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Using the Medial Pedicle
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Abstract
Background: Breast reduction is a common procedure for plastic surgery. The authors have adopted a modified tech-

nique using the medial pedicle, with markings using a 15-9-9 framework and a methodical step-wise approach.

Objectives: This study introduces the 15-9-9 framework as a design for medial pedicle breast reductions that is easy to 

perform and teach, with favorable outcomes.

Methods: Markings using the 15-9-9 framework were used, describing the mosque dome and medial pedicle length and 

width. The technique was performed in day surgery under general anesthesia. Patients were followed up for 1 year, with 

photographs taken at each visit and complications recorded. A retrospective review of 80 patients between November 

2013 and July 2019 was completed in a single-surgeon’s practice.

Results: Patients were an average of 49 years (18-72 years) with a BMI of 28 kg/m2 (23-32). The average planned postop-

erative sternal notch to areola distance was 22 cm (19-26 cm) and sternal notch to nipple distance was 24 cm (21-28 cm). 

The average duration of the surgical procedure was 3.4 hours. An average of 464 g (90-1210 g) was removed from each 

breast. Complication rates were low with minor fat necrosis (14%), T-junction breakdown (10%), hematoma (3.8%), dog ear 

formation (3.8%), junctional necrosis (2.5%), and partial nipple loss (1.3%). One patient had a cerebrovascular accident in 

the late postoperative period. Aesthetically pleasing results were achieved postoperatively.

Conclusions: This technique using the 15-9-9 framework is simple to learn, perform, and teach with overall aesthetically 

pleasing outcomes.

Level of Evidence: 4 

Editorial Decision date: March 16, 2022; online publish-ahead-of-print April 1, 2022.

Breast reduction is one of the most performed proced-

ures in plastic surgery.1 It has the dual benefit of enhancing 

the appearance of breasts and relieving symptoms of 

macromastia, including pain in the neck, shoulders and 

back, postural problems, breathing difficulties, and inter-

ference with daily activities such as exercise.2-4

The inverted T inferior pedicle technique remains the 

most commonly used technique by plastic surgeons4-6 be-

cause it is reliable, quick, and easy to teach, and it achieves 

a good aesthetic result following surgery.7,8 However, the 

inverted T inferior pedicle technique has been criticized 

for bottoming out over time.5,8

Recent studies have encouraged the use of me-

dial and superomedial pedicles for the reduction of 

mammaplasties.7,9 Aesthetic advantages to the medial and 

superomedial pedicles include better upper pole fullness 

and less bottoming out over time.9,10 Less complications 
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have also been reported with the medial technique com-

pared with the inferior pedicle technique.11 There are also 

anatomical advantages to these pedicles, including pres-

ervation of the internal mammary perforators which help 

prevent necrosis of the nipple-areola complex (NAC)3,12 

and preservation of the medial branches of the intercostal 

nerves which help sustain sensation.8 Despite the bene-

fits of these techniques, there remains hesitance among 

plastic surgeons who fear the learning curve associated 

with these techniques.

In this article, we describe a modified inverted T me-

dial pedicle technique utilized by one plastic surgeon 

over a 6-year period. The technique described in this ar-

ticle utilizes markings, referred to as the 15-9-9 framework, 

describing the mosque dome length, pedicle width, and 

pedicle length, respectively. This design has achieved con-

sistent aesthetic results and stable outcomes, and it has 

the advantage of being easy to learn and to teach. The 

operation for the technique described in this article can 

be completed in as little as 2 hours in a day surgery model 

if no liposuction is required and does not require the use 

of drains.

METHODS

Ethics Approval

This retrospective study obtained ethics approval from the 

Thunder Bay Regional Health Sciences Centre Research 

Ethics Board (REB). The Tri-Council Policy Statement: Ethical  

Conduct for Research Involving Humans (TCPS-2)13 was  

used as a guideline for this research study, and the 

Declaration of Helsinki was followed. Written consent for 

the use of photographic images and videos was obtained 

from each patient before surgery. The REB determined 

that written consent was not required for the retrospective 

chart review portion of this study, as the study involved 

minimal risks to patients and would not adversely affect 

the welfare of patients who had already undergone the 

procedure. Furthermore, no patient identifiers were used 

in this retrospective study.

