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ABSTRACT
ÖZET

ADIPOSE TISSUE MEASUREMENT IN GYNECOMASTIA 
WITH COMPUTERIZED TOMOGRAPHY
JİNEKOMASTİDE BİLGİSAYARLI TOMOGRAFİ İLE YAĞ DOKUSU ÖLÇÜMÜ
Yakup Çil1, Mustafa Alparslan Babayiğit2, Gökçen Aktaş3, Abdul Kerim Yapıcı1, Serdar Öztürk4

Introduction

Webster, in 1946, described an operation with a semicircular intra-areolar incision (1), which has become the stan-
dard operation for excision of gynecomastia. Subsequently, techniques of elliptic skin excision and transposition 
of nipple on a pedicle were reported in the literature (2, 3). In the late 1970s, Illouz (4) described suction-assisted 
lipectomy (SAL) and this technique has gained wide acceptance for many conditions (5, 6). Among these, SAL 
is a very useful technique in gynecomastia in selected cases. However, if the gynecomastic tissue is fibrotic and 
dense with less adipose tissue; SAL may not be effective. The aim of the present study was to determine the ratio 
of gynecomastic adipose tissue (GAT) to total gynecomastic tissue (TGT) in order to select the appropriate surgical 
technique in gynecomastia.

Materials and Methods

Prospectively, 20 young patients having gynecomastia (13 bilateral, 7 unilateral breasts) and treated between 2006 
and 2009, were included in the study. Patients’ mean age was 22 years (19-28 years). The presence of gynecomas-
tia is measured as follows: with a finger at the superior inner quadrant and thumb at the inferior outer quadrant, 
a pincerlike movement is made to pick up breast tissue from the chest wall. Palpation usually demonstrates a pal-
pable, tender, firm, mobile, disk-like mound of tissues. Nine patients were treated with subcutaneous mastectomy 
(13 breasts) and 7 patients (13 breasts) with suction assisted lipectomy (SAL). The operation had to be combined 

Objective: The purpose of this study is to evaluate the ratio of 
gynecomastic adipose tissue (GAT) to total gynecomastic tissue 
(TGT) with computerized tomography (CT) and determine its 
benefits for selection of surgical technique in gynecomastia. 

Material and Methods: Prospectively; 20 young patients with 
gynecomastia who were treated between 2006 and 2009 years 
were included in the study. Patients’ mean age was 22 years 
(19-28). Nine patients were treated with subcutaneous mastec-
tomy (13 breasts) and 7 patients (13 breasts) were treated with 
suction assisted lipectomy (SAL). Four patients (7 breasts) were 
operated with subcutaneous mastectomy and SAL. An experi-
enced radiologist used standard software to determine the ratio 
of gynecomastic adipose tissue (GAT) to total gynecomastic tis-
sue (TGT) in all patients. 

Results: The mean GAT/TGT ratio was 0.7 (0.6-0.9) in patients 
treated with SAL and 0.2 (0.1-0.3) treated with subcutaneous 
mastectomy. The mean GAT/TGT ratio in patients treated with 
SAL combined with subcutaneous mastectomy was 0.4 (0.3-
0.5). Thedifference between all surgical protocols was statisti-
cally significant (p<0.05).

Conclusions: We suggest that CT analysis is a useful tool for se-
lection of gynecomastia surgery protocol. If the patient’s GAT/
TGT ratio is larger than 0.6; SAL should be preferred as the 
method for gynecomastia treatment. 
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Amaç: Bu çalışmada; bilgisayarlı tomografi ile ölçülen jine-
komastik yağ dokusu ve toplam jinekomastik doku oranının 
ameliyat yöntemi seçiminde faydalı olup olmadığı araştırıldı.

