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the skin, and the patient’s wishes, we may add some form of
mastopexy. This is necessary in less than 10 percent of the
patients. Our preference is to delay this additional step for at
least 3 months, and we explain this possibility to the patient
preoperatively, We have found that such a delay not only im-
proves the aesthetic outcome but, more importantly, reduces
the morbidity associated with simultaneous breast augmenta-
tion and mastopexy. In addition, most patients find the outcome
from breast augmentation alone quite satisfactory and do not
opt for mastopexy. Figure 2 shows a 34-vear-old patient with
moderate ptosis of 4 cm before and after a bi-plane, double-
pocket approach without mastopexy.

Severe ptosis. In “severe” ptosis, the nipple is at or below the
lower contour of the breast. We also consider ptosis to be
“severe” when the lower contour of the skin brassiere is more
than 4 cm below the submammary fold. Our general ap-
proach consists of a two-stage operation, with mastopexy as
our initial procedure. Breast augmentation is performed after
a waiting period of about 3 months, with either subglandular
or subpectoral insertion of the prosthesis based on the thick-
ness of the subcutaneous tissue as discussed above.

The type of implant selected, the sites of incisions, and the
form of mastopexy chosen (Peled-Benelli, Wise pattern, ver-
tical, or other approaches) depend on the surgeon’s prefer-
ence and personal experience. As a general rule, we prefer
a vertical-type mastopexy with subpectoral implantation.
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AN ORDINARY RULER AND THE LIMBERG FLAP
Sir:

We read with interest the article by Jovanovic and Colic! on
the use of a specially designed ruler to draw a Limberg flap. This
is an interesting technique, but it provides the surgeon with only
a small number of options. In our practice we use an ordinary
ruler and a simple calculation to draw a Limberg flap of any size.

A Limberg flap requires the drawing of a rhombus with
internal angles of 60 and 120 degrees, which in itself consists
of four right-angle triangles with internal angles of 30, 60, and
90 degrees (Fig. 1).

In this rhombus, the height (AC) and width (CD) are
linked by a constant ratio that can be determined with trig-
onometry (Fig. 2). With this knowledge, a Limberg flap of any
size can be marked out using a straight ruler and a calculator.

1429

E

FiG. 1. Markings for a Limberg flap.

Tan30=1/3 = 0.58 = 60%

30-60-90°
triangle

Fic. 2. Rightangle triangle.

Measure the height of the proposed rhombus and mark
the half-way point. Next calculate 60 percent (or 0.58 to be
exact) of this distance and draw a perpendicular line of this
length centered on the half-way point.

Join the ends of these lines to mark the rhombus of tissue that
will be excised during surgery (ABCD). To draw the flap that will
rotate into this space, extend the midline by the same length to
create line DE. Then measure the same distance in continuation
with the border of the upper triangle to mark point £

Finally, join up the two points Fand Fto complete marking
of the flap. Using this technique, we have performed more
than 100 Limberg flaps in 3 vears with no episodes of flap
necrosis or failure of rotation.
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Sir:

It was a pleasure to read the letter from Mr. Faux and Mr.
Gold and learn another way of designing the Limberg flap.
Our technique does not offer a small number of options to
the surgeon, but rather it provides a method for rapid and
highly precise measuring of all kinds of combinations of
Limberg flap designs, regardless of size.!

We have a set of seven rulers, including the universal
one, with sides that are graduated in centimeters.! The
ruler is used to design all lengths of Limberg flaps that are
not found on other rulers (e.g., 2.7, 5.3, or 8.8 cm, and so
on) (Fig. 1).

In the early phase of our practice with Limberg flaps, similar
to Mr. Faux and Mr. Gold, we used mathematical calculations
to design the Limberg flap.? However, we subsequently at-
tempted to simplify the design and make the method faster and
more precise through construction of our rulers.

