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The number of patients asking for pecto-
ral enhancement through liposuction has 
been increasing in recent decades. Some 

individuals are not even aware of or are ashamed 
of gynecomastia and would not directly request 
treatment for it. Gynecomastia is defined as a 
benign condition of the male because of mam-
mary tissue overgrowth1 and can occur in as many 
as three of four teenagers2; this is different from 
pseudogynecomastia, which is basically adipose 
tissue deposits. Pectoralis muscle development 
and shape are strongly correlated to male aes-
thetic standards, which is the reason why its ana-
tomical features and some surgical approaches 
to achieving such standards have already been 
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Background: Male chest definition surgery and patients complaining of breast 
tissue overgrowth have been increasing in recent decades. After the authors’ 
first report of pectoral etching in 2012, patients and surgeons became more 
aware about gynecomastia resection when performing pectoral enhancement. 
The authors present their experience with pectoral high-definition liposculp-
ture in addition to inverted-omega incision resection for gynecomastia.
Methods: The authors reviewed their records on pectoral high-definition lipo
sculpture between January of 2005 and October of 2019 in four surgical centers 
in Colombia. Inclusion criteria were as follows: men diagnosed with gynecomas-
tia and body mass index less than or equal to 32 kg/m2, adequate skin elasticity, 
and general good health. Photographs were taken preoperatively and 1, 3, 6, 
and 12 months postoperatively. Follow-up ranged from 2 months to 3 years.
Results: Gynecomastia resection plus high-definition liposculpture was suc-
cessfully performed in 436 consecutive men (open inverted-omega incision 
resection, n = 132; liposuction, n = 304). Ages ranged from 18 to 66 years. Fat 
grafting volume ranged from 50 to 300 cc in each pectoral muscle. Minor com-
plications (3.2 percent) included prolonged swelling, bruising, asymmetries, 
and residual gynecomastia. Major complications (1.6 percent) included uni-
lateral hematoma and localized infection. No necrosis, systemic infection, or 
muscle paralysis was reported. A nonstandardized survey showed a very high 
satisfaction index.
Conclusion: Gynecomastia treatment combining high-definition liposculpture to 
male breast tissue resection through a new, almost invisible incision allowed us to 
achieve an athletic and natural appearance of the male pectoral area with a very 
low rate of complications.  (Plast. Reconstr. Surg. 147: 1072, 2021.)
CLINICAL QUESTION/LEVEL OF EVIDENCE: Therapeutic, IV.

Gynecomastia Treatment through Open Resection 
and Pectoral High-Definition Liposculpture
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described.3 Techniques include fat extraction 
around and over the pectorals to improve defi-
nition, but most of them neither succeed with 
augmentation for the volume-deficient chest, 
nor solve other problems such as gynecomas-
tia.4 Treatments have been focused on overall 
resection and/or combination with other proce-
dures5–7 but often lack an aesthetic approach, and 
results are far from pleasant for most patients. 
In 2012, we described different biotypes for 
the male pectoral treatment, including patients 
with gynecomastia. We also outlined the pecto-
ral anatomical zones, where negative spaces and 
transition and deep resection zones became the 
cornerstones for muscular and athletic defini-
tion.8 Pectoral inferior pole liposuction plus 
superior pole lipoinjection was one of the most 
frequently performed procedures, in some cases 
with the addition of gynecomastia resection. We 
have used overlapping techniques of liposuction 
plus open resection for patients in which fat aspi-
ration is usually not enough. Several techniques 
(conventional, ultrasonic, power-assisted, or 
combined) for pectoral fat extraction have been 
described,9–13 but they usually leave visible scars 
around the areola, which are a great concern for 
men who regularly expose their chest (e.g., at 
the beach, the pool, at home).

