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Breast reduction is a common surgical pro-
cedure. Although numerous studies have 
demonstrated high levels of patient satis-

faction following surgery, a proportion of these 
patients present again for breast re-reduction. 
Indications include inadequate volume reduction, 
poor shape, asymmetry, and recurrent glandular 
hypertrophy.1,2 To date, there is no consensus on 
the safest and most effective surgical technique 
for breast re-reduction surgery.3

A number of different dermoparenchymal 
pedicles have been successfully used for breast 
reduction surgery, including inferior, superior, 
superomedial, and lateral pedicles.4 Maintenance 
of blood supply to the nipple-areola complex is an 
important surgical consideration when planning 

breast re-reduction surgery. Theoretically, if an 
inferior pedicle was used at primary surgery, the 
dominant blood supply at re-reduction surgery 
is still from the inferior pedicle. The blood sup-
ply to a superior or superomedial pedicle would 
have been transected at primary surgery, and 
although neovascularization occurs in the sur-
rounding tissue,5 it may not be enough to support 
the nipple-areola complex if a different pedicle 
is used at re-reduction surgery. The question of 
whether to recreate the primary pedicle versus 
relying on random pattern blood supply has been 
debated in the literature, yet there is no definite 
consensus.6–11

Another complicating factor is that the pri-
mary pedicle is often not known. In many cases, 
the original surgeon is not the surgeon perform-
ing the re-reduction surgery. This has been our 
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Background: This article examines outcomes following breast  re-reduction 
surgery using a random pattern blood supply to the nipple and vertical scar 
reduction.
Methods: A retrospective review was conducted of patients who underwent 
bilateral breast re-reduction surgery performed by a single surgeon over a 
12-year period. Patient demographics, surgical technique, and outcomes were 
analyzed.
Results: Ninety patients underwent breast re-reduction surgery. The average 
interval between primary and secondary surgery was 14 years (range, 0 to 42 
years). The majority of patients had previously undergone primary breast re-
duction using an inferior pedicle [n = 37 (41 percent)]. Breast re-reduction 
surgery was most commonly performed using a random pattern blood supply, 
rather than recreating the primary pedicle [n = 77 (86 percent)]. The nipple-
areola complex was repositioned in 60 percent of patients (n = 54). The mean 
volume of tissue resected was 250 g (range, 22 to 758 g) from the right breast 
and 244 g (range, 15 to 705 g) from the left breast. Liposuction was also used 
adjunctively in all cases (average, 455 cc; range, 50 to 1750 cc). Two patients 
experienced unilateral minor partial necrosis of the areolar edge but not of 
the nipple itself (2 percent).
Conclusions: Breast re-reduction can be performed safely and predictably, 
even when the previous technique is not known. Four key principles were 
developed: (1) the nipple-areola complex can be elevated by deepithelializa-
tion rather than recreating or developing a new pedicle; (2) breast tissue is 
removed where it is in excess, usually inferiorly and laterally; (3) the resection 
is complemented with liposuction to elevate the bottomed-out inframammary 
fold; and (4) skin should not be excised horizontally below the inframammary 
fold. (Plast. Reconstr. Surg. 139: 1313, 2017.)
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experience and is corroborated by a number of 
studies.6–11 This adds further complexity to the 
decision-making process for the breast re-reduc-
tion surgeon.

Necrosis of the nipple-areola complex is a 
recognized complication of breast re-reduction 
surgery. The risk may depend on which pedicle 
is used, how far the nipple-areola complex is 
repositioned, and the volume of breast tissue 
resected.1–4,6–11 A handful of studies have reported 
outcomes following breast re-reduction surgery, 
but each is limited by retrospective design, small 
sample size, and variable outcome measures 
reported.

