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Abstract
Breast implant removal without replacement becomes increasingly popular, due to growing concern about breast implant-associated 
complications, such as Breast Implant Illness and Large Cell Lymphoma (BIA-ALCL). Breast implant removal without replacement 
leaves an empty and stretched skin/tissue envelope. The challenge is to maintain breast aesthetics following implant removal. 
A disadvantage of most surgical techniques are obvious and well visible scars. We present the periareolar lifting and glandular 
duplication after total intact capsulectomy and implant removal as a safe and reliable alternative causing minimal scarring. We 
present 102 patients between 09.2020 and 12.2024 on whom the procedure was performed and who gave informed consent to 
scientific publishing.

Complications: 1 post-operative bleeding, 1 infection, 6 seromata, 4 scar treatments. There was no postoperative ptosis, majority of 
patients were satisfied with the outcome. There is no defined treatment approach for patients who want a total complete removal of 
breast implants. Since there are no clear guidelines basic principles of breast revision surgery can be applied. Attempts to minimize 
scarring have resulted in techniques that produce a vertical scar. These vertical scars are often not acceptable to many patients, due to 
visibility. Periareolar lifting and glandular duplication yields safe surgical technique and yields safe and aesthetic results with reduced 
scarring and high patient satisfaction.

Results of this report provide a starting point for further high-quality investigations.

Keywords: BIA-ALCL; Breast Augmentation; Breast Implant 
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Introduction
Breast augmentation will remain one of the most popular cosmetic 
procedures, with more than 1.6 million procedures worldwide in 
2022. 80% of breast augmentation procedures are for aesthetic 
augmentation, with the remaining 20% used for reconstructive 
procedures (tumor reconstruction, post-trauma, congenital 
malformations) [1,2] implant removal and total capsulectomy 

ASPS 1). This trend reflects growing public concern about breast 
implant-associated complications such as BIA-ALCL and other 
diseases and complications associated with breast implants, as 
well as changes in fashion brought about by beauty and beauty 
trends [3-5]. As a result, there is a growing number of patients, 
both reconstructive and cosmetic, who are for breast implant 
removal, often with a specific request for “en bloc” or total intact 
capsulectomy [6,7]. In both populations, the main concerns are 
the safe and complete removal of the capsule and implant and 
the aesthetic outcome in terms of the shape and appearance of 
the breast after implant removal. Breast implant removal without 
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replacement leaves an empty and stretched skin/tissue envelope. 
The size of this will depend on a number of factors including: 
the size of the implants, the time since the first operation and the 
position of the implant pocket. Lifestyle, weight or hormonal and 
pregnancy-related changes in the breast during this time can also 
affect the size of the breast, the quality of the skin of the breast, the 
quality of the skin and the position of the nipple. 

It is therefore not surprising that these breasts are often ptotic and 
often require mastopexy after explantation. Routinely available 
mastopexy procedures are challenging in these cases, and the 
resulting skin and tissue resections can further compromise breast 
size [8]. For the cosmetic patient presenting for explantation, 
the main challenge is to maintain breast aesthetics following 
implant removal with or without total (intact) capsulectomy. 
The immediate expansion of the overlying tissue due to implant 
insertion is followed by tissue thinning and subsequent weight 
and volume loss. In addition, the associated forces stretch the 
breast skin/tissue envelope. The stretching effects depend on 
individual predisposition, time, weight, breast volume in relation 
to the implant and the position of the breast implant pocket. This 
applies to sub pectoral, double plane and sub glandular implant 
placements. For implants of the same size and over the same 
period of time, tissue stretching is seen more in the sub glandular 
pocket than in the submuscular pocket, and heavier implants cause 
more stretching regardless of the pocket used [9,10]. In addition, 
implant placement above the pectoralis results in pronounced 
glandular atrophy [11]. 

In slim patients, following capsulectomy, the skin flaps often 
resemble nipple-sparing mastectomy flaps with restricted blood 
supply primarily through the subdermal plexus [12]. Previous 
publications have revealed possible shortcomings associated with 
lifting the breast following complete (intact) capsulectomy and 
implant removal, as well as nipple-sparing mastectomy. Davies 
et al. described that peri areolar incisions had less wound healing 
complications versus Wise and vertical patterns [13]. Santanelli 
and di Pompeo et al. used a double-mirrored omega pattern after 
skin-sparing mastectomy with reduced rates of skin necrosis versus 
a Wise-pattern incision [14]. Single cranially omega lift incision 
have been described after implant removal and total capsulectomy 
in prior breast augmentation with minimal complication rates [15]. 
The common disadvantage of all above described incisions are 
obvious and well visible scars. Which are often not acceptable 
for the patients who have a high demand regarding the aesthetic 
outcome. We therefor present the periareolar lifting and glandular 
duplication as a safe and reliable alternative with improved 

aesthetic outcomes due to reduced scaring and, as additional 
aesthetic benefit, moderate auto augmentation and shaping due to 
the glandular duplication.