ANATOMY AND ARTISTIC ANATOMY
Pectoralis major muscles are well-developed 

muscles in men that evolved and allowed them 
to become hunters and leaders with the capabil-
ity to use tools. In recent decades, general popu-
lation surveys and social media posts suggest the 
well-developed torso as one of the main aesthetic 
features of male beauty,14 because its appearance 
reflects the disposition and development of the pec-
toral muscles. Although it perfectly resembles the 
muscle mass itself, the surrounding areas must also 
be treated to produce optimal definition.15 Specific 
anatomical regions have been previously catego-
rized for muscularization and treatment to create a 
perfect contour but also improve projection.7

The pectoralis muscle is divided into superior 
(greatest volume) and inferior poles, and around 
them there are five “hollow” areas (negative spaces) 
that further enhance the projection and definition 
the male chest8: the subclavicular triangle, pecto-
ral-latissimus triangle, pectoralis line, subpectoral 
triangle, xiphoid rhombus, and pectoralis resec-
tion triangle (Table 1). [See Video (online), which 
demonstrates key steps for gynecomastia open 
resection through an inverted-omega shaped inci-
sion: anatomy analysis, markings, incisions, high-
definition liposculpture, open resection, and fat 
grafting are explained. A 42-year-old male patient 

Table 1.  Pectoral Negative Spaces and Specific Treatment for Each Area

Area Limits and Landmarks Treatment

1. � Interpectoral 
(xiphoid) 
rhombus

Area between the inferior medial borders of the 
pectoralis muscle, the xiphoid process, and the 
origin of the rectus abdominis muscle at the 
midline; its definition will aid the torso’s natural 
appearance after surgery

Deep and smooth superficial liposuction

2. � Subpectoral 
triangle

Area delimited by the pectoral line and the lateral 
border of the rectus abdominis muscle that 
ultimately links the pectoral with the abdominal 
muscular definition

Thorough subdermal and intermediate liposuction 
must be performed to limit the border between 
the chest and the abdomen

3. � Pectoral- 
latissimus dorsi 
muscle triangle

Area between the lateral border of the pectoralis 
muscle and the lateral border of the latissimus 
dorsi muscle; even though it actually goes beyond 
the pectoral area, it is important to expand the 
concavity to this limit for optimal contour

Smooth subdermal liposuction; expanding the 
negative space toward the back will increase the 
depth effect and subsequently improve the chest 
athletic appearance

4. � Subclavicular 
triangle

Area outlined by the subclavicular line, the deltoid 
muscle, and the upper border of the pectoralis 
muscle; in certain individuals, this area retains fat 
that obscures the muscle anatomy

A smooth transition has to be performed between 
the deltoid and the pectoralis muscles

5. � Pectoralis line Horizontal line along the inferior border of the 
pectoralis muscle, usually 1 cm below the nipple; 
the accurate definition of this line is the key to 
create a muscular appearance (without it, the 
patient will appear fat and/or frail)

This line tilts upward when the muscle is in 
contraction, creating another line that follows 
the muscular movement; the zone between these 
two lines is called the “dynamic transition zone”; 
this area must be treated as a negative space that 
softens while going toward the upper pole

6. � Resection 
triangle

This area is delimited by the inferior and lateral 
borders of the pectoralis muscle and a line 
connecting the midpoint over both pectoralis lines 
with the lateral insertion of each pectoralis muscle

Deep and superficial liposuction; progressive 
removal of fat tissue and gland is performed 
while we move in the direction of the lower 
vertex of the triangle

https://doi.org/10.1097/PRS.0000000000007901
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who underwent gynecomastia resection through 
inverted-omega incision plus high-definition lipo-
sculpture is shown preoperatively, 48 hours postop-
eratively, and 3 months postoperatively. Fat grafting 
was performed in both upper poles with 200 cc 
adipose graft injection each.] These areas are spe-
cific landmarks for the way liposuction is going to 
be performed, depending on the body type16,17: fat, 
athletic, or thin (Fig.  1). We present our experi-
ence with the hybrid technique for gynecomastia 
resection through VASER-assisted (Solta Medical, 
Bothell, Wash.; Bausch Health Companies, Inc., 
Laval, Quebec, Canada) liposuction plus open 
resection with a new inverted-omega incision.

