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ABSTRACT 

Objective: To evaluate anthropometric, clinical, and patient-reported outcomes following 

masculinizing chest surgery in transgender men using Vietnamese male chest 
anthropometric reference standards. 

Methods: A prospective study was conducted in 32 transgender men undergoing 
masculinizing chest surgery between 2022 and 2025. Preoperative and postoperative chest 

anthropometric measurements were compared with Vietnamese male reference values. 

Surgical outcomes, complications, sensory recovery, scar quality, and patient satisfaction 
were assessed. 

Results: Surgical technique selection was significantly associated with preoperative chest 

classification (p < 0.001). Resected glandular tissue volume differed significantly among 
techniques (p < 0.001). Significant postoperative improvements were observed in chest 

circumference, nipple position, nipple-to-inframammary fold distance, areolar diameter, and 

anthropometric ratios (all p < 0.05). Postoperative thoracic width, areolar diameter, and 
NH/TL ratio were comparable to male reference values. Overall complication rate was 

28.1%, with nipple–areola ischemia and seroma being the most common complications. 
Most patients demonstrated partial sensory recovery at >3 months postoperatively. 

Satisfaction was high for chest contour (92.2%), nipple–areola position (96.9–100%), scar 

appearance (90.6%), and overall surgical outcome (87.5%). Acceptable or aesthetically 
favorable scars were observed in 87.5% of breasts. 

Conclusion: Masculinizing chest surgery achieved favorable anthropometric, clinical, and 

aesthetic outcomes with acceptable complication rates. Vietnamese male anthropometric 
reference standards provided a useful framework for objective postoperative evaluation. 
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1. Introduction 
Masculinizing chest surgery is one of the most important gender-affirming procedures for transgender men and is frequently the 

first, and sometimes the only, surgical intervention pursued during gender transition [1-3]. Consequently, achieving a masculine chest 
contour has substantial implications for gender affirmation, psychosocial well-being, and quality of life. The demand for masculinizing chest 
surgery has increased dramatically over the past decade. In the United States, the number of gender-affirming surgical procedures 
increased more than 150-fold between 2010 and 2018, while chest procedures accounted for approximately 60% of all gender-affirming 
surgeries performed between 2019 and 2021 [4, 5]. Similarly, survey-based studies have shown that nearly all transmasculine individuals 
either have undergone or desire masculinizing chest surgery at some point during their transition process [1, 6]. 

Numerous studies have demonstrated that masculinizing chest surgery is generally safe and effective across different surgical 
techniques. A recent systematic review and meta-analysis including 3,055 patients reported favorable outcomes across free nipple 
grafting, periareolar, and pedicled nipple techniques, although complication profiles and satisfaction rates varied between approaches [7]. 
Large database studies have likewise shown low short-term complication rates regardless of whether mastectomy, breast reduction, or 
free nipple grafting techniques were used [8]. From the patient perspective, postoperative satisfaction is consistently high, with pooled 
estimates approaching 92% overall [1]. Improvements have also been reported in quality of life, body image, sexual confidence, and 
gender dysphoria-related mental health outcomes following surgery [9]. However, patient satisfaction depends not only on chest flatness 
but also on aesthetic characteristics such as chest contour, scar appearance, symmetry, and particularly the size and position of the 
nipple–areola complex [2]. 

Despite the growing body of literature, most outcome studies focus primarily on complications, revision rates, or global satisfaction 
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scores and rarely evaluate postoperative chest morphology using objective anthropometric standards [6, 9, 10]. This limitation is important 
because surgical planning and aesthetic assessment are fundamentally based on anatomical proportions, including chest dimensions and 
nipple–areola complex positioning [1, 11]. Furthermore, anthropometric characteristics differ substantially across populations, and previous 
Vietnamese studies have highlighted the importance of establishing population-specific reference values rather than relying solely on 
Western standards [12, 13]. Therefore, the development and application of Vietnamese male chest anthropometric reference standards 
may provide a more objective framework for evaluating surgical outcomes. The present study was conducted to assess anthropometric, 
clinical, and patient-reported outcomes following masculinizing chest surgery in transgender men using Vietnamese male chest 
anthropometric reference values as the benchmark for postoperative evaluation. 