Material and Methods
Patient Population

The described surgical procedure was performed on 102 patients 
who presented between 09.2020 and 12.2024 in our clinic and 
who opted for periareolar lifting and glandular-duplication after 
implant removal and total intact capsulectomy. In advance these 
patients gave informed consent for anonymized data evaluation for 
scientific purposes. For this publication a specific approval of the 
ethics committee was not necessary by German law.

Markings and Technique

Breast marking was performed in the standing position. 
Measurements of Suprasternal Notch (STN) to Nipple Areolar 
Complex (NAC), and NAC to Inframammary Crease (IMC) 
were taken. The peri areolar lifting and glandular duplication can 
be performed alone See (Figure 1), which shows preoperative 
(left) and postoperative 12 month (right) photographs of a 
patient undergoing implant removal and total capsulectomy with 
periareolar lifting and glandular duplication without new implant 
placement.)

Figure 1: Round implants, Mentor 380 cc, duale plane position, 
implanted for 20 years, capsular fibrosis Baker III on both sides

Markings for glandula-duplication and inferior mastopexy were 
selected on the basis of the NAC to IMC distance. The IMC was 
marked all along its width, and a midline was marked between the 
STN and xiphisternum. The incision for the glandula-dublication 
was designed along the IMC (Figure 2).
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Figure 2: Markings and reference points. 1: MAC (mammilla 
areola complex); 2: IMC (infra mammary crest); 3: Incisory 
jugular; 4: Neo-Mac; 5: Glandular duplication.

The area of de-epithelialization is measured and planed in advance 
on the standing patient. The post-operative position on the NAC = 
neo-NAC was measured and marked in advance on the standing 
patient. The neo-NAC was marked on the breast meridian line, 
using the IMC as the reference. A 3.8-4.2cm nipple marker was 
used to mark the neo-NAC, depending on the expected post-
explantation breast seize. These markings were always checked 
and adjusted as necessary before and after explantation for safe and 
tension-free closure. Following total capsulectomy, tailor tacking 
was performed and skin excess resected superior to the nipple-
areola complex such that the breast envelope and nipple-areola 
complex were appropriately positioned on the chest wall. The 
skin within the superior and inferior incisions was deepithelialized 
for auto augmentation of the upper and lower poles. In addition, 
we position a Binelli suture around the NAC, to stabilize the 
lifting effect. We recommend the placement of quilting sutures 
between the breast and the thorax wall, To prevent NAC migration 
to control postoperative ptosis and minimize risk of seroma 
formation. Drains were used in case of the implant ruptures. 
Closure was performed in layers using 3-0 and 4-0 Monocryl for 
subcutaneous and intradermal closure, respectively. Complete 
intact capsulectomy was performed in Grade II - IV capsules 
presenting in the sub glandular pocket and complete intact, 
complete or close to complete intact capsulectomy was performed 
in submuscular pockets. Capsules were sent for histopathology, 
and where necessary or excess fluid was present, samples were 
taken for CD30 analysis [16].

Results
Between 09.2020 and 12.2024 a total of 102 patients, who gave 
informed consent for scientific Publishing, had their implants 
removed and opted for periareolar lifting and glandular-duplication 
after implant removal in our clinic. All patients were routinely 
followed up for at least six months to two years. There was no 
postoperative ptosis observed. Major complications which needed 
an intervention: No patient experienced intra-operative Bleeding, 
one post-operative bleeding (no transfusion necessary), one 
Infection (intervention necessary), 6 patients experienced seroma, 
there was no wound breakdown or nipple necrosis, 4 patients 
received additional scar treatment (Needeling) (Table 1). Peri- and 
Postoperative Complications

Complication Number of Patients

Post-operative bleeding 1

Wound Infection 1

Seroma 6

Hyperthrophic Scarring 4

Table 1: Number of complications

Discussion
As the debate about the safety of breast implants continues, the 
high number of patients seeking explantation after cosmetic and 
reconstructive breast augmentation with implants will remain 
unchanged or increase. The decision to undergo periareolar lift and 
glandular duplication should ideally be an informed consent process 
to address these patients’ concerns about potential complications. 
Patients should be adequately counseled prior to surgery regarding 
the indications and contraindications, the risks involved, the 
financial implications and the postoperative appearance. Loss 
of feminine silhouette and changes in breast shape or volume 
following non-replacement explantation may not be acceptable to 
every patient and therefore need to be addressed appropriately. The 
decision to explantation can be challenging because mastopexy 
combined with skin envelope resection further reduces breast 
volume and results in well visible dominant scars. This may be 
even more in the case of prior axillary augmentation. Explantation 
alone may leave patients with empty breasts and worsen breast 
ptosis. Several authors have reported surgical approaches to 
overcome this challenge. Netscher published a review of the 
records and outcomes of aesthetic and reconstructive patients who 
have undergone implant removal. Netscher concludes: This study 
allows us to be optimistic about postoperative outcomes after 
breast implant removal. We have started to advise selected patients 
that implant removal combined with mastopexy offers a more 
pleasing aesthetic outcome than implant removal alone [17,18].
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Khan presented a case series which presents an option of breast 
volume preservation and reshaping during mastopexy after 
breast implant removal that can be offered to selected patients. 
In the current case series, de-epithelialised dermo glandular flap 
mastopexy was used as an autologous tissue for breast reshaping 
and remodeling [8]. Attempts to minimize scarring have resulted in 
several publications describing techniques that produce a vertical 
scar. The advantages of the technique presented here are that it 
minimizes the skin scar in cases of vertical mammoplasty. In cases 
where vertical mammoplasty techniques are used and optimizes 
the breast shape after breast implant removal in patients who do 
not want a new implant [19]. However, these vertical scars are 
often not acceptable to many patients as they are still very visible 
and create an additional scar. A safe option was presented by 
Miller especially addressing implant removal by means of total 
capsulectomy in the sub glandular augmentation patient. This 
presents a technical challenge because of the profound effects 
of the implant on both the gland and overlying skin envelope. A 
complication of skin flap necrosis is devastating in any patient but 
can be distinctly so in the cosmetic patient population. The omega 
lift has been validated in the setting of breast reconstruction in 
high-risk patients [12]. But also, here the patients will have to face 
a well visible new scar. 

