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Abstract. In men, the development of feminized breasts

may cause significant emotional distress and embarrass-
ment, particularly in young men and adolescents. Unfor-
tunately, gynecomastia responds poorly to diet and

exercise, and conventional corrective surgery may produce
large stigmatizing areolar or chest scars and a flattened or
concave chest. In 2004, board-certified plastic surgeons
performed 16,275 corrective procedures, and in 2005 there

was a 17% increase, according to The American Society of
Plastic Surgeons (ASPS) procedural statistics. This report
describes a surgical approach for removal of both glandular

and adipose tissue using a small 3-mm areolar stab wound
incision and a piecemeal glandular resection to correct
gynecomastia with minimal and imperceptible external

scarring. Pectoral etching of the chest and suction lipecto-
my are performed simultaneously to enhance and define the
thoracic musculature and further virilize the upper thorax.
Excellent results have been obtained with minimal compli-

cations. The authors present their experience with more
than 200 consecutive cases over the past 4 years. They
are very optimistic with these results because they have

obtained a high degree of patient satisfaction.
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An estimated 32% to 65% of males are affected by
gynecomastia, [1�4] an increase in breast tissue,
which varies in severity from overt chest feminization
to modest excess [6,9]. The condition may develop at
puberty as a result of obesity, cancer, or consumption
of estrogens, anabolic steroids, or H2 blockers such
as cimetidine [2,12]. In addition, gynecomastia is re-
ported to be a side effect of several prescription and
over-the-counter drugs, medications, and supple-
ments including Effexor, Motrin, Pepcid, and digitalis
purpurea, also known as foxglove. Heavy marihuana
use also has been linked to gynecomastia.

Gynecomastia induced by pubertal hormone fluc-
tuations often resolves spontaneously. Defective
androgen receptors or altered breast sensitivity to
estrogen will functionally emulate a distorted estro-
gen-to-androgen hormonal ratio [2,8].

Bodybuilders who use steroids or supplements such
as Prohormone, an-over-the-counter substance de-
signed to convert into active hormones, are prime
candidates for gynecomastia. Prohormone can in-
crease the amount of estrogen in the body, which in
males would cause the breast gland to become over-
active, thus increasing a man�s breast size.

The three terms typically used to categorize
gynecomastia are true gynecomastia, referring spe-
cifically to glandular enlargement; pseudogyneco-
mastia, referring to chest lipodystrophy; and mixed
gynecomastia, which describes a breast with both
fatty deposits and glandular hypertrophy [15].
Severity may be assessed using the Simon, Hoffman,
and Kahn scale [12]. Because a benign or malignant
breast tumor may resemble gynecomastia, samples of
excised tissue should be sent to pathology postoper-
atively, particularly in cases of glandular asymmetry.

Ideally, surgery will masculinize chest contours
while protecting areolar anatomy and position.
Tumescent liposuction is an effective remedy for chest
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lipodystrophy [3]. However, the removal of breast
glands necessitates additional consideration because
conventional surgical methods of extraction typically
create prominent scars. Liposuction alone usually will
not fully correct a significant proportion of gyneco-
mastia cases. In addition, the recurrence rate may be
higher when the breast gland is not resected.
Subareolar glandular pedicle or periareolar meth-

ods of gland excision use a circumareolar incision
[1,9,12�15], which commonly results in conspicuous
scarring, permanent pigment changes, and mis-
matched breasts or nipples [4]. The ‘‘pull-through’’
approach described by Morselli [8] is similar to our
method in its aim to remove glandular tissue through
small incisions. However, the Morselli technique
differs most sharply in its reliance on the liposuction
cannula for tissue undermining.
A pitfall in the surgical correction of gynecomastia

is overzealous tissue removal, which may produce a
flat, plane-like thorax with the potential for irregu-
larity and concavity. The extent and placement of
postoperative scarring is an important consideration.
We describe a modified technique for removal of

glands through small 3-mm puncture incisions, with
optional suction-assisted lipectomy to improve con-
touring through an axillary puncture incision.

Materials and Methods

More than 200 male patients ranging in age from 13
to 78 years (average, 22 years) underwent surgery
with a single puncture excision of their enlarged
breasts. The procedure was complemented with suc-
tion-assisted lipectomy (etching) of the pectoral

musculature and chest [5,6]. The procedure was per-
formed in a fully accredited facility with the patients
under general endotracheal anesthesia. The postop-
erative follow-up period ranged from 3 to 60 months.

