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 One of the largest obstacles for plastic surgeons is performing mastopexy 

on patients with small and medium-sized ptotic breasts since mastopexy 

has opposing effects on the breast surface and parenchyma in these 

individuals. These operations are intended to enhance projection, lessen 

breast ptosis, and make the patient look younger. To assess a group of 

patients having circumareolar breast augmentation mastopexy using 

implants and imaging techniques to treat ptosis in volume-depleted breasts 

in order to achieve a more youthful appearance, enhanced projection, and 

decreased ptosis of the breast. This prospective study using one stage breast 

augmentation with mastopexy technique via circumareolar approach, was 

carried out in 30 middle-aged female patients at Kasr al Ainy hospitals in 

Cairo and Beni-Suef university hospitals in Egypt who had second- and 

third-degree ptosis or hypomastia. Depending on whether or not they 

wanted to use breast implants to increase breast volume, the patients were 

split into two groups. Standard breast measures, early and late problems, 

patient satisfaction, and results were all recorded. Over a four-year period, 

a total of 30 patients (60 breasts) had one stage mastopexy with 

circumareolar technique. Preoperative testing showed that grade 3 ptosis 

and grade 2 ptosis, respectively, were present in 5 patients (16.66%) and 25 

of 30 patients, respectively. Asymmetry in the breasts of six of our patients 

led to a difference in implant volume from side to side. Following surgery, 

according to age, implant design, NAC lift, and asymmetry, 25 of the 

patients (or 84%) who underwent follow-up showed good results, 3 (or 

10%) showed good results, and 2 (or 6%) showed unsatisfactory results. 

Particularly in grade 2 ptosis where nipple elevation is 5 cm or less, 

circumareolar augmentation mastopexy is highly beneficial in generating 

an acceptable aesthetic breast form. However, grade 3 ptosis with NAC 

elevation larger than 5 cm is more likely to have NAC expansion. 

 

 

 

   

 

This work is licensed under a Creative Commons Attribution Non-Commercial 4.0 
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1. INTRODUCTION 

Breast ptosis is characterized by the loss of breast volume, loose skin, and breast parenchyma involution. It 

is associated with volume loss noticeable mainly in the upper pole and the expansion of the lower pole of the 

breast, resulting in a wide and flat breast [1]. 

 

It's also crucial to comprehend the optimum breast proportions. In frontal view, the breast is fuller below, 

particularly lateral to the areola in the lower pole, and less full above the areola in the higher pole. The secret 

to having beautiful breasts is symmetry. Breasts should ideally be similar in terms of size, form, and degree 

of ptosis. The majority of people believe that until their bodies are balanced and symmetrical, they are not 

"right." [2]. 

 

Ptosis develops when the support and suspension provided by the connective tissues of the breast cannot 

maintain it in a normal position. Breast skin that is too thin and excessive, with striae and extended suspensory 

ligaments might cause the gland to move. The nipple-areola complex and/or breast mound sink on the chest 

wall as a result of decreased tissue flexibility brought on by: Advancing age, Pregnancy, breast feeding, Post 

lactation breast involution, Weight fluctuation, massive weight loss, Gravitational descent, Breast tissue 

atrophy, Idiopathic [3]. 

 

The position of the nipple areola complex (NAC) in respect to the inframammary fold determines the kind of 

ptosis (IMF). The NAC is at the level of the IMF in grade I (mild) ptosis. The NAC is located above the breast 

parenchyma's most reliant region in grade II (moderate) ptosis, but below the IMF. The NAC is below the 

IMF in the most reliant section of the parenchyma along the inferior breast contour in grade III (severe) ptosis 

[4]. 

 

The term "skin condition" refers to the level of skin ageing, the existence and severity of stria, as well as the 

actual skin type. People in their twenties often have more elastic skin than patients in their forties. Although 

this isn't always the case, the surgeon should assess the skin's flexibility as part of his preoperative assessment. 

The ability of the skin to stretch and naturally contract is referred to as elasticity. Most mastopexy procedures 

create a scar beneath the skin that may help in its retraction and tightening, producing greater short- and long-

term results naturally [5]. 