PATIENTS AND METHODS
We retrospectively reviewed our data for 

techniques on gynecomastia resection, includ-
ing inverted-omega incision and high-definition 

liposculpture. A total of 436 male patients were con-
secutively operated on by the first author (A.E.H.) 
between January of 2005 and October of 2019 in 
four surgical centers in Colombia: Santa Barbara 
Medical Center, Evolution Surgical Center, and 
Dhara Clinic in Bogota, D.C.; and Clinica Foscal 
in Bucaramanga, Santander (Table 2). Patient age 
ranged from 18 to 62 years, with a mean of 39 years. 
We used third-generation ultrasound for fat emul-
sification (VASER) and power-assisted liposuction 
(MicroAire PAL; MicroAire Surgical Instruments, 
LLC, Charlottesville, Va.) for dynamic definition 
liposculpture and gynecomastia resection.

An anesthesiologist conducted the preop-
erative evaluation, including routine laboratory 
values such as white and red blood cell counts, 
platelet count, creatinine, blood urea nitrogen, 
prothrombin time, and partial thromboplastin 
time. Electrocardiography and chest radiogra-
phy in addition to cardiology assessment were 

Fig. 1. Body types and pectoral definition. Because the negative spaces are critical in the natural and athletic appearance of the pec-
toral area, it is also important to describe some general landmarks according to each body type. In the athletic patient, inferior pole 
fat grafting is strongly avoided, whereas it is recommended for the thin patient and is optional in the obese patient. Also, thorough 
deep liposuction must be performed in the obese patient in the lateral torso and the superior and lateral abdomen. However, careful 
definition must be performed in the pectoralis-latissimus dorsi triangle in the thin patient and in the athletic patient.

Table 2.  Patient Distribution in Surgical Centers

Institution No. of Patients Period

Evolution Surgical Center (Bogota, D.C.) 56 2005–2009
Santa Barbara Medical Center (Bogota, D.C.) 81 2009–2013
Dhara Clinic (Bogota, D.C.) 282 2014–2019
Clinica Foscal (Buraramanga, Santander) 17 2009–2013
D.C., Distrito Capital.
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compulsory for patients aged 40 years or older. 
Patients with a body mass index above 31 kg/m2 
and/or those following bariatric surgery were 
excluded. Photographs were obtained at the 
preoperative appointment and at 1, 3, 6, and 12 
months after surgery. The follow-up period ranged 
from 2 months to 3 years (mean, 10 months). 
Each patient was informed of the purpose, meth-
ods, sources of funding, any possible conflicts of 
interest, institutional affiliations of the authors, 
the anticipated benefits and potential risks of the 
study and the discomfort it may entail, and post-
study provisions and outcomes according to the 
Declaration of Helsinki. They were also informed 
of the right to refuse to participate in the study or 
to withdraw consent to participate at any time with-
out reprisal. A freely given informed consent was 
signed for each patient participating in our report.

Surgical Technique
Markings
We use a color code for the markings to ease 

the intraoperative recognition of all the previously 
discussed zones. In standing position, we first mark 
visible fat deposits for deep liposuction. Next, the 
pectoralis muscle is divided into upper and lower 
poles, and we also mark the depressions or areas that 
lack projection (e.g., the upper pole), which may 
need fat grafting. Surface anatomy is drawn afterward 
with the different areas for superficial liposculpture 
(“hollow” areas; see Anatomy and Artistic Anatomy 
section), which are outlined by the negative spaces 
(concavities to be performed to enhance the mus-
cular appearance18) around the pectorals (Table 1).

Finally, the entire gland bud is marked and 
its area beyond the pectoralis muscle limits for 
selective extraction by open resection and/or 

Fig. 2. Artistic anatomy for the pectoral area: Negative spaces surrounding the pectoral muscles are one of the most 
important features in high-definition liposculpture. Specific areas are numbered as in the text: 1, interpectoral rhombus; 
2, subpectoral triangle; 3, pectoralis–latissimus dorsi triangle; and 4, subclavicular triangle. Resection triangle is delim-
ited in yellow where deep liposuction must be performed in obese and gynecomastia patients. The inverted-omega 
incision is performed for breast tissue open resection. For fat grafting, access can be achieved through the omega inci-
sion with a small straight cannula, or the anterior axillary fold incision (when no open resection is performed) with a 
long-curved cannula. Starting at the subpectoral space and then in the intramuscular layer, the relation of intramuscu-
lar/subpectoral amount of graft is usually kept at a 2:1 ratio. Note the shape and length of the omega incision and the 
surrounding structures that need to be defined for an optimal pectoral etching.
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liposuction (Figs.  2 and 3). Areas for additional 
liposuction rely on the patient’s body biotype.

