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Letter

To the Editor,
We read with interest the article by Zavala et al. [1] on the satisfacto-
ry aesthetic results achieved with the Goldilocks technique. 

In recent years, as increasingly many obese and elderly women are 
affected by breast cancer, it has become more common to perform 
the Goldilocks mastectomy, which was first described in 2012 as a 
way to provide post-mastectomy reconstruction by locally contour-
ing completely autologous breast tissue. In this technique, a breast 
mound is created by preserving and de-epithelializing the residual 
mastectomy flap [2]. 

This technique is suitable for women who decline, or are unsuited 
for, traditional post-mastectomy reconstruction, especially those 
with significant medical comorbidities. It is a safe, effective option in 
patients with a higher than average body mass index and is a safe al-
ternative when reconstruction of breast mounds has been unsuccess-
ful [3]. 

The Goldilocks breast reconstruction offers good aesthetic out-
comes and long-term results [1,4]. Although this technique achieves 
a good appearance, the removal of the nipple-areolar complex often 
has a traumatic effect on the patient. After breast reconstruction, 
most patients proceed to have nipple reconstruction because it can 
recreate the impression of the original breast [5]. 

The Goldilocks technique may be preferred for patients with ex-
cess local breast tissue who opt for single-stage reconstruction. These 
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patients often are not in favor of further operations, even nipple re-
construction under local anesthesia. We therefore started to recon-
struct the nipple at the same time as the Goldilocks mastectomy. 

Although Oliver et al. [3] already discussed staged nipple recon-
struction, they did not provide any details about the technique. 
Therefore, through this communication, we aim to present a new 
method of nipple reconstruction during Goldilocks breast recon-
struction procedures.

The first step is to mark the Wise pattern in the usual manner, with 
the patient standing erect. We mark the breast meridian on both 
sides. Then, we mark the apex of the reduction pattern along the 
breast meridian, as it projects anteriorly from the level of the infra-
mammary fold. We draw the vertical limbs at an angle of 80°. 

We draw a triangle at the top of the vertical limbs (Fig. 1A). The 
length of the lateral segments (l1) is usually 22–25 mm, depending 
on the height of the contralateral nipple. Once the mastectomy has 
been completed, the triangle of skin at the top is left intact (Fig. 1B).

The closure of the surgical wound comes close to the sides of the 
triangle, in particular P1 and P2 (Fig. 1B and C). We therefore use a 
scalpel to incise the skin along the two end sides of the triangle (or-
ange lines). The length of the incisions is l2 (half of l1). The flaps 
raised are as thin as possible, which is reasonably safe because they 
have such a broad base with respect to their length (Fig. 1D). One of 
the two flaps is de-epithelialized (the stippled area in Fig. 1E). Unlike 
conventional methods, when elevating the flaps, it is not necessary to 
attach much fat tissue under the flap, because the volume of the nip-
ple is filled with the dermal flap instead of fat tissue. The de-epitheli-
alized flap on one end of the lateral wings is rolled into the column of 
the neo-nipple to maintain the volume (Fig. 1E). The wounds are 
closed in two layers with 5-0 Monocryl and 6-0 Nylon (Fig. 1F). We 
apply antibiotic ointment to the reconstructed nipple and use a “do-
nut” dressing to avoid compression of the nipple for 2 months after 
surgery. 

We used this method for seven women in our clinic (two bilateral 
and five unilateral Goldilocks mastectomies). No cases of infection, 
nipple ischaemia, or other complications were recorded. The treat-
ment left an inconspicuous scar and was much appreciated by all pa-
tients (and often by their partners). 

In our experience with this technique, good projection of the nip-
ple was achieved over the course of at least 2 years of follow-up (Sup-
plemental Figs. 1, 2). The shape of the neo-nipple essentially main-
tained the form that resulted from the surgical procedure, with an av-
erage loss of projection of 20%.

This method is very simple conceptually and procedurally, does 
not involve a complicated design, and can be applied to both unilat-
eral and bilateral Goldilocks mastectomies. It does not require an-
other donor site, a great deal of time, or advanced skill. This method 
compensates for the loss of the nipple with a speedy and reliable pro-
cedure. We aim to confirm the advantages of our technique through 
a further investigation, involving a larger number of cases and a lon-
ger follow-up.
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Fig. 1.  
Preoperative design for nipple reconstruction. (A) Placing the design. We designed a triangle at the top of the Wise pattern. “l1” indicates the length 
of each segment, which was usually 22–25 mm, depending on the height of the contralateral nipple. (B) After the mastectomy was completed, 
the surgical wound closure approached the sides of the triangle, in particular P1 and P2. (C) The skin was incised along the distal part of the lateral 
segments (orange lines). The length of the incisions was l2 (half of l1). (D) The flaps were raised and one of the two flaps was de-epithelialized (the 
stippled area in panel E). (E) The lateral dermal flap was rolled into the neo-nipple column. (F) Completion of the neo-nipple. 
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Supplemental Fig. 1.  
Clinical case 1. A 52-year-old patient had a body mass index of 36.1 kg/m2 and ductal carcinoma in situ on the right side. She was treated with 
a unilateral Goldilocks mastectomy and contralateral breast reduction preoperatively (A, C) and at 24 months postoperatively (B, D). In the same 
operation, the right nipple was reconstructed using the technique described herein. Noteworthy outcomes included good nipple projection and a 
minimal scar.
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Supplemental Fig. 2.  
Clinical case 2. A 62-year-old patient who had a body mass index of 36.8 kg/m2. (A) Preoperative view of this patient with ductal carcinoma in situ on 
the right side. (B) Postoperative view 16 months after unilateral Goldilocks mastectomy and contralateral breast reduction. (C, D) The right nipple was 
reconstructed using the technique described herein. 
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