 

The optimal range for breast volume augmentation is between 150 and 250 cc. This increased volume helps 

the breasts achieve the right size and shape without placing undue strain on the skin envelope, which serves 

as the breasts' primary support and suspensory structure. If these volume ranges are exceeded, the breasts will 

be under excessive stress and their gravitational pull will cause ptosis over a longer period of time [6]. 

 

The nipple-areola complex acquires an unsightly lower position as the prosthesis descends, giving the breast 

an unsightly double bulb shape. Therefore, augmentation alone cannot correct ptosis because the ptosed 

breasts glide over the prosthesis, causing this one to hang up and cause the breast to descend at a lower level. 

[7]. 

 

Many women have had breast augmentation procedures for cosmetic reasons, and more women are now 

getting the option of breast reconstruction when they need surgery for breast cancer. Women are nonetheless 

worried about implant issues even though there is no proof that implants raise the risk of autoimmune illness 

[8] or breast cancer [9]. 

 

The need for mastopexy surgery in conjunction with breast augmentation is rising. Patients with lower levels 
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of ptosis, however, are less amenable to any vertical scar repair. In this situation, periareolar (circumareolar) 

mastopexy with a conical implant is an option that only leaves a scar around the areolar perimeter and allows 

for the treatment of shifting nipple-areola complicated dimensions [10]. 

 

Mastopexy on patients with small and medium-sized ptotic breasts presents one of the biggest challenges for 

plastic surgeons because mastopexy has conflicting effects on the breast surface and parenchyma in these 

patients. These procedures aim to improve projection, reduce breast ptosis, and give the patient a more 

youthful appearance [11]. 

 

A larger upper pole and more protruding breast are the results of using breast implants during mastopexy 

augmentation. The result is closer without an implant for patients who choose to undergo augmentation 

mastopexy with autoaugmentation [12]. 

 

2. Objective 

To evaluate the results of contouring a ptotic breast using various circumareolar augmentation mastopexy 

techniques and its effect on the patient's satisfaction and quality of life. 

 

3. Methods and materials 

 

- Study design: prospective study 

 

-Study population and setting: 

This study involved 30 female patients who underwent mastopexy in one step with a circumareolar technique 

over a four-year period. Patients were operated on in Kasr al Ainy hospitals in Cairo, Beni-Suef universities 

hospitals, and some other private hospitals in the Cairo and Beni-Suef governorates.  

 

-Inclusion criteria: 

• Females between the ages of 22 and 45 who are middle-aged 

• Hypomastia 

• Third- and second-degree ptosis. 

 

-Exclusion criteria: 

* First-degree ptosis 

*Breast pathology 

*Previous mammoplasty 

*Unrealistic expectations among patients  

*Breast asymmetry brought on by a prior procedure or a particular condition, such as an atypical chest wall. 

* Chronic organ failure. 

*Patients receiving corticosteroid treatment.  

* Autoimmune disease patients. 

 

Intervention: 

І) Pre operative evaluation: 

- Full detailed history that includes: age, pregnancy, breastfeeding, and past history of medications. An 

accurate analysis of the patient's needs for lifting, augmentation, or both, also any comorbidity. 

-Breast examination focused on: 

• Regular mammography and ultrasound, the presence of masses, discomfort, nipple discharge, or LN 
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enlargement. 

• The Regnault classification, which was used to determine the degree of ptosis (1976). 

• Both breasts are symmetrical. 

• The areola and nipple feeling. 

 

-Pre operative photography: 

Patients were photographed before surgery while stripped to the waist. Every example was given a frontal 

view and a lateral view, totaling two views. 

- Full surgical examination including swellings, pain and secretions. 

 

ІІ) Pre operative planning: 

However, intraoperative sizers define the implant profile after assessment of the base to determine the 

estimated implant dimensions. 

 

ІIІ) The operative procedure: 

 

Markings 

With the patient standing, preoperative marks are made by first outlining the midline and anticipated meridian 

of the newly shaped breast (usually located 6 cm from the midline in a position medial to the original breast 

meridian). 

 

In accordance with the new breast meridian, Point A, the future superior border of the areola, is marked 2 cm 

above the anterior projection of the inframammary fold. After taking into account the final predicted volume 

and the quantity of skin resection, Point B, the future inferior border, is delineated with the patient lying down 

and is situated 5–12 cm above the infra-mammary fold. The medial and lateral borders of the new nipple, 

points C and D, are equally spaced from the meridian. Point C is typically 8–12 cm apart from the midline. 