Step 1: Infiltration and Emulsification
Under general anesthesia, stealth incisions 

(5 mm) are performed over anatomical creases for 

access (nipple incision, anterior axillary folds, and 
umbilicus). We use tumescent solution for infil-
tration with 1000 cc of normal saline, 50 cc of 1% 
lidocaine, and 1 ampoule of epinephrine 1:1000. 
We start in the deep layer followed by the super-
ficial layer. We wait 5 minutes for the solution to 

Fig. 3. Inverted-omega incision. This is a versatile enlargement of the 
initial liposuction stealth incision at the nipple. It is made by grabbing 
the whole breast tissue plus the nipple-areola complex, then a hori-
zontal extension (5 mm) is created on both sides without trespassing 
on the areola limit. It will allow a complete resection of the enlarged 
breast tissue (quadrants dissection) by pull-through technique.

Fig. 4. A 39-year-old overweight man with true gynecomastia. Breast tissue open resection through inverted–omega–shaped 
incision was performed in addition to dynamic definition liposculpture in the torso with bilateral 150 cc of upper pole fat grafting. 
Almost 4300 cc of fat aspirate was removed in this patient. Note the new projection of the pectoral area with a complete absence 
of residual breast tissue in the postoperative photographs (below) compared to the preoperative photographs (above).
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distribute and vasoconstriction to occur. Then, fat 
emulsification is performed with the VASER ultra-
sound system. Deep fat fragmentation is performed 
at 80 percent continuous mode with a 2.9-mm or a 
3.7-mm two-ring probe. A VASER sharp-tip probe is 
used at 90 percent continuous mode for mammary 
tissue emulsification. We usually follow a volume 
infiltration versus fat removal ratio of 2:1.

Step 2: Liposuction
Vigorous deep fat aspiration is performed 

using a 4.0-mm Mercedes cannula, with or without 
MicroAire Power-Assisted Liposuction, over the 
subpectoral area, the triangular area lateral to the 
muscle, and the axillary fat pad over the superior 
lateral border of the pectoral beneath the clavicle 
and the deltoid muscle (note that other body areas 
are also subject to superficial and deep lipoplasty as 
part of dynamic definition liposculpture18). In the 
superficial layer, artistic sculpting of the horizontal 
line inferior to the pectoralis muscle is achieved by 

aspiration with a 3.0-mm Mercedes cannula (note 
that arms must be completely adducted to avoid 
unnatural results, because arm abduction tilts the 
inferior border of the pectoralis muscle).

We perform smooth subdermal liposuction 
with a 3.0-mm Mercedes cannula over the nega-
tive spaces and carve the area between the major 
pectoralis and the rectus abdominis muscle, which 
will also aid in the abdominal muscular definition 
(Fig. 2). This is achieved by using Vent X cannulas 
(Sound Surgical Technologies, Denver, Colo.) or 
MicroAire Power-Assisted Liposuction cannulas. 
The junction between the superficial and the deep 
zones is blended to produce a smooth definition 
of the pectoralis muscle (lateral and inferior) in 
the same way the subclavicular triangle is treated.