Although Lejour reported few complications,6 
Hudson and Skoll7 reported nipple-areola necro-
sis in one patient when the original pedicle was 
recreated and in one patient where a new ped-
icle was created (of 16 patients). Losee et al.8–10 
reported on 10 patients with no complications 
with either a new pedicle or a recreated original 
pedicle. Patel et al.11 reported on eight patients, 
with one developing necrosis with recreation of 
the original pedicle. Ahmad et al.1,2 reported 23 
patients with no necrosis (Table 1).

This retrospective review was undertaken 
because experience with these patients allowed 
the senior author (E.H.F.) to determine strategies 
and principles to overcome problems and avoid 
complications encountered in breast re-reduction:

1. A reliable way to correct glandular ptosis 
is to remove a vertically oriented inferior 
wedge of skin and breast tissue. This often 
entails removal of a previous inferior pedi-
cle, which could put the blood supply to the 
nipple at risk.

2. Developing a new pedicle does not make 
sense from a blood supply standpoint 
because blood vessels supplying a new ped-
icle would have been transected during 
creation of the original pedicle. The senior 

author believes that as long as a random 
pattern blood supply to the nipple can 
be maintained, the risk of nipple-areola 
complex necrosis should be minimized, 
thereby allowing removal of the original 
pedicle.

3. Unweighting the breast by removing 
parenchyma inferiorly and performing 
liposuction between the bottomed-out 
inframammary fold and the inframammary 
fold scar allows the fold to rise.

4. To allow the bottomed-out inframammary 
fold to rise, skin should not be removed 
horizontally below the inframammary fold 
scar. That skin originally belonged to the 
chest wall, and removing it would likely 
pull down the inframammary fold. The skin 
should be retained so that it can revert back 
to the chest wall. If there is significant skin 
redundancy, it should be removed above 
the inframammary fold scar so that the fold 
can rise.

PATIENTS AND METHODS
A retrospective review was performed of all 

patients who underwent bilateral breast re-reduc-
tion surgery between June of 1993 and June of 
2015. There were 90 patients in total. Indications 
for re-reduction included inadequate volume 
reduction, poor shape, asymmetry, and recur-
rent mammary hypertrophy. Revision procedures 
such as scar revisions and excision of dog-ears 
were excluded. Baseline demographics, surgical 
technique, and outcomes were obtained from 
medical records. All breast re-reduction cases 
were performed by a single surgeon (E.H.F.). The 
minimum postoperative follow-up was 6 months 
(Table 2).

When the nipple-areola complex did not 
need to be moved (18 patients), an inferior 
wedge of skin and breast tissue was removed 
through a vertical incision. Excess parenchyma 

Table 1. Review of Breast Re-Reduction Literature

Reference No. of Patients Pedicle No. of Patients NAC Necrosis

Lejour, 19976 14 Original pedicle recreated 9 0
Hudson and Skoll, 19997 16 Original pedicle recreated 5 1
  New pedicle created 3 1
Losee et al., 20008 10 Original pedicle recreated 3 0
  New pedicle created* 7 0
Patel et al., 201011 8 Original pedicle recreated 4 1
  New pedicle created 3 0
Ahmed et al., 20121 23 De-epithelialized (“superior”) 23 0
NAC, nipple-areola complex. 
*Several of these patients actually had part of the original vertical bipedicle included.
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beyond and inferior to the Wise pattern (Fig. 1, 
above) was removed by direct excision and/or 
liposuction.

In some of the earlier cases, an attempt 
was made to recreate the original pedicle  
(13 patients). Figure 4 shows a patient for whom 
the inferior pedicle was recreated.

In the later cases (59 patients), as the princi-
ples were developed, the technique was modified 
as follows:

1. Standard12 vertical skin-marking pattern 
with de-epithelialization of the area around 
the nipple-areola complex was used. No 
new pedicle was created. A random pattern 
blood supply was maintained by de-epithe-
lialization only, with minimal undermining 
deep to the nipple-areola complex.

2. A vertically oriented inferior wedge exci-
sion en bloc of skin, fat, and gland was used 
to remove the excess glandular ptosis.