Gereç ve Yöntemler: Çalışmaya 2006-2009 yılları arasında 
jinekomasti nedeniyle tedavi edilen 20 genç hasta dahil edil-
di. Hastaların yaş ortalaması 22 (19-28 yıl) idi. Hastaların 9’u 
(13 meme) mastektomi, 7’si (13 meme) yağ emme yöntemi ile 
tedavi edildi. Dört hasta (7 meme) yağ emme yöntemi ve sub-
kutan mastektomi ile tedavi edildi. Radyoloji uzmanı tarafın-
dan jinekomastik dokudaki yağ oranının toplam jinekomastik 
dokuya oranı hesaplandı.

Bulgular: Yağ emme yönteminin yeterli olduğu hastalarda ji-
nekomastik dokudaki yağ oranının toplam jinekomastik do-
kuya oranı 0,7 (0,6-0,9), mastektomili hastarda 0,2 (0,1-0,3), 
kombine tedavi gerektiren hastalarda 0,4 (0,3-0,5) olarak bu-
lundu. Farklı cerrahi protokoler uygulan hastalardaki hesapla-
nan oranlar istatiksel olarak anlamlı düzeyde farklı bulundu 
(p<0,05). 

Sonuç: Çalişma sonucunda; jinekomastik doku içeriğinin to-
mografi ile ameliyat öncesi değerlendirilmesinin uygulanacak 
cerrahi yöntemin belirlenmesinde faydalı olacağı görüldü. Ji-
nekomastik dokudaki yağ oranının toplam jinekomastik doku-
ya oranı 0,6’dan fazla olan hastalarda yağ emme yönteminin 
seçilmesi faydalı olacaktır.

Anahtar kelimeler: Bilgisayarlı tomografi, Jinekomasti, Lipek-
tomi, X ışını
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with subcutaneous mastectomy following SAL due to inadequate 
aspiration of gynecomastic tissue in 4 patients (7 breasts). An expe-
rienced radiologist used standard software (General electric Corp., 
Milwaukee, WI. Independent console, software MRIC version 4.0.) 
to determine the ratio of gynecomastic adipose tissue (GAT) to total 
gynecomastic tissue (TGT) without knowing the surgical technique. 
The grade of gynecomastia was assessed from the patients’ preop-
erative photographs and case notes. According to the Simon clas-
sification (7) the degree of gynecomastia was IIb in 17 breasts and, 
IIa in 16 breasts. Patients who had any endocrinological problem 
were not included in this study. Photographs were obtained during 
follow-up visits.

Statistical Analysis
The Kolmogorov-Smirnov Goodness of Fit test was used to con-
trol whether the distribution of parameters was normal or not. Ho-
mogenity of variance of the groups was tested with Levene’s test. 
For all groups the parameters had normal distribution. Thus, groups 
were compared with the one-way ANOVA (with Tukey HSD) test. 
All p values less than 0.05 were considered statistically significant. 

Ct Technique for Calculation of Adipose Component in Gyneco-
mastic Tissue
The total gynecomastic tissue (TGT) and gynecomastic adipose-tis-
sue (GAT) volumes were determined by computed tomography (CT) 
by a multiscan technique. The data were used to assess the adipose 
component distribution at different levels of gynecomastic tissue. 

CT images were centered at the level of the nipple and extended 
above and below, which encompasses all gynecomastic tissue. We 
choose to define adipose tissue, as done previously by Weits et 
al. (8) (e.g.-150 to -50 HU, because the density of adipose tissue 
can vary between individuals depending on the kilo voltage and 
milliamperage). The images were taken from a spiral CT GE Hi-
speed Advantage scanner (General Electric Medical Systems, Mil-
waukee, Wisconsin, USA) using an image slice thickness of 7 mm, 
and was performed in the supine position and using the low dose 
technique (90 kV, 80 mA, section thickness of 7 mm, scanning time 
of 2 seconds, field of view of 400 mm). The method permitted 
site specific calculations of total gynecomastic tissue volume (TGT) 
and gynecomastic adipose tissue volume (GAT) in each computed 
tomography scan. GAT and TGT were delineated. The outline of 
the region of interest (gynecomastic tissue and gynecomastic adi-
pose tissue, gynecomastic glandular tissue) was traced in each im-
age section. Computer-aided medical image analysis software was 
used for cross-sectional area measurement being a semiautomatic 
program on all cross-sectional scans obtained in the gynecomastic 
tissue. The GAT and TGT volumes were calculated separately as: 

