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ABSTRACT
Background: The combination of crescent periareolar mastopexy with breast augmenta
tion is a well-described technique for the cosmetic improvement of breast ptosis classified
as grades I and II, according to the Regnault grade scale. The aim of this study is to discuss
the results obtained by the authors using a combination technique where the center of the
round implants was positioned below the nipple projection. Methods: Grade I ptosis was
corrected in certain patients by a combination of crescent periareolar mastopexy with breast
augmentation using round-shaped, high-profile silicone gel implants. Each patient comple
ted a questionnaire and rated the results obtained as poor, satisfactory, or good. Results:
Were studied 128 patients who received silicone implants (average volume, 308 mL). The
observed reoperations and complications rates were 9.4% and 8.6%, respectively. Eightyone (63.3%) patients responded to the questionnaire, and 58% considered the result good,
35.8% considered it satisfactory, and 6.2% considered it poor. Conclusions: This study
showed that this combination of techniques yields good results and low complication rates.
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RESUMO
Introdução: Mastopexia periareolar crescente com aumento mamário é uma técnica bem
descrita para correção de ptoses mamárias classificadas com graus I e II de Regnault. O
objetivo deste estudo é discutir os resultados obtidos utilizando essa técnica, com posiciona
mento do centro de implantes redondos abaixo do mamilo. Método: Ptoses de grau I foram
corrigidas, em pacientes selecionadas, utilizando uma combinação de mastopexia crescente
periareolar com aumento mamário utilizando implantes de gel de silicone redondos de perfil
alto. As pacientes responderam a um questionário, classificando os resultados obtidos com a
mamoplastia como pobres, satisfatórios ou bons. Resultados: Foram estudadas 128 pacien
tes, que receberam implantes de silicone com volume médio de 308 ml. Foram observadas
taxas de reoperação e de complicação de 9,4% e 8,6%, respectivamente. Oitenta e uma
(63,3%) pacientes responderam ao questionário, das quais 58% consideraram o resultado
bom, 35,8% satisfatório e 6,2% pobre. Conclusões: Este estudo demonstrou que essa
combinação de técnicas proporciona bons resultados, com baixo índice de complicações.
Descritores: Mamoplastia. Implantes de mama. Implante mamário. Géis de silicone.

INTRODUCTION
The frequency of patients undergoing augmentation
mammoplasty with silicone implants and mastopexy is in
creasing. Both breast hypoplasia and skin flaccidity may re-

sult in behavioral disturbances that affect self-esteem, and
can lead to significant psychosocial changes and negative
effects on quality of life1-3.
The correction of mild or moderate breast ptosis can be
performed by increasing the volume using silicone implants,
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removing excess skin, or using both these techniques. The
combination is considered more complex than either indi
vidual technique due to high rates of unsatisfactory results,
recurrences, and complications associated with this proce
dure3,4.
The aim of this study is to evaluate the complications
in and satisfaction of patients undergoing an upper crescent
mastopexy technique where the center of the silicone breast
implant was positioned below each nipple projection.
METHODs
A longitudinal prospective study was conducted between
2005 and 2010 that included patients undergoing breast aug
mentation due to hypomastia and breast ptosis.
The inclusion criteria were age, 16–70 years; presence
of hypomastia or Regnault grade I ptosis; screening tests
performed by patients; and the signing of an informed
consent form. The exclusion criteria of this study were
history of breast surgery, Regnault ptosis grades II or III,
and depression.
All surgeries were performed under local anesthesia and
sedation anesthesia using remifentanil and midazolam. The
surgical technique consisted of an incision in the upper half
of the transition line between the skin and the areola with an
extension in the shape of a half-moon in the cranial portion
of the areola skin, and the removal of 2 cm–3 cm of this skin
in its largest longitudinal axis. Thereafter, a dissection was
performed in the subglandular space for the placement of
the breast implants. The breast tissue was approximated with
single stitches inverted (Halsted) using 4-0 nylon, whereas
the periareolar suture was made with stiches in a horizontal U
(Wolf) fashion with 5-0 nylon sutures. The surgical protocol
is shown in Figure 1.
Between 2 months and 6 months postoperatively, the
patients completed a questionnaire and rated the results
obtained with the mammoplasty as poor, satisfactory, or

