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INTRODUCTION
The breast is one of the leading organs treated by 

plastic surgeons for many purposes, such as correction of 
malformations (breast asymmetries, stenotic and tuber-
ous breasts, Poland syndrome, etc), postoncological 
reconstruction (breast reconstruction after mastectomy 
or lumpectomy) and aesthetic/degenerative corrections 
(hypotrophy, hypertrophy, age-related problems, and 

postsurgical deformities). The surgical goals of these pro-
cedures are as follows:
	 •	new pleasant breast cone;
	 •	nipple–areola complex (NAC) survival and correct 

positioning at the centre of the breast cone;
	 •	stable results throughout time;
	 •	minimal scars.

The desire to correct the shape, ptosis, hypo/hyper-
trophy, and any type of breast malformation using peri-
areolar approach is long-standing. Hollander1 pioneered 
a technique to lift up the areola with skin excision in the 
supra-areolar area (“crescent technique”). However, it was 
Hinderer2 who first described the “doughnut mastopexy” 
and periareolar dermopexy with retromammary masto-
pexy (only the periareolar epidermis was removed and not 
full-thickness skin).

These techniques were improved by Andrews3 for 
small volume breast reduction and Bartels4 for mastopexy 
in breast augmentation. Erol5 adopted a periareolar breast 
reshaping by leaving a central pedicle, undermining the 
superficial fascia, with no detachment of the gland from 
the muscle.

A significant improvement for the evolution of the peri-
areolar technique was the introduction of the purse-string 
(or round-block suture) by Peled,6 even though Benelli7,8 
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introduced the modern concept of round-block suture for 
the correction of small to moderate ptosis, reduction of 
the areolar diameter, and closure of the two periareolar 
circles in a concentric fashion.

Peixoto,9 Felicio,10 Toledo,11 Goes,12 Spear,13 Ersek,14 
Martins,15 and Hinderer16 added interesting contrib-
utes by using different breast remodeling and resection. 
Wilkinson17 proposed the “double Benelli stitch.” Robles18 
introduced the concept of periareolar suture with a 
straight needle and an areolar sizer.

Bustos19 suggested the use of a silicone sheet around 
the gland, anchoring it to the anterior pectoralis muscle 
fascia for better stabilization, followed by Goes,20 who per-
formed a periareolar access with a polyglactine or mixed 
mesh as a support. Hammond21,22 described the inter-
locked suture with particular inferior pedicle.

Our group made a significant contribution in 2016, 
extending the periareolar approach to all breast resec-
tions in oncoplastic surgery,23 and subsequently for the 
treatment of stenotic and tuberous breast.24,25

Despite all the valuable contributions described 
above, the periareolar approach still presents three main 
problems:
	 •	late widening of the areolar diameter due to suture ten-

sion and hypertrophic/wide scars;
	 •	flattening of the breast cone;
	 •	postoperative ptosis relapse.

Today these three issues have almost been solved.
The purpose of the present article is to show how the 

periareolar approach, with a good patient selection, can 
be applied to different situations, leading to excellent 
results. Exceptions of the described technique are severe 
hypertrophies/ptosis or inelastic skin, where a T-inverted 
or L-scar is preferred.

On the basis of previous works and the most recent 
developments, we think that the treatment of multiple 
mammary conditions with the periareolar approach can 
now be judged satisfying.

MATERIALS AND METHODS
We performed a retrospective study on 5028 consec-

utive procedures in 4502 female patients treated with a 
periareolar approach in two major regional hospitals 
(Humanitas Research Hospital – Rozzano and Ospedale 
San Giuseppe, Gruppo MultiMedica Holding S.p.A. – 
Milano) between 2008 and 2018. The number of surgical 
procedures is listed in Table 1.

To evaluate patient and surgeon satisfaction about 
the aesthetic outcome, we randomly selected 1400 pro-
cedures out of a total of 5028. The patient satisfaction 
1 year postoperatively was evaluated with a visual analog 
scale of 0–10.

Two independent experienced plastic surgeons (with 
a long-standing experience in breast surgery and not per-
forming these procedures) developed a retrospective anal-
ysis on standard postoperative photographs of the same 
1400 procedures in a blinded fashion to assess aesthetic 
outcome. Postoperative photographs were scored from 1 
to 5 (1: very poor outcome, 2: poor outcome, 3: acceptable 

outcome, 4: good outcome, 5: optimal outcome) in terms 
of symmetry (volume, ptosis, NAC position), shape of the 
breast and scar quality.

Complication rate of the same 1400 procedures was 
assessed.

Surgical Technique
Before starting the procedure, preoperative standards 

anterior-posterior, oblique, and lateral pictures are col-
lected for each patient.

Perioperative antibiotic prophylaxis administration 
is made with one shot of Cefazolin 2000 mg e.v. to all 
patients (patients allergic to cephalosporins are adminis-
tered Clindamycin 600 mg e.v.). All surgical interventions 
are performed under general anesthesia.

As a general introduction, the main parameters to ana-
lyze are:
	 •	position, dimensions, and shape of the two periareolar 

drawings (external one normally oval-shaped);
	 •	position of the inframammary folds (IMFs) and the 

possible need to shift it on the basis of the patient’s 
presentation (eg, stenotic breasts);

	 •	relative position of the NAC compared with the IMF 
(Fig. 1).
The related maneuvers to consider are:

	 •	glandular resection to achieve a natural breast reshap-
ing (eg, postoncological resection, breast reduction);

	 •	complete detaching of the gland from the pectoralis mus-
cle fascia (eg, stenotic breast, secondary mammaplasty);

	 •	glandular suspension or glandular mastopexy;
	 •	deep glandular round-block suture to increase the 

projection;
	 •	liposuction of the lateral breast quadrants to further 

remodel the lateral edges and reduce the density of the 
mammary tissue in case of a breast reduction;

	 •	lipofilling to add volume in specific areas of the breast 
or smooth irregular edges (eg, primary and secondary 
surgery);

	 •	percutaneous scar lysis by needles to treat the lower 
pole fibrotic areas (eg, stenotic/tuberous breast cor-
rection, secondary mammaplasty).

Preoperative Markings
The preoperative markings are made with the patient 

in the upright position, with arms on the sides. The 
suprasternal notch, the median sternal line, and the IMF 
are marked. The new ideal position of the nipple corre-
sponds to the anterior projection of the inframammary 

Table 1. Number of Surgical Procedures Performed 
between 2008 and 2018

Surgical Procedure No. Procedures

Mastopexy 42 bilateral 
811 monolateral

Breast augmentation + mastopexy 362
Secondary breast augmentation + mastopexy 422
Stenotic breast correction 402
Oncoplastic breast conservative surgery 2921
Breast reduction 12 bilateral 

56 monolateral
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fold in case of aesthetic breast reduction/mastopexy (cor-
responding to humerus midpoint and according to the 
patient’s anatomical proportions) and can be adapted to 
different situations (eg, stenotic breast, requiring a lower 
IMF). We draw the new IMF when a different position is 
planned, and the NAC is fixed in related point.

Surgical Procedure—Common Points
The patient is positioned on the operating table to 

accommodate both supine and sitting position.
Two circular skin markings are made. The inner circle 

is the areolar border, the external one is marked based on 
the new NAC point previously determined, the breast size, 
and degree of ptosis. External marking can be concentric 
or eccentric, normally oval. The diameter can be wide 
depending on anatomy and tissue quality presentation23 
and the areola can be moved in all directions (Fig. 2A). 
The pinching test allows us to visualize the new breast 
shape, checking the central position of the NAC.

Simulation with a temporary round-block suture (2-0 
Polypropylene) is useful to previous checking to plan 
eventual further corrections.

The two circles are incised with cold blade and de-epi-
thelialization of intervening skin is performed. The der-
mis is cut circumferentially (close to the external circle).

The gland needs to be mobilized from the superficial 
fascial layer, performing 1–2 cm of circumferential cen-
trifugal undermining.

Two purse-strings are used (Polypropylene 2-0): the 
first one is placed deeper clockwise (residual dermis) to 
reduce the diameter of the outer circle and/or to evert out 
the central mound, whereas the second is more superficial 
and counterclockwise (close to the epidermis) (Fig. 2B).

The two skin edges are paired with a subcuticular suture 
(Polyglactin 3-0) placed in the 8 cardinal points (similarly 
to an interlocked suture, but with single stitches). Intra 
dermal suture is finally made.

Drains are always positioned except for mild ptosis and 
kept in place for 1–2 days.

An elastocompressive dressing is applied at the end of 
the procedure and kept for 3-4 days. Wound closure adhe-
sive strips are maintained for 20 days and, for the same 

period, the patient is required to wear a criss-cross-like bra 
24 hours/day.

Surgical Procedure—Particular Points in Different Situations
We list below the different situations where the peri-

areolar approach can be used.

Fig. 1. A–C, Different shapes of the external circle, depending on the final position of the NAC, compared with the IMF.

Fig. 2. A case of a 42-year-old woman undergoing a bilateral peri-
areolar mastopexy. A, Intraoperative view. The external and internal 
circles are incised, de-epithelialization performed, dermis circumfer-
entially interrupted, the gland detached from the skin of the lower 
pole and from the muscular fascia. At this point, it is possible to apply 
glandular stitches (B). C, D, Two illustrations. A double round-block 
suture in Polypropylene 2-0 has been applied. The first one (green-
dotted line—deep) is made to reduce the diameter of the external 
circle, tighten the parenchyma and increase the areolar projection; 
the second one (blue-dotted line—superficial), is performed to 
obtain the final areolar diameter. The needle holder is used to tem-
porarily fix the suture and verify the correct areolar diameter.
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Mastopexy
Originally, the periareolar approach was addressed to 

breast ptosis and the concept of periareolar mastopexy 
has been lent to reconstructive situations (oncoplastic sur-
gery). The authors’ technique considers three different 
degrees of ptosis:
	 •	In mild ptosis, only a 360 degree glandular incision is 

made, 1–2 cm from the external circle without reach-
ing the deep fascia, and a deep non resorbable suture 
in 2-0 Polypropylene to compact and project the gland 
is positioned.

	 •	In moderate ptosis, the gland is detached from the 
superficial fascia from 4- to 8-o’clock at the lower 
pole, until the IMF is reached (or more if required). 
Remodeling the exposed pole is possible in different 
ways (glandular stitches, crossed-flaps) (Figs. 3, 4).

	 •	In severe ptosis, the gland is detached from the pecto-
ralis major fascia to suspend it at the higher point with 
not resorbable stitches, to obtain more fullness in the 
upper pole, caring the risk of over emptying the lower 
pole.
The double round-block suture is performed (see 

common points). The circles are incised both to shorten 
the inferior pole (NAC-IMF distance) and to move the 
areola upward, correcting the glandular ptosis. Lipofilling 
is utilized to gain volume and fullness, if necessary.

Breast Augmentation and Mastopexy
An inferior periareolar incision is made in normal 

width areola. Electrocautery dissection is performed 
through the breast parenchyma toward the pectoralis 
major muscle fascia.

It is possible to create either a subglandular or a sub-
muscular pocket (dual-plane), depending on the patient’s 
anatomy and/or volume desired.

The implant is positioned and covered by suturing the 
breast parenchyma with resorbable sutures.

Alternatively, the surgeon can work on the inferior 
pole of the gland with a different subcutaneous approach 
reinforcing it in different ways.

The inner periareolar circle is completed and to draw 
the outer circle the patient is positioned upright, checking 
the new placement of the areola with the picture in the 
upright position. If necessary, the final scar is simulated 
with a temporary external suture in 2-0 Polypropylene.

The periareolar mastopexy with double round-block 
suture is performed using the same steps described above 
(see common points) (Fig. 5).

Secondary Breast Augmentation and Mastopexy
Through an inferior hemi-periareolar approach, the 

gland is incised until the capsule is reached, and total 
capsulectomy or capsulotomy is performed to remove the 
former implant. The pocket is washed and cleansed with 
iodopovidone solution.

It is possible to modify the pocket depending on 
patients’ clinical presentation. The correct position of the 
new implant is obtained by:
	 •	enlarging and lowering the pocket with electrocautery 

(Fig. 6);
	 •	fixing the IMF and lateral borders in a right position to 

correct a bottoming down or to reduce volume (capsu-
lorrhaphy with resorbable suture) (Fig. 7).
A new implant can be eventually placed in the same or 

different plane, depending on the local anatomy.
The gland is sutured with resorbable stitches, and the 

patient is positioned upright to draw the periareolar mas-
topexy (see common points).

Though the two breasts and the scars are generally 
asymmetrical at the presentation, the periareolar approach 
allows positioning the NAC on the centre in a symmetrical 
way, together with the described surgery inside the breast.

Periareolar is also useful in implant final removal, as it 
partially manages the skin excess with minimal scars.

Correction of Stenotic/Tuberous Breast
A reduction of the areola diameter is considered if 

necessary and the incision is made in the inferior bor-
der of the new planned areola, parenchyma is incised 
with electrocautery and pectoralis muscle fascia is 

Fig. 3. A, Preoperative view of a 43-year-old patient presenting with bilateral moderate breast ptosis. B, Postoperative view 1 year after the 
periareolar correction, with glandular detaching and internal mastopexy.
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identified. A 360 degree glandular detachment is per-
formed to interrupt all retractile fibres connecting glan-
dular and muscular tissue.25,26 The high IMF is lowered 
(Fig. 8) as previously planned, obtaining a round and 
correct shape and volume redistribution on the four 
mammary poles.

The breast volume deficit as the frequent asymmetry 
can be corrected with (different) implants, mainly in sub-
glandular position (due to the demonstrated shortness 

and firmness of the pectoralis muscle) or with subfascial 
and intraglandular lipofilling.26 To fill up the flat lower 
pole, glandular flaps are prepared on the basis of ret-
roareolar pedicle and/or needles, and fat are employed to 
round up and fill the same pole, releasing fibrous retrac-
tile tissues and gaining volume27 (Fig. 9).

The above-described double round-block suture 
(see common points) provides the centralization of the 
areola, shortening the created longer vertical distance 
(NAC-IMF).

Breast Reconstruction after Tumor Resection 
(Lumpectomy)

Author experience has already been published.23 
Numerous incision patterns and pedicled flaps have been 
proposed throughout the time, depending on the tumor 
size and location. Our group almost always uses the peri-
areolar approach to combine the tumor removal with the 
reconstruction in a single scar.

The external circle/oval is marked based on tumor 
size/location, breast size and degree of ptosis; this circle 
is drawn in an eccentric position to place the areola at 
the centre of the new breast cone and avoid any distortion 
induced by the lumpectomy.

We do not undermine the NAC and do not incise the 
dermal layer in the opposite site of tumor location, to pre-
serve NAC blood supply.

NAC repositioning is usually performed only with an 
eccentric periareolar incision. The key of the approach 
is the mobilization of three glandular flaps (sometimes 
two) from the musculofascial plane (medial, lateral, and 
inferior).

Skin undermining and glandular mobilization from the 
musculofascial plane are different depending on excised 
volume, tumor location, and breast size. The three glandu-
lar flaps are then sutured together with resorbable sutures 
to fill the volume gap and obtain a new breast cone.

A double round-block suture is performed before the 
subcuticular mattress suture placement.

This approach, as we have already demonstrated, is 
valid for any kind of tumor location.

Fig. 4. After de-epithelialization and complete glandular detach-
ment, two flaps in the lower pole can be used to reshape the breast 
cone (sutured together, flipped behind the NAC, moved medially or 
laterally to fill hypotrophic areas).

Fig. 5. A, Preoperative view of a 40-year-old patient presenting with bilateral breast hypotrophy and moderate ptosis. B, Postoperative 
view 6 months after bilateral breast augmentation (dual-plane technique) and periareolar mastopexy.
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Breast Reduction
Drawings are always performed in the upright posi-

tion. Fixed points are:

– sternal notch;
– sulcus projection in middle breast line.

Two circular skin markings are drawn (see common 
points), the skin between them is de-epithelialized, and the 
dermis is cut circumferentially. The gland is detached form 
the subcutaneous tissue as much as needed to expose the 
parenchyma to resect. The glandular tissue is then excised 
(we prefer the supero-lateral quadrant to make the breast 
reshaping easier, but it can vary on the clinical presenta-
tion) and two dermoglandular flaps are sculptured, mobi-
lized, and sutured together to obtain a natural round-shape 
(similarly to what is done in oncoplastic surgery); this is 
essential to recreate a natural breast cone and prevent any 

skin retractions. Finally, a double round-block and subcu-
ticular sutures are made (see common points) (Fig. 10).

In case of adipose breasts, a liposuction can be 
employed in a suprapectoral fascial plane (deep plane) 
to reduce the volume before the periareolar incision and 
avoid the glandular resection.

RESULTS
In the present study, we evaluated 5028 consecu-

tive procedures in 4502 female patients treated with a 
periareolar approach (Table 1). The age of the patients 
ranged from 18 to 70 years. We examined 853 pure mas-
topexies (42 bilateral, 811 monolateral), 362 breast aug-
mentations and periareolar mastopexy, 422 secondary 
breast augmentations, 402 stenotic and tuberous breasts, 
2921 lumpectomies, 68 breast reductions (12 bilateral, 
56 monolateral—with a mean resected volume between 

Fig. 6. A, Preoperative view of a 47-year-old patient presenting with a bilateral capsular contracture (Baker IV) 21 years after a bilateral 
retropectoral breast augmentation; the implant is dislocated upward and a “waterfall effect” of the gland and NAC is noticeable (arrow). B, 
Postoperative view 1 year after lateral and inferior capsulotomy, implants repositioning and periareolar mastopexy to obtain the correct 
position of the NAC (arrow).

Fig. 7. A, Preoperative view of a 38-year-old patient requiring a reduction of the breast volume 4 years after a dual-plane breast augmen-
tation; bilateral capsular contracture (Baker II) is evident. B, Postoperative view 6 months after pocket volume reduction using capsulor-
raphies (medial, lateral, and at IMF) with resorbable suture, smaller implants positioning. Periareolar mastopexy is useful to obtain NAC 
centralization and manage the skin excess after volume reduction.
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150 and 400 g). All the 811 monolateral mastopexies were 
performed for contralateral breast symmetrization (507 
after lumpectomy, 304 during second-stage breast recon-
struction). The same is true for the 56 monolateral breast 
reductions (19 after lumpectomy, 37 during second-stage 
breast reconstruction).

Patient and surgeon mean aesthetic outcome scores 
are summarized in Table 2. Complication rate of the same 
1400 procedures is summarized in Table 3.

DISCUSSION
Periareolar approach for treatment of different breast 

conditions is unquestionably complex, as proved by the 

numerous authors who tried to find new solutions and by 
the criticism raised in the past and still today.

The starting point of the authors was favored by the 
important experience represented by the periareolar 
oncoplastic breast conservative surgery after lumpectomy, 
which allowed a daily reflection on its versatility and pos-
sible applications in different breast conditions. The key 
concept is to treat skin and gland as separate units, with the 
goal of achieving a natural breast cone with the NAC in the 
correct central position, frontally oriented. The repetition 
of these concepts on the contralateral breast allowed devel-
oping new solutions and led the authors to perform breast 
reduction and mastopexy with a single periareolar incision.

Fig. 8. A, Preoperative view of a 45-year-old patient presenting with a severe ptosis in a stenotic breast, 
requiring breast augmentation and mastopexy; the patient presents a high IMF (see red line), large 
areolas, complete ptosis of breast parenchyma, and tight breast base. B, Postoperative view 4 months 
after surgery; the IMF has been widely lowered (see red line), implants placed in a dual-plane pocket 
and periareolar mastopexy performed to obtain the correct position and diameter of the NAC.

Fig. 9. A, Preoperative view of a 38-year-old patient presenting with a moderate ptosis in a stenotic breast, requiring a small volume 
increase without using implants. B, Postoperative view 6 months after surgical procedure. The gland was detached from the fascia, with 
complete lysis of adherences in stenotic breast; 150 cm3 of autologous fat was injected for each breast. Periareolar approach allows NAC 
repositioning.
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The analysis of stenotic breast provided a more accu-
rate assessment of IMF position and its value in different 
conditions, imposing the concept of enlarging the ste-
notic cone. The roundness obtained almost always sug-
gested  the use of the periareolar approach for the new 
position of the NAC, as the condition, most of the time, 
consists of tight and insufficient skin in the lower pole.

The external circle can be very wide, as previously 
described.23

From a vascular point of view, the study by Marcus,28 
Maliniac,29 and van Deventer30 described the vascular pat-
terns of NAC, skin, and gland; Mu et al31 demonstrated 
the possibility to interrupt the dermis completely without 
compromising the NAC vitality.

Last but not least, skin elasticity with its variabilities 
permits adapting large external circles to the internal 

ones, with the above-described maneuvers to match them 
in a satisfying way.

There are three main criticisms raised to this approach:

	 A.	 Large areolar diameter with poor quality scar;
	 B.	 Flattening of the breast cone;
	 C.	 Poor stability of the results.

POINT A. As to the first point, the key elements to 
obtain a good result are the complete circumferential 
dermal incision (see above) in almost all situations, the 
deep incision and detachment of the gland from subcuta-
neous tissue (for 1–2 cm) and the use of two non-absorb-
able round-block sutures (the first deeper, the second 
more superficial) leading to margin ejection and reduc-
ing the tension forces on the edges. These sutures allow 
the match/adjustment of the outer circle within the inner 

Fig. 10. A, A 59-year-old patient suffering from bilateral breast hypertrophy and severe ptosis. B, The same patient after a bilateral peri-
areolar breast reduction. Periareolar approach can lead to good results, comparable with T-inverted reduction, but with less scars.

Table 2. Mean VAS Score and Surgeons’ Score for Each Surgical Technique

Surgical Procedure
Mean Patients’ Satisfaction

(VAS Score)
Mean Surgeons’  

Score
No. Procedures  

Evaluated

Mastopexy 7.9 bilateral
8.5 monolateral

4.2 bilateral
4.1 monolateral

12 bilateral
153 monolateral

Breast augmentation + mastopexy 8.3 4.5 108
Secondary breast augmentation + mastopexy 8.1 4.4 127
Stenotic breast correction 8.4 4.6 120
Oncoplastic breast conservative surgery 8.4 4.5 859
Breast reduction 8.0 bilateral

8.2 monolateral
4.0 bilateral

4.1 monolateral
4 bilateral

17 monolateral

Table 3. Complication Rate for Each Surgical Procedure

 Mastopexy

Breast  
Augmentation + 

Mastopexy

Secondary Breast 
Augmentation + 

Mastopexy

Stenotic  
Breast  

Correction

Oncoplastic  
Breast Conservative 

Surgery
Breast 

Reduction

CAC necrosis Partial 2 (1.21%)
Complete 0

0 Partial 2 (1.57%)
Complete 0

Partial 2 (1.67%)
Complete 0

Partial 13 (1.51%)
Complete 0

0

Areolar widening 4 (2.42%) 3 (2.78%) 0 6 (5%) 21 (2.44%) 1 (4.76%)
Poor scar quality (pinches 

and hypertrophic scars)
3 (1.82%) 0 1 (0.79%) 7 (5.83%) 22 (2.56%) 1 (4.76%)

Round-block suture exposure 0 0 0 4 (3.33%) 15 (1.75%) 0
Breast cone flattening 3 (1.82%) 3 (2.78%) 5 (3.94%) 7 (5.83%) 25 (2.91%) 0
Ptosis relapse 15 (9.09%) 1 (0.92%) 1 (0.79%) 2 (1.67%) N/A 1 (4.76%)
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circle. The determined skin pinches tend to reduce or 
disappear in the following 20 days with the employment 
of tapes for that period pressing the scars and reducing 
tensions.

POINT B. Flattening of the breast cone benefitted from 
the use of the deeper round-block suture, which tends to 
give projection to the central area (the normally flattened 
one). The oval marking of the outer circle means less skin 
removal either in lateral or in medial quadrants, as nor-
mally most of the excess is vertical. The eccentric draw 
permits moving up the areola and shortening the eventual 
too long NAC-IMF distance.

POINT C. The stability of the result is favored by the 
two not resorbable round-block sutures (deep and super-
ficial) and by shortening NAC-IMF distance together with 
managing the gland with alternatively deep glandular 
sutures, crossing flaps in the lower pole or suspending the 
detached gland to the muscle fascia.

The authors believe that the most important and 
unique steps of their technique are the complete circum-
ferential dermal incision, which mobilize the gland from 
the skin without any tension, and the two round-block 
sutures (the first deeper, the second more superficial), 
which reduce the diameter of the outer circle and/or 
evert out the central mound. The combination of these 
two simple steps can prevent most of the complications/
weakness of the periareolar technique, such as the areolar 
flattening.

The versatility of these concepts can adapt either to 
increase the volume (implants or fat) or to selective reduc-
tion of breast parenchyma.

The periareolar approach is useful for different situ-
ations, most of the times combined with other surgical 
techniques.

Complications have had modest impact and have 
declined over time as the experience of the group has 
grown. The need for an outpatient-based secondary sur-
gery (eg, surgical scar revision) among the 1400 patients 
considered has been low (9%).

More than a single surgical technique, it is a solution 
that allows us to find different possibilities for multiple 
breast conditions.

As mentioned above, the authors do not employ the 
examined approach in case of severe hypertrophies/pto-
sis with excessive/inelastic skin; for these situations longer 
scars (vertical, L or T) approach is preferred.

It is essential to discuss the approach with the patients dur-
ing preoperative consultation and check whether the obtain-
able results correspond to their expectations and desires.

At the same time, their availability for eventual second-
ary scar revision (in most complex cases) is evaluated.

The main limitation of the study is the short follow-up 
period in the sub-group analyzed, since 1 year could not 
be enough to identify possible long-term complications, 
such as the capsular contracture for the breast augmen-
tation (primary and secondary) group. Besides, another 
limitation is that this technique cannot be employed on 
the totality of the tuberous breast/breast ptosis/breast 
hypertrophy cases. Exceptions of the described technique 

are severe hypertrophies/ptosis or inelastic skin, where a 
T-inverted or L-scar is preferred.

CONCLUSIONS
Plastic surgery breast procedures attempt to obtain a 

new natural breast cone, with the NAC at the centre of it 
(positioned according to specific proportionated ratios) 
and the minimal scarring. Interestingly, Lejours claims that 
“we surgeons tend to accept the scars that the patients do 
not.” It is an engaging concept, and every surgeon should 
keep in mind not only the mere surgical result but also con-
sider the patient expectations. When the indication is set 
correctly, the periareolar approach can obtain excellent 
results. This versatile technique, initially introduced as a 
mastopexy technique, has expanded and can now be used 
for multiple surgical situations. The growth curve for young 
surgeons is complex but certainly satisfactory.
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