3. Liposuction was performed in both the 
breast and between the inframammary fold 
and the horizontal scar. Either direct or 
tumescent infiltration was used, depending 
on the anticipated liposuction volume.

4. Excess parenchyma and fat between the 
bottomed-out inframammary fold and the 
original inframammary scar was removed to 
elevate the inframammary fold without the 
need for sutures to the chest wall.

Table 2. Patient Characteristics and Surgical Data

Characteristic Value (range)

Primary BBR  
  BBR by another surgeon 71
  BBR by author 19
  Age, yr  
   Average 30
   Range 13–56
  Pedicle  
   Superomedial 8
   Superior 8
   Inferior 37
   Lateral 6
   Medial 8
   Mastopexy 4
   Central 1
   Bipedicle horizontal 1
   Unknown 17
  Skin pattern  
   Inverted T 59
   Vertical 30
   Dufourmentel 1
Re-reduction 90
  Age, yr  
   Average 45
   Range 15–73
  Technique/pedicle  
   Primary pedicle recreated 13
   Vertical wedge only 18
   Vertical wedge plus de-epithelialization  

for NAC reposition 59
  Skin pattern  
   Inverted T 3
   Vertical 71
   Vertical with J/L extension 16
   NAC repositioned, no. 54
   Average NAC reposition, cm 2.3 (0.5–6)
  Rep-reduction mass  
   Right, g 250 (22–758)
   Left, g 244 (15–705)
   Liposuction, both breasts, cc 455 (50–1750)
  Complications  
   Partial NAC necrosis 2
   Hematoma 1
 BBR, bilateral breast reduction; NAC, nipple-areola complex.

Fig. 1. (Above) Breast re-reduction with removal of a vertically 
oriented inferior wedge of skin and parenchyma (cross-hatched 
area). The skin around the areola is de-epithelialized only, and 
no new pedicle is created. The rest of the parenchyma is left 
behind in the Wise pattern so that it is coned into a good shape 
with closure of the pillars. (Below) A-B is bottomed-out breast 
skin that should not be excised. It needs to revert to chest wall 
skin. This is achieved by removal of weight, both with excision of 
the inferior wedge and with liposuction. (Printed with permis-
sion from ©JGentry.)
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RESULTS
Ninety patients underwent bilateral breast re-

reduction surgery between June of 1993 and June 
of 2015 (Table 2).

Primary Breast Reduction
Patients underwent their primary breast 

reduction surgery between 1968 and 2013. Pri-
mary breast reduction surgery was performed by 
a variety of surgeons, including the senior author 
(E.H.F.) [n = 19 (21 percent)]. The average age 
of patients at primary breast reduction was 30 
years (range, 13 to 56 years). The most com-
mon pedicle used at primary surgery was inferior  
[n = 37 (41 percent)], followed by superomedial 
(n = 8), superior (n = 8), medial (n = 8), and lateral 
(n = 6). The original pedicle was not known in 17 
patients. The majority of patients had inverted-T 
scars [n = 59 (66 percent)].

Breast Re-Reduction
The average interval between primary breast 

reduction and breast re-reduction surgery was 14 
years (range, 0 to 42 years). The average age at 
breast re-reduction was 45 years (range, 15 to 73 
years).

The majority of re-reductions used a verti-
cal scar pattern [n = 71 (79 percent)], followed 
by a vertical scar with a J or L extension [n = 16  
(18 percent)]. An inverted-T scar was repeated in 
two cases when skin resection was required [n = 3  
(3 percent)]. Re-reduction was most commonly 
performed using a random pattern blood supply 
by de-epithelialization only, rather than recreat-
ing the primary pedicle [n = 77 (86 percent)]. 
The nipple-areola complex was repositioned in 60 
percent of patients (n = 54). The average nipple-
areola complex elevation was 2.3 cm (range, 0.5 
to 6 cm). The mean volume of tissue resected was 
250 g (range, 22 to 758 g) from the right breast 

and 244 g (range, 15 to 705 g) from the left breast. 
Standard liposuction was used in all cases [aver-
age, 455 cc total per patient (not separated per 
breast); range, 50 to 1750 cc).

