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Periareolar (circumareolar) mastopexy with conical breast implants

d.	 Height of the breasts,
e.	 Quality of the scar,
f.	 Position of the areola,
g.	 Size of the areola.

RESULTS

The age of the patients at the time of surgery 
ranged from 22 to 55 years (mean, 33 years). The 
postoperative follow-up time ranged from 6 to 26 
months (mean, 15 months).

Concerning the degree of ptosis, most patients 
presented with grade I and II ptosis, according to 
the classification of Regnault. Only five patients had 
grade III ptosis (Figure 3).

Concerning the presurgery position and the size 
of the nipple-areola complex, 19 patients exhibited 
asymmetry, 6 showed lateralization, and 4 had large 
areolas, with some combination in the same patient 
(Figure 4).

The volume of prostheses ranged from 215 to 380 
mL, with the most frequently used being 300 mL and 
345 mL. All prostheses were conical, 5 pairs with a 
high profile and 18 pairs with an extra-high profile. 
In four cases, prostheses of different volumes were 
used to balance differently sized breasts.

Complications related to the placement of the 
implant were evaluated, such as hematoma, seroma, 
infection, capsular contracture, undulations, palpable 

edge, or mobilization of the implant in the period 
studied. No complications were found.

There were two cases of enlargement of the 
scar; however, there were no cases of enlargement 
the areola, hypertrophic scar, or areolar necrosis. 
In most cases, wrinkling of the periareolar skin was 
initially observed; however, a complete improvement 
was observed between 1 and 2 months after the 
surgery in all cases.

In the satisfaction questionnaire, 21 of 22 
patients were satisfied with the results. They 
considered the aspect of the breast to be natural 
in appearance (Figure 5), and gave good grades 
concerning the form, symmetry, and height of the 
breasts; quality of the scar; and position and size 
of areolas (Figure 6).

Photographs of the preoperative and postoperative 
period in some cases are shown in in Figures 7 to 11.

Figure 3. Degree of ptosis (according to the Regnault classification).

Figure 4. Changes in the position and size of the nipple-areola 
complex.

Figure 5. Patients’ evaluation of the final aspect of the breasts.

Figure 6. Results from the satisfaction questionnaire.
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Figure 7. (A, C, E) Preoperative aspect of a 55-year-old patient 
with grade I ptosis who desired breast augmentation and breast 
pexy. (B, D, F) Postoperative aspect at 8 months after periareolar 
mastopexy with a conical prosthesis (300 mL, extra-high profile).

Figure 8. (A, C, E) Preoperative aspect of a 29-year-old patient 
with grade II ptosis, asymmetry, and sharp lateralization of the 
nipple-areola complex. (B, D, F) Postoperative aspect at 18 months 
after periareolar mastopexy with a conical prosthesis (280 mL, 
high profile).

Figure 9. (A, C, E) Preoperative aspect of a 46-year-old patient with 
asymmetry and grade I ptosis, who already had a 220-mL breast 
prosthesis placed 10 years ago and wanted breast augmentation 
and pexy. (B, D, F) Postoperative aspect at 12 months after 
periareolar mastopexy and replacement with a conical prosthesis 
(380 mL, extra-high profile).

Figure 10. (A, C, E) Preoperative aspect of a 33-year-old patient with 
hypoplasia and grade I mammary ptosis. (B, D, F) Postoperative 
aspect at 18 months after periareolar mastopexy with a conical 
prosthesis (380 mL, extra-high profile).
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DISCUSSION

In the initial work on the use of periareolar 
mastopexy associated with breast augmentation, a 
high incidence of unsatisfactory results was reported, 
mainly owing to the enlargement of the areola, 
flattening of the breasts, and poor-quality scars, 
which occurred in up to 40% of cases9,11,12. In our 
study, however, we managed to obtain natural-looking 
breasts, with few complications and a good patient 
satisfaction index. This significant improvement of 
results has been reported in other recent studies1,2,4,10, 
and is due to the refinement of the technique and its 
indications, which will be discussed below.

In relation to the degree of ptosis, most patients 
(77%) presented with ptosis grades I and II, which, 
in most of the surgeries, were the main indications 
for this approach4. The three patients who had 
grade III ptosis had satisfactory results, and this 
extension of indication has been reported in more 
recent studies1,2,10. However, the case with the most 
advanced grade of ptosis (grade III) was the one that 
presented scar enlargement and an unsatisfactory 
result, according to the patient’s own evaluation. 
This indicates that, in cases of more severe ptosis, 
the association of a vertical scar, in “L” or inverted 
“T”, may give better results.

