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Original Article

Introduction: Mammoplasty is an aesthetic and functional procedure, considered an arduous 
surgery, intending to improve the breasts’ shape with a minimum of apparent scarring and 
reposition the nipple-areola complex. There is no standard procedure, and a technique’s choice 
depends on different factors, which justifies the diversity of techniques described. We will present 
the mirrored “D” technique broadly in different (anatomical) scenarios, together with laser-assisted 
liposuction with standard marking, which facilitates the surgical procedure with final symmetry and 
maintenance of aesthetic results, correcting the recurrences. Methods: Technique performed in 46 
patients, female, without exclusion of race, between 20 and 66 years old, operated by the authors 
between January 2017 and March 2020, at the Hospital Antoninho da Rocha Marmo - São José dos 
Campos - Brazil. Retrospective work with the application of the validated Breast-QTM questionnaire 
to assess the degree of satisfaction. Results: There was no surgical revision, postoperative infection 
or necrosis of the papillary areolar plaque, 5 cases of papillary areolar plaque epidermolysis, treated 
with flavonoids and horse chestnut (linfa creamTM), without sequelae. Parenchyma resection from 
80 to 1,100g, average 477.1g. Laser-assisted liposuction between 150 to 790ml, average 438.6ml. 
The final vertical scar averaged 6.7cm, stable after two years, with Breast-QTM evaluation of very 
satisfied (86%). Conclusion: We consider the mirrored “D” technique and laser-assisted liposuction 
a good surgical option due to its systematization and versatility in different mammoplasty 
scenarios, maintaining a coniform shape with a smaller scar and maintaining the validated results. 

■ ABSTRACT

Keywords: Breast; Lasers; Skin; Plastic surgery; Mammoplasty.

Introdução: A mamoplastia é um procedimento estético e funcional, considerada uma cirurgia 
árdua, com o objetivo de melhorar as mamas na sua forma com o mínimo de cicatriz aparente 
e reposicionar o complexo areolopapilar. Não existe um procedimento padrão e a escolha de 
uma técnica depende de distintos fatores, o que justifica a diversidade de técnicas descritas. 
Apresentaremos a técnica em “D” espelhado, de uma maneira ampla em distintos cenários 
(anatômicos), junto à lipoaspiração assistida por laser com marcação padrão, o que facilita 
o procedimento cirúrgico com uma simetria final e manutenção de resultados estéticos, 
corrigindo as recidivas. Métodos: Técnica realizada em 46 pacientes, do sexo feminino, sem 
exclusão de raça, entre 20 a 66 anos, operadas pelos autores entre janeiro de 2017 a março 
2020, no Hospital Antoninho da Rocha Marmo - São José dos Campos - Brasil. Trabalho 
retrospectivo com aplicação do questionário validado Breast-QTM para avaliar o grado de 
satisfação. Resultados: Não teve revisão cirúrgica, sem infecção pós-operatória ou necrose da 
placa areolopapilar, 5 casos de epidermólise da placa areolopapilar, tratados com flavonoides e 
castanha da índia (linfa creamTM), sem sequelas. Ressecção do parênquima de 80 a 1.100g média 
477,1g. lipoaspiração assistida por laser entre 150 a 790ml, média 438,6ml. A cicatriz vertical 
final média 6,7cm, estável após 2 anos, com avaliação Breast-QTM de muito satisfeito (86%). 
Conclusão: Consideramos a técnica em “D” espelhado e lipoaspiração assistida por laser uma 
boa opção cirúrgica pela sistematização e versatilidade em diferentes cenários de mamoplastia, 
mantendo formato coniforme com cicatriz menor e manutenção dos resultados validados.

■ RESUMO

Descritores: Mama; Lasers; Pele; Cirurgia plástica; Mamoplastia.
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replacing fat in areas of depression or restoring the 
convexity of a region. The objective of liposuction is 
to leave the body harmonious (concave and convex), 
sometimes following the musculature or eliminating 
shadow triangles (accumulations) and leaving the light 
(convexity).

In the last three decades, new technologies such 
as ultrasound and laser were developed to improve 
liposuction and used to increase the effectiveness, 
safety, and reduce the time of the procedure, benefiting 
patients and surgeons without neglecting the contour 
result.

