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he goal of nipple-areolar reconstruction is to create a nipple that is appropriately located on

the breast mound and has adequate projection, shape, color and texture to match the
contralateral nipple-areolar complex. Despite various reports of techniques, no single technique
is considered as an established method. The common methods of nipple reconstruction consist
of composite grafts and local flaps, and the areolar is usually reconstructed by skin graft and tat-
tooing. The authors introduce a systematic approach to select the appropriate reconstructive
techniques for nipple-areolar complex reconstruction. If the patient has sufficient projection of
the contralateral nipple and is willing to use it as a donor site, the composite graft of nipple is pri-
marily considered. When the composite graft is not indicated, the methods using local flap such
as skate flap and CV flap are proposed. Skate flap is best suited to maintain the contour of
reconstructed breast mound. Although CV flap may distort the shape of breast mound, the met-
hod is popular for its simplicity. For creation of areolar, tattooing is widely performed to minimize
the donor site morbidity rather than skin graft. Despite the algorithm of reconstructive techni-
ques, it is important for the surgeon to choose the most familiar technique for superior outcomes.
The nipple-areolar complex reconstruction is an integral step in the long treatment journey.
Although the techniques of nipple reconstruction seem simplistic, they play a major role and
demand meticulous attention to achieve good aesthetic outcomes.
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Figure 1. Nipple reconstruction by the composite graft. (A) Com-
posite tissue is harvested from a contralateral nipple. (B)
The donor site defect is primarily closed. (C) Deepithe-
lialization is performed at the position of new nipple. (D)
The composite tissue is grafted and tie-over dressing is
performed to fix the grafted tissue firmly.
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Figure 2. Nipple reconstruction by the skate flap. (A) The area be-
yond tangent to new nipple area is denuded. (B) Wings
of skate are elevated with deep split thickness, and body
is dissected centrally and elevated involving dermis and
fat tissue. (C) The donor defect of body is primarily clo-
sed. (C) Deepithelialization is performed at the position
of new nipple. (D) Wings of skate are brought around
body each other to form nipple cone.
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Figure 3. Nipple reconstruction by the CV flap. (A) The incision line
of CV flap is drawn at the appropriate position of the
reconstructed breast mound. (B) One C flap and two V
flaps are elevated together preserving dermis and fat
tissue. (C) The donor defects of V flaps are primarily
closed, and two V flaps cross to form side wall. (D) The
C flap covers the top of new nipple to complete to
reconstruct a new nipple.
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Figure 4. Nipple reconstruction by the CU flap. (A) The incision line
of CU flap is drawn at the appropriate position of the

reconstructed breast mound. The U flap has round tip 5 CU mm2

and short flap length relative to V flap. (B) One C flap and ’ ==

two U flaps are elevated together preserving dermis CV ¥tz e v u A Ao Az} Balo 2 ols) G4
and fat tissue. (C) The donor defects of C flap andV flaps - L s =
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to insert betwegn the U flaps. Tips of U flaps meet each tjAjolo] 411 =% &% 7iekelE 2 da] o] S5 v
other to form side wall. (D) The C flap cover the top of . B o
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Figure 5. Nipple reconstruction by the CU flap. (A) The incision is B o
made with CU shape. (B) The flaps are elevated and T Atolofl 7]o] YE o2 FEEo] fFt g idko 2
defattened except the base of flap. (C) The base of the o= AS H 23} 5 .
nipple is deepithelized and a small triangular flap is A 25} shgictFigures 4,5).
elevated. (D) The triangular flap is transposed between
the U flaps to prevent scar contracture. TA, triangular
flap.
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Figure 6. Nipple-areolar reconstruction. The nipple was reconstructed with CU flap method o=
and the areolar tattooing was performed. (A) Frontal view. (B) Oblique view. Tr—'.:XHjl_'I

Figure 7. Completion of breast reconstruction with nipple-areolar reconstruction. (A) Preo- iy
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perative view before nipple reconstruction. The breast mound was built with latis-

simus dorsi myocutaneous flap. (B,C,D) Postoperative view after nipple-areolar

reconstruction. The nipple was reconstructed with CU flap method and the areolar 3 sEA e 104 B 5|88 (donor

tattooing was performed.
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