Patient Selection

A retrospective chart review was conducted at the practice 

of one plastic surgeon. All patients who underwent breast 

reduction using the 15-9-9 framework between November 

2013 and July 2019 were considered. All patients referred 

to the surgeon experienced symptoms of macromastia, 

including back pain, neck pain, shoulder grooves, and 

sometimes rash. Inclusion criteria for this retrospective 

study included nonsmoker status and optimized BMI. 

Nonsmoking patients with optimized BMI of approximately 

30 kg/m2 or less were ideal patients selection parameters 

because of the reduced rates of complications among this 

group.4,14 The single surgeon who performed this tech-

nique had an office policy in which they would not operate 

on patients without an optimized BMI or on patients who 

were actively smoking. Due to this policy, the surgeon only 

operated on patients who fit the inclusion criteria, and none 

of the patients who were operated on were excluded from 

the study. Patients included in this study were followed for 

up to 1 year following their operation.

Preoperative Counseling and Preparation

The patient has standardized preoperative counseling and 

6-position medical photography in the office setting before 

surgery. Smoking status is again checked by requesting 

that the patient disclose any recent smoking, as our office 

protocol is to not operate on smokers. It is ensured that the 

patient has been fully optimized for BMI and overall health 

to get the best outcomes.

Preoperative preparation for the postoperative period 

is emphasized including the use of a sports bra and an 

anti-bruising and scar management regime following sur-

gery. The patient is given an information sheet regarding 

the perioperative care.

Before surgery, the patient has relevant blood work. It 

is our practice to administer only a single dose of intrave-

nous antibiotics before surgery along with oral acetamin-

ophen. Deep venous thrombosis prophylaxis is addressed 

with the application of T.E.D.  stockings (Cardinal Health, 

Dublin, OH) and Sequential Compression Devices to the 

calf for the whole operative episode. Patients are routinely 

managed as day surgery and sent home. They are advised 

to mobilize, drink water, and remove the stockings after 

they are adequately ambulant.

Preoperative Markings

Clinical markings are done in a standing position (Figure 1, 

Video 1). Three colored markers are used for uniform mark-

ings. Red is used for the décolletage and liposuction areas, 

blue is used for all measurements, and black is used for the 

breast markings.

Initially, the midline is marked from the suprasternal 

notch to the xiphoid and onto the umbilicus. Next, the 

breast footprint is marked. This is followed by the breast 

meridian. The décolletage is then clearly marked out to fa-

cilitate the markings on the rest of the breast.

The sternal notch to areola (SNA) and sternal notch 

to nipple (SNN) distance is measured on both sides and 

marked on the respective chest wall. The distance of the 

breast meridian from the midline is measured and marked. 

Next, the inframammary approach is checked with ante-

rior transposition of the folded hand to assess the Pitanguy 

point. This is marked and then this is checked to see if it 

correlates with the mid-humeral point. This is adjusted ac-

cordingly, giving more credence to the mid-humeral point 
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for the ultimate SNA/SNN distance. This is now measured 

equally on both sides and written on the chest wall as the 

final measurement for the procedure.

The mosque dome is now marked free hand aiming for 

a dimension of about 15 cm. The freehand marking starts at 

the point at which the new SNA is marked. The breast is now 

transposed medially and laterally to drop lines down from the 

mosque dome to the breast meridian. These vertical lines 

are then connected to each other about 3-4 cm above the  

inframammary crease. After the mosque dome is drawn, the 

circumference from one end to the other end before the ver-

tical lines is then measured to ensure a dimension of approx-

imately 15 cm. If it is significantly less or more than 15 cm in 

length, then an appropriate modification is made.

The medial pedicle is then designed. It starts on 

the mosque dome at the level of the breast meridian 

intersecting this area and then an equal length is marked 

on the medial limb of the vertical marking. We find the typ-

ical figure for the length and width of the pedicle is near 

about 9 cm for both. This is also clearly marked.

Any area for liposuction is clearly marked with the red 

permanent marker in the axilla all the way back to the pos-

terior axillary line. All of these are clearly noted on a grid 

which we use to simplify documentation.

Operative Technique

The operative technique is summarized in Video 2. Once the 

patient is brought to the room, a surgical pause is followed 

by intubation, and the patient is positioned in the supine 

position, arm at 90°C abduction, with all pressure areas pro-

tected with sponge pads and a lower body warmer used 

to prevent hypothermia. After the preparation with chlor-

hexidine/alcohol antiseptic and sterile draping, the areola 

is marked out with a 4.5-cm diameter nipple marker (Figure 

2). Stab incisions are made with No. 15 blade in the resec-

tion area of the inferior pole of the breast. Infiltration is done 

in the inferior and lateral poles of the breast. This is done 

using a 1.5-mm multi-hole cannula with a pump device at 

100 mmHg. The solution has 1 L of normal saline with 15 mL 

of 1% plain lidocaine and 1 mL of 1:1000 epinephrine. This 

infiltration aids in hemostasis and postoperative analgesia. 