In the literature, laser-assisted liposuction 
(LAL) was first described by Dressed (1990) apud 
Apfelberg et al. (1994)9. Shortly after that, Apfelberg et 
al. (1994, 1996)9,10 reported using a 1,064nm light source 
during liposuction in 51 patients.

LAL photothermal energy melts fat11, making 
this procedure ideal for technically difficult cases, 
such as fibrous areas in the breast, abdomen, back, 
male flanks10, and surgical revisions, where the tissue 
is difficult to access or access presents irregularities12,13.

Compared with traditional liposuction (LT), 
LAL can reduce postoperative pain and edema and 
hematomas14-18 due to thrombosis of blood vessels 
and laser-induced closure of lymphatic channels18. 
Several studies demonstrate the use of LAL, with good 
aesthetic results described, with an important skin 
retraction, less blood loss, decreased physician fatigue, 
justified by the easy emulsification of fat, which allows 
quick, efficient and less efficient time13,18.

Other studies claim important collagen production 
stimulated by the heating of the deep dermis and the 
connective septa of the subcutaneous tissues, inducing 
collagen denaturation (neo-synthesis) and protein 
production, followed by vascular proliferation19,20.

Jean et al. (2015)20 suggest potential advantages 
of LAL over LT, preserving nerve endings and better 
blood vessel clotting with less blood loss and mild 
ecchymosis.

The coagulation-modified collagen observed in 
microscopy could explain the great aesthetic benefit 
in skin retraction, increasing its tone and texture, with 
considerable improvement in flaccidity16,21,22. This is the 
specific clinical indication that makes LAL a superior 
choice compared to TL14,22. LAL can also be considered 
a complement and, by some colleagues, a substitute 
for traditional liposuction15. Regarding the learning 
curve, it is indisputable that there is more specific 
training with LAL when compared to LT15. Wolfenson 
et al. (2015)23 described the various regions that can 
be treated with (LAL): flanks (31.5%), face/submental 
(28%), abdomen (19.5%), breasts (male) (14%) and other 
regions (7%).

INTRODUCTION

Currently, Brazil ranks second in the world 
ranking of plastic surgeries and first in non-surgical 
procedures, according to the latest statistic from the 
International Society of Aesthetic Plastic Surgery 
(ISAPS), in 2019. In the last census carried out by 
the Brazilian Society of Plastic Surgery (SBCP - 
Sociedade Brasileira de Cirurgia Plástica) from 20181, 
we found that the most performed procedures are 
breast augmentation in the first place, representing 
18.8% of surgeries, followed by liposuction with 
16.1%, abdominal dermolipectomy with 15.9%, 
mastopexy with 11.3% and breast reduction with 9.9% 
of procedures; equating with the reference of statistics 
worldwide.

Mammoplasty is an aesthetic and functional 
procedure aimed at replacing the nipple-areola complex, 
reducing the size of the breasts, and improving its shape 
with minimal scarring. However, there is no consensus on 
an ideal technique2-5, justifying the diversity of techniques 
described.

Patients who seek a mammoplasty do it intending 
to relieve physical and emotional discomfort, according to 
Sabino Neto et al. (2008)6. When choosing the technique for 
successful breast surgery, we must reflect between the shape 
and the final scar3-5 and consider several important points in 
the assessment: the type of breast, shape, size and degree of 
ptosis. Decide on the type of areolopapillary pedicle (superior, 
inferior, lateral, medial, or central) in gland resection (medial, 
lateral, superior, inferior or peripheral). Analyze the final 
scar whether inverted “T,” periareolar, vertical or L5. Think 
about combined treatments with or without the inclusion of 
prostheses, lipotransfer or use of laser, as well as considering 
skin and scar care (drug delivery).

Instruments that assess patients’ satisfaction 
and quality of life are increasingly used in breast 
surgeries, both aesthetic and reconstructive. The 
PRO measures (patient-reported outcomes) offer 
the possibility of objectively quantifying the results 
from the patient’s point of view. Breast-QTM is a PRO-
designed instrument, a questionnaire considered to be 
an internationally known tool developed to assess the 
results of breast surgeries, specifically to measure the 
quality of life and satisfaction of patients undergoing 
this surgery7,8.

Spear et al. (2004)4 report that after an analysis 
of 6 years in their practice, their indexes showed 
post-surgical revisions in 54% of patients, for various 
reasons, the most common being the desire for higher 
breasts.

