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Abstract Inverted nipple is a relatively frequent condition
that is characterized by short galactophorous ducts, periduc-
tal fibrosis and lack of soft tissue under nipple base. It may
be congenital or acquired. Many techniques have been de-
scribed to treat this condition. We propose a new technique
which is simple and easy, with very natural and long lasting
results. We applied this technique on 24 nipples. The oper-
ation consisted of making six small stabbing incisions at the
nipple base with subsequent release of the short fibrotic
ducts using scissors and then a purse-string suture of the
nipple base is performed through the small incisions while
the nipple is pulled up by a skin hook. A supporting frame is
applied for at least 2 weeks to support the nipple in its
projected position. Postoperatively, there were no notable
subsequences and the pain was minimal. We report one case
of recurrence in a patient who refused to keep the supporting
frame.We believe that the proper application of the supporting
frame is mandatory. We highly recommend this technique to
treat moderate to severe inverted nipple deformities.
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Introduction

Nipple inversion is a particular condition characterized by
shorter galactophorous ducts, periductal fibrosis and lack of
soft tissue under the nipple base. It can be congenital or

acquired, and it affects about 10% of the female population
[1].Congenital inverted nipples are more commonly encoun-
tered than acquired inverted nipples, which are caused by
breast infections, carcinoma, breast surgery or macromastia
[2, 3]. Inverted nipple carries some psychological problems
and in-satisfaction in addition to difficulties in breastfeeding
and poor hygiene which may participate in repeated inflam-
mation of the nipple [2]. A variety of techniques are used to
correct the inverted nipple. Most of the described techniques
consist of local dermoglandular flaps. Other procedures use
sutures, cartilage or tendon grafts, a commercial vacuum
system, custom-made disposable syringes or even piercing
to secure the nipple from its natural tendency to collapse [2, 4].
Relapse of the inverted nipple deformity is always possible.
We present a simple and very effective technique with minimal
risk of recurrence.

Patients and methods

We treated 13 patients (24 nipples), who all have congenital
inverted nipple, 11 patients have bilateral inversion and two
patients have unilateral inversion. According to the Han and
Hong classification [5], 13 nipples were grade I, 26 nipples
were grade II, 11 nipples were grade III. Follow-up has been
done for a period of 1 to 3 years postoperatically.

Operative technique

Under local anesthesia, the nipple is pulled up with a skin
hook. Six tiny stabbing incisions are performed using an 11
blade at 12, 2, 4, 6, 8 and 10 o’clock positions (Fig. 1a).
Using fine scissors, we cut the fibrous tissue under the
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nipple to release it. The scissor tips are directed downwards
to the center in order to keep a generous amount of tissue
under the nipple which subsequently will give the nipple the
desired projection and keep the lactiferous ducts intact
(Fig. 1b). Then a 3/0 polydioxanone (PDS) purse-string
suture is used coming in and out of the small incisions
previously mentioned. The purpose of the purse-string su-
ture is to close the dead space under the nipple and to give
the needed projection (Fig. 1c). The small stabbing incisions
are closed using 6/0 rapid vicryl (Fig. 1d). In the end, we
fabricate a supporting frame using the elastic bottom of a
60 cc syringe (Fig. 2). A hole is created in the middle of the
frame and using a 2/0 Silk stitch, we suture the tip of the
nipple to the upper borders of the elastic frame. The height
of the elastic frame helps to keep the nipple projected. The
supporting frame must be kept in place for at least 2 weeks

during which the fibrous scar tissue will be developed under
the released nipple (Fig. 3). No dressings are needed, and
the patients can shower freely while the frame is in its place.

Results

In the immediate postoperative period, there is no reported
case of infection, hematoma or nipple necrosis. Mild pain
can be easily controlled by administration of oral paraceta-
mol for 48 h. There was some temporary sensory distur-
bance (hypoesthesia or hyperesthesia) in early postoperative
period but it resolved spontaneously within 3–6 months.
During the period of follow-up (which ranges from 1 to
3 years), we only encountered one unilateral recurrence in
a patient that did not want to put the supporting frame

Fig. 1 a The six stabbing
incisions. b The fibrous tissue
has been cut by fine scissors. c
Purse-string suturing. d The
final result

Fig. 2 The supporting frame is fabricated by a 60 cc syringe Fig. 3 The supporting frame that must be kept in place for 2 weeks
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because of summer holidays. The relapse occurred 1 month
after the procedure and was successfully treated by a second
operation using the supporting frame. We obtained—by this
technique—a very natural nipple, with a very good projection
that has been maintained during the follow-up (Fig. 4).

Discussion

Inverted nipple can lead to functional problems including
irritation, inflammation, nursing difficulties and aesthetic
problems [2]. The inverted nipple can be classified accord-
ing to the Han and Hong classification [5] into three grades:
Grade I nipples have minimal or no fibrosis beneath the
nipple, they are easily pulled out and their projection is
maintained. Grade II nipples have moderate fibrosis, they
can also be pulled out, though not as easily, but they cannot
maintain projection. Grade III nipples have severe underlying
fibrosis and they can be pulled out manually with difficulty
but then promptly retract. Most inverted nipples are Grade II
[2, 4, 5]. That is compatible with our randomly chosen data.
Corrective surgical procedures have two basic goals: 1) the
adequate release of fibrous bands and lactiferous ducts and 2)
the filling of the defect beneath the nipple [2]. Many surgeons
have used dermal flaps [2, 6, 7] to treat moderately to severely
inverted nipples of grades II–III. However, this type of proce-
dure can cause visible scars in the areola and cause areola and
nipple deformities.

Ritz et al. [4] described a simple technique to correct
inverted nipple but it shows reduction in breast lactation
postoperatively, while with our technique, particularly with
scissor dissection in downward and central direction, helps
to keep the lactiferous ducts.

Our technique is a simple technique rapidly done, with
minimal areolar scar postoperatively. In addition, we do it
under local anesthesia. It is an effective procedure to treat
simple and severe inverted nipples. The use of a supporting
frame is very important because it gives time for healing and
prevents fibrosis from recurring. We advise to use long-term
absorbable monofilament sutures (we use PDS) or even
nonabsorbable monofilament suture in severe cases to hold
the nipple in a projected position.
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Fig. 4 a Preoperative nipple. b
Postoperative nipple

Eur J Plast Surg (2012) 35:759–761 761

Author's personal copy


	A simple and easy technique to correct inverted nipple deformities
	Abstract
	Introduction
	Patients and methods
	Operative technique
	Results
	Discussion
	References


