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Some women may not realize or be bothered that they 
have large areolae compared to others. However, each 
time she gets dressed, every woman burdened with over-
projecting nipples understands that her problem needs 
to be addressed. Conventional treatment for prominent 
nipples involves either nipple reductions, or, in the case 
of tuberous breasts, periareolar approaches to release 
“constriction rings,” coupled with areolar reductions. 
Could there be a better way?

The authors have approached the problem anatomically 
with an attempt to replace absent musculature with per-
manent sutures.1 The “Compass Rose” technique is inge-
nious, as it seeks to restore the action of 2 sets of muscles, 
the circular fibers of the “muscle of Sappey” and the radial 
fibers of the “muscle of Mayerholtz.” While it is unlikely 
that a permanent suture can simulate the dynamic activity 
of muscles that are absent, it is evident from the authors’ 
data and photographs that improved nipple areola aes-
thetics are feasible, and accomplishing this goal with a 
“closed” technique is compelling.

Surgeons have long been enamored with the concept 
of using suture to provide permanent positioning or tis-
sue stabilization. However, less success has been realized 
where the surgeon does not create raw surfaces, which 
would allow healed tissue planes to supplant the suture’s 
function eventually. For example, and despite many dif-
ferent types of “threads,” thread lifting of the face has not 
achieved the same long-term results as open surgery has. 
In the case of areolar reshaping, purse-string sutures as 
developed by Góes2 and Benelli,3 or the “spokes-of-wheel” 
technique of Hammond4 have demonstrated the best suc-
cess. A “round block” suture technique for general wound 

closure is also well described, including Tremolada’s 
description of using large nonabsorbable subcuticular 
purse-string sutures in all regions of the body.5

Our technique, as the authors pointed out, is more 
applicable in trying to round out an oval areola or stabi-
lize its shape during the healing process.6 More recently, 
barbed suture has been used to control areolar diameter.7 
Nevertheless, despite careful placement, suture material 
inevitably becomes palpable or visible well inside the are-
olar perimeter. One cannot predict when this finding will 
occur, and when it does, it can produce pseudo-herniation 
or edema of the nipple inside the stitch. The “Compass 
Rose” technique as described seems to offer less chance of 
producing that deformity, but only longer-term follow-up 
will reveal the ending of that story. The potential for 
hypertrophic scarring is much less likely using the authors’ 
technique.

Routine healing dictates that on occasion, superfi-
cial permanent suture knots will erode through the skin. 
Whenever a surgeon uses heavier permanent suture in 
a size or shape control procedure, the risk for knot pal-
pability remains. For example, Gore-Tex, made from 
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polytetrahydrofluoroethylene (PTFE), is a helpful perma-
nent, albeit pliable, suture material, popularized more 
recently by Hammond, that can help limit areolar scar wid-
ening. However, on occasion, suture extrusion or palpabil-
ity warrants removal of permanent suture. The authors here 
report 2 cases in which the surgeon’s knot extruded. For 
this reason, our practice is to start our periareolar “purse-
string” knot at the 3 o’clock position on the right breast 
and at the 9 o’clock position on the left breast, so that these 
knots can easily be retrieved and, if necessary, removed.

We would like to point out 2 minor weaknesses in the 
study. One is that the authors’ outcomes data are reported 
as a reduction in areolar diameter of “around 15 mm” and 
in nipple projection of “around 3 mm.” If the authors mea-
sured the Norwood index for all patients, then they should 
be able to be provide precise numbers with standard devi-
ations. Furthermore, regarding patient satisfaction, when 
asked by their doctors how they like their results, very few 
patients will give completely honest answers. We have 
found that patients typically do not wish to disappoint 
their plastic surgeons, who likely are proud of their work. 
Better ways exist for assessing patient-reported outcomes.

We would like to commend the authors for develop-
ing such a creative closed-suture technique applicable 
for Type 0 tuberous breasts as well as for patients with 
large areolae. The “Compass Rose” technique appears to 
be one that most patients would accept readily and could 
be included at almost no additional cost. The authors 
report very few recurrences in their series, which speaks 
to the technique’s durability given the long-term follow 
up. Additionally, there would seem to be no reason that 
this method could not be attempted again in the case of 
a primary failure. We thank the authors for bringing this 
surgical innovation to us!
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