Liposuction is the second most performed 
procedure globally, liposculpture that remodels 
specific areas of the body, removing excess and often 
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In the literature, the LAL technique has also been 
used to treat gynecomastia24; in a study carried out by Kwang 
et al. (2015), 24, 13 patients with gynecomastia underwent LAL. 
Before the procedure, chest circumference measurements 
were recorded, and breast thickness was controlled with CT 
images. Twelve weeks later, the patients were again reviewed 
using the same measurements, and both the mean chest 
circumference and breast thickness decreased significantly24. 
This type of study opened the range of indications for LAL in 
different body regions and among them the breast, not only 
for the treatment of gynecomastia but also as a supporting 
procedure in reconstructive and aesthetic breast surgery.

LAL is based purely on a thermal effect13,17,23,25,26, 
the following properties should be considered when 
determining the effectiveness of laser lipolysis: the 
wavelength used and the energy released17, as well as 
the time applied to the tissue. The laser light energy 
is converted into thermal energy inside the adipose 
tissue; it diffuses to the dermis and probably to the 
skin surface, reaching 48°C - 50°C to induce collagen 
contraction and strengthening of the cutaneous 
tissue16,22. This shrinkage effect is continuous and 
can be identified for up to 3 to 6 months after 
the procedure12,22; therefore, continuous thermal 
monitoring is necessary, as the damage directly 
depends on the applied energy21,27.

According to Badin et al. (2005)12, in their study, 
3,000 joules of energy per area resulted in significant 
irreversible damage compared to an area treated with 
lower power (1,000J). In other publications, adipocyte 
liquefaction, tissue carbonization and epidermal damage 
were observed with higher energy settings22,27-29.

Seeking better results in the treatment of breasts 
and their recurrences, a combination of considerations, 
adaptations and new technologies is acceptable. The mirror 
“D” mammoplasty technique described by the authors30,31, 
originally indicated for primary mastopexy and inclusion 
of silicone implants in hypoplastic breasts associated with 
moderate to severe ptosis. In this paper, we will present 
our experience of a systematic procedure in all our breast 
surgeries to treat primary and secondary mastopexies 
without implants, in association with LAL with maintenance 
and satisfaction of results, and validation with the Breast-QTM 
questionnaire.

OBJECTIVES

To present a reduction mammoplasty technique 
with the procedure’s systematization, use of LAL, and 
maintenance of results validated with Breast-QTM.

METHODS

We performed the lipomammoplasty technique 
using the mirrored “D” 7,8 and laser in 46 female 

patients, without exclusion by race, aged between 20 
and 66 years, operated by the authors between January 
2017 and March 2020. The authors performed the 
procedures at the Hospital Antoninho da Rocha Marmo 
- São José dos Campos (CEP: 005/ADM/ARM/2020). 
The main complaint was breast ptosis. We used proper 
marking to determine the areas of decortication, skin 
resection, medial bipartite flap, assembly with crossed 
flaps and resection of the excess lateral flap to achieve 
breast harmonization—the flap with medial pedicle 
and vertical scar as the final result.

In all patients, to infiltrate and remove the emulsified 
fat, we used the technique of vibrolipoaspiration with a device 
branded vibrolipoTM registered by Anvisa.

Since 2015, in our In practice, we introduced the 
use of the DeligthTM brand laser registered at Anvisa, 
which has two wavelengths that we use according to 
the purpose of the treatment.

The laser at 915nm (for lipolysis) has selectivity 
on adipocytes, making the converted heat absorbed 
by the fat, causing its emulsification and subsequent 
excretion by the body.

In the laser at 980nm (for skin retraction), the 
selectivity is given by water, whose intense heating 
causes the retraction of collagen and elastin fibers, 
stimulating their regeneration and returning the tissue 
to a firm and delineated appearance, a key effect for 
the treatment of flaccidity.

The infiltration must be carried out in the same 
region to be aspirated, always in the intermediate 
subcutaneous layer (between the lamellar and areolar 
layers).

All patients were evaluated weekly during the 
first month, monthly until the sixth month and every 
three months until completing one year postoperatively 
(PO). After that, every six months until completing 24 
months PO. The Brest-QTM questionnaire was applied 
preoperatively, at 12 months and 24 months.