Step 3: Gynecomastia Resection  
and Fat Grafting

Concerning the pull-through technique,19,20 
the decision regarding open resection versus 

Fig. 5. An athletic 42-year-old patient with breast tissue overgrowth. Note the lack of volume in the upper pectoral area, but also 
the female appearance of the right breast in the preoperative photographs (above). A new muscular and natural appearance is 
achieved (below) by gynecomastia open resection and dynamic definition chest liposculpture with bilateral 200 cc and 50 cc fat 
graft in the upper and lower poles, respectively. Almost 3800 cc of fat aspirate was removed in this patient. Note that abdominal 
etching was a great challenge because of the medical history of peritonitis following a perforated appendix requiring laparotomy 
approximately 10 years before high-definition liposculpture surgery.
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liposuction is made intraoperatively. Deep lipo-
suction with a 4.0-mm basket cannula must be 
performed over the resection triangle in obese 
patients or when gynecomastia is present (before 
open resection), sometimes extending to the lim-
its of the fatty area beyond the pectoralis muscle. 
If excessive glandular tissue remains, an inverted-
omega–shaped incision is extended around the 
nipple. We dissect the glandular breast mass into 
quadrants to make it easier for removal. The 
superficial bud is then pulled out through the 
incision, ensuring complete extraction (Fig.  3). 
This approach allows us an intradermal closure, 
preserving the aesthetics of the areola-nipple 

complex. We have to take into account that iso-
lated definition of the chest with or without 
gynecomastia resection is hardly ever considered 
as a single procedure because patients may end 
up with an unnatural appearance. Moreover, a 
key high-definition premise is the 360-degree 
approach instead of a single-muscle-group treat-
ment; and male patients most often request a full-
torso high-definition liposculpture at our office.

Fat Grafting
Adipose tissue is harvested using a 4-mm 

Mercedes blunt cannula into an empty, sterile 
bottle trap. One gram of cefazolin is added to 
the trap. We use decantation to separate viable 
adipose cells from the saline and detritus. The 
pectoralis major muscle is grabbed, and a 3-mm 
blunt cannula connected to a 60-ml syringe filled 
with adipose supernatant is inserted through the 
anterior axillary fold incision into the intramus-
cular layer (Fig. 2). The ratio of intramuscular-to-
subpectoral fat grafting is approximately 2:1. In 
most cases, the graft is placed on the superior pole 
to enhance the muscular projection. We usually 

Fig. 6. An obese 48-year-old man with pseudogynecomastia in which dynamic definition liposculpture was enough for pectoral 
etching and muscular definition. Almost 5200 cc of fat aspirate was removed in this patient. No omega incision was needed. 
Abundant adipose deposits are noted in the abdominal and pectoral areas in the preoperative photographs (above). The upper 
pectoral pole was grafted with 200 cc on each side by a multilayer approach. A great volume enhancement is notable in the post-
operative photographs (below).

Table 3.  Survey Results

Score No. Patients (%)

Total no. of patients 159
Score  
 � Excellent results 121 (76.1)
 � Above expectations 27 (16.9)
 � Average results 6 (3.7)
 � Below expectations 3 (1.8)
 � Bad results 2 (1.2)
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do not graft the inferior pole, to avoid a “glandu-
lar” appearance in the athletic patient, although 
doing so may be mandatory for the thin patient 
and optional for the fat patient (Fig. 1). Curved 
cannulas are commonly used for grafting to mini-
mize the risk of rib-cage damage. A long (40-cm) 
4-mm Mercedes cannula is used for the interpec-
toral area definition.

Finally, Blake drains (Ethicon, Inc., Johnson & 
Johnson, Somerville, N.J.) are placed in the sub-
cutaneous space through the inguinal incisions. 
Once surgery is finished, patients are immedi-
ately dressed up in postoperative garments and 
foams and then transferred to the recovery unit. 
All patients receive 2 g of cefazolin, 8 mg of dexa-
methasone, 8 mg of ondansetron, 75 mg of diclof-
enac, and 50 mg of tramadol during surgery.

RESULTS
Three hundred four of the 436 cases (70 per-

cent) of true gynecomastia or pseudogynecomas-
tia resection were achieved by means of dynamic 
definition liposculpture and 132 (30 percent) 

by inverted-omega open resection. Pathology 
analysis reported normal breast tissue in all cases 
where open resection was performed. Dynamic 
definition liposculpture was performed in all 
patients, with some of them also including arm, 
back, abdomen, and upper and lower limb defini-
tion. Pectoral fat grafting was performed in 284 
patients, with volumes ranging from 50 to 300 cc 
and with an average of 200 cc in each pectoral 
area (including subpectoral and intramuscular). 
A new athletic and muscular appearance of the 
male chest was successfully achieved through 
gynecomastia resection and dynamic definition 
liposculpture (Figs. 4 through 6). A nonstandard-
ized survey was conducted during postoperative 
appointments to assess the patient satisfaction 
index (n = 159); results are showed in Table 3.