These markers, like point B, are determined by the predicted end volume. (Figure 1) (Benelli 1990). 

 

 

Fig. (1): Four cardinal points of new NAC  (Benelli 

1990) 

  

 

The intersection of the breast meridian and the inframammary fold is at Point S. 

 

Depending on the level of innate asymmetry present, the opposite breast is marked in a similar way. In order 

to ensure appropriate skin coverage without strain, points A and B are pinched together, followed by C and 

D. 

 

Operative technique 

https://www.teikyomedicaljournal.com/


ISSN: 03875547 

Volume 45, Issue 07, September, 2022 

  

7031 
 

All patients had isoflurane general anesthesia, followed by local infiltration with xylocain 2% and adrenaline 

200,000 in the area of the incision and the implant site. 

 

Incisions and dissection 

The periareolar ellipse is de epithelialized, and the appropriate areolar diameter is indicated. The skin that has 

lost its epithelium is cut. The subcutaneous plane is dissected out a few centimeters all around. 

 

To maintain the vessels flowing from the lateral thoracic artery, the dissection becomes more shallow as it 

moves to the upper outside quadrant of the breast. 

 

In order to maintain the areolar innervation and blood flow, glandular dissection is then performed using a 

radial incision at 6 o'clock, about 2 cm from the inferior areolar margin. The peripheral blood supply is 

preserved by continuing the dissection to the pre-pectoral area in the avascular central space. 

 

Care should be given medially where internal mammary perforators may reach the breast from within the 

substance of the muscle; they should be methodically cauterized. The breast gland is dissected from the 

muscle until a specified pocket has been formed. 

 

When the pocket is ready, a gentamicin and cephalosporin antibiotic solution is irrigated into it. 

 

Implant application: 

Temporary sizers are used to measure the patient in order to assess how different implant volumes will affect 

the final contour of the breast. 

 

The chosen and placed definitive implants are then irrigated again. With many 3-0 Vicryl sutures placed in 

two layers, the breast tissue is approximated. A seated position is given to the patient. By pacing a stitch from 

the NAC's 12 o'clock position to point A and additional stitches to points b, c, and d, the Nipple Areola 

Complex (NAC) is raised to its new position. 

 

Closure: 

In a purse-string pattern, a circular block cerclage stitch is inserted in the deep dermis. The areolar template 

of the desired diameter is then tightened around it. The surgery is finished with a 4.0 vicryl intradermal suture 

around the areola, with drains used as necessary. 

 

Dressing: 

To prevent hematoma, the area is dressed with a moist compress on the areola and a dry compress on the 

detached skin. Both compresses are held in place by an adhesive bandage. On the second postoperative day, 

these are taken out, along with any drains, and are changed out for a sterile adhesive pad. This dressing keeps 

the skin that has been peeled off in place while concealing the areola and scar. For two months, the patients 

sleep with and wake up with a mammary support bra. 

 

Recovery: 

Patients were moved from the recovery room to her room after they were fully conscious. 

 

Non-steroidal anti-inflammatory medications (NSAIDs) were used as analgesics in the early post-operative 

period (diclofenac sodium 75 mg. deeply I.M). 
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There was no need for intravenous fluids because patients could begin oral intake three hours after surgery. 

Twenty-eight patients were released from the hospital the same day, and two more were released the next 

day. The patient was told about taking antibiotics (ciprofloxacin 750 mg every 12 hours) and diclofenac 

sodium tablets 100 mg as needed as outpatient treatments. After having Elastoplast removed, patients are 

needed to wear a semi-tight bra. 

 

On the first post-operative day, the figure of 8 Elastoplast and a little steri-pad covering the wound were 

removed, and the following was noted: *NAC viability. 

*Hematomas present      

*Symmetry 

          *Infection 

 

Follow up: 

 

Ш) Postoperative complications: 

Twenty-five of the thirty female patients showed no issues, whereas five patients displayed complications in 

the form of scarring, infection, capsular contracture, deflation of the saline implant, and asymmetry on the 

NAC. 

 

ĮV) Post operative photography:  

Most patients were photographed six and one months after surgery. 