Surgical technique

1. Marking

Mirrored “D” technique

The marking of the patient is performed in the 
supine position and arms close to the trunk. There is 
a difference of up to 1cm in the breast crease when 
compared to the crease marked in the standing 
position, which, in our experience, is reflected in 
a more appropriate and natural shape in the final 
result. In this position, the breasts naturally assume 
a symmetrical spatial adjustment, easily visualized 
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in the positioning of the nipple-areola plate (NAP), 
canceling out the visible asymmetries in the orthostatic 
position, justified by the action of the volume and 
gravity binomial, which facilitates marking, resulting 
in naturally occurring breasts symmetrical.

With the patient in the supine position, a midline 
is marked from the sternal notch to the umbilical scar 
and the submammary crease, formed naturally by the 
positioning of the breasts in decubitus (Figure 1):

the end of the vertical scar, which provides symmetrical 
parallel vertical scars due to the 1cm difference in the 
marking between points A and B (Figure 1).

The mirror marking of the “D” on the other side 
is done in the same way. The “D” arch is different in 
most cases, depending on the asymmetry of the breasts.

Laser-Assisted Liposuction (LAL) technical marking

We divided the breast into four quadrants and 
marked the excess fat in the breast extension (anterior 
axillary line to posterior axillary line), including the 
axillary region (Figure 2).

Figure 1. Patient lying down with arms close to the body, marking the midsternal 
line, submammary and ABCD points. Point A: 10cm from the inframammary fold 
and 9cm from the midsternal line at the intersection of these lines, mark A. Point B: 
10cm from the midsternal line in the submammary fold. Point C: 3cm from Point A, 
on the straight line between A and B. Point D: with bidigital maneuver considering 
maximum skin resection and arch closure.

2. Infiltration used

We infiltrate with the vibrolipo with a Klein 4mm 
cannula; we always recommend that it is wet with a 
solution of 1,000ml of saline solution + 4 ampoules of 
adrenaline (1:250,000).

3. Laser-Assisted Liposuction (LAL)

It is important to emphasize that we never aspire 
to the superior interior quadrant. We applied lipolaser 
in the superior and inferior external and inferior 

Figure 2. Lipolaser breast marking - marking the quadrants according 
to Tables 2 and 3. A 36-year-old patient with results after six weeks of 
lipomammoplasty, with the “D” technique + lipoadominoplasty with LAL.

A B

C D

POINT A: This point is marked 10cm from the 
inframammary crease and 9cm from the midsternal 
line; the place of the intersection of these lines, we call 
point A.

POINT B: Considering the submammary crease 
naturally formed in the decubitus, point B is marked 
at 10cm from the midsternal line.

The union of points A and B determines the 
straight part of the “D” design.

POINT C: Point C is marked 3cm from point A 
on the straight-line joining A and B.

POINT D: With a bidigital block maneuver, 
point D corresponding to the maximum point of skin 
resection is marked.

DRAWING of the “D”: The mirrored “D” 
closure occurs by joining in a straight line between 
points A and B, and an arc laterally, from point A 
to point B, passing through D, including the areola 
superiorly, wherever it is located and respecting the 
limit of point D for the lower continuation of the arc.

The junction of points C and D at the end of the 
surgery will coincide with the lower edge of the new 
positioning of the areola. The beginning of the final 
vertical scar, which will be approximately 6 to 7 cm in 
length to the inframammary fold, being the point B is 
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interior quadrants (Tables 1 and 2). In contrast, the 
vibrolipo is performed in the superior and inferior 
exterior quadrants, respecting the inferior interior.

Table 1. Laser application: 915nm (lipolysis).

Region Power

Superior exterior quadrant 2000J

Inferior exterior 1000J

Inferior interior 1000J

Breast extension 1000J

Total energy used 915nm 25W of power 5000J

Table 2. Application of laser: 980nm (skin retraction).

Region Power

Superior exterior quadrant + exterior inferior 3000J

Inferior interior 500J

Breast extension 1000J

Total energy used 980nm 25W of potency 4500J

Procedure steps and care

a. We use skin protectors.
b. The fiber must always be introduced into 

the fat tissue in the intermediate plane, tunneling the 
tissue (Figure 3). If the fiber is superficial, there is a risk 
of burning, and if it is too deep, in addition to losing 
the plane, it may have the risk of affecting organs. In 
inexperienced hands, it is very easy to transfix the fascia 
or the pleura in the thoracic region.

c. Always follow the fiber light(Figure 3). When 
the light is barely visible, it is in a deep plane; if it is 
very strong, it is in a superficial plane.