Minor complications [n = 14 (3.2 percent)] 
included prolonged swelling [n = 11 (2.5 per-
cent)], bruising [n = 7 (1.6 percent)], asymmetries 
[n = 5 (1.2 percent)], and residual gynecomastia 
[n = 3 (0.7 percent)]. An oblique shape of the 
inferior pectoral border (“sad pectorals”) (Fig. 7) 
occurred in five patients (1.2 percent) because of 

Fig. 7. Sad pectorals: markings before surgery have to be drawn with the arms in the standing resting position (adduction), because 
once on the surgery table, the arm abduction will tilt the pectoralis muscle (left), which could end up in bilateral sad pectoral shape. 
If residual gynecomastia is present, asymmetry in the pectoral line could result in a unilateral sad pectoral (right). Interestingly, some 
patients have angulated pectorals as a normal anatomical variation. We just have to follow our markings (with the arms in resting 
position) supported by the underlying anatomy, in which case this will be considered a natural and expected result.
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underlying muscle anatomy; however, in two cases 
(0.5 percent), it occurred because of gynecomas-
tia misdiagnosis in the preoperative evaluation. 
These latter two cases were subject to a second 
procedure under local anesthesia to remove the 
remaining breast tissue. Two patients (0.5 per-
cent) had abnormal skin retraction below the 
nipple: one required in-office liberation under 
local anesthesia, whereas the condition resolved 
spontaneously in the other (Table 4).

Major complications [n = 7 (1.6 percent)] 
included unilateral hematoma [n = 4 (1 per-
cent)] and infection [n = 3 (0.7 percent)]. Two 
superficial hematomas required manual drain-
age; one resolved with physical means and one 
retropectoral hematoma required ultrasound-
guided drainage. Two superficial infections were 
treated merely with systemic antibiotics (ampi-
cillin-sulbactam 375  mg administered orally 
three times per day for 7 days), whereas the 
other required ultrasound-guided abscess drain-
age (Fig. 8) in addition to the antimicrobials. No 
necrosis, systemic infection, or muscle paralysis 
was reported.

DISCUSSION
Since our first description of pectoral etching 

in 2012,8 several authors have reported multiple 
improvements and citations in their articles.4,13,21 
Nevertheless, gynecomastia treatment has been 
challenging because patients face a substantial 
concern about aesthetic and unnatural results. 
The inverted-omega incision has allowed us to 
decrease the risk of residual breast tissue that will, 
at some point, relapse.22–25 Moreover, dynamic defi-
nition liposculpture was enough for most patients, 
whereas the pull-through technique was reserved 
for those with true breast tissue overgrowth (gyne-
comastia), regardless of whether they were fat or 
thin. This new approach combines superficial, 
intermediate, and deep lipoplasty with fat grafting 
in addition to gynecomastia resection with the aim 

of reproducing the normal superficial anatomy 
and improving the athletic definition of the pec-
toral area, because the first author (A.E.H.) is the 
creator and developer of the high-definition lipos-
culpture technique with 18 years of experience.18 A 
long learning curve is required to obtain the results 
reported in this study; however, the technique is 
considered easily reproducible and safe.

Although misdiagnosis of gynecomastia has 
led to undertreatment of the pectoral area and 
might result in relapse and/or pitfalls,26,27 it is 
now easier to recognize the breast tissue enlarge-
ment that could end up in open resection by fol-
lowing the markings in the preoperative period. 
As mentioned before, gynecomastia management 
remains challenging because of its visual results 
and sometimes residual deformities, which mostly 
delays surgical decisions and treatments within 
most patients. Gynecomastia surgical manage-
ment is sometimes delayed because of anatomical 
abnormalities and/or previous residual deformi-
ties in some patients. The pull-through technique 
(through an inverted-omega incision) combined 
with dynamic definition liposculpture and fat graft-
ing has improved outcomes, with high satisfaction 
among patients. This incision (inverted-omega) is 
a versatile extension of the initial stealth incision 
for liposuction that will barely affect the aesthetics 

Table 4.  Complications

Type of Complication No. Patients (%)

Minor 14 (3.2)
Prolonged swelling 11 (2.5)
Prolonged bruising 7 (1.6)
Asymmetries 5 (1.2)
Residual gynecomastia 3 (0.7)
Major 7 (1.6)
Superficial hematoma 3 (0.7)
Retropectoral hematoma 1 (0.2)
Superficial infection 2 (0.5)
Abscess formation 1 (0.2)

Fig. 8. Localized infection in a 36-year-old man after gyneco-
mastia open resection plus dynamic definition liposculpture 
and fat grafting. Ultrasound-guided drainage and physical 
means were needed in addition to 7-day antibiotic treatment 
(375  mg ampicillin-sulbactam administered orally three times 
per day). No systemic infection was reported, and complete 
resolution was achieved after 2 weeks.
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and shape of the areola and/or the nipple. Severe 
gynecomastia patients are not common in our 
country and are usually rare in private practice. 
They are usually treated by surgeons affiliated with 
their health insurance and subsequently out of our 
patient spectrum. One patient was included in our 
revision; in this patient, we performed complete 
axillary fold resection to lift up the entire pectoral 

skin (Fig. 9) in addition to circumferential abdom-
inoplasty and liposculpture. Further clinical stud-
ies must be conducted to evaluate how successful 
the procedure could be without skin excision in 
severe gynecomastia presentations.

Fat grafting is also crucial for our results,8 and 
because the main aesthetic outcome is an athletic 
chest, the greater the projection and definition of the 

Fig. 9. An obese 39-year-old man with gynecomastia and abundant adipose tissue deposits. We performed 
a complete brachial dermolipectomy over the axilla to improve both arm and the chest contours, in addition 
to circumferential abdominoplasty and liposculpture. Approximately 6100 cc of fat aspirate was removed in 
this patient. No omega incision was needed. Abundant adipose deposits with redundant skin are noted in the 
abdominal and pectoral areas in the preoperative photographs (above). Each pectoral muscle (upper pole) was 
grafted with 250 cc of fat using a multilayer approach. An improved contour in the abdomen and torso is noted 
in the postoperative photographs (below), with the chest appearing very masculine and natural.
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muscles, the more muscular the appearance. This is 
achieved not only by intramuscular and subpectoral 
fat grafting to the upper pole, but also because of 
the definition of the surrounding negative spaces, 
which allows the eye to appreciate a greater depth 
of the visual contour and creates a greater sense 
of projection (artistic anatomy and high-definition 
liposculpture concepts18). Although implants have 
been widely used for pectoral enhancement, many 
patients complain of its fictitious and unnatural 
appearance.28–30 In contrast, multilayer lipoinjection 
combined with muscle definition has become the 
treatment of choice for pectoral augmentation.4,8,31 
In our experience, the graft injection in multiple 
planes has somehow improved its survival, but fur-
ther focused and comparative studies need to be car-
ried out to support our theory.

CONCLUSIONS
Gynecomastia resection through the inverted-

omega incision and dynamic definition liposculp-
ture are safe and reproducible techniques for the 
management of male patients with chest contour 
defects. Multilayer fat grafting and high-definition 
liposculpture are fundamental to ensure the natu-
ral athletic appearance of the postoperative male 
chest. Further studies need to be performed to 
compare fat graft survival and long-lasting results, 
although our follow-up period included patients 
with up to 2 years of follow-up with promising 
results. A high satisfaction index can be reached 
with this improved technique, although the sur-
vey used in this study is not standardized. The 
inverted-omega incision for breast tissue resection 
is a new option for those patients in which liposuc-
tion or other techniques may not be sufficient for 
gynecomastia definitive treatment.
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