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Abstract Mastopexy patients usually are concerned with

aesthetic outcomes, making the procedure a challenging

one. Besides recreating a youthful, firm breast, a major

concern is reducing the extent of scarring. Over recent

decades, a number of short-scar techniques have emerged

as alternatives. In 2002, Ramirez reported the owl tech-

nique, which combines the features of the periareolar and

the vertical techniques. Nevertheless, the ideal technique

also should improve shape and breast contour to withstand

the test of time. The authors aim to show the results from

combining the owl technique with the inferior pedicle for

the treatment of patients who have mammary ptosis with or

without hypertrophy.
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Mastopexy patients usually are concerned with aesthetic

outcomes, making the procedure a challenging one.

Besides recreating a youthful, firm breast, a major concern

is reducing the extent of scarring. Over recent decades, a

number of short-scar techniques have emerged as alterna-

tives [1].

In 2002, Ramirez [2] reported the owl technique, which

combines the features of the large periareolar reduction in

the ‘‘round block’’ periareolar technique of Benelli [3] and

the vertical reduction of Lassus [4] and Lejour [5].

Enlargement of the periareolar skin resection diminishes

the length and pleating of the vertical scar while the

vertical component eliminates the pleating effect of the

periareolar incision. Thus, the horizontal inframammary

scar is either made very short or completely eliminated.

Nevertheless, the ideal technique also should improve

shape and breast contour to withstand the test of time.

In 1971, Ribeiro described the inferior pedicle, which

provides a conical shape for the breasts and gives good

long-term results [6–8]. Because the flap is attached to the

pectoral fascia, the weight of the remaining breast is

reduced, and the bascule movement is decreased. The

authors aim to show the results from the combination of

both techniques for the treatment of patients who have

mammary ptosis with or without hypertrophia.

Materials and Methods

This retrospective study included 36 patients who under-

went the aforementioned combination of techniques

between May of 2002 and November of 2006. All the

procedures were performed at the Hospital Italiano de

Buenos Aires with the patient under general anesthesia. In

all cases, the owl technique modified to preserve the central

part of the breast’s lower pole for creation of a dermoli-

poglandular flap was used.

When the modified owl technique is used, skin markings

are made preoperatively according to the original

description by Ramirez [2] (Fig. 1). The periareolar area of

deepithelialization and the vertical component of the owl

incision are infiltrated with a solution of xylocaine and

epinephrine to minimize blood loss. Then deepithelializa-

tion of the periareolar area and full-thickness skin resection

on the vertical component are performed. The inferior flap

is drawn 4 to 5 cm in width, with a length 2 cm below the

nipple–areola complex (NAC) and a thickness of 2 to 3 cm
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(Fig. 2). If necessary, the undermining proceeds beneath

the parenchyma, toward the upper pole, but without any

resection behind the NAC.

The excess breast gland, if any, is trimmed from each of

the borders of the pillars. Then the inferior pedicle is fixed

over the pectoralis major fascia, and the vertical pillars are

sutured together over the flap, giving excellent projection

(Fig. 3). There is no skin undermining. The periareolar

incision is closed by means of a 3-0 Prolene purse-string

suture placed with a straight needle, 5-0 nylon inverted-

knot Halstead-type stitches, and a 4-0 nylon intradermal

suture. The remainder of the vertical closure also is per-

formed with inverted sutures and intradermal suture

(Fig. 4). Suction drains are seldom necessary.

Results

Mastopexy patients who underwent this combination of

techniques were followed for 6 to 60 months. The average

follow-up period was 26 months. The average age of the

patients was 31 years (range, 18–59 years).

Mastopexy was performed as an outpatient procedure in

80% of the cases (29 patients), whereas 20% stayed over-

night. In 10 cases of mammary ptosis associated with

hyperplasia, it was necessary to perform breast reduction.

The average amount of breast tissue resected was 150 g per

breast (range, 95–260 g). Complications were rare and of a

minor nature. Hypertrophic scarring was detected in three

patients. Suture complications related to nylon sutures

occurred in five cases. These included suture reaction or

granuloma, delayed healing with suture exposure, and

palpable knots requiring removal. No partial or total

necrosis of the NAC was detected. The aesthetic results

were considered good to excellent in all cases, and contour

results were stable in long-term follow-up evaluation

(Figs. 5–8).

Discussion

The goals of mastopexy are to reconstruct a ptotic breast by

repositioning a neurovascularly intact nipple and to create

an aesthetically pleasing breast mound with minimal scars

and long-lasting results. The abundance of mastopexy

techniques for breast ptosis reported in the literature attests

to the absence of one ideal mastopexy technique [1]. Many

techniques that incorporate parenchymal reshaping and

support have evolved to improve breast projection and the

duration of ptosis correction.

In 1969, Lassus [4] described the vertical mastopexy

technique. In recent years, variations of the vertical mas-

topexy techniques by Lejour [5], Hammond [9] and Hall-

Findlay [10] have increased in popularity.

The short-scar techniques are effective because they

apply different methods of parenchymal rearrangement and

support, without reliance on the skin envelope forFig. 1 Preoperative skin markings

Fig. 2 Deepithelialization of the periareolar area and full-thickness

skin resection of the vertical component. The inferior flap is drawn
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correction of ptosis. One disadvantage of these techniques

is the perception that the procedures are technically diffi-

cult and frequently require revision. The owl technique

combines the features of the vertical reduction by Lassus

[4] and Lejour [5] and the large periareolar reduction by

Bennelli [3]. This allows important skin envelope reduction

without pleats and uses the superocentral pedicle of the

breast for repositioning of the NAC without traction or

rotation. Because no glandular resection behind the NAC is

performed, and because retroglandular undermining is

performed only in the central area, the perforating vessels

to the gland are preserved, so no necrosis of the NAC

should occur. Sensation also is well preserved because the

lateral portions of the gland are not undermined.

Fig. 3 The inferior pedicle is

raised and fixed over the

pectoralis major fascia

Fig. 4 Closure of the periareolar incision by means of a purse-string

suture

Fig. 5 A 43-year-old patient

with mammary hyperplasia and

ptosis. (A) Preoperative frontal

view. (B) Preoperative oblique

view. (C) Postoperative frontal

view after 1 year. (D)

Postoperative oblique view after

1 year

Aesth Plast Surg (2008) 32:11–15 13

123



Although not described for the original technique, clo-

sure of the periareolar incision by means of a purse-string

suture, in the authors’ hands, ensures good-quality scars

and avoids areolar enlargement. Another technique with

some characteristics similar to the owl technique is the one

described by Mottura [11]. The main differences are the

skin marking around the areola continued in an inverted

cone and the need for some undermining as with Lejour’s

technique.

Originally described for reduction mammaplasty, Ra-

mirez’s [2] technique also involves a heart-shaped

parenchymal resection, which is not performed in this

technical variation. The lower pole of the breast is instead

preserved to create a dermolipo glandular flap as described

by Ribeiro [6]. This flap works as a ‘‘natural prosthesis’’

and maintains the conical shape of breasts for a long time,

lessening the chances of ‘‘bascule’’ movement. In some

cases, when the flap is long enough, it can be folded on

itself to increase the breast mound projection even more.

On the other hand, the technique also allows the desired

adjustment of breast width via the approximation of breast

pillars. The possibility of adding these resources to the

original technique is of great value when it is being used to

mimic a prosthetic contralateral reconstructed breast. In the

Fig. 6 A 19-year-old patient

with mammary hyperplasia and

ptosis. (A) Preoperative frontal

view. (B) Preoperative oblique

view. (C) Postoperative frontal

view after 4 months. (D)

Postoperative oblique view after

4 months

Fig. 7 A 27-year-old patient

with mammary ptosis. (A)

Preoperative frontal view. (B)

Preoperative oblique view. (C)

Postoperative frontal view after

5 months. (D) Postoperative

oblique view after 5 months
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current series of patients, breast tissue resection, required

in 10 cases, was always obtained from the lateral pillars. In

the remaining cases, the parenchyma was redistributed by

flap creation and later fixation.

The inferior pedicle technique, originally described in

association with Pitanguy’s [12] technique as a ‘‘safety

pedicle,’’ aimed to provide extra breast tissue in cases of

inadvertent excessive tissue resection [6]. This technique in

combination with other vertical and periareolar techniques

has been described [8]. There is no report in the literature

of its combination with the owl technique.

Other surgical tactics have been described as contrib-

uting to the longevity of the mastopexy result. Goes et al.

[13] reported the use of internal mesh as a supportive

device. However, the use of a permanent mesh in an organ

prone to cancer and therefore requiring regular examina-

tion is problematic. With similar purposes, the creation of a

flap of breast tissue passed under and held in place by a

loop of pectoral muscle has been reported by Graf and

Biggs [14].

Conclusion

The combination of techniques presented seems to be an

excellent option for the treatment of mammary ptosis. Its

execution allows the correction of severe ptosis without

compromise of the NAC’s vascularity or innervation, with

shorter scars and long-lasting results.
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Fig. 8 A 25-year-old patient

with asymmetric mammary

ptosis. (A) Preoperative frontal

view. (B) Preoperative oblique

view. (C) Postoperative frontal

view after 8 months. (D)

Postoperative oblique view after

8 months
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