To avoid additional scars for implant removal and capsulectomy 
after primary breast augmentation using the axillary approach 
an endoscopic approach was presented by Yu et al and Li et al. 
Endoscopic trans axillary capsulectomy can be completed through 
the axillary incision. The technique successfully removed the 
fibrous capsule, eliminated the needed for an incision on the 
breast, and created an incision far from the breast for completion 
of the procedure [20,21]. Both publications lack a solution for 
postoperative exacerbating breast ptosis. Implant explantation 
procedures can be performed alone or in combination with other 
techniques to restore volume. Depending on the native volume, 
the shape and the elasticity of the remaining breast tissue, implant 
removal can be also associated with mastopexy, auto-augmentation 
mammoplasty or fat graft. Mangialardi presented an article which 
portrays his series of combined mastopexy and lipofilling after 
implant explantation for revising unsatisfactory outcomes of 
breast augmentation [22]. Implant removal by means of total intact 
capsulectomy in breast augmentation patient presents a technical 
challenge because of the profound effects of the implant on the 
overlying tissues (muscle, glandular and fat tissue and skin) and the 
position and characteristics of the capsule. As a result, we can find 
a variety of publications describing possible surgical approaches. 
Some including a variety of approaches regarding the capsules. 
Including total capsulectomy and sole implant extraction leaving 
the complete capsule inside the patient. In addition, the aesthetic 
results can vary greatly [23]. 

There is currently no defined treatment approach for aesthetic 
patients who request the removal of their implants, particularly 
with regard to the treatment of the capsule. It is unclear whether a 
complete capsulectomy, a complete intact capsulectomy or a “en 
bloc” capsulectomy is necessary in these patients, as in patients 
with BIA-ALCL. Since there are no clear guidelines on how to 
treat the capsule in asymptomatic patients, the basic principles of 
breast revision surgery can be applied to these patients [24]. Recent 
clinical and histopathologic evidence suggests that uneventful 
resolution of the remaining capsule is not always the case, and 
several potential problems may arise from retained capsules after 
removal of the implant. Retained implant capsules may result in a 
spiculate mass suspicious for carcinoma, dense calcifications that 
obscure neighboring breast tissue on subsequent imaging studies, 
and cystic masses due to persistent serous effusion, expansile 
hematoma, or encapsulated silicone filled cysts. Furthermore, 
retained capsules are a reservoir of implant-related foreign 
material in the case of silicone gel-filled implants and textured 
or polyurethane coated implants promoting tissue ingrowth. To 
avoid complications from retained capsules, total capsulectomy 
or postoperative surveillance should be offered to patients [4]. 
Colobrace in addition introduce an evidence-based algorithm for 
the management of the explantation patient. In his review with 
a focus on the rationale, planning, and management of patients 
with an uncomplicated, asymptomatic textured implants [25]. In 
addition to a secure, evidence-based approach towards implant and 
capsule removal, we focus on the aesthetic needs and demands 
of our patients. So far, we could not find a publication offering a 
safe and reliable surgical technique for replacement-less implant 
removal with minimal additional scarring and aesthetic results 
combined with high patient satisfaction, as described in this paper. 
This paper is the result of our literature research and the innovative 
surgical approach developed by us.

Limitations
The presented results are solely based on clinical routine 
procedures which are evidence based. Therefore, this report lacks 
of systematic data collection and statistics or any other high-quality 
data collection and analysis. Although most patients were satisfied 
with the outcome, no patient satisfaction rating was performed.

Conclusion
Periareolar lifting and glandular duplication yields safe and 
aesthetic results, for patients with prior breast augmentation. 
Periareolar lifting and glandular duplication offers safe and reliable 
results in patients with atrophic glandular tissue as well as for 
patients with sufficient autologous tissues. Periareolar lifting and 
glandular duplication yields a safe surgical technique and superior 
overview during the challenging surgical procedure of total intact 
capsulectomy, total capsulectomy or near-total capsulectomy. 
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The results of this report provide a starting point for further 
investigations such as retrospective and prospective studies, with 
appropriate statistic evaluations using validated methods.
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