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Female-to-male (FTM) subcutaneous mastectomy 
(also known as “top surgery”) is an increasingly 
common procedure for transgender patients.1 

Its prevalence varies by country, with 0.17:100,000 
reported in Sweden compared with 17.9:100,000 in 
Singapore.2 Top surgery may be the first and only opera-
tion that patients go through in the gender-affirming 
transition.3

Popularized surgical techniques include: semicircular 
(keyhole), concentric circumareolar, extended concentric 
circumareolar, Wise pattern reduction, inferior pedicled, 
and double incision with nipple graft.3–7

There is ongoing debate about which technique pro-
vides optimal aesthetics with the lowest complication rates. 
All, however, are focused on the primary goal of remov-
ing breast parenchyma, obliteration of the inframammary 

fold, appropriate sizing and position of the nipple–areolar 
complex, and minimizing scar burden.2

Liposuction, as a solo technique for glandular removal, 
has limited use in top surgery.2 Reasons include ineffec-
tive glandular removal, residual skin excess, and contour 
difficulties.2 We describe a novel technique using a com-
bination of liposuction and a pull-through technique of 
remaining glandular tissue using a single minimal incision 
that is placed inferolateral on the chest.

Advantages of a single-incision pull-through technique 
include an inconspicuous scar on the lateral side wall of the 
chest while avoiding areolar distortion from scar contrac-
ture, smaller scar burden, and preserved nipple sensation.4

CASE REPORT
This case report involves a 17-year-old patient seen for an 

outpatient bilateral chest mastectomy for gender-affirming 
top surgery. The patient measured 160 cm in height, and 
weighed 110 pounds. Examination of the chest showed a 
breast cup size A, no ptosis, good skin elasticity, appropriate 
NAC size and position, and soft fibroglandular tissue (Fig. 1). 
Before operation, we discussed the patient’s wishes to have 
this done percutaneously through an inferolateral incision, 
possibly converting into a periareolar incision depending 
on intraoperative findings. The patient was marked in a 
standing position. Informed consent was obtained from the 
individual participant included in the study.
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The patient was placed in a supine position and general 
anesthesia was administered. Tranexamic acid was admin-
istered prophylactically. An estimated 250 cm3 of Klein 
solution (1 L of normal saline, 1000 mg lidocaine, 1 mg 
epinephrine, and 10 mEq of bicarbonate) was infiltrated 
into each breast. A 10-mm incision inferolaterally in the  
inframammary fold was used to access the glandular tissue. 
Power-assisted liposuction with a 4-mm cannula was used to 
remove 160 cm3 of aspirate percutaneously in a subcutaneous 

plane from both breasts. Liposuction was also used to con-
tour and break up adipose tissue. Surgical subcision of excess 
breast tissue adherent to the subdermal plane was performed 
using a V-dissector cannula and no. 12 blade scalpel. The 
pull-through technique of remaining glandular tissue was 
then performed using a 19-cm straight Brand tendon tunnel 
forceps. Dissection was carefully performed by pinching the 
overlying skin with 1 hand while the other used a “grasp-and-
pull” motion (Fig. 2). This was performed throughout until 
the contour of the chest felt smooth. The glandular tissue 
excised from each breast weighed 39 g and 38 g.

Nipple projection was reduced with direct excision and 
stitch approximation. The areola was not modified. Bleeding 
was minimal. The patient’s incision was closed in layers, and 
Steri-Strips applied with Dermabond and Mastisol. A nega-
tive drainage system was not used. A chest binder was applied 
immediately post-operatively for 1 month. The patient was 
given cefalexin for 5 days post-operatively.

There were no complications such as infection, hema-
toma, seroma, or dehiscence that have been reported. In 
post-operative  follow-up, the patient described taking a 
combination of Advil and Tylenol with no use of narcotics. 
The patient was seen at 1 month post-operative, with the 
chest binder removed (Figs. 3 and 4). Nipple sensation was 
preserved.

DISCUSSION
In 2008, Monstrey presented an algorithm for 5 female-

to-male surgical techniques dependent on skin elasticity, 

Fig. 1. pre-operative examination of the chest.

Fig. 2. pull-through technique through a single inferolateral inci-
sion. Glandular tissue was excised using a “grasp-and-pull” motion.

Fig. 3. 1 month post-operative follow-up: frontal view.
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breast volume, degree of excess skin, and NAC size and 
position.5 This algorithm has been utilized over the years 
with successful outcomes. Since then, multiple alternative 
algorithms have been proposed with similar congruency 
amongst them.8

For patients with smaller breasts (size A), grade 0-1 
Regnault ptosis, and good skin elasticity, current algo-
rithms frequently recommend either a semicircular, 
transareolar, or concentric circumareolar approach.5–7 
A combination of power-assisted liposuction and a “pull-
through” technique was first described by Morselli in 1996 
for the treatment of male gynecomastia.9 This technique 
allows for removal of adherent fibroglandular tissue in the 
subdermal plane through a minimally invasive technique. 
This technique has recently been modified and discussed 
for top surgery through a multiple-incision approach (as 
opposed to 1 incision that we describe).4

Previous literature has documented an increased 
risk of hematoma with minimally invasive techniques.10 
Anecdotal evidence suggests that hematoma risk can 
be reduced through the use of tranexamic acid, careful 
monitoring of intra-operative bleeding, and post-opera-
tive chest binder. If a hematoma develops, management 
options include (1) immediate surgical intervention and 

drainage to control active bleeding, or significant pressure 
to skin flaps; (2) delayed needle aspiration; and (3) con-
servative management with external pressure from a chest 
binder, until the hematoma reabsorbs.

Our group has had success with a novel single-incision 
pull-through technique for both gynecomastia and top 
surgery, corroborating and expanding on Morselli’s previ-
ous work. This procedure is appropriate for patients with 
small breast size, no ptosis, non-dense glandular tissue, 
good skin elasticity, and no modification to NAC diameter 
is required. A tool comparable to BREAST-Q to assess the 
patient experience and quality of life would be useful in 
comparing this technique with other small-incision tech-
niques in the future.
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Fig. 4. 1 month post-operative follow-up: lateral view.
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