The main dissection is done with No. 10 scalpel assisted lat-

erally for pillar thinning, with a curved Mayo’s scissor.

For any patient needing axillary liposuction, this is done 

at this stage on both sides with additional infiltration using 

a solution of 1 L of normal saline with 1 mL of 1:1000 ep-

inephrine. Power-assisted liposuction is done using the 

PAL Liposuction System (MicroAire, Charlottesville, VA) de-

vice with a 3- or 4-mm double Mercedes tip cannula. The 

liposuction amount is carefully recorded.

Once infiltration has been done bilaterally, all inci-

sions are incised superficially. The medial pedicle de-

sign is carefully de-epithelialized using a No. 10 scalpel 

blade using the assistant to stretch out the area with some 

counter-traction (Figure 3A). The dermis is preserved en-

suring venous preservation. This is followed by pedicle 

isolation with the breast allowed to drop laterally and en-

suring that the pedicle is not chamfered. The pedicle is 

then raised with dissection done underneath to raise it till 

about 4-5  cm from the midline (Figure 3B, C). This is to 

ensure that the perforator of the third internal mammary 

artery is intact which is the main blood supply of the ped-

icle. The thickness of the medial pedicle that is left behind 

is typically at least 7-8 cm.

The resection proceeds thereafter superiorly ensuring 

that the superior pole is not chamfered (Figure 4A). The 

Figure 1. Markings are shown on a 22-year-old female 
patient using the 15-9-9 rule. Markings (left to right, top to 
bottom): 29 cm = right preoperative sternal notch to areola 
(SNA), 33 cm = right preoperative sternal notch to nipple 
(SNN), 22 cm = right and left planned SNA, 24 cm = right and 
left planned SNN, 27 cm = left preoperative SNA, 30 cm = left 
preoperative SNN, 15 cm = mosque dome, 9 cm = medial 
pedicle length, 9 cm = medial pedicle width, 13 cm = right 
breast meridian to midline distance, and 11.5 cm = left breast 
meridian to midline distance. 

Video 1. Watch now at http://academic.oup.com/
asjopenforum/article-lookup/doi/10.1093/asjof/ojac019

http://academic.oup.com/asjopenforum/article-lookup/doi/10.1093/asjof/ojac019
http://academic.oup.com/asjopenforum/article-lookup/doi/10.1093/asjof/ojac019
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medial dissection is done next and progressed inferiorly 

and then laterally (Figure 4B). The superior and inferior 

tissues are held by the assistant, and the lateral pillar is 

sharply dissected in a concave manner to the chest wall 

ensuring about a 1-inch-thick flap of tissue is left to ensure 

an appropriate approximation of the pillars.

The breast cavity is now meticulously washed out with 

saline to remove loose fat and check on hemostasis with 

a monopolar cautery (Figure 5A). The mosque dome is 

brought together with 3-0 Monocryl (Ethicon, Cincinnati, 

OH) (Figure 5B). The pedicle is then transposed into the 

mosque dome (Figure 5C) and exteriorized (Figure 5D).

The inferior dog ear is obvious (Figure 6A and B) and is 

marked 6 cm vertically down from the mosque dome clo-

sure point (Figure 6C). It is marked essentially in a lower 

pole Wise pattern manner with an inverted V at the level 

of the breast meridian to reduce tension at the T-junction 

closure (Figure 6D). Although not routinely measured, the 

height of the V is approximately 1-3  cm. This area is re-

sected (Figure 6E), and the specimen is now weighted and 

sent for pathology.

Closure of the medial pedicle and lateral pedicle is 

brought together with 2 sutures of 2-0 polydioxanone su-

ture (PDS). This is done by ensuring the inferior pole is well 

created with a good contour. The horizontal element of the 

closure is done with 0-0 Stratafix (Ethicon, Cincinnati, OH) 

continuous sutures, taking bites of the dermis. The double-

ended suture is started in the midline and progresses rap-

idly on both sides. This is followed by intracuticular 3-0 

Monocryl sutures. The areola is anchored at 3 o′clock, 9 

o′clock, and 12 o′clock with 3-0 Monocryl. The circumareolar 

and vertical closure is done with intracuticular 3-0 Stratafix  

(Figure 6F).