Seven patients (only counted once) under-
went more than one breast re-reduction proce-
dure (8 percent). One patient underwent three 
breast reduction procedures because her initial 
breast reduction (body mass index of 26 kg/m2) 
was performed at age 13 years (929 g/711 g plus 
400 cc standard liposuction), then again at age 
15 (758 g/494 g plus 250 cc), and again when 
she was almost 18 (163 g/209 g plus 200 cc). In 
the group of patients who had more than one 
breast re-reduction, the mean volume of tissue 
resected from the right breast was 123 g (range, 
59 to 186 g), and the mean volume resected from 
the left breast was 166 g (60 to 355 g). Adjunc-
tive liposuction was used in all cases (average, 218 
cc; range, 50 to 408 cc). Breast re-reductions were 
performed in patients who still felt too large, in 
patients who wanted some shape correction, and 
in patients with recurrent hypertrophy.

One patient experienced a postoperative 
hematoma requiring evacuation (1 percent). Two 
patients experienced minor partial necrosis of the 
areola edge but not of the nipple itself (2 percent). 
These cases are listed in Table 3. The first patient 
probably shows that the de-epithelialization was 
carried beyond the limit of safety of a random pat-
tern blood supply because the nipple was elevated 
6 cm. The second patient mistakenly had a medial 
pedicle created at the re-reduction when the orig-
inal pedicle was laterally based. Both cases were 
managed conservatively and healed uneventfully.

DISCUSSION
Women presenting for breast re-reduction 

surgery can pose a surgical challenge. Prob-
lems requiring correction include glandular 

Table 3. Patients with Partial Nipple-Areola Complex Necrosis

 

Patients with Partial NAC Necrosis

Patient A Patient B

Original pedicle Strombeck horizontal bipedicle Lateral
Original skin pattern Inverted T Vertical
Re-reduction “pedicle” Random pattern de-epithelialization Creation of medial pedicle
Re-reduction skin pattern Vertical Vertical plus J/L extension
Smoking status Nonsmoker 1 pack/day
NAC elevation, cm 6 2
Left breast re-reduction, g 225 425
Right breast re-reduction, g 175 425
Liposuction, cc 100 100
Management Wound care Wound care
NAC, nipple-areola complex.
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hypertrophy, high nipple position, descent of the 
inframammary fold, and glandular ptosis. The 
goal of this study was to review the safety and effi-
cacy of breast re-reduction surgery (1) using a ver-
tically oriented inferior wedge reduction of skin 
and parenchyma, (2) maintaining a random pat-
tern blood supply to the nipple-areola complex 

by de-epithelialization only, and (3) elevating the 
inframammary fold by unweighting the breast.

Patients who presented with high nipple posi-
tion were best managed with resection of the lower 
pole of the breast to try to adapt the mound to 
the nipple position. This was the preferred option 
because it is almost impossible to lower a nipple 