	           N

V=(t+h) Σ  Ai

	              i =1

where V is volume, Ai is each scan’s cross-sectional area, h is the 
between-slice interval, t is the thickness of each slice, and N is the 
number of total slices. The volumetric measurements were calcu-
lated by using all slices to encompass gynecomastic tissue. After 
acquisition of volumetric conclusion, the total GAT volume was 
divided into the total TGT volume.

Operative Technique
Gynecomastic breasts were marked in the upright sitting position, 
preoperatively. All surgery was performed under general anes-
thesia. Webster’s semicircular intra-areolar incision (1) was used 
for surgical excision of gynecomastic tissue. If SAL was used, the 
breast tissue was infiltrated, with a single stab incision in the me-
dial inframammary crease, with a solution of Ringer’s lactate, 1 
liter of which contained 30 ml of 1% lidocaine and 1 ml of 1:1000 
adrenaline, using a super wet/tumescent technique. After infiltra-
tion, a suction cannula was inserted through the medial inframam-
mary crease. A 4 mm Mercedes cannula was used for the initial 
suction by the palm down and pinch techniques. The final con-
touring was performed with a 3 mm Mercedes cannula. During 
suction, contour changes were constantly assessed by direct obser-
vation. A close watch was also kept on the color and volume of the 
aspirate. Once satisfactory contour was obtained, the surrounding 
fat was aspirated to avoid a significant saucer deformity and, the 
inframammary fold was disrupted. Intra operatively, the patient re-
ceived one dose of intravenous broad-spectrum antibiotic, which 
was continued orally for 5 days in all patients. Following the proce-
dure, a pressure dressing was applied on the chest. The patient was 
instructed to wear a pressure garment day and night for 6 weeks if 
liposuction was used. SAL was combined with subcutaneous mas-
tectomy in four patients, in whom the gynecomastic tissue was not 
removed appropriately. 

Results

There was no hematoma, seroma, or infection following SAL. The 
mean infiltration volume per breast in SAL was 310 ml (range: 210-
410 ml) and mean aspiration volume per breast was 340 ml (range: 
230-450 ml; Table 1). The mean suction time for each breast was 
17 min. (15-21 min). The mean GAT/TGT ratio was 0.7 (0.6-0.9) 
(Table 1) in patients who were treated with SAL (Figure 1 for a case 
example of the SAL case). 

In two patients, transient seroma was  seen after subcutaneous 
mastectomy. The mean GAT/TGT ratio was 0.2 (0.1-0.3) in patients 
treated with subcutaneous mastectomy (Table 2) (Figure 2 for a case 
example of the subcutaneous mastectomy)

In 4 patients; gynecomastia was treated by SAL combined with sub-
cutaneous mastectomy. These patients’ mean GAT/TGT ratio was 
0.4 (0.3-0.5) (Table 3) (Figure 3 for a case example of the SAL com-
bined with subcutaneous mastectomy)

Patients’ mean follow-up time was 1 year (range: 12-26 months). 
None of the patients required secondary operation in the follow-up 
period. Acceptable cosmetic outcomes were gained in all patients. 
The difference between all surgical protocols were statistically sig-
nificant (p<0.05; Figure 4 and Table 4).

Discussion

Gynecomastia is a common condition, with a prevalence in young 
patients as high as 38% (9). It may be caused by estrogen-testos-
terone ratio imbalance (10). Treatment of any underlying cause is 
important, but may fail to stop the breast enlargement, especially 
if it has been present for a long time (11). Gynecomastia may be 
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effectively treated with SAL; if the gynecomastic tissues compo-
nent can be assessed well. To the best of our knowledge, none of 
the radiologic technique has been described for analyses of the 
gynecomastic tissues component. Recently, CT measurement of 
visceral adipose tissue has been developed as a tool to assess vis-
ceral obesity more precisely than previously used anthropometric 
parameters (12, 13). We thought that the CT technique may also be 
applicable for gynecomastic tissue component analyses. CT evalu-
ation was studied to determine whether it is beneficial for selection 
of surgical protocol.

