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Introduction:
Fibroadenomas are benign tumours most com-
monly occurring in women younger than 30 
years and are the second commonest tumour 
aft er carcinomas. Th ey occur due to excessive 
estrogen infl uence or response; despite this, 
conservative treatment with Danazol or Pro-
gesterone which usually fails1. Conservative 
treatment is, however, usually considered safe 
and acceptable aft er triple assessment which is 
clinical, radiological and pathological data com-
bined.2,3,4,5,6 Novel techniques for diagnosis and 
treatment such as ultrasound-guided vacuum 
assisted biopsies and percutaneous radiofre-
quency ablation7,8 are not yet widely available 
nor availed. Patients on conservative treatment 
are to be recalled in case of symptomatic change 
and assessed if clinical changes prevail.

A large number of patients, however, choose to 
undergo excision immediately or aft er a period 
of conservative treatment due to anxiety of dis-
comfort. Hence, only surgical resection is cura-
tive.

Surgical treatment in the present study was of-
fered to  
• Patients younger than 35 yrs.
• Symptomatic patients.
• Cosmetic concerns or anxious patients.
• Recent (less than 6 months) increase in tu-

mour size.

Traditionally surgical excision is carried out 
through an incision overlying the mass.9,10,11 Th e 
result is marked scarring. Th e periareolar inci-
sion, historically defi ned for treatment of gynae-
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comastia, carries the advantage of the scar being 
camoufl aged in the dark areolar skin. Technical 
problems arise in case of lesions sited far away 
from the areola, necessitating subcutaneous tun-
neling which may cause skin injury. Hence the 
use of the periarelar incision should be selective. 

Very litt le data in literature reports on the use 
of the periareolar incision in terms of its indi-
cations, contraindications, surgical technique, 
complications and outcomes. We undertook to 
review the two incisions through patient medi-
cal records and follow-up data.

Methodology:
All patients had provided informed consent; ap-
proval for the study was sought from the hospi-
tal ethical committ ee. A retrospective, compara-
tive, historical study design was employed. Th e 
periareolar technique had been employed in the 
following patients:
• Patients with areolar diameter greater than 

3.5-5 cm.
• Distance from outer margin of the mass to 

areola edge of <5cm.
• Fibroadenoma size <3cm.
• Age <35 yrs.

Contraindications of the periareolar technique 
included: 
• Small areola and large tumour (>5cm).
• Distance from outer edge of mass to areola 

>6cm.
• Suspicion of malignancy.
• Nonpalpable lesions.
• Age >35 yrs.

From June 2010 to December 2011, a total of 
91 patients who underwent fi broadenoma ex-
cision in the hospital surgical departments and 
four private clinics were analyzed. From these, 
76 patients were included in the study based 
on the already cited criteria. Mean age was 27.5 
yrs (range 12-35 yrs) with a median follow-up 
period of 6 months (4 to 8 months). Histopa-
thology showed fi broadenoma in all patients. Of 
these 76 patients, 36 belonged to Group A (the 
periareolar incision group), and 40 belonged to 
Group B (the overlying incision group).

Procedure:
Th e patient was placed supine with arms abduct-
ed at 90 degrees and the incision site marked 
preoperatively on the skin. Local or intravenous 
anaesthesia was used. For the periareolar group, 
the incision was made at the areolar border; 
subcutaneous dissection was perfomed until 
the tumour was reached. Here, a radial incision 
was made in the breast tissue down to the mass. 
Th e skin fl ap was now raised and the the mass 
grasped and excision performed taking a thin 
rim of 2-3 mm of tissue around the mass itself. 
Hemostasis was secured before closure. Chest 
bandaging was used where a subcutaneous tun-
nel had been made. 

For the overlying group, a curved incision was 
made immediately above the mass. Th e rest of 
the dissection was the same as for the periareo-
lar group.

Follow-up was done upto 8 months aft er sur-
gery.

Evaluation:
Early postoperative complications included pain 
on the fi rst postoperative night, skin fl ap bruis-
ing, and hematoma; most symptoms sett led 
with oral analgesia and conservative treatment.

Long-term evaluation included scar width and 
length assessment and subjective patient feel-
ings about their scar. Scar width was classifi ed 
into four groups as 1 (minimal; <1mm), 2 (dis-
creet; 1 to 2mm), 3 (moderate; 2 to 3mm), and 
4 (marked; >3mm).

Patient feelings regarding cosmetic outcome 
were rated by asking them to assess the scar on 
a scale of 1 to 4 (1= excellent; 2=good; 3= fair; 
and 4= poor) at 6 months aft er surgery.

Statistical Analysis:
Th e areola size, tumour diameter, distance be-
tween tumour areola and the operative time 
were expressed as the mean ± standard error of 
the mean. Diff erences in the two groups were 
expressed by the Student’s t-test. Early com-
plications and cosmetic results were compared 
using the chi-square test and p <0.05 was taken 
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as signifi cant. All analysis was performed using 
SPSS version 16.

Results:
Both groups of patients tolerated the proce-
dures well. Group A patients had more immedi-
ate postoperative complications but these were 
not signifi cantly higher than Group B (3/36 vs 
1/40, p=0.067). 

Operating time for Group A was longer than 
for Group B (44+5 minutes vs 42+4 minutes, 
p=0.003). Mean scar length for Group A was 
4.8+0.6 cm as against 4.6+0.6 cm for Group B, 
p=0.034. Group B patients had marked scar-
ring as compared with Group A (12.1% vs 5.2%, 
p=0.126).

Discussion:
Th e periareolar incision was historically intro-
duced in 1928 for treatment of gynaecomas-
tia12,13,14,15,16,17, and more recently adapted for 
augmentation mammoplasty18,19. It has been re-
ported as the “gateway to the breast”. In the treat-
ment of fi broadenoma, it was originally used 
and showed excellent results in younger patients 
including adolescents. Currently it is recom-
mended in surgical texts to use the periareolar 
incision wherever possible20.

Th e longer operating time for Group A patients, 

although statistically signifi cant, is of litt le value 
in clinical practice (the diff erence was of two 
minutes in the present sett ing). Refi nements in 
terms of surgical technique such as exposure, he-
mostasis and closure are required for surgeons. 
Skin fl ap bruising maybe a result of excessive 
traction during surgery. Th ese usually resolve 
without the need for any active treatment. A 
good thick skin fl ap that includes skin and all 
subcutaneous fat is essential in preventing fl ap 
necrosis and skin fl ap bruising. 

Most of the complications had, however, oc-
curred early in the learning curve and proved to 
be minor and preventable. Th ey did not inter-
fere with long-term aesthetic outcome.

Th e periareolar technique does involve exten-
sive dissection around the lactiferous ducts. 
Lactational problems could not be assessed in 
the context of the present study. However, to 
minimize damage to the lactiferous ducts, the 
dissection plane between subcutaneous fat and 
breast tissue should be identifi ed and followed 
by pulling the edges of the incision upward.

Conclusion:
Th e results support the case for the use of the 
periareolar incision for removal of benign fi bro-
adenomas. If the criteria for patient selection are 
carefully respected, the technique provides on-
cological safety and cosmesis.
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