As shown in Figure 4, a large proportion of patients 
presented in the preoperative period, in addition to 
ptosis, other changes of the nipple-areola complex, 
such as asymmetry, lateralization, or large areolas. 
These changes occur with great frequency in patients 

and, when small to moderate, can be corrected or 
softened during the withdrawal of periareolar skin1,2. 
The correction of these changes in the nipple-areola 
complex is an important indication of the technique, 
especially in patients with mild ptosis, in which the 
simple placement of the implant, in some cases, would 
correct the ptosis but would not correct asymmetry, 
lateralization, or large areolas.

The size and shape of the prostheses used plays 
an important role in the final outcome. As mentioned 
above, the average volume used was 330 mL (not 
exceeding 380 mL). This average is in agreement 
with the literature that shows better results with 
moderate augmentation; thus, very large volumes 
should be avoided1,2,4. More recent studies have used 
better designed implants, with a high or an extra-high 
profile, in varying forms, to achieve more natural-
looking breasts1,2,4,10. In this study, in addition to the 
use of high- and extra-high-profile prostheses, we 
suggest the use of conical implants, which has the 
advantage of presenting a higher projection of the 
areola and breast, avoiding breast flattening and 
therefore attaining the most natural result.

In this study, we did not find any complication 
related to the placement of the implant, such as 
hematoma, seroma, infection, capsular contracture, 
undulations, palpable edge, or implant mobilization. 
We attribute this result to a systematic and careful 
surgical technique, with blunt juxtamuscular dissection 
just above the fascia, creation of an ample pocket, 
washing with saline solution, and rigorous hemostasis. 
In addition, coating the implant with polyurethane 
may have helped because it was found to be related 
to a lower incidence of capsular contracture13.

Two cases of moderate scar enlargement were 
observed; however, no cases of hypertrophic scar 
or change in the form of the areola were observed 
(the enlargement, flattening, and distortion of the 
areola are the major complications of the periareolar 
technique)12,14,15. This result is mainly due to the 
conservative removal of periareolar skin and the 
round-block or continuous circumareolar suture 
technique, in the deep dermis8. This suture technique, 
which controls the tendency of areolar enlargement, 
allowed for the expansion of the application of 
various periareolar techniques7. In our patients, we 
used nylon 2.0 suture and a curved needle. Some 
studies have shown good results with the use of Gore-
Tex, a heavy permanent suture that slides well in 
the dermis, with a straight needle14. Other studies 
propose that the periareolar incision should be made 
in zigzag form to achieve a more natural-looking 
final scar16. We believe that all improvements are 
possible; however, the key to controlling the size of 
the areola is the round-block technique associated 
with the conservative removal of periareolar skin.

As seen from the questionnaire answered by 
the patients (Figures 5 and 6), there is a good level 
of satisfaction with the surgery. From the review of 
the literature and the experience gained with these 
surgeries, we conclude that the ideal indications for 

Figure 11. (A, C, E) Preoperative aspect of a 34-year-old patient 
with grade III ptosis, mammary asymmetry, and large and 
lateralized areolas. (B, D, F) Postoperative aspect at 6 months 
after periareolar mastopexy with conical prostheses (extra-high 
profile, 300 mL in the right breast and 345 mL in the left breast).
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breast augmentation with periareolar mastopexy 
are as follows7:

●● 	Large areolas in the preoperative period;
●● 	Mild to moderate nipple and/or breast ptosis 

that cannot be corrected only with the implant;
●● 	Congenital or acquired asymmetry, for which 

small adjustments are needed;
●● 	Tuberous breasts;
●● 	Replacement of implants.

Factors favorable to the technique should also be 
considered, such as breasts with moderate flaccidity, 
without streaks or skin dystrophies; small to moderate 
prosthesis volume, up to 380 mL; and elevation of the 
nipple areola complex <4 cm, preferably up to 2 cm2.

We attribute the results obtained in this study 
to a careful selection of patients, a combination of 
techniques, and the type of prosthesis used.

CONCLUSION

Periareolar (circumareolar) mastopexy with a 
conical breast prosthesis, by using the round-block 
suture, allows correcting various common problems, 
such as mild to moderate ptoses, asymmetries, and 
changes in the position and size of the nipple areola 
complex, without major scars or mobilization of breast 
tissue and resulting in natural-looking breasts with 
a good degree of patient satisfaction.
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