 

 a 
b 
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Figure (2): (a,b & c) preoperative views 

(d) marking (e) depithelialisation (f) 

complete dermal incision of elapse  (g) 

radial incision of breast parenchyma at 6 

o'clock (h) creation of pocket in subfascial 

plane (i) implant application (j) closure of 

breast parenchyma  (k & i) NAC closure 

(m) final view 

 

Ethical consideration: 

Cairo faculty of medicine Review Board gave its blessing (approval number:20-11-2011). Participants were 

informed about the target and advantages of the analysis after receiving a thorough explanation of the study's 

objectives. Study participants gave their consent voluntarily. Additionally, prior written consent was given. 

For the participants, the obtained data's confidentiality was guaranteed. 

 

Study outcomes: 

We were able to minimize the risk of two stages of breast augmentation with mastopexy compared to one 

stage augmentation with mastopexy from circumareolar approach and associated problems as a result of our 

method, enabling them to achieve their main therapeutic objective. 

 

Statistical analysis: 

Statistical method: 

Version 26 of the SPSS statistical tool will be used for data analysis. The mean, standard deviation, or median 

and range will be used to summarize numerical data. 

 

3. Results 

Following up with 25 patients, or 84%, revealed good results, 3 patients, or 10%, fair results, and 2 patients, 

or 6%, bad results. (fig.3). 

 

Follow-up lasted somewhere from 8 and 48 months (mean: 28 months). Preoperative evaluation revealed that 

5 patients (16.66%) and 25 of 30 patients, respectively, exhibited grade 3 ptosis and grade 2 ptosis, 

respectively. Six of our patients had asymmetrical breasts, which caused the implant volume to vary from 

side to side. Each woman had volume-depleted breasts when she first showed here, 25 of which were post-

lactational. Five of the ladies had not yet had a baby. 

 

The median age of the patients in this study was 33.7 (range 22-45) years. 

In terms of volume, the implants ranged from 280 to 450 cc. Three individuals received saline-filled implants, 

whereas 27 patients received round-textured silicon gel implants. Within the pectoralis fascia, 12 patients had 

their implants implanted in the subfasical plane, 10 in the submammary plane, 6 in the dual plane, and 2 in 

the subpectoral plane. 

 

Methods of evaluation (criteria of satisfaction)  

I- Subjective methods (degree of patient satisfaction): 

 

Table. 1 patient satisfaction score 
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Subjective methods Good Fair Poor 

Degree of satisfaction 3 2 1 

Wound healing 3 2 1 

P.D. Volume 3 2 1 

P.D. Projection 3 2 1 
 

9 – 12  Good 

5 – 8  Fair 

1 - 4  Poor 

 Degree of satisfaction: 

(Twenty five) patients were satisfied, (three) patients are moderately satisfied, (two) were not satisfied. 

 Wound Healing: 

Was acceptable in 29 patients and was annoying problem in one patient with bilateral widened scar which 

was treated by scar revision. 

 

Patient Desire Regarding Volume: 

In spite of the patient needs is the guide of choice of mammary implants but they were directed towards the 

optimum size change depending on her body proportions, skin ad parenchymal charecteristics. 

 

Patient Desire Regarding Projection: 

All patients asking for projected breast and they were all satisfied regarding this point. 

 

II- Objective methods 

 

Table. 2 surgeon satisfaction score 

Objective methods Good Fair Poor 

Wound healing 3 2 1 

        Symmetry 3 2 1 

Complication 3 2 1 

 

7 – 9  Good 

4 – 6  Fair 

 1 – 3  Poor 

 

Wound Healing: 

All scars healed well without complications except one patient had bilateral scar revision due to widened 

scars. 

 

Symmetry: 

(six) patients before correction were complaining of noticeable asymmetry that acquired different implant 

sizes to address the deformity. 

 

The difference I size raged from 40cc to 50cc, all were satisfied by the resultant symmetry.  

(one) patient had post operative NAC asymmetry due to disruption of purse string suture which was treated 

by reduction of NAC by 1cm at later stage. 
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(fig. 3 chart showing patient distribution according to total results) 

 

Regarding Age 

Three age groups were separated. 

#Less than 30 years’ old (9) patients.  