Fig. 2. (Above, left) This 39-year-old woman had a previous breast reduction with an unknown pedicle. Re-reduc-
tion involved removal of a vertically oriented inferior wedge of skin and breast tissue along with liposuction. One 
hundred eighty grams was excised from the right breast and 160 g was excised from the left breast; 350 cc of fat 
using liposuction was removed from the breasts and above the inframammary fold on both sides. (Above, right) 
The markings on the right breast in the intraoperative photograph show that minimal de-epithelialization was to 
be performed around the areola. A new pedicle is not created. The areola relies on a random pattern blood sup-
ply. The vertical wedge resection removes the glandular ptosis and helps control the horizontal base diameter of 
the breast and improves projection. The horizontal scar is not revised, nor is the inframammary fold sutured to 
the chest wall. (Above previously published in Hall-Findlay EJ. Aesthetic Breast Surgery: Concepts and Techniques. 
St. Louis: Quality Medical; 2011:418. Images used with permission.) (Below, left) Six years after the re-reduction 
with good improvement of the glandular ptosis. The lower pole of the breast was almost at the level of the elbow 
crease preoperatively. The elevation was maintained postoperatively. (Below, right) The illustration shows that 
the principles of re-reduction include removal of the glandular ptosis, random pattern–only blood supply to the 
nipple, no horizontal skin excision, and liposuction (green hatched area) to unweight the breast and elevate the 
fold. (Printed with permission ©JGentry.)
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without leaving unsightly scars in the upper pole 
of the breast.

Breast re-reductions can often be performed 
safely when the nipples are in a relatively good 
position. The problem is usually glandular pto-
sis and bottoming-out of the inframammary 

fold. When the nipple-areola complex does 
not need to be moved, an inferior wedge of 
skin and parenchyma can be safely removed 
because this is unlikely to affect the blood sup-
ply to the nipple-areola complex. The excess tis-
sue is removed where it is in excess—inferiorly.  

Fig. 3. (Above, left) This 45-year-old woman underwent a previous breast reduction in Europe with an unknown 
pedicle. A vertical wedge resection was used without violating the previous inframammary scar. The skin 
around the areola was de-epithelialized without creation of a pedicle. (Above, right) Note the bottomed-out 
inframammary fold well below the inframammary fold scar. Re-reduction involved excision of an inferior verti-
cal wedge of skin and breast tissue with removal of 385 g from the right breast and 395 g from the left breast; 
475 cc of fat was also removed from the breasts and from the area between the inframammary fold and the 
horizontal scar on both sides. (Below) Five years after the re-reduction, with good maintenance of the infra-
mammary fold elevation. There was no revision or excision of skin along the inframammary fold scar. Elevation 
of the inframammary fold is achieved through removal of the inferior vertical wedge of parenchyma plus lipo-
suction between the bottomed-out inframammary fold and the previous inframammary scar. There was no 
horizontal skin removal and no attempt to secure the inframammary fold to the chest wall. After liposuction, 
the skin that was originally caudal to the inframammary fold is converted back to chest wall skin. The arrow 
shows a mole in the previous inframammary scar for reference. (Above previously published in Hall-Findlay 
EJ. Aesthetic Breast Surgery: Concepts and Techniques. St. Louis: Quality Medical; 2011:416. Images used with 
permission.)
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A careful analysis of previous reports shows that 
even recreating the original pedicle in a breast 
re-reduction can result in significant complica-
tions.7,11 In cases where the nipple needs to be 
elevated, recreating the original pedicle is not 
recommended.

There are several recent reviews of nipple-spar-
ing mastectomy in patients who have previously 
undergone breast reduction or mastopexy.5,13,14 
The procedure is safe, provided that the nipple 
is not being moved, even when there is a previ-
ous circumareolar or infraareolar scar. Spear et al. 
discuss simply deepithelializing around the areola 
if it needs to be elevated, then removing an infe-
rior wedge of breast skin and parenchyma either 
immediately or later when the nipple-sparing mas-
tectomy is performed.13 This principle can also be 
applied to re-reductions.

Ahmad et al. recommended carefully creat-
ing a superior pedicle when the previous pedicle 
is unknown, to maintain the blood supply.1,2 In 
fact, what the authors recommend is deepithelial-
izing enough to raise the nipple but maintaining 
the blood supply not on a new “pedicle” but on 
a random pattern blood supply that would have 
developed after the original procedure. We are in 
agreement with this approach.