Marking and Preparation

In a supine position, the chest is firmly palpated, with
particular attention given to assessing and marking

Fig. 1. Liposuction through
axillary and areolar incisions
(upper left). Superficial sub-
areolar dissection and transec-
tion of ductal components
(upper right). Subglandular dis-
section and skeletization of
glandular structures (lower left).
Excision of glandular compo-
nents in strips and their removal
through an areolar incision
(lower right).

Fig. 2. Appearance of fat distribution before (left) and
after (right) gynecomastia correction with muscular etching
to improve contouring.
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the perimeter of individual mammary glands. While
standing, the patient flexes his trunk muscles to aid in
outlining of the sternum and the pectoral muscle at its
lateral, inferior, and medial borders. Tumescent
Klein solution with 1 ml of triamcinolone 10 mg (for
resolution of edema and diminution of postoperative
bruising) is used for infiltration.
True gynecomastia requires only one puncture

incision at the 6 o�clock position of the inferior are-
olar margin for manual removal of the patient�s
hypertrophied gland. Glandular hypertrophy may
present as a single or a bilateral deformity. Mixed
gynecomastia requires two incision sites, marked
bilaterally at the anterior axillary fold and at the 6
o�clock position in the inferior areolar margin for
gland removal (Fig. 1).

Surgical Technique

Liposuction and gland removal flatten the chest. To
eliminate the rounded, feminized appearance of
gynecomastia, chest adipose tissue is suctioned with a
3-mm cannula at the lateral, medial, and inferior
borders of the pectoralis major (Fig. 2). This pec-
toral-contouring approach (etching) accentuates a
muscular, masculine appearance [6]. Typically, 50 to
500 ml of aspirate are removed. Intraoperative results
correlate closely with the final result. Patients are
instructed to wear a vest compression garment for 4

weeks. Oral antibiotics and pain medications are gi-
ven during the first week after surgery.

Puncture incisions are made with a #15 blade for
liposuction and gland excision. To extract the mam-
mary gland, subareolar dissection is performed
through the areolar puncture at the 6 o�clock position
with blunt-tipped scissors. The mammary ducts
connecting the nipple to the gland are thus transected
at the level of the lactiferous sinus. Using the scissors
to dissect the superior and posterior aspect of the
gland, the ligamentous connecting fibers are cut,
resulting in a detached and nearly free-floating gland.
The gland then is transected along its length, and
individual pieces are removed with forceps. One 4-0
catgut suture is placed to close the dermis.

For some patients, postoperative subareolar full-
ness develops as a result of scar deposition. To pre-
vent furrowing of the nipple, 0.3 ml of triamcinolone
10 mg may be injected under the nipple into the
deeper scar tissue to smooth excess collagen forma-
tion.

Results

From January 2004 to January 2007, we operated on
more than 200 men and young adolescents ranging in
age from 13 to 78 years (Figs. 3�6).

Possible complications from this procedure may
include undercorrection, unevenness, infection,

Fig. 3. A 29-year-old patient
with pseudogynecomastia. Pre-
operative frontal view (upper
left). Postoperative frontal view
(upper right). Preoperative ob-
lique view (lower left). Postop-
erative oblique view 3 months
after surgery (lower right).
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bruising, sensation changes, skin redundancy, areolar
wrinkling, overcorrection, and hematoma. Our total
complication rate was 2.5%.
Redundant areolar skin occurred after gland re-

moval for 1 (0.5%) of the 200 patients who underwent
this technique, requiring a minor in-office revision to
remove an ellipse of areolar skin. In two patients
(1.0%), a small hematoma developed, which required
evacuation at the clinic. No other significant com-
plications or gynecomastia recurrences were encoun-
tered. Two patients (1.0%) required secondary
suctioning because of undercorrection. No patient
experienced unevenness, permanent sensation chan-
ges, or infection.

Discussion

Imperceptible 3-mm incisions are of particular value
to younger gynecomastia patients, for whom promi-
nent nipple scars might become a new source of
shame and self-consciousness. Our method refines
and improves upon existing traditional techniques,
offering a less outwardly invasive approach, with a
highly gratifying result. The removal of hypertrophic
or enlarged breast glands with excessive fat tissue
produces an improved appearance and projection of

the male torso. The ability to extract these glands
with a minimal incision that creates an inconspicuous
scar is a significant improvement over the established
surgical techniques.

The described procedure removes the stigma that
results from a man having a physical appearance
normally found in women. Correction of gyneco-
mastia translates to greater confidence and self-es-
teem. It does more than fix a physical problem. It can
make a profound impact on the patient�s emotional
and psychological life.
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