No drains are used, and the wound is dressed with 

Dermabond (Ethicon, Cincinnati, OH). Abdominal sterile 

pads are placed and followed by a customized sports bra.

Postoperative Care

The patient is taken to recovery and then day surgery and 

discharged the same day with acetaminophen and ibu-

profen for pain relief. A follow-up appointment is scheduled 

A CB

Figure 3. (A) Skin is de-epithelialized on a 54-year-old female patient; (B) the pedicle is raised so that dissection can be 
completed underneath; and (C) the dissection underneath is completed, and the pedicle is isolated. 

Video 2. Watch now at  http://academic.oup.com/
asjopenforum/article-lookup/doi/10.1093/asjof/ojac019

Figure 2. A 4.5-cm nipple marker is used on a 54-year-
old female patient to mark the areola before the skin is 
de-epithelialized. 

http://academic.oup.com/asjopenforum/article-lookup/doi/10.1093/asjof/ojac019
http://academic.oup.com/asjopenforum/article-lookup/doi/10.1093/asjof/ojac019


Hunt et al 5

A B

Figure 4. (A) Resection on a 54-year-old female patient proceeds superiorly and (B) resection is continued medially, then 
inferiorly, and laterally. 

with the operating surgeon 1 week and 2 weeks following 

the procedure.

Patients are informed that recovery time is 8 weeks in 

length. They are asked to perform 30% of their normal ac-

tivities in the first 2 to 3 weeks. Driving is permitted at 2 

weeks with the addition of a soft interface beneath the 

seatbelt. Patients can expect bruising to clear around 4 

weeks, and patients may start going for longer walks at this 

point. Arm movements with activity are permitted within a 

range of comfort. After 8 weeks, the patient may resume 

work. Contact sports and high-intensity activities are re-

commended 12 weeks postsurgery.

A

C D

B

Figure 5. (A) The breast cavity of a 54-year-old female patient is inspected for loose tissue and hemostasis; (B) the mosque 
dome is brought together; (C) the mosque dome is secured with 3-0 Monocryl (Ethicon, Cincinnati, OH), and the medial pedicle 
is then transposed into the mosque dome; and (D) the medial pedicle is exteriorized from the mosque dome.
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Scar management is commenced at 3 weeks after sur-

gery with a combination of Micropore (3M, London, ON, 

Canada) taping and Vitamin E cream massage used for 

5  days and 2  days, respectively, for a 6-month period. 

Upon patient self-removal of the Dermabond, the patient 

is instructed to apply Micropore tape over the scar for 

5 days on a continuous basis. This is followed by 2 days 

of Vitamin E cream massaged over the scar for 15 minutes 

3 times daily. The patient is then expected to continue this 

7-day scar management regime for 6 months. This is em-

phasized by a scar management information sheet that is 

given to each patient undergoing the breast reduction pro-

cedure. Patients are followed up for 1 year after surgery, 

and final photographs are taken at 6 months and/or 1 year.

RESULTS

Patient Demographics

There were 80 patients included in this retrospective study 

who underwent breast reduction using the 15-9-9 medial 

pedicle design over the 6-year period. The average patient 

age was 49 years (range, 18-72 years). The average BMI 

was 28  kg/m2 (range, 23-32  kg/m2). These results are 

summarized in Table 1. Significant comorbidities were 

also noted. Of the 80 patients in this study, 1 patient (1.3%) 

had diabetes, 2 patients (2.5%) had coronary artery dis-

ease, and 8 patients (10%) had hypertension. None of the 

patients included in this study had a personal history of 

breast cancer. These patients were followed up to 1 year 

after their surgery, as per office policy. Most patients were 

seen for 6 months (Table 1).