A frequent problem with breast reduction, 
particularly inferior pedicle techniques, is descent 
of the inframammary fold below the original scar. 
Many surgeons approach a previous breast reduc-
tion patient who has a low inframammary fold 
(often several centimeters lower than the origi-
nal inframammary fold scar) by trying to push 
the inframammary fold up into the scar by excis-
ing skin and tissue horizontally. This maneuver 

Fig. 4. (Above) An inferior pedicle was recreated in this patient, but this did not allow any elevation of the inframammary 
fold. The re-reduction was accomplished with the excision of 260 g from the right breast and 285 g from the left breast. A 
total of 950 cc of fat was removed using liposuction. (Below) The patient is shown at 7 months after her reduction, and it can 
be seen with the breasts lifted that there was no elevation of the inframammary fold. Recreation of the inferior pedicle did 
not allow weight to be removed from the lower pole of the breast, and the lower breast skin was not reverted to chest wall 
skin. (Previously published in Hall-Findlay EJ. Aesthetic Breast Surgery: Concepts and Techniques. St. Louis: Quality Medical; 
2011:425–426. Images used with permission.)
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is ineffective because that extra skin is needed 
(Fig. 1, below). The skin between the horizontal 
scar and the lower inframammary fold was origi-
nally chest wall skin. When the breast drops with 
time (more common when an inferior pedicle is 
used), the skin that was originally chest wall skin 
becomes breast skin and the original inframam-
mary fold incision migrates up onto the lower 
pole of the breast.

The skin below the horizontal scar should be 
reverted to chest wall skin (Figs. 1 through 5). This 
can be accomplished by removing weight from 

the inframammary fold area. No suturing is done 
to elevate the fold. The vertically oriented inferior 
wedge of skin and breast tissue is resected, which 
by itself results in elevation of the inframammary 
fold. Any parenchyma below the horizontal scar 
is removed, and this is complemented with lipo-
suction. This unweights the breast and allows the 
inframammary fold to rise and preserves the paren-
chyma in the Wise pattern distribution (Fig. 1, 
above). Occasionally, some skin will need to be 
removed if it is in significant excess, but any skin 
resection horizontally should be performed above 

Fig 5. (Above) In this re-reduction patient, a vertical wedge resection alone would not be adequate. She needed a 
Wise pattern skin resection on the breast and removal of significant redundant skin. It is important in these cases 
to leave the skin intact between the bottomed-out inframammary fold and the previous horizontal scar. That skin 
needs to be preserved so that it can revert to chest wall skin. The redundant skin should be removed from above 
the horizontal scar, not below. (Printed with permission ©JGentry.) (Below, left) The dotted line marks the previous 
inframammary scar. The inframammary fold itself has significantly bottomed-out and the skin between the scar 
and the fold should not be removed; otherwise, it will pull the inframammary fold down. The arrow marks a cherry 
angioma for reference to show how the inframammary fold was raised. (Below, right) The redundant skin was 
removed from above the inframammary scar, and the inframammary fold has been able to rise with removal of 
weight through direct excision of parenchyma complemented with liposuction. The inframammary fold was not 
sutured down to the chest wall.
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the original inframammary fold incision rather 
than below (Fig. 5). This will ensure that when the 
skin below the horizontal scar is returned to its cor-
rect place on the chest wall, the inframammary fold 
scar is in the correct location.

When the primary reduction uses a superior, 
medial, or superomedial pedicle, it is less common 
to see significant bottoming-out of the inframam-
mary fold, because lower breast tissue was resected 
with the original reduction. In these cases, inferior 
wedge resection and liposuction play the primary 
roles in re-reduction, without the need to address 
a bottomed-out inframammary fold. Occasionally, 
skin resection is deemed necessary during the re-
reduction. In these cases, skin is resected above 
the inframammary fold (Fig. 5).