There are many surgical techniques currently available in the lit-
erature for gynecomastia treatment. The semicircular intra-areolar 
incision was described by Webster in 1946 (1) and has become the 
standard surgical operation for excision of gynecomastia up to now. 
In the following years, numerous approaches for resecting the ex-
cess skin were described. Skin has been removed as an ellipse, and 
the nipple transposed on a pedicle (2, 3) or repositioned as a full-
thickness graft (14). Redundant skin has also been excised concen-
trically around the nipple to avoid extra-areolar scarring; keeping it 
on a superior (15, 16) or central (17) pedicle. The surgeon is faced 
with a wide range of excisional procedures, but no single technique 
is suitable for all forms of gynecomastia. We prefer to use the intra-
areolar semilunar incision for surgical gynecomastia treatment. 

Illouz, in the late 1970s (4), described the suction assisted lipecto-
my technique (SAL). This method has gained wide acceptance and 
popularity, having many advantages (5, 6). In the late 1980s, Zocchi 
developed ultrasound-assisted liposuction, a technique that allows 
selective destruction of adipose tisssue (18). In this technique, elec-
trical energy is transmitted from the power console to a hand piece 
containing a piezoelectric crystal which is transformed into me-
chanical vibrations, by a metal probe, to the tissue (18). Fodor and 
Watson performed a prospective study comparing conventional 
and ultrasound-assisted lipoplasty, and found no difference in pa-
tient satisfaction, postoperative ecchymosis, swelling, complication 
rate or skin contracture (19). SAL technique was used in this study. 

Table 1. Results of gynecomastia treatment with suction-assisted lipectomy

Case	 Age	 Gynecomastic	 Degree of	 GAT/TGT		 Infiltration	 Aspiration	 Suction
		  breast	 gynecomastia* 	 ratio	  	 volume		  volume		  time

				    R	 L	 R	 L	 R	 L	 R	 L

1	 19	 BG	 IIb	 0.6	 0.8 	 330	 290	 360	 320	 16	 15

2	 21	 BG	 IIb	 0.7	 0.8	 310	 340	 330	 370	 16	 16

3	 23	 BG	 IIa	 0.6	 0.7	 240	 210	 270	 230	 17	 16

4	 22	 BG	 IIb	 0.7	 0.6	 290	 330	 330	 360	 16	 17

5	 19	 BG	 IIa	 0.7	 0.9	 410	 380	 450	 410	 21	 20

6	 24	 BG	 IIb	 0.6	 0.7	 300	 290	 330	 320	 17	 17

7	 21	 UG	 IIb	 0.7		  310		  340		  17	

Mean	 21.8			   0.65	 0.75	 312.8	 306.6	 344.2	 335.0	 17.1	 16.8

SD	 1.8			   0.05	 1.0	 51.2	 58.1	 54.1	 61.5	 1.7	 1.7
*According to Simon classification. GAT: Gynecomastic adipose tissue; TGT: Total gynecomastic tissue; BG: Bilateral gynecomastia; UG: Unilateral gynecomastia;  
R: Right; L: Left

Table 2. Demographic data of patients treated with subcutaneous 
mastectomy

Case	 Age	 Gynecomastic 	 Degree of	            GAT/TGT
		  breast	 gynecomastia*	            ratio