 

2. Materials And Method 
Study design and participants 
This study consisted of two complementary components. First, a cross-sectional anthropometric survey was conducted among 

healthy Vietnamese men to establish reference values for masculine chest morphology. Second, a prospective observational study was 
performed to evaluate outcomes of masculinizing chest surgery in transgender men using these anthropometric reference standards. 

The reference cohort included 152 healthy Vietnamese men aged 18–40 years recruited by convenience sampling at Bach Mai 
Hospital and Hanoi Medical University between August 2022 and January 2023. Participants with a history of chest surgery, chest wall 
deformities, or conditions affecting thoracic morphology were excluded. 

The surgical cohort comprised 32 transgender men who underwent masculinizing chest surgery at the Department of Plastic 
Surgery, Hoe Nhai Hospital, or the Department of Plastic and Reconstructive Surgery, Bach Mai Hospital, between July 2022 and May 
2025. Eligible participants had complete medical records, consented to participate, and completed postoperative follow-up evaluations. 
Patients who developed severe systemic illness during follow-up or underwent subsequent chest surgery affecting postoperative 
morphology were excluded. 

 

Surgical Technique Selection 
Preoperative chest morphology was classified into four categories (Types A–D) according to breast size and degree of ptosis. 

Surgical technique selection was based on this classification. 
Type A breasts were managed using the hemi-periareolar technique. Type B breasts underwent the circumareolar technique. 

Type C breasts were treated using either a pedicled nipple–areola complex (NAC) flap or circumareolar technique. Type D breasts were 
managed using either a pedicled NAC flap or free nipple graft technique. 

For pedicled NAC flap and free nipple graft procedures, postoperative NAC positioning was planned according to anthropometric 
reference values derived from the male reference cohort. 

 

Anthropometric Measurements 
Anthropometric measurements were performed preoperatively and at postoperative follow-up by the same investigator using 

standardized techniques. Measurements included chest circumference (CC), thoracic width (TW), thoracic length (TL), inter-nipple 
distance (IND), sternal notch–to–nipple distance (SN–N), nipple height (NH), nipple-to-inframammary fold distance (NIMF), and areolar 
diameter (DA). 

Two proportional indices were also calculated: nipple height/thoracic length ratio (NH/TL) and inter-nipple distance/thoracic width 
ratio (IND/TW). 

CC, TW, and IND were analyzed at the patient level (N = 32), whereas SN–N, NH, NIMF, DA, and NH/TL were analyzed at the 
breast level (N = 64 breasts). 

 

Outcome Assessment 
The primary outcomes were changes in chest anthropometric measurements following surgery and comparison of postoperative 

values with male reference standards. 
Secondary outcomes included resected breast glandular tissue volume, postoperative complications, nipple–areola complex 

sensory recovery, scar quality, and patient satisfaction. 
Postoperative complications included nipple–areola ischemia and seroma. Sensory recovery was assessed more than three 

months after surgery using the Medical Research Council (MRC) sensory recovery scale, ranging from S0 (no sensation) to S4 (complete 
sensory recovery). 

Scar quality was categorized as acceptable/good scar or hypertrophic/keloid scar. Patient satisfaction was evaluated regarding 
chest contour, NAC appearance, scar appearance, sensation preservation, overall surgical satisfaction, and satisfaction with NAC position 
in both horizontal and vertical dimensions. 

 

Statistical Analysis 
Data were entered into Microsoft Excel and analyzed using Stata version 13.1 (StataCorp, College Station, TX, USA). Continuous 

variables were summarized as mean and standard deviation (SD), whereas categorical variables were presented as frequencies and 
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percentages. Differences in resected glandular tissue volume among surgical techniques were analyzed using one-way analysis of 
variance (ANOVA). Preoperative and postoperative anthropometric measurements were compared using paired t-tests. Postoperative 
measurements were compared with male reference values using independent-samples t-tests. Associations between chest classification 
and surgical technique, as well as complication rates across techniques, were analyzed using Fisher’s exact test. A two-sided p-value < 
0.05 was considered statistically significant. 

 

Ethical Considerations 
The study was approved by the Institutional Review Board of Hanoi Medical University (Approval No. 1069/GCN-HMUIRB). 