# Patients ranging from 31 to 40 years’ old (15) patients. 

# More than 41 years’ old (6) patients. 

 

 
(fig. 4. chart showing age disrtibution) 

 

Regarding Plane of Implant 

I. 12 patients had the implant at the sub fascial plane. 

II. 10 patients had the implant at the sub mammary plane. 

III. 2 patients had the implant at the sub pectoral plane. 

IV. 6 patients had the implant at dual plane. 

 

 12 patients had the implant at the sub fascial plane results as follow: 

# 11 patients had excellent outcomes.   

# 1 patient had good outcome: a subpar outcome (widened scars).  

 

 10 patients had the implant at the sub mammary plane. 

# 6 patients had excellent outcomes.   

# 2 patient had good outcomes: a subpar outcome (capsular contracture). 

# 2 patient had poor outcomes: (implant deflation, haematoma and NAC asymmetry) 

 

 2 patients had the implant at the sub pectoral plane. 

84%

10% 6%
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# 2 patients had excellent outcomes.   

 

 6 patients had the implant at dual plane. 

# 6 patients had excellent outcomes.   

 

 
(fig. 5. Patient distribution regarding implant insertion plane) 

 

Regarding NAC Lift: 

a) (20) patients had NAC lifts of less than 5 cm. 

b) 10 patients had NAC lifts greater than 5 cm. 

 

 (20) patients had NAC lifts of less than 5 cm. 

# 15 patients had excellent outcomes.   

# 3 patient had good outcomes. 

#2 patient had poor outcomes. 

 

 10 patients had NAC lifts greater than 5 cm. 

# 5 patients had excellent outcomes.   

# 3 patient had good outcomes. 

#2 patient had poor outcomes. 

 

 
(fig. 6 distribution regarding NAC lift) 
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 Regarding Preoperative Asymmetry 

6 patients of 30 had asymmetry with 3 of them right breast greater in size than left breast and the other 3 

patients had the reverse. All of this 6 patients had a good results. 

 

4. DISCUSSION 

Age had no bearing on the degree of ptosis or the cosmetic results in our investigation. Complications 

occurred in this study at a rate of 16.6%, and 13.3% of patients required revision surgery using our method. 

 

According to [13], the periareolar approach is the preferred breast mastopexy technique for as many as 40% 

of the most experienced surgeons who perform more than 26 mastopexies each year (mastopexy alone). 

Selection of this procedure by the most experienced surgeons suggests that there is a learning curve for 

achieving acceptable aesthetic results with this procedure. 

 

The mastopexy procedure involves removing extra, unnecessary breast skin, redistributing parenchyma, and 

elevating NAC. On the other hand, augmentation essentially entails expanding the skin's covering while 

boosting parenchymal volume. Combining both treatments, i.e. augmentation mastopexy in one stage, 

provides a specific challenge to the plastic surgeon because the principles in these procedures may appear to 

be in conflict. One-stage breast augmentation with mastopexy is undoubtedly a challenging procedure with 

many possible risks [7]. 

 

According to the ASAPS national statistical data, the number of mastopexies climbed by 568.5% from 1997 

to 2011, while the number of breast augmentations increased by 183.4%. The number of patients who might 

benefit from both a lift and an increase in breast volume is anticipated to rise as these cases do. Over the 

years, there has been some discussion regarding whether these treatments should be carried out 

simultaneously or in stages [14]. 

 

[15] he examined the safety and efficacy of a combination surgery in addition to the technical concern of the 

circumareolar route and the aesthetic outcome in a 2010 study on 32 patients who underwent one stage 

augmentation with mastopexy via circumareolar approach. 

 

According to [16] Breast augmentation with periareolar or donut mastopexy is an attractive procedure because 

it limits scars while lifting the nipple. Problems occur when it is pushed to accommodate too large implant. 

The surgeon should note that the widened scars and nipple distortion offset the benefit. 

 

[17] reported an improvement in patient satisfaction after breast reshaping in patients with massive weight 

loss using different procedures including implant augmentation, traditional mastopexy, breast reduction, and 

autoaugmentation. 

 

5. CONCLUSION 

Circumareolar enhancement Mastopexy is quite helpful in producing acceptable aesthetic breast form, 

particularly in grade 2 ptosis where nipple elevation is 5 cm or less. However, expansion of NAC is more 

typical in grade 3 ptosis with NAC elevation greater than 5 cm. 

 

Disclosure statement 

No author has a financial stake in this study or has benefited financially from it. 
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