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ABSTRACT
The authors describe the association ofmastopexy and inclusion ofsilicone implants in 17 patients.
The major indication is for hypoplastic breasts with slight or moderate ptoses) and adequate skin texture.
The authors describe the surgical technique emphasizing access routes. They review the advantages and
disadvantages ofthe association and conclude that although periareolar mastopexy scar retouching may be
necessary) results are generally gratifYing.

INTRODUCTION
Breast implants have generally presented satisfactory
results, regardless of the access route, dissection plane
and characteristics of the prosthesis. Whenever ptosis
accompanies hypoplastic breasts, results are conversely
less predictable.
The association of hypoplastic breasts and breast pto
sis is quite common, especially after pregnancy, after
reduction marrunaplasry, and also in breasts called tu
berous by Rees{l ). For these cases, breast augmenta
tion with silicone implants alone does not result in faRev. Soc. Bras. Cir. Plast. Sao Paulo v.IS n.l p. 25-36 jan/abr. 2003

vorable aesthetic results and may to the contrary ac
centuate ptosis, while mastopexy allows for the ad
equate positioning of the areolar-papillary complex 
APC, while keeping the breast cone relatively small.
In 1960, Gom;alves-Ulloa (2) mentioned using aloplastic
material in association with mastopexy for the first time.
On the other hand, in 1969, Goulian and Conway(3J,
recommended mastopexy at a first stage and silicone
implant aften:vards for hypoplastic breasts associated
with ptosis.
25
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The objective of the present study is exclusively to
show the advantages and disadvantages of mastope:>.:y
associated with silicone implants for hypoplastic
breasts with slight ptosis.

CASES
From November 1998 to August 2000, 17 patients
were submitted to mastopexy and silicone gel breast
implants in order to correct hypoplastic breasts asso
ciated with breast ptosis. The average evaluation pe
riod was 14 months, ranging between 7 and 26
months . Patients' ages ranged from 18 to 51 years,
with an average of 35 years.
The most frequent causes of small breast volumes as
sociated with ptosis were: post-pregnancy involution
with skin flaccidity, sequelae of reduction manlma
plasty and tuberous breasts.
Surgical management basically consisted ofmastopexy
associated with silicone implants, in a single stage,
utilizing the region de-epithelized by mastopo.'y as
the access route (Figs. 1 and 2).
Periareolar mastopexy was the most frequently per
formed technique, with 10 cases (58.8%), and mas
topexy with a vertical or anchor-shape scar was per
formed in 7 cases (41.2%). For anchor-shape scar
cases, the technique utilized was similar to that de
scribed by Peixoto(4l, except for gland resection.
For the periareolar technique we mal<e a circle, above
3 cm in diameter, around the areola, and then per-

form periareolar decortication. Detachment of glan
dular tissue of the lower hemisphere is followed by
the implant in the retromuscular or retroglandular
plane, according to greater or lesser coverage of the
implant. Pexis of glandular tissue is performed with
absorbable sutures (vicryl 3.0) and the complex is re
positioned, by resection of excess periareolar skin.
Once vacuum drainage is finished, exiting through
the lateral portion of the inframammary sulcus, clo
sure is performed by means of a pouch suture with
absorbable sutures (vicryl 2.0) as to better accommo
date excess skin .
Mastopexy with a vertical or anchor-shape scar is left
for cases in which skin flaccidity does not allow rea
sonable periareolar accommodation.

RESULTS
Results were considered satisfactory for 14 cases (Figs.
3 to 12), nvo in which results were below expecta
tions, due to widening of the areolar-papillary com
plex diameter. In both cases patients were submitted
to surgical correction, resulting in a high level of sat
isfaction for both the patient and surgeon. However,
in 3 cases of periareolar mastopexy, residual ptosis was
responsible for patients' dissatisfaction. Results are
summarized in the table.
The association of pexis and implants provided ad
equate volume and shape for treating sequelae of re
duction mammaplasty.
The postoperative follow-up of
periareolar mastopexy showed
progressive improvement of
periareolar folding and of breast
cone flattening in initial weeks, on
average in 4. APC, however, may
increase in diameter and some
times demand re-intervention.
Access through mastopexy with
the vertical or anchor-shape scar
technique has proved to be the
most adequate technique for cases
with a more pronounced ptosis,
despite the larger than conven
tional scar for placing the implant.
Persistent ptosis due to excessive

Fig. 1 - Decortication, inclusion of implant
and periareolar pouch suture.
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Fig. 2 - Inclusion of impl ant through a ver
tical incision.
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Figs. 3 and 4 - 35 years old, ISO ml, retroglandular implant.

Fig. 5 and 6 - 30 years old, 200 ml, retroglandular implant.

Fig. 7 and S - 37 years old, 240 ml, retroglandular implant.
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Fig. 9 - APC widening and correction S
months after implant.
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skin flaccidity occurred in those
cases in which implants were intro
duced through the periareolar route
for patients who refused the verti
cal or anchor-shape scar mastopexy,
making it difficult to correct dur
ing the late postoperative period
(Figs. 13 and 14).
Retouching of areola widening was
performed on average, after 8 post
operative months, using the pouch
suture performed with non-absorb
able sutures. Results have been sat
isfactory up to 3 months after re
intervention (Figs. 15 and 16).
Fig. 10 and 11- 30 years old, 220 rnJ, retroglandular implant.

DISCUSSION
As already observed by Chem(5), the
excess skin ofmoderate ptoses needs
an inverse T incision. The literature
review suggests that ptosis in breasts
to be submitted to implants implies
the association of some form of
pexis, given that the implant alone
tends to accentuate ptosis(6, 7, 8, 9) .

Fig. 12 and 13 - 42 years old, 180 rnJ, retroglandular implant.

We have preferably adopted mas
topexy with a vertical or anchor
shape scar, or peri areolar mastopexy
similar to that of Fuente and Mar
tin(IO). Both techniques allow for
adequate correction of ptosis with
vertical or anchor-shape scars that
provide an excellent access route for
dissection of the logia, especially if
assisted by an optic fiber. In cases
in which the small volume is due to
excessive resection in a previous re
duction mammaplasty, the tech
nique of choice for mastopexy
should take into account the pre
existing scar.
Mastopex), partially provides the
desired shape and projection,
thereby allowing for the utilization
of a smaller implant (between 160
and 220 ml). Changing absorbable
to non-absorbable sutures for the
periareolar pouch, as described by

Fig. 14 and 15 - 32 years old, 180 ml, retroglandular implant.
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Figs. 16 and 17 - APC widening and correction S months after implant.

Fig. IS - 26 years old,

to

be corrected.

Figs. 19 and 20 - 44 years old, 160 ml, retroglandular implant.

Figs. 21 and 22 - 35 years old, ISO ml, retroglandular implant.
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Fuente and Martin(lO), has solved the widening ofAPC
during the late postoperative period.
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The disadvantages result from the fact that the defi
nite outcome is later in periareolar mastopexy, due to
the flattening of the breast cone and periareolar skin
folding in the first weeks, in addition to the possible
residual ptosis and increase in the areolar-papillary
complex diameter, the last two of which are causes
for re-intervention.
Simultaneous implementation of breast augmentation
and mastopeA)' is a rational solution for the hypoplas
tic and ptotic breast, as it results in a balanced end
point with less morbidity and lower cost, and a high
level of satisfaction and fewer complications.
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