holmström & Lossing 
 1986)(20). However, these procedures are more 
complicated with moderate cosmetic 

results. Furthermore, the latter flap was primary 
used for mastectomy defects. 
Other oncoplastic procedures for tumors of the 
inferior quadrants are derivative from plastic 
reduction techniques, including  the Wise pattern 
breast reduction method (Wise 1956) (21), the 
inverted T (anchorage) with a superior pedicle 
(McKissock 1972)(13), the superior pedicle 
(Weiner et al 1973)(22) and the vertical 
oncoplasty (Lejour et al 1994) (14) with a lollipop 
incision. These techniques have some 

disadvantages in large tumors of the inferior 
quadrants. As examples, the anchorage technique  
(McKissock 1972) (13)  has large scars and 
the vertical technique (Lejour et al 1994) (14) do not 
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remove enough skin. Our technique is a mixture of 
oncoplastic techniques for the tumors of the inferior 

quadrant, and is a compromise between safe 
oncological procedure and good cosmetic result. 

  
CONCLUSION 

 
We described a new technique of oncoplastic 

breast surgery for very large tumors or bicentric 
tumors of the inferior quadrants of the breast which 
can be used after neoadjuvant chemotherapy when 
the tumor remains still large. This modified vertical 
or oblique technique allows a better cosmetic result 

than the classical techniques of oncoplasty for this 
type of localization. Moreover, this technique is 
available for tumors localized in the external inferior 
or internal inferior quadrants and not only 
for the middle inferior segment of the breast. 
Depending of the size of the breast and the size and 
localization of the remaining tumor, the breast 
surgeon will have the opportunity to use one more 
technique on a case-by-case basis. Further 
studies using our technique should be encouraged 

to spread it as an alternative surgical procedure in 
large tumors located in the inferior quadrants of the 
breast. 
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