Figure 3. Quadrant liposuction with LAL following the light for plan 
treatment.

f. Infiltration plan: infiltrate in the intermediate 
plan, which is the same plan we apply LAL.

g. At any sign of vascular alteration of the tissue, 
take the following measures: we use moist compresses 
and apply a cream with flavonoids in the affected 
region, helping the tissue flow (linfa creamTM registered 
at Anvisa), improving edema, pain and hyperchromic 
stains, in case of hematomas due to hemosiderin 
accumulation. We also prescribe for home use. We 
use this product in all our surgical procedures in the 
immediate postoperative period (dressing).

4. Technique in “D”: procedure

Schwartzman Maneuver:

The surgery begins with marking the areola with 
a 4cm areolotome, followed by decortication of the skin 
over the tissue, in the extension of the marking of the 
“D” (Figure 4A).

Making the flap p. medial:

The medial flap is marked with a 5cm base and 
at least 1cm around the areola. The tissue is detached, 
maintaining a thickness of +2cm from the lateral edge 
to the base of the flap (Figure 4B).

Split flaps:

It starts with the demarcation from the “D” to 
the subcutaneous tissue and subsequent detachment 
of the skin with a dermofat flap of approximately 2cm, 
following a plane below the lipolaser and close to the 
breast parenchyma to the anterior axillary line and 
medially to the parasternal line. We continued with 
constructing a subglandular pocket, preserving the 
parenchyma implantation at point B and following the 
AB line to the second costal arch superiorly, avoiding 
wide detachment and thus creating only a central 
tunnel, maintaining the medial implantation of the 
breast. After gland release, we started making bipartite 
flaps, using the “D” arch to define the beginning of the 
perpendicular dissection up to the muscle fascia, thus 
preserving the “D” arch and decorticated in the medial 
flap (Figures 4C, D and E).

Mounting:

The medial flap is folded over itself, supero 
medially. Keeping the insertion of the parenchyma 
at point B (Figures 5A, 5B and 5C). The lateral flap 
is pulled medially inferiorly, towards the xiphoid 
appendix (Figure 5D). All parenchyma beyond the 
AB line is resected; we continue with the inferolateral 
resection, thus creating the new inframammary fold.

d. The fiber should always be parallel to the skin tissue.
e. The infiltration needs to be moist; we do not 

recommend tumescent, as it could lose the result of skin 
retraction.
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Figure 4. A: Schwartzman Maneuver; B: Making a medial flap; C, D, and 
E: Internal flap release in the “D” arch and flap splitting preserving the 
parenchymal insertion at point B, going to the second intercostal arch, and 
tunneling the dissection.

A B

C D

E

Figure 5. A: Bipartite lateral (external) and medial (internal) flaps; B: With an Allys 
forceps, we rotate the medial flap on itself superomedial. C: Medial flap maintaining 
its insertion in the parenchyma coinciding with point B; D: Inferomedial tractioned 
lateral flap prepared for resection.

A B

C D

The medial flap will be the same on both sides, 
and the lateral flap will vary upon resection, depending 
on previous breast asymmetry; resected in bands 
(Figures 6A and 6B).

Sutures with five fixation points:

Suture of the breast parenchyma is performed 
with 2.0 mononylon thread, joining the stitches 
with inferomedial traction of the lateral portion for 
medialization of the same:

First point: approaching the medial pillars and 
lateral at the junction of points CD, (beginning of the 
column);

Second point: keeping the medial traction, joining 
the parenchyma with the fascia of the m. serratus at 
point B level coinciding with the beginning of the 
inframammary fold (end of the spine);

Third point: performed on the middle of the 
AB line between the first and second points, used for 
lateral support of the spine;

Fourth and fifth points: fixing the lateral 
parenchyma with the muscle fascia, defining the end 
of the new inframammary fold (Figure 6).

After fixation, closure is continued by planes, 
mononylon 3.0 superficial parenchyma, colorless 
mononylon 4.0 subcutaneous and, finally, intradermal 
with 4.0 monocryl (Figure 7).

Areola marking:

The junction of points C and D will coincide with 
the lower edge of the new positioning of the areola and 
the beginning of the vertical scar (Figure 8).
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Figure 6. A: The lateral flap is pulled and resected in bands, placing the 
fixation points between the lateral and medial flap, which is already in 
rotation, point 1 brings the pillars closer to the CD marking, point 2 at the 
level of point B tractioning the end of the spine; B: Point 3 in the middle of AB 
between the first and second point; points 4 and 5 to define the submammary 
fold, performed in the lateral parenchyma in the muscle fascia; C: Removal 
of Allys from the medial flap that remains fixed; D: Conical harmonic shape 
with good upper pole contour after assembly as described in point numbering.

A B

C D

Figure 7. Final skin closure, nipple-areola marking.

A B

Figure 8. A: Vertical closure and nipple-areola complex marking that coincides 
on the CD of the initial marking, B: Final areola and vertical healing.

Drain:

Portovac 3.2, introduced in the midaxillary line, 
below the new inframammary fold, is located between 
the parenchyma and the dermofat flap and removed 
on the second postoperative day.

Dressing:

Dry, performed with X-shaped crisscross 
micropore strips, directly over the scar, maintained 
for seven days.

RESULTS

Surgical revision was not required in any of the 
cases presented. There was no occurrence of post-
surgical infection or necrosis of the papillary areolar 
plaque and the scar.

There were 5 cases of epidermolysis of the 
papillary areolar plaque, successfully treated 
with flavonoids and horse chestnut (linfa cream - 
Claremom), without sequelae.

The average resection of the parenchyma was 
477.1g ranging from 80 to 1100g.

The amount of liposuction (LAL) was on average 
438.6ml between 150 to 790ml.

The length of the vertical scar was stable at an 
average of 6.7 cm (between 6.1-7.5) after two years 
(Figure 9).

The results with this technique were considered 
satisfactory, validated with the Breast-QTM questionnaire, 
reduction/mastopexy module (pre and postoperative), the 
evaluation percentages were described in Table 3.

Currently, the combination with laser is used 
in all our breast procedures and body treatment 
(abdomen, buttocks, arms, thighs and face/submental). 
Its combination brought us greater benefits in terms of 
surgical time and results (Figures 2, 10 and 11).

Areola suture in two planes, subcutaneous with 
mononylon 4-0 colorless and intradermal with monocryl 4.0.
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Figure 9. Study group with age of patients and final vertical scar.

Table 3. Summary of the Breast-QTM questionnaire in the 46 patients studied.

Postoperative module Very satisfied 88%
Result of your surgery I totally agree 72%
How do you feel after surgery All the time 82%
How often do you feel Most of the time 83%
Last two weeks in no time 96%
Information obtained from your surgeon Very satisfied 74%
Satisfaction Very satisfied 86%
About your plastic surgeon Completely agree 73%
About the medical team Completely agree 92%
Office professionals Completely agree 92%

Figure 10. A. 60-year-old patient preoperatively after lipomammoplasty with
LAL and mirrored “D” technique + abdominoplasty anterior view; B. 1 year
of PO; C. Preoperative - side view;D. with one year of PO.

A B

C D

Figure 11. A.48-year-old patient preoperatively after lipomammoplasty with
LAL and “D” technique mirrored anterior view; B. 2-year postoperative
period;C. Preoperative - side view; D. 2-year postoperative period - lateral view.
LAL: LAL - Laser-Assisted Liposuction

A B

C D

DISCUSSION

The mirrored “D” technique has been used for 
15 years, showing benefits such as reducing the tension 
of the papillary areolar plate (PAP) and, mainly, parallel 

vertical scars7,8. With the association of laser liposuction 
since 2015, with an improvement in the definition of the 
inframammary fold and a reduction in breast changes.

Its aesthetic results with smaller scars regardless 
of breast size, with an average final vertical scar of 
6.7cm after two years of follow-up, and a reduction in 
breast ptosis recurrences, strengthen what has been 
described in the literature.

The degree of patient satisfaction was an important 
benefit for the advancement of the technique, especially 
concerning harmony, homogeneous skin retraction and 
better breast contour. The maintenance of the results was 
longer lasting when compared to the results obtained with 

other vertical scar techniques previously performed in 
our service, with a degree of satisfaction of very satisfied, 
representing 86% in the questionnaire applied (Breast-QTM).
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