This review has allowed us to make recom-
mendations for safe, predictable breast re-reduc-
tion surgery with a minimum of complications. 
The following principles have emerged:

1. It is important to understand the blood sup-
ply of the nipple and areola.15,16 If the pri-
mary pedicle is removed, the blood supply 
will be random pattern. Re-reduction can be 
performed safely, provided that the surgeon 
respects that a random pattern blood supply 
will not allow the nipple to be significantly 
elevated. The longest elevation in this series 
was 6 cm, and although significant tissue con-
nection deep to the nipple-areola complex 
was maintained in that case, this was one of 
the cases that developed partial nipple-areola 
necrosis. It is probably best to avoid elevating 
the nipple as much as 6 cm. It may be better 
in such cases to consider a free nipple graft.

2. Excess tissue is usually located in the infe-
rior pole. Vertically oriented inferior wedge 
resection of the inferior pole is an effective 
way of removing this excess. This inferior 
wedge resection allows removal of the glan-
dular ptosis and provides good control of 
the horizontal base diameter of the breast.

3. In most cases, skin should not be excised 
between the bottomed-out inframammary 
fold and the inverted-T scar because the skin 
below the horizontal scar needs to be con-
verted back to its original location on the 
chest wall so that the bottomed-out inframam-
mary fold can rise. In the rare case where skin 
resection is necessary, skin should be excised 
above the original inframammary fold scar.

4. Liposuction is an important adjunct to 
remove excess tissue inferiorly between the 
inframammary fold and a previous horizontal 

CODING PERSPECTIVE
Coding perspective provided by Dr. 
Raymond Janevicius is intended to 
provide coding guidance. 

19318 Reduction mammaplasty

• All breast reduction procedures are re-
ported with code 19318. There is no 
separate code for secondary reduction or 
re-reduction.

• Although the re-reduction procedure 
may be more difficult, the code remains 
the same. If the re-reduction is consider-
ably more complex, and this is well docu-
mented in the operative report, append 
modifier 22: 19318-22. This will most 
probably require a letter of explanation 
to the payer.

• Bilateral breast reduction is reported 
with code 19318-50. Some payers may re-
quire a two-line entry:

 19318
 19318-50

• Others may require the right and left 
modifiers:

 19318-RT
 19318-LT

• All breast reduction procedures, whether 
primary or re-reductions, must be preautho-
rized in writing by the payer prior to surgery.

CODING PRINCIPLE: The breast reduction 
code is global and includes the following:

• Dissection and preservation of the nip-
ple-areola complex on pedicle or harvest 
of nipple-areola complex as a free graft

• Parenchyma reduction, including lipo-
suction

• Elevation, rotation, and transposition of 
breast flaps

• Nipple-areola transposition or applica-
tion of nipple-areola free graft

• Wound closure, including excision of 
dog-ears

• Ninety days of routine postoperative care

Disclosure: Dr. Janevicius is the president 
of JCC, a firm specializing in coding con-
sulting services for surgeons, government 
agencies, attorneys, and other entities.

cpt
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scar. This can help raise the inframammary 
fold by removing the weight that pushed the 
fold down after the original breast reduc-
tion. The inframammary fold does not need 
to be sutured to the chest wall.

CONCLUSIONS
Breast re-reduction can be performed safely if 

the surgeon follows the following principles: (1) 
maintain the nipple-areola complex on a random 
pattern blood supply by deepithelializing only, and 
not creating a new pedicle or even recreating the 
original pedicle; (2) correct the excess glandular 
ptosis by removing a vertically oriented inferior 
wedge of breast tissue even if it contains the origi-
nal pedicle; (3) elevate the inframammary fold by 
removing the weight that pushes it down (this is 
best achieved by liposuction and direct excision 
between the bottomed-out inframammary fold and 
the original horizontal scar); (4) do not remove 
skin horizontally because the skin between the hor-
izontal scar and the bottomed-out infra mammary 
fold needs to be reverted to chest wall skin. If 
there is redundant skin on the breast, it should be 
removed above the inframammary fold scar.

Elizabeth J. Hall-Findlay, M.D.
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