Surgical Outcomes

Preoperative markings generally followed the 15-9-9 

framework, with mosque dome measurements aver-

aging 15  cm (range, 13-18  cm), pedicle length averaging 

10 cm (range, 7-12 cm), and pedicle width averaging 9 cm 

(range, 7-12 cm). Before surgery, the SNA length was an 

average of 29 cm (range, 24-37 cm), and the SNN length 

was an average of 30 cm (range, 23-36 cm). Using the mid-

humerus as a reference point for the new position of the 

areola, the ideal postoperative SNA length was an average 

A C

D E F

B

Figure 6. (A) Inferior tissue of a 54-year-old female patient is secured with an additional suture; (B) inferior dog ear is 
prominent; (C) the inferior dog ear is marked 6 cm from the first mosque dome closure; (D) inverted Vs are marked at the 
level of the breast meridian to reduce tension at the T-junction; (E) the marked area is resected; and (F) the remaining tissue is 
secured with sutures.
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of 22  cm (range, 19-26  cm), and the ideal postoperative 

SNN length was an average of 24 cm (range, 21-28). These 

measurements are based on the preoperatively planned 

markings. The average duration of the surgical procedure 

was 3.4 hours (range, 1.5-7.0 hours). The longer surgical 

duration was associated with additional liposuction and/

or a combined abdominoplasty. An average of 464  g 

(range, 90-1210  g) was removed from each breast and 

weighed intraoperatively. These results are summarized in  

Table 1. Photographs of patient results were taken at 

follow-up visits (Figures 7-9).

Postoperative Complications

The most common postoperative complication was fat ne-

crosis, which occurred in 11 cases (14%) and resolved on 

their own. Fat necrosis was diagnosed if the patient pre-

sented with a palpable discrete lump in the postopera-

tive period. Patients were reassured and followed closely. 

Ultrasound was not routinely requested, and none of these 

cases required intervention. The second most common 

postoperative complication was T-junction breakdown, 

which occurred in 8 cases (10%). T-junction breakdown was 

defined as wound dehiscence at the site of the T-junction, 

requiring dressings and close follow-up. Three hematomas 

were developed (3.8%), all of which resolved on their own. 

Three dog ears (3.8%) required surgical revision. Junctional 

necrosis, defined as wound dehiscence at the areola and 

vertical scar junction, was observed in 2 cases (2.5%) and 

required debridement. Partial nipple loss was observed 

in only 1 case (1.3%). The most severe postoperative com-

plication was one instance (1.3%) in which a patient had a 

cerebrovascular accident following surgery. It is important 

to note, however, that this patient was at a higher risk of 

stroke given their medical history significant for hyperten-

sion, hyperlipidemia, ischemic heart disease, and obesity. 

Postoperative complications are summarized in Table 2.

DISCUSSION

Breast reduction is a common procedure in plastic surgery 

and an important index operation for any trainee who is 

completing full training in the specialty.15 Over the years, 

numerous techniques have been promulgated, each with 

its own advantages and disadvantages. When the senior 

author of this paper started performing this procedure 

Table 1. Summary of Patient Demographics, Surgical Outcomes, and Follow-Up 

Variable Level Mean Median Min Max 

Patient demographics Age (years) 49 51 18 72

BMI (kg/m2) 28 28 23 32

Surgical outcomes  Duration of surgical procedure (h) 3.4 2.4 1.5 7.0

Amount of breast tissue removed (g) 464 425 90 1210

 Sternal notch to areola length (cm)

 Pre-breast reduction 29 28 24 37

 Post-breast reduction (planned) 22 22 19 26

Sternal notch to nipple length (cm)

  Pre-breast reduction 30 30 23 36

 Post-breast reduction (planned) 24 24 21 28

Mosque dome length (cm) 15 15 13 18

Pedicle length (cm) 10 9 7 12

Pedicle width (cm) 9 9 7 12

Follow-up length Months 6.6 5 0.5 17

Table 2. Postoperative Complications

Complication No. of occurrences (%) 

Fat necrosis 11 (14%)

T-junction breakdown 8 (10%)

Hematoma 3 (3.8%)

Dog ear 3 (3.8%)

Junctional necrosis 2 (2.5%)

Partial nipple loss 1 (1.3%)

Left cerebrovascular accident 1 (1.3%)
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as a trainee, the most common technique was the in-

ferior pedicle.16 The procedure was onerous to perform 

with extensive de-epithelialization, blood loss, drains, and 

hospital stay. The retained tissue was inferior dominant, 

which created a less than satisfactory cosmetic outcome 

and problems with pseudoptosis deformity. The initial 

E

A B

C D

F

Figure 7. A 48-year-old female patient is shown (A, C, E, G, I) before breast reduction and (B, D, F, H, J) 1 year following breast 
reduction.
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result was also not sustained with progressive lower pole 

drop-down issues.