				    R	 L

1	 20	 UG	 IIa		  0.1

2	 23	 UG	 IIa		  0.2

3	 19	 BG	 IIb	 0.2	 0.2

4	 21	 UG	 IIa		  0.2

5	 23	 BG	 IIa	 0.2	 0.2

6	 28	 BG	 IIa	 0.2	 0.1

7	 19	 UG	 IIb		  0.3

8	 23	 BG	 IIb	 0.2	 0.3 

9	 24	 UG	 IIa		  0.2

Mean	 22.2±2.8			   0.20±0.0	 0.20±0.05
±SD
*According to simon classification GAT: Gynecomastic adipose tissue; TGT: To-
tal gynecomastic tissue; BG: Bilateral gynecomastia; UG: Unilateral gynecomastia;  
R: Right; L: Left

Table 3. Demographic data of patients treated by suction-assisted 
lipectomy combined with subcutaneous mastectomy

Case	 Age	 Gynecomastic 	 Degree of	            GAT/TGT
		  breast	 gynecomastia*	 R	 L

1	 22	 BG	 IIa	 0.3	 0.5
2	 27	 UG	 IIb		  0.4
3	 21	 BG	 IIb	 0.5	 0.4
4	 21	 BG	 IIb	 0.3	 0.4
Mean	 22.7±2.8			   0.37±0.11	0.43±.0.05
±SD	
*According to simon classification GAT: Gynecomastic adipose tissue; TGT: To-
tal gynecomastic tissue; BG: Bilateral gynecomastia; UG: Unilateral gynecomastia;  
R: Right; L: Left
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Liposuction is not regarded adequate alone for gynecomastia treat-
ment for many authors. For this reason; conventional liposuction 
combined with open excision was described by Teimourian and Perl-
man in 1983 (20). This combination has gained wide acceptance, 
because of the frequent difficulty of removing breast parenchyma by 
suction alone (21-24). However, mastectomy with/without liposuc-
tion selection criteria was not clear until now. Preoperative CT evalu-
ation may be useful for unnecessary surgical combination.

Simon et al. (7) classified gynecomastia according to the size of the 
breast and the amount of redundant skin. They defined four catego-
ries: Grade-I: Small enlargement with no skin redundancy, Grade-
IIa: Moderate enlargement with no skin redundancy, Grade-IIb: 
Moderate enlargement with skin redundancy and Grade-III: Marked 
enlargement with marked skin redundancy. The majority of our pa-
tients can be classified as IIa and IIb. We considered that marked 
enlargement with marked skin redundancy (Grade-III) is not suitable 
for liposuction. Open techniques or combination methods are more 
usable for marked enlargement with marked skin redundancy and 
this type of patient was not included in our study.

We demonstrate that computed tomography can noninvasively 
quantify the adipose and glandular component distribution at gyne-
comastic tissue sites. Low-dose CT is highly suitable for limitation of 
the radiation exposure associated with CT. The estimated radiation 
dose was reduced by approximately 75% with a 90 -kVp protocol. 

According to the results we obtained from this study; (1) if the 
gynecomastic breast has a GAT/TGT ratio greater than 0.6, SAL 
should be preferred, (2) if the GAT/TGT ratio is between 0.3-0.5 
then mastectomy may be combined with SAL and finally, (3) if the 
GAT/TGT ratio is under 0.3 then mastectomy may be used alone. 

Table 4. Comparison of GAT/TGT (Gynecomastic adipose tissue/Total gynecomastic tissue)  ratios according to treatment methods

		  Right breast			   Left breast

Method of treatment	 Mean±SD	 F value	 p value	 Mean±SD	 F value	 p value

SAL	 0.65±0.05			   0.75±0.10	

Mastectomy	 0.20±0.00	 71.351	 <0.05	 0.20±0.05	 85.001	 <0.05	

Combined	 0.37±0.11			   0.43±0.05		

Figure 1. Preoperative view of a 23-year-old patient treated with 
suction-assisted lipectomy for bilateral gynecomastia (above, left), 
CT image of gynecomastic tissue (above, right), Postoperative late 
view (below; left), view of aspirated material (below, right)