The construction was aimed at the following: achieving
simple, fast, and precise designs; sparing the surgeon the
need for mathematical calculations; and avoiding the design
of a rhomboid using height (AC) and width (CD) and using
triangles placed within the rhomb. Application of the pa-
rameters upon drawing of the rhomboid on paper or on a flat
surface is rather simple. In practice, however, drawing of the
rhomboid on the skin to be excised, using any parameter
found within the rhomb, is rather difficult and imprecise

PLASTIC AND RECONSTRUCTIVE SURGERY, April 15, 2005

because of the fact that tumors mostly protrude from the
skin’s surface, and it is impossible to draw over them. Thus,
we used external contours of the rhomboid on the ruler to
enable their placement over the tumor.!

Our rulers are most helpful and their significance is
high in designing the complex Limberg flaps in the tech-
nique termed by us “mini flaps for maxi defect,” which
necessitated high precision.! Using our technique, we have
designed several hundred Limberg flaps of all kinds, com-
binations, and sizes without any limitations and with 100
percent precision.
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Fic. 1. (Above, left) Setting the ruler in the location of pathologic changes by orienting the ruler to the lines of maximum
extension and designing two side rhomboid lengths of 1.2 cm set in position at 60-degree angles. (Above, right) Designing sides
of rhomboid set in position at 120-degree angles. (Below, left) Designing the location of the Limberg flap. (Below, right) Designed
Limberg flap.
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PERIAREOLAR MAMMAPLASTY
PATIENTS’ PERSPECTIVE

Sir:

We would like to congratulate Fayman et al. for their
attempt to objectively evaluate the patients’ perspective re-
garding periareolar mammaplasty.! However, we also would
like to critique two important points related to their article.
First, the authors overlooked some important points in the
historical development of this technique and failed to give
credit to some important contributors to periareolar mam-
maplasty in their evaluation. Therefore, itisimportant to note
the onset of the popularization of this technique. Rossell and
Stark,”in 1973, presented the circumareolar approach for the
correction of breast hypertrophy and ptosis. A similar ap-
proach was utilized by Bartels et al.* in 1976, using a donut-
shaped excision of skin to reduce the breast skin brassiere. In
1990, Erol and Spira* opened a new era using the “rotation-
invagination procedure,” a mastopexy technique for mild to
moderate ptosis with no skin excision. Thereafter, many con-
tributions appeared in the literature, as stated by the authors.
In addition, we do not agree with the authors’ statement that
“the technique results in rounder and less projecting breasts.”
It has previously been shown that the rotation-invagination
procedure gives a more conical shape to the breast and in-
creases its projection in the ideal patient, who is a young
woman with small and mildly to moderately ptotic breasts.*
However, it must also be emphasized that women with mark-
edly ptotic breasts and severe loss of skin elasticity are not
good candidates for this procedure.
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Sir:

I thank Drs. Gundogan and Erol for their interest in our
article, entitled “Outcome Study: Periareolar Mammaplasty
Patients’ Perspective,”" and for their valuable comments. I
wish to make the following remarks relating to their criticism.

We acknowledge the contribution made by Dr. Bartels et
al.? Dr. Erol et al.,” and many others to breast aesthetic
surgery. The focus of our study was patients’ perception of the
result rather than technical details of the periareolar mam-
maplasty, with particular reference to the technique utilized
by the authors, which is different from the techniques de-
scribed by the above-mentioned authors. This was the reason
for not mentioning the above contributors.

With regard to the criticism leveled at the statement made
about rounder and less projecting breasts using the periareo-
lar technique compared with the vertical mammaplasty tech-
nique, please note that this statement was not the authors’
conclusion, rather it was a summary of criticism expressed by
previous writers against the periareolar mammaplasty. This
statement was challenged by our study and found to be not
significant in the eyes of prospective and past patients.
DOI: 10.1097/01.PRS.0000157608.41231.C9
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CORRECTION OF POSTBURN
BREAST DEFORMITY

Sir:

In response to Dr. O. Onur Erol’s letter entitled “Correc-
tion of Postburn Breast Deformity” (Plast. Reconstr. Surg. 115:
358, 2005), we would first like to acknowledge the excellent
results obtained by Drs. Erol and Spira in their surgical treat-
ment of six patients with breast deformity secondary to
burns.! We recognize that the areola transposition technique
used in our postburn case® has similarities to that utilized by
Erol and Spira, but there are also a number of differences.

First, because the burn scar contracture resulted in two indis-
tinct inframammary folds, a significant part of the operation per-
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