Written informed consent was obtained from all participants prior to enrollment. All procedures were conducted in accordance with the 
principles of the Declaration of Helsinki. 

 

3. Results 
The surgical cohort included 32 transgender men with a mean age of 26.60 ± 4.30 years (range: 18–34 years), most of whom 

were between 21 and 30 years old. Mean height, weight, and BMI were 160.80 ± 5.50 cm, 58.40 ± 9.60 kg, and 22.60 ± 3.40 kg/m², 
respectively, with the majority having a normal BMI and no cases of class II or III obesity. Chest classification showed that type D was the 
most common, followed by types B and A, whereas type C was the least frequent. Regarding surgical management, the pedicled nipple–
areola complex technique was the most frequently used approach, followed by circumareolar and hemi-periareolar techniques, while free 
nipple grafting was performed least often. 

The choice of surgical technique differed significantly across chest classification groups (p < 0.05). All Type A breasts were 
treated using the hemi-periareolar technique, whereas all Type B breasts underwent the circumareolar approach. In Type C breasts, the 
pedicled nipple–areola complex flap was the predominant technique (66.7%), with the remaining cases managed using the circumareolar 
approach (33.3%). Among Type D breasts, most were treated with a pedicled nipple–areola complex flap (69.2%), while the remainder 
underwent free nipple grafting (30.8%). These findings demonstrate a significant association between preoperative chest classification and 
the selected surgical technique. (Table 1) 

 
Table 1. Surgical techniques according to chest classification (N = 64 breasts) 

Surgical technique Type A Type B Type C Type D p-
value n (%) n (%) n (%) n (%) 

Free nipple graft 0 (0.0) 0 (0.0) 0 (0.0) 8 (30.77) <0.01ᶠ* 
Pedicled nipple–areola complex flap 0 (0.0) 0 (0.0) 4 (66.67) 18 (69.23) 
Circumareolar technique 0 (0.0) 18 (100.0) 2 (33.33) 0 (0.0) 
Hemi-periareolar technique 14 (100.0) 0 (0.0) 0 (0.0) 0 (0.0) 
Total 14 (100.0) 18 (100.0) 6 (100.0) 26 (100.0)  

ᶠ Fisher’s exact test; * statistically significant at p < 0.05; The unit of analysis was the breast; each patient contributed two 
observations corresponding to the right and left breasts. 

The volume of resected breast glandular tissue differed significantly among surgical techniques when analyzed at the breast level. 
The free nipple–areola complex graft technique yielded the largest mean resection volume, followed by the pedicled nipple–areola complex 
flap technique, whereas the semiperiareolar technique was associated with the smallest resection volume. These differences were 
statistically significant (p < 0.05). 

 
Table 2. Resected breast glandular tissue volume by surgical technique (N = 64 breasts) 

Surgical technique Resected breast glandular tissue volume (g), Mean (SD) 

Free nipple–areola complex graft 783.75 (259.90) 
Pedicled nipple–areola complex flap 430.45 (94.38) 
Periareolar technique 201.25 (64.29) 
Semiperiareolar technique 117.00 (40.74) 
p-value <0.01* 

*Unit of analysis: breast. ANOVA test. Statistically significant at p < 0.05. 
 
Significant reductions were observed after masculinizing chest surgery in chest circumference, inter-nipple distance, sternal 

notch–to–nipple distance, nipple height, nipple-to-inframammary fold distance, areolar diameter, and the NH/TL and IND/TW ratios (all p < 
0.05). In contrast, thoracic width remained unchanged after surgery (p > 0.05). Compared with male reference values, postoperative 
thoracic width, areolar diameter, and NH/TL ratio were comparable to those of cisgender males (p > 0.05), whereas chest circumference, 
inter-nipple distance, sternal notch–to–nipple distance, nipple height, nipple-to-inframammary fold distance, and IND/TW ratio remained 
significantly different (p < 0.05). (Table 3) 
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Table 3.Changes in chest and nipple–areola anthropometric measurements before and after masculinizing chest surgery 