Figure 1 – The presented surgical technique.
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good. The complication rates were also recorded. The data
are presented in the form of arithmetic average and frequency.
RESULTS
From June 2005 to December 2010, 128 patients un
derwent the upper crescent mastopexy technique where the
center of the silicone breast implant was positioned below
the nipple projection. All patients were Caucasian, 6.3%
were smokers, and 39% had a history of pregnancy prior
to the operation. The average implant volume was 308 mL
(range, 200 mL – 425 mL). The mean age was 25 years
(range, 16–51 years).
Figures 2 and 3 illustrate satisfactory and unsatisfacto
ry results using this technique, respectively. Complications
were observed in 11 (8.6%) patients, including 5 (3.9%) with
partial dehiscence, 2 (1.6%) with seroma, 1 (0.8%) with a
hypertrophic scar, 1 (0.8%) with contracture, 1 (0.8%) with
dehiscence as well as seroma, and 1 (0.8%) with extrusion
of dehiscence.
Among all the patients, 12 (9.4%) additional surgeries
were required, including 8 (6.3%) minor scar revisions, 3
(2.3%) mastopexies with inverted T-shaped scars, and 1
(0.8%) explantation.
Eighty-one (63.3%) patients completed the questionnai
re. The results obtained from the operation were rated good
by 47 (58%), satisfactory by 29 (35.8%), and poor by 5 (6.2%)
patients.
DISCUSSION
A study on mastopexy, in which 487 members of the
American Society for Aesthetic Plastic Surgery (ASAPS)
participated, revealed that techniques resulting in inverted
T-shaped scars were the most frequent procedures performed
by the participants, although techniques with reduced scar
ring have become more popular since 2000. The techniques
that involve the creation of the inverted T-shape scar are
associated with excessive scarring as well as an increase in
the distance between the papillary-areolar complex and the
submammary groove, due to the greater flaccidity of that
area caused by the weight of the prosthesis. The patients
who underwent periareolar techniques frequently required
additional surgeries, and these procedures were associated
with the lowest rate of satisfaction among surgeons5. These
data justify the reoperation rate observed in this study.
In patients with a high degree of ptosis, treatment with
techniques that result in periareolar, vertical, or inverted
T-shaped scars is mandatory. Periareolar mammoplasty te
chniques generally remove a smaller amount of skin as
compared to those resulting in T-shaped, L-shaped, or even
vertical scars. This fact limits the indication of this technique
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Figure 2 – Unsatisfactory results requiring further surgery.
In A, C, and E, preoperative image of the anterior, left oblique,
and left view profiles, respectively. In B, D, and F,
postoperative image of the anterior, left oblique,
and left view profiles, respectively.

Figure 3 – Satisfactory results. In A, C, and E,
preoperative image of the anterior, left oblique,
and left view profiles, respectively. In B, D, and F,
postoperative image of the anterior, left oblique,
and left view profiles, respectively.

to cases with very large breasts, particularly in those patients
with high degrees of skin flaccidity. However, in cases of
mild ptosis, techniques that produce smaller scars and treat
skin flaccidity by increasing volume can be used1,6-8.
In 1923, Aubert9 published the first report of mammo
plasty with elevation of the papillary-areolar complex. Since
then, several articles have been published on the use of nipple
elevation, with or without the simultaneous use of silicone
implants. The complications cited in the reviewed articles
included persistence or early recurrence of ptosis, keloids,

hypertrophic and hypotrophic scars, flattening of the breast
cone, loss of sensation in the areola, areolar malposition,
infection, distortion of the areolar shape, flattening of the
nipple, hematomas, and seromas8,10,11. This paper presented
complication rates similar to those observed in the literature.
The degree of postoperative patient satisfaction is closely
related to surgical success. The implant size and technique
used are known to be dependent on both the patient and the
surgeon. In the present study, most patients considered their
results good. Undoubtedly, surgical planning and perfect
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patient understanding of the limitations of the available te
chniques are essential for the execution of a technique with
reduced scarring12.
In 1985, Puckett et al.13 described a technique of crescent
mastopexy. The main limitation of this technique is that it
raises the papillary-areolar complex by approximately 2 cm,
thus limiting its use. The major problem of this technique
consists of the formation of scars > 5 mm wide and the modi
fication of the aspect of the areola to a more oval shape14,15.
This fact justifies the use, in this study, of the presented
technique in cases of mild ptosis only.
High-profile implants are useful in patients who desire a
breast volume that exceeds the diameter of the base of their
natural breasts. The main disadvantages of this technique
are the low mobility of the implant and the formation of
a less obtuse transition between the upper portion of the
breast and the chest, as compared to implants with moderate
or low profiles. The implants used in periareolar mastopexy
can provide a more conical shape to the breast; therefore,
in the present study, we chose to position the center of the
implant below the nipple projection to create gentle breast
elevation and lower the submammary groove to complement
the treatment of ptosis16.
CONCLUSIONS
This study indicated that the technique of crescent masto
pexy where the center of the silicone breast implant was
positioned below the nipple projection yields good results
and low complication rates.
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