Figure 3. Preoperative view of a 22-year-old patient with gyneco-
mastia who was treated by suction-assisted lipectomy combined 
with subcutaneous mastectomy (above; left and below; left); CT 
image of gynecomastic tissue (above, right); postoperative view 
(below; left second figure) pathologic specimen and SAL aspirated 
material (below, right third and fourth figure) are seen

Figure 2. Preoperative view of a 19-year-old patient treated with 
subcutaneous mastectomy (left; above), CT image of gynecomastic 
tissue (above, right); postoperative late view (below; left), patho-
logic specimen (below, right) are seen
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In conclusion; CT evaluation of gynecomastic tissue by using CT 
is a very effective method for choosing the optimal surgical pro-
cedure. In this way, both surgeon and patient satisfaction may be 
enhanced with a more acceptable cosmetic result. 

Conflict of interest
No conflict of interest was declared by the authors.

Authors’ contributions: Conceived and designed the experiments: 
YÇ, MAB. Performed the experiments:YÇ; MAB; GA, AKY. Ana-
lyzed the data: YÇ, MAB; GA. Wrote the paper: YÇ, MAB, SÖ.  All 
authors read and approved the final manuscript.

References

1.	 Fruhstorfer BH, Malata CM. A systematic approach to the surgical treat-
ment of gynecomastia. Br J Plast Surg 2003; 56: 237-46. [CrossRef]

2.	 Letterman G, Schurter M. Surgical correction of massive gynecomas-
tia. Plast Reconstr Surg 1972; 49: 259-62. [CrossRef]

3.	 Brenner P, Berger A, Schneider W, Axmann HD. Male reduction mammo-
plasty in serious gynecomastias. Aesthetic Plast Surg 1992; 16: 325-30. 
[CrossRef]

4.	 Illouz YG. Body contouring by lipolysis: a 5-year experience with over 
3000 cases. Plast Reconstr Surg 1983; 72: 591-7. [CrossRef]

5.	 Babovic S, Bite U, Karnes PS, Babovic-Vuksanovic D. Liposuction: a 
less invasive surgical method of debulking plexiform neurofibromas. 
Dermatol Surg 2003; 29: 785-7. [CrossRef]

6.	 Dhami LD, Agarwal M. Safe total corporal contouring with large-vol-
ume liposuction for the obese patient. Aesthetic Plast Surg 2006; 30: 
574-88. [CrossRef]

7.	 Simon BE, Hoffman S, Kahn S. Classification and surgical correction of 
gynecomastia. Plast Reconstr Surg 1973; 51: 48-52. [CrossRef]

8.	 Weits T, van der Beek EJ, Wedel M, Ter Haar Romeny BM. Computed 
tomography measurement of abdominal fat deposition in relation to 
anthropometry. Int J Obesity 1988; 12: 217-25.

9.	 Nuttall FQ. Gynecomastia as a physical finding in normal men. J Clin 
Endocrinol Metab 1979; 48: 338-40. [CrossRef]

10.	 Mathur R, Braunstein GD. Gynecomastia: pathomechanisms and treat-
ment strategies. Horm Res 1997; 48: 95-102. [CrossRef]

11.	 Hands LJ, Greenall MJ. Gynecomastia. Br J Surg 1991; 78: 907-11. 
[CrossRef]

12.	 Bjorntorp P. Abdominal fat distribition and the metabolic syndrome.  
J Cardiovasc Pharmacol 1992; 20: 26-8. [CrossRef]

13.	 Rossner S, Bo WJ, Hiltbrandt E, Hinson W, Karstaedt N, Santago P, et 
al. Adipose tissue determinations in cadavers- a comparison between 
cross-sectional planimetry and computed tomography. Int J Obesity 
1990; 14: 893-902.

14.	 Wray RC, Hoopes JE, Davis GM. Correction of extreme gynecomastia. 
Br J Plast Surg 1974; 27: 39-41. [CrossRef]

15.	 Davidson BA. Concentric circle operation for massive gynecomastia 
to excise the redundant skin. Plast Reconstr Surg 1979; 63: 350-4. 
[CrossRef]

16.	 Persichetti P, Berloco M, Casadei RM, Marangi GF, Di Lella F, Nobili 
AM. Gynecomastia and the complete circumareolar approach in the 
surgical management of skin redundancy. Plast Reconstr Surg 2001; 
107: 948-54. [CrossRef]

17.	 Huang TT, Hidalgo JE, Lewis SR. Acircumareolar approach in surgical 
management of gynecomastia. Plast Reconstr Surg 1982; 69: 35-40. 
[CrossRef]

18.	 Zocchi M. Ultrasonic liposculpturing. Aesthetic Plast Surg 1992; 16: 
287-98. [CrossRef]

19.	 Fodor PB, Watson J. Personal experience with ultrasound-assisted lipo-
plasty: a pilot study comparing ultrasound-assisted lipoplasty with tra-
ditional lipoplasty. Plast Reconstr Surg 1998; 101: 1103-16. [CrossRef]

20.	 Teimourian B, Perlman R. Surgery for gynecomastia. Aesthetic Plast 
Surg 1983; 7: 155-7. [CrossRef]

21.	 Lewis CM. Lipoplasty: treatment for gynecomastia. Aesthetic Plast 
Surg 1985; 9: 287-92. [CrossRef]

22.	 Courtiss EH. Gynecomastia: analysis of 159 patients and current rec-
ommendations for treatment. Plast Reconstr Surg 1987; 79: 740-53. 
[CrossRef]

23.	 Samdal F, Kleppe G, Amland PF, Abyholm F. Surgical treatment of gy-
necomastia. Five years’ experience with liposuction. Scand J Plast Re-
constr Hand Surg 1994; 28: 123-30. [CrossRef]

24.	 Gasperoni C, Salgarello M, Gasperoni P. Technical refinements in the 
surgical treatment of gynecomastia. Ann Plast Surg 2000; 44: 455-8. 
[CrossRef]

Figure 4. Comparison of GAT/TGT ratios of treatment methods. 
SAL: Suction-assisted lipectomy, SM: Subcutaneous mastectomy, Combined: 
Suction-assisted lipectomy combined with subcutaneous mastectomy

G
AT

_T
G

T

Groups

1.00

0.80

0.60

0.40

0.20

0.00

right
left

SMSAL

0.75±0.10

0.43±0.05

0.37±0.110.20±0.0

0.20±0.05
*

*

0.65±0.05

Combined

19Çil et al. Adipose Tissue Measurement in Gynecomastia Erciyes Med J 2012; 1: 15-9

http://dx.doi.org/10.1016/S0007-1226(03)00111-5
http://dx.doi.org/10.1097/00006534-197203000-00003
http://dx.doi.org/10.1007/BF01570695
http://dx.doi.org/10.1097/00006534-198311000-00001
http://dx.doi.org/10.1046/j.1524-4725.2003.29199.x
http://dx.doi.org/10.1007/s00266-006-0050-7
http://dx.doi.org/10.1097/00006534-197301000-00009
http://dx.doi.org/10.1210/jcem-48-2-338
http://dx.doi.org/10.1159/000185497
http://dx.doi.org/10.1002/bjs.1800780805
http://dx.doi.org/10.1097/00005344-199200208-00006
http://dx.doi.org/10.1016/0007-1226(74)90060-5
http://dx.doi.org/10.1097/00006534-197903000-00009
http://dx.doi.org/10.1097/00006534-200104010-00007
http://dx.doi.org/10.1097/00006534-198201000-00005
http://dx.doi.org/10.1007/BF01570690
http://dx.doi.org/10.1097/00006534-199804040-00034
http://dx.doi.org/10.1007/BF01571338
http://dx.doi.org/10.1007/BF01571048
http://dx.doi.org/10.1097/00006534-198705000-00010
http://dx.doi.org/10.3109/02844319409071189
http://dx.doi.org/10.1097/00000637-200044040-00020