Parameter Uni
t 

Preoperativ
e  

Postoperativ
e  

p-
value† 

Male Reference  p-
value‡ 

Mean (SD) Mean (SD) Mean (SD) 
Chest circumference (CC) cm 87.42 (7.63) 82.52 (7.16) <0.01* 92.00 (6.50) <0.01

* 
Thoracic width (TW) cm 28.50 (2.30) 28.10 (2.20) 0.103 29.04 (3.91) >0.05 
Inter-nipple distance (IND) cm 19.73 (1.94) 18.10 (2.27) <0.01* 19.54 (1.87) <0.01

* 
Sternal notch–to–nipple distance (SN–N) cm 21.52 (3.79) 17.77 (1.35) <0.01* 19.10 (1.79) <0.01

* 
Nipple height (NH) cm 19.67 (4.62) 15.29 (1.37) <0.01* 16.22 (1.34) <0.01

* 
Nipple-to-inframammary fold distance (NIMF) cm 7.62 (2.40) 4.14 (0.72) <0.01* 3.35 (0.80) <0.01

* 
Areolar diameter (DA) cm 3.85 (0.93) 2.47 (0.57) <0.01* 2.49 (0.45) >0.05 
Nipple height/thoracic length ratio (NH/TL) – 0.54 (0.12) 0.42 (0.04) <0.01* 0.43 (0.03) >0.05 
Inter-nipple distance/thoracic width ratio 
(IND/TW) 

– 0.70 (0.06) 0.65 (0.06) <0.01* 0.68 (0.07) <0.05
* 

† Comparison between preoperative and postoperative measurements; ‡ Comparison between postoperative measurements and 
male reference values; Statistically significant at p < 0.05; Note: CC, TW, and IND were analyzed at the patient level (N = 32). SN–N, NH, 
NIMF, DA, and NH/TL were analyzed at the breast level (N = 64 breasts). Each patient contributed two breast observations. 

Among 32 patients, postoperative complications occurred in 28.1%, all of which were unilateral. The most common complications 
were nipple–areola ischemia and seroma (12.5% each). Complication rates did not differ significantly among surgical techniques (p = 
0.369). At more than 3 months postoperatively, sensory recovery of the nipple–areola complex varied substantially. Most breasts 
demonstrated partial sensory recovery (S0+ to S2+), whereas advanced recovery (S3) was uncommon and no breast achieved complete 
sensory recovery (S4). The semiperiareolar technique showed the best preservation of sensation, followed by the periareolar technique, 
pedicled NAC flap, and free nipple graft. (Table 4) 

 
Table 4. Postoperative outcomes following masculinizing chest surgery 

Outcome n (%) 

Overall postoperative complications (N = 32 patients)  
No complications 23 (71.88) 
Any complication 9 (28.12) 
└ Nipple–areola ischemia (unilateral) 4 (12.50) 
└ Seroma (unilateral) 4 (12.50) 
└ Combined nipple–areola ischemia and seroma (unilateral) 1 (3.13) 
Complications by surgical technique (N = 64 breasts)  
Free nipple graft 1/8 (12.50) 
Pedicled NAC flap 5/22 (22.73) 
Periareolar technique 1/20 (5.00) 
Semiperiareolar technique 2/14 (14.29) 
p-value (Fisher's exact test) 0.369 
Sensory recovery of the nipple–areola complex (MRC grade, N = 64 breasts) 
S0 (No sensation) 9 (14.06) 
S0+ (Dysesthesia/paresthesia) 17 (26.56) 
S1 (Recovery of deep cutaneous pain sensation) 7 (10.94) 
S2 (Touch sensation with paresthesia) 12 (18.75) 
S2+ (Touch and pain sensation recovered, residual paresthesia) 11 (17.19) 
S3 (Recovery of touch and pain sensation, no paresthesia) 2 (3.13) 
S3+ (Two-point discrimination 7–15 mm) 0 (0.00) 
S4 (Complete sensory recovery) 0 (0.00) 

Abbreviations: NAC, nipple–areola complex; MRC, Medical Research Council sensory recovery scale. 
 
Postoperative satisfaction was generally high. Almost all patients were satisfied with the position of the nipple–areola complex, 

with 96.9% reporting satisfaction with horizontal positioning and 100% with vertical positioning. Acceptable or aesthetically favorable scars 
were observed in 87.5% of breasts. Satisfaction was highest for chest flatness and contour (92.2%), followed by scar appearance (90.6%) 
and overall surgical satisfaction (87.5%). Satisfaction with areolar appearance reached 76.6%, whereas sensory satisfaction was the 
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lowest-rated outcome (12.5%). Despite the limited sensory recovery, overall satisfaction with the surgical results remained high. (Table 5) 
 

Table 5. Aesthetic outcomes and patient satisfaction following masculinizing chest surgery 

Outcome n (%) 

Satisfaction with nipple–areola complex position (N = 32 patients) 
 

Horizontal position satisfied 31 (96.88) 

Horizontal position dissatisfied 1 (3.12) 

Vertical position satisfied 
32 
(100.00) 

Vertical position dissatisfied 0 (0.00) 

Scar assessment (N = 64 breasts) 
 

Acceptable/good scar 56 (87.50) 

Hypertrophic or keloid scar 8 (12.50) 

Satisfaction with surgical outcomes (N = 64 breasts) 
 

Chest flatness/chest contour 59 (92.19) 

Areolar appearance 49 (76.56) 

Scar appearance 58 (90.63) 

Sensation preservation 8 (12.50) 

Overall surgical satisfaction 56 (87.50) 

Note: Satisfaction data for nipple–areola complex position were analyzed at the patient level (N = 32), whereas scar assessment 
and postoperative satisfaction outcomes were analyzed at the breast level (N = 64 breasts). 

 

4. Discussion 
The present study demonstrates that masculinizing chest surgery effectively reshaped the female chest toward a more masculine 

morphology through both reduction of breast volume and repositioning of the nipple–areola complex (NAC). Consistent with previous 
reports, objective anthropometric measurements provided quantitative evidence of surgical success rather than relying solely on subjective 
aesthetic assessment [14-16]. Furthermore, comparison with male reference data allowed evaluation of how closely postoperative chest 
morphology approached that of cisgender Vietnamese men, an approach increasingly recommended in contemporary gender-affirming 
surgery literature [17, 18]. 

Selection of surgical technique was strongly associated with preoperative chest classification. Smaller breasts (Types A and B) 
were managed using hemi-periareolar and circumareolar techniques, whereas larger and more ptotic breasts (Types C and D) required 
pedicled NAC flaps or free nipple grafting. This distribution is consistent with the algorithm proposed by Monstrey et al., which 
recommends limited-incision techniques for smaller breasts and techniques allowing greater skin excision and NAC repositioning for larger 
or ptotic breasts [19]. The significantly greater volume of glandular tissue removed in the free nipple graft and pedicled flap groups further 
reflects the more advanced breast morphology encountered in these patients. 

Regarding overall chest morphology, chest circumference decreased significantly after surgery while thoracic width remained 
unchanged. These findings indicate that masculinization was achieved through removal of glandular tissue, redistribution of soft tissue, and 
management of redundant skin rather than alteration of the underlying thoracic skeleton. Similar observations have been reported by 
Monstrey et al. (2008) [19], Morselli et al. (2019) [17], and Colombo et al. (2015)[16], who emphasized that successful masculinizing chest 
surgery primarily targets breast projection and contour while preserving native thoracic dimensions. The stability of thoracic width also 
confirms that baseline chest skeletal anatomy in this cohort was compatible with the creation of a masculine chest contour. 

Horizontal positioning of the NAC remains one of the most challenging aesthetic components of masculinizing chest surgery. 
Although inter-nipple distance (IND) decreased significantly after surgery, the postoperative value remained lower than the male reference 
standard. This reduction was most pronounced in the circumareolar and hemi-periareolar groups, likely reflecting postoperative skin 
contraction and the limited ability of these techniques to reposition the NAC laterally [17, 20] In contrast, free nipple grafting and pedicled 
flap techniques achieved postoperative IND/TW ratios closer to the male reference value (approximately 0.68), supporting previous 
anthropometric studies demonstrating that proportional indices are more reliable indicators of masculine NAC positioning than absolute 
measurements alone [18, 21]. The high rate of patient satisfaction with horizontal NAC position further suggests that proportional harmony 
may be more clinically relevant than exact anthropometric equivalence. 

Vertical NAC positioning also improved substantially following surgery. Significant reductions were observed in both nipple height 
and sternal notch–to–nipple distance, indicating successful elevation of the NAC toward a more masculine position. Although postoperative 
absolute measurements remained lower than male reference values, the NH/TL ratio became nearly identical to that observed in cisgender 
Vietnamese men. These findings support the concept that proportional rather than absolute positioning should guide NAC placement, 
particularly in populations where thoracic dimensions differ between sexes [18, 21]. The fact that all patients expressed satisfaction with 
vertical NAC position further reinforces the clinical relevance of ratio-based planning methods. 

Additional improvements were observed in the lower pole contour and NAC dimensions. Nipple-to-inframammary fold distance 
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decreased significantly, reflecting effective elimination of feminine lower pole fullness and inframammary fold prominence. However, 
postoperative values remained slightly greater than male reference measurements, suggesting that complete normalization of lower pole 
morphology remains difficult, particularly in larger breasts [17, 20]. By contrast, areolar diameter was successfully reduced to values 
comparable with male anthropometric standards, demonstrating that NAC size is a highly controllable surgical parameter. Similar target 
diameters of approximately 2–3 cm have been recommended in previous studies of masculinizing chest surgery and male chest 
anthropometry [18, 20, 21]. 

The safety profile observed in this cohort was acceptable and consistent with contemporary literature. Overall complication rates 
were relatively low, with nipple–areola ischemia and seroma representing the most common adverse events. Importantly, no significant 
differences in complication rates were observed among surgical techniques, suggesting that patient selection, extent of dissection, tissue 
characteristics, and perioperative management may be more important determinants of complications than the specific surgical technique 
itself [19, 20, 22]. Sensory recovery remained incomplete at 3 months postoperatively, particularly among patients undergoing free nipple 
grafting, whereas the hemi-periareolar technique demonstrated superior preservation of sensation. This finding reflects the trade-off 
frequently described in the literature between optimal contour correction and preservation of NAC innervation [19, 23]. 

Patient-reported outcomes were highly favorable overall. Satisfaction with chest contour exceeded 90%, while overall surgical 
satisfaction reached 87.5%. These findings are comparable to previous studies reporting satisfaction rates between 85% and 92% 
following masculinizing chest surgery [24, 25]. Satisfaction with NAC appearance was also relatively high and exceeded that reported in 
several earlier studies [26]. In addition, satisfaction with scar appearance was high (90.6%), consistent with the finding that 87.5% of 
breasts demonstrated acceptable or aesthetically favorable scars. Notably, satisfaction with sensation was low, yet this appeared to have 
limited impact on overall satisfaction, suggesting that chest contour, NAC position, scar quality, and aesthetic appearance are more 
influential determinants of patient-perceived success. Collectively, these findings support the effectiveness and safety of individualized 
technique selection guided by preoperative breast morphology and anthropometric principles, while highlighting the importance of NAC 
positioning and favorable scar outcomes as key determinants of aesthetic outcomes and patient satisfaction. 

 

5. Conclusion 
Masculinizing chest surgery effectively transformed chest morphology toward a male chest appearance, with significant 

improvements in chest contour, nipple–areola complex position, and anthropometric proportions. Surgical technique selection was strongly 
associated with preoperative chest classification, and techniques allowing active nipple–areola complex repositioning achieved 
postoperative proportions closest to male reference standards. The procedure demonstrated an acceptable safety profile, high overall 
patient satisfaction, and favorable aesthetic outcomes, supporting the use of anthropometric-based planning to optimize chest 
masculinization surgery in transgender men. 
 

References 
Bustos V, Bustos S, Mascaro A, Del Corral G, Forte A, Ciudad P, et al. Transgender and Gender-nonbinary Patient Satisfaction after 

Transmasculine Chest Surgery. Plastic and Reconstructive Surgery Global Open. 2021;9. doi: 10.1097/gox.0000000000003479. 

Day D-L, Klit A, Lang C, Mejdahl M, Holmgaard R. High Self-Reported Satisfaction After Top Surgery in Gender-Affirming Surgery: A 
Single-Center Study. Transgender Health. 2021;8:124–9. doi: 10.1089/trgh.2021.0091. 

Saarinen M, Ojala K, Kolehmainen M, Suominen S. Quality of Chest Masculinization in Trans Men: A Retrospective Study Evaluating 
Surgical Technique, Complications, Secondary Corrections, and Trends. Transgender Health. 2023;10:170–7. doi: 
10.1089/trgh.2023.0034. 

Chaya B, Berman Z, Boczar D, Trilles J, Siringo N, Diep G, et al. Gender Affirmation Surgery on the Rise: Analysis of Trends and 
Outcomes. LGBT Health. 2022;9:582–8. doi: 10.1089/lgbt.2021.0224. 

Miller A, Beagles C, Kaur M, Marano A, Hu S, Ghoshal S, et al. Temporary Declines and Demand Resurgence: Gender-Affirming Surgery 
Volume and Complication Trends During and After the COVID-19 Pandemic. Aesthetic Plastic Surgery. 2024;48:3520–9. doi: 
10.1007/s00266-024-04243-3. 

Alaniz L, Stulginski A, Ventura J, Ghafari A, Cho H, Vallurupalli M, et al. Patient Satisfaction Following Top Surgery: A RealSelf Analysis 
Using Advanced Natural Language Processing. Plastic and Reconstructive Surgery Global Open. 2025;13. doi: 
10.1097/gox.0000000000006826. 

Zhu J, Wang E, Liu S, Koos J, Shroyer L, Krajewski A. Impact of surgical technique on outcome measures in chest masculinization: A 
systemic review and meta-analysis. Journal of plastic, reconstructive & aesthetic surgery : JPRAS. 2023;87:109–16. doi: 
10.1016/j.bjps.2023.09.002. 



594 Nguyen M N et al.: Anthropometric Outcomes, Complications, and Patient Satisfaction… 

 

 

Cuccolo N, Kang C, Boskey E, Ibrahim A, Blankensteijn L, Taghinia A, et al. Masculinizing Chest Reconstruction in Transgender and 
Nonbinary Individuals: An Analysis of Epidemiology, Surgical Technique, and Postoperative Outcomes. Plastic and 
Reconstructive Surgery Global Open. 2019;7. doi: 10.1007/s00266-019-01479-2. 

Poudrier G, Nolan I, Cook T, Saia W, Motosko C, Stranix J, et al. Assessing Quality of Life and Patient-Reported Satisfaction with 
Masculinizing Top Surgery: A Mixed-Methods Descriptive Survey Study. Plastic and Reconstructive Surgery. 2019;143:272. doi: 
10.1097/prs.0000000000005113. 

Kuruoglu D, Alsayed A, Melson V, Figueroa N, Fahradyan V, Martínez-Jorge J. Masculinizing chest wall gender-affirming surgery: Clinical 
outcomes of 73 subcutaneous mastectomies using the double-incision and semicircular incision techniques. Journal of plastic, 
reconstructive & aesthetic surgery : JPRAS. 2023. doi: 10.1016/j.bjps.2023.02.020. 

Ammari T, Sluiter E, Gast K, Kuzon W. Female-to-Male Gender-Affirming Chest Reconstruction Surgery. Aesthetic Surgery Journal. 
2018;39:150. doi: 10.1093/asj/sjy098. 

Nguyen H, Le N, Nguyen-Duong K, Ho-Pham L, Nguyen T. Reference values of body composition parameters for Vietnamese men and 
women. European Journal of Clinical Nutrition. 2021;75:1283–90. doi: 10.1038/s41430-020-00840-y. 

Dang AK, Truong MT, Le H, Nguyen K, Le M, Nguyen L, et al. Anthropometric Cut-Off Values for Detecting the Presence of Metabolic 
Syndrome and Its Multiple Components among Adults in Vietnam: The Role of Novel Indices. Nutrients. 2022;14. doi: 
10.3390/nu14194024. 

Beer GM, Budi S, Seifert B, Morgenthaler W, Infanger M, Meyer VE. Configuration and localization of the nipple-areola complex in men. 
Plastic and reconstructive surgery. 2001;108(7):1947–52. 

Lewin R, Amoroso M, Plate N, