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ABSTRACT
The authors studied twenty-five patients submitted toperiareolar mammaplasty with a lowerglandular fiap
and with more than 10 postoperative years.
Data studied included type and amount of breast parenchyma resection; amount of slún resection; age at the
time of surgery; patient's assessment of symmetry, final volume) shapejptosis) shape of the areolar-nipple
complex (ANC) and of scars; complications and level ofpatient satisfaction.

INTRODUCTION
Whenever we consider or develop a mammaplasry technique, we need to bear in mind adequate aesthetic results and the sexual and lactation functions of the
breasts'vv. The aesthetic evaluation includes shape and
symmetry attained, final volume and scars. Another
concern is long-term results(s.S).

to the area around the areolas' 11.20).

Another permanent concern is the reduction of scars'"
la). Many authors have studied approaches to limit scars

In order to prove the validity of the technique, we performed a late assessment of its results, that is, in pa-
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We have been performing marnrnaplasty using the
periareolar route with a lower glandular flap, and without a contention mesh, with satisfactory results(s.S)for
more than fifteen years (Figs. 1-8).
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tients with more than ten postoperative

years.

METHODS
We assessed 25 randomly selected patients that had
been submitted to the mammaplasty technique more
than 10 years prior to the assessment. Patients were
examined and interviewed in order to obtain information.
Data surveyed included type of glandular parenchyma
resection (Figs. 5 and 6), arnount of skin resection
and age at the time of surgery. Patients were asked
about 1) symmetry, 2) fInal volume, 3) shape/ptosis,
4) shape of ANC and 5) of scars. Patients graded each
item as 2 - 1 or O. There were 5 items, thus the final
score on surgery results ranked between O and 10. We
did not assess the surgeons' opinion because in previous srudies'v we had observed great resemblance of
their grades and patients' grades, although the latter
were more strict.
We also studied the relationship between grades and
age, skin resection and breast parenchyma resection.
We studied data on complications, re-operations, rates
of satisfaction and the patients' decision between undergoing the present technique or a different one.
When patients carne in for exarnination, another individual interviewed thern after the consultation, in
order to avoid any uneasiness.

RESULTS
Regarding parenchyma resection (Figs. 6 and 7), there
was a predominance of upper pole and "V" resections (76%) (Table I).
Regarding age, 48% were less than 19 years old, 24%
were between 20 and 29, 16% between 30 and 39,
and 12% between 40 and 49 years of age.
Patients ranked symmetry (76%) and volume (88%)
with the highest scores (2) (Table 2 and Table 3).
Shape/ptosis attained
patients (Table IV).

the highest score for 60% of

Shape of the ANC and aspect of scars, attained the
highest score for 36% and 44% of patients, respectively (Table V and Table VI).
As to final scores, 16% were below 5, 16% totaled 7,
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32% totaled 8, 16% totaled 9 and 16% totaled 10.
The relationships between grades and age, amount of
skin resection and resection ofbreast parenchyma were
studied (see discussion).
Complications are described in Table VII. ANC sensitivity remained the same on both sides.
Table VIII presents the cases of re-operation
dominance of scar revision (40%).

with pre-

The level of satisfaction is presented in Table IX. No
one referred a low level of satisfaction.
When asked what technique they would choose if they
were to undergo surgery today, 71 % would repeat
the same technique, 20% would choose a different
one and 8% would choose neither (Table X). Two
patients referred pregnancy and normal breastfeeding.
There were four patients with a postoperative
than 10 years:

of more

•

An 18 year-old patient who gave score of 10
(Figs. 9a-f).

•

A 21 year-old patient who gave a score of 9
(Figs. 10a-f).

•

A 41 year-old patient who gave a score 8
(Figs. 1 la-f).

•

A 20 year-old patient who gave a score 3
(Figs. l2a-f). This patient was re-operated
on using the periareolar approach.

DISCUSSION
The technique we developed and that we used on the
patients srudied(5.8) is based on Bustos'!", with changes
to avoid contention meshes. Meshes undoubtedly expand the indication of the technique, although authors that use them'!" 14·17) have been constantly changing the material, showing some level of dissatisfaction. We resect the upper pole more and rotate lower
glandular areolar flaps in the direction of upper skin.
The maneuver aims to achieve a hyper-projection of
the man1ffiary cone, in order to resist the opposite
pressure from the skin after the round-block"!'.
Periareolar marnmaplasry in general, and particularly
the technique with a lower glandular flap without a
contention mesh demands less skin resection than the
techniques with final T, L or even vertical scars. This
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Fig. 1 - Marking of repair stitches for periareolar mammaplasty. Stitch A is 2 em above N, which would be the mark in
Pitanguy's technique.

Fig. 2 - Incision in marking of ANC and
on lines AC / CB / BD and AD.

Fig. 3 - Skin is detached around me entire circumference of me breast, on the
plane between subcutaneous ceUular tissue and man1mary parenchyrna.

Fig. 4 - Detachment of glandular superior parenchyma, on the aponeurosis of
me pectoralis major rnuscle.

Fig. 5 - Marking of semicircle with downward concaviry with 7 to 8 em radius
frorn the nipple. The parenchyma
IS
resected above th is mark,

Fig. 6 - Resection of me upper pole of
the mammary parenchyma and "V" mark
to be resected. Resection is usually larger
on me lateral pole.

Fig. 7 - Flaps sutured on me upper pole.

Fig. 8 - Intraderrnal purse-string suture
with tension (round-block), bringing skin
edges closer rogether to externaI ANC
limits.
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limits the indication of the technique to patients with
very large breasts and particularly to patients with a
great deal of skin flaccidity.
The results of our study (Table I) show a predominance of upper pole and "V" resections (Figs. 6 and
7) in 76% of cases, since most complaims are breast

hypertrophy associated with ptosis.
There was a predominance of patients under 30 years
of age (72%). This is due to the better quality of these
patiems' skin. Given there is less skin resection than
in other techniques, we depend on satisfacrory support provided by remaining skin. Naturally, older pa-

Fig. 9a - Preoperative frontal view, 18 ycar-old patienr with rnammary nodules marked.

Fig. 9b - Preoperative

Fig. 9c - One year postoperative
(after aréola correction at 6
rnonths), with resection of 370 g frorn the right breast and 300 g
frorn the Ieft breast.

Fig. 9d - One year postoperative,

side view.

Fig. ge - Ten years postoperative,

Fig. 9f - Ten years postoperative,

side view.
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tients can also present with exceUent skin texture (Fig.
11).
Patients' assessment of results showed a very strong
positive analysis of volume (88%) and symmetry
(76%) (Tables Il and IIl). We believe this is due to
the development of the technique, with more rota-

tion of lateral and medial flaps that allows for more
projection of the mammary cone and avoids the flattened shapes observed in the early stages of the technique. The rate of satisfaction feU (60%) when shape
and ptosis were analyzed (Table IV). The small amOLU1t
of skin resection and lack of elasticity are the major

Fig. 10a - Preoperative frontal view, 21 year-old patient.

Fig. 10b - Preoperative, side view.

Fig. lOc - Six months postopcrative (no areola correction), with
resection of 220 g from the right breast and 130 g from the Ieft
breast.

Fig. 10d - Six months postoperative, side view.

Fig. 10e - Eleven years postoperative, frontal view. Gave score 9.

Fig. IOf - Eleven years postoperative, side view.
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factors. These facts make us restrict the indication of
the technigue or seek the development of support
materials that are widely accepted by most surgeons
and mastologists.
When we analyze ANC shape and the aspect of scars,
we find the worst evaluations (Tables V and VI). We

may analyze this fact in rwo ways. The first is that the
suture of a large ring around the areolas is in fact more
difficult than in other techniques and that the roundblock (Fig. 10) is not always enough to hold ANC
distension, especially in patients with poor skin resistance. The second way to evaluate this fact is that,
like in any mammaplasry technigue, patients are strict-

Fig. LIa - Preoperative frontal view, 41 year-old patient.

Fig. l Ib - Preoperative, side view.

Fig. llc - Eight months postoperative (no areola correction),
with resection of 40 g from the lefi:breast and without resection
on the right breast.

Fig. lld - Eight months postoperative, side view.

Fig. lle - Eleven years postoperative, frontal view. Gave score 8.

Fig. IH - Eleven years postoperative, side view.
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est and complain most about scars'!: 3,4,20). Because in
this technigue they only exist on the areolas, complaints concentrate on this point. Probably both aspects analyzed are true, and further studies and advances are necessary regarding these iterns for us to
expand the indication of the technique.

The analysis of fInal scores shows 80% of them above
7. Since the items "evaluation of ANC" and "evaluation of scars" overlapped, we observed that out of 5
items, 2 concentrated lower scores. As to satisfaction,
88% of the patients say they are very happy 01' happy
(Table IX), which is similar to patient evaluation of
other techniques"- 3,4,18·20).

Fig. 12a - Preoperative frontal view, 20 year-old patient.

Fig. l2b - Preoperative, side view.

Fig. 12e:" Eleven years postoperative (after areola correetion the
5th month), with reseetion of 500 g from the right breast and 350
g from the left breast,

Fig. 12d - Eleven years postopcrative, side view.

Fig. 12e - Ten years postoperative, frontal view. Gave score 3.

Fig. l2f - Ten years postoperative, side view.
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In the analysis of scores in relation
some interesting facts. No patient
age gave a score lower than 6, and
score 10 were below 29 years of
surgery.

to age, there were
below 19 years of
ali those who gave
age at the time of

The study of the arnount of skin resection in relation
to score is inconclusive, and may lead us to aSSlU11e
that the guality of the skin is more importam than the
amount resected.
When we analyze how the guantity of tissue resected
relates to the score, we will notice a greater concentration of good scores in the larger resections, and ali
scores of 10 (4 patients) in resections above 200 g.
This emphasizes the previous assumption: when having to support less weight, good skin is able to hold
and keep the good shape of the new breasts.
We have included insufficient reduction in the item
"complication" (Table VII) (although it is not in fact
a complication) because they were the two cases that
underwent reoperation, one by the periareolar technigue and the other by Pitanguy's technigue. We also
noticed two cases of reduction in ANC sensitivity, both
unilaterally, which indicates a problem in the execution rather than in the technigue.
In the item "reoperation" (Table VIII), the frequent
incidence of areola scar revision (40%) stands out.
These revisions were perforrned at the outpatient levei
under local anesthesia, 6 months after the initial surgery By then, excess skin aIld tension on the areolas
had already accommodated, and basically the scar was
resected, with a new round-block (with thinner nylon 4-0) and intradermal suture. The control of this
rype of event was straightforward so long as patients
were warned preoperatively of the possibility (and in
some cases the probability) of a revision being necessary.
In Table IX it is possible to see satisfaction in 88% of
the cases. Of the three cases that reported dissatisfaction, two were reoperated as described above, and one
did not want to undergo new surgery. The main complaint of this patient was ptosis.
In the analysis of which technigue they would choose
if they were to undergo surgery today (Table X), interesting facts arose. The two patients who were reoperated said they would not undergo any surgery.
And, in spite of the high satisfaction rate, four of the
patients who said they were happy claimed they would
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choose another technigue. They all said that they
would decide to place an implant, with or without
skin resection, maybe as a conseguence of a current
trend towards larger breasts.
The patients presented herein show consistem results
when there is good guality skin, which is not totally
related to age (Fig. 11). When we are dealing with
thinner skin, poor in elastic fibers, (Fig. 12), we see
the occurrence of ptoses and/or stretching of the areolas. The indication of this technigue should be thoroughly discussed with patients in the preoperative
appointment.

CONCLUSION
•

The technigue of periareolar marnmaplasry
with lower glandular flap attains high satisfaction rates (88%) for long-term results.

•

Ir is a technique with good indication for
selected cases, and it is a good option in the
surgeon's arrnamentariurn.

•

Complication rates are similar to those of
other teclmigues.

•

Further studies should be conducted
prove scar appearaI1Ce.

•

Scar revision rates are high (40%).

to im-
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