The senior author then proceeded to use the 

superomedial pedicle, with the recruitment of the second 

and third perforators of the internal mammary axis.17 This 

created better results, as the inferior pole was removed, 

and there was a robust blood supply from the 2 perfor-

ators. Attempts were made at this stage of the evolution 

to use only a single vertical scar espoused by proponents 

of this technique. However, some issues persisted. It was 

surgically more challenging to inset the pedicle into the 

mosque dome, and there were significant problems with 

dog ears at the inferior pole of the breasts. The latter cre-

ated a much higher revisional rate than acceptable. This 

experience is consistent with other studies in the litera-

ture, which reported revisional rates greater than 5% with 

the vertical scar technique.11,18-20 These revisional rates 

were greater than those with Wise pattern inverted T tech-

niques.18,19 A change was necessary to remediate these 

issues which finally evolved into the current technique. 

The medial pedicle technique improved ease of inset, 

which is consistent with other views reported in the lit-

erature.21-23 Despite the fact that the medical pedicle 

recruits a single blood supply from the third perforator 

of the internal mammary artery, the results in this study 

have demonstrated that the blood supply to the NAC is 

adequate, as there was only one case of partial nipple 

loss. Others have commented on the adequacy of the 

blood flow to the NAC when using a medial pedicle tech-

nique.24 The horizontal skin excision technique for dog 

ear removal used in this study has also been supported 

by other authors.25

There are other elements of our proposed technique 

that contribute to successful results and low complication 

rates. One critical piece of this operative technique was 

the infiltration of short-lasting local anesthetic with epi-

nephrine dominantly in the lateral and inferior poles of 

the breast. This aided in efficient, sharp dissection with re-

duced operative blood loss.26 Furthermore, the low rates 

of wound-healing complications may be partially explained 

G

I

H

J

Figure 7. Continued.
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by the use of barbed suture technology.27 Arnica was re-

commended in oral and ointment form to reduce bruising, 

which we believe did aid in earlier recovery.28 Finally, scar 

management was done for a minimum of 6 months with 

a combination of taping and Vitamin E cream massage, 

which is supported by the literature.29 Complication rates 

E

B

C D

F

A

Figure 8. A 47-year-old female patient is shown (A, C, E, G, I) before breast reduction and (B, D, F, H, J) 1 year following breast 
reduction.
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in this study were low and were comparable to others in 

the literature.4,7,10,30

The 15-9-9 framework presented in this article is a new 

insight into medial pedicle breast reduction markings that 

has not been described elsewhere in the literature. We be-

lieve that this approach to preoperative markings yields 

favorable results and is easy to learn and to teach. In ad-

dition to the improved ease of preoperative markings, the 

operative technique that we have described is reliable 

and achieves consistent results. The simplified approach 

to breast reduction in our retrospective single-surgeon 

review provides a sound approach to performing and 

achieving good outcomes for this common plastic surgical 

procedure.

Limitations

The major limitation of this study is the retrospective na-

ture of it. A prospective study would have resulted in more 

robust data collection and results. Surgical outcomes 

could have been better evaluated by measuring the final 

SNA/SNN distance at the final follow-up visit to obtain 

more accurate results pertaining to the final positioning 

of the NAC. Furthermore, patient satisfaction and relief of 

macromastia could have been assessed through a stand-

ardized patient survey at follow-up visits during the post-

operative period. It would have also been advantageous 

to have an independent external review of aesthetic out-

comes with a panel of plastic surgeons. Another limitation 

of this study is the inability to comment on the efficacy of 

this technique for large volume reductions exceeding 1 kg 

per breast. There were only 2 patients in our study who 

had large volume reductions exceeding 1  kg. Of these, 

the only complication was a single dog ear that was re-

moved. Other studies have demonstrated that the medial 

pedicle combined with an inverted T or Wise pattern skin 

excision is a safe and reliable technique for severe mam-

mary hypertrophy that yields excellent long-term results 

G
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Figure 8. Continued.
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with few complications.23,24 Finally, this study was limited 

to a single plastic surgeon’s practice at a single institution. 

This technique should be trialed by other plastic surgeons 

to provide further insights into the ease and reliability of 

the technique.

CONCLUSIONS

This paper presents a retrospective review of a medial 

pedicle technique with specific design modifications 

using the 15-9-9 framework to give stable results. This is 

E

B

C D

F

A

Figure 9. A 40-year-old female is shown (A, C, E, G, I) before breast reduction and (B, D, F, H, J) 1 year following breast reduction.
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easy to learn and teach to any plastic surgeon or trainee 

wanting to learn the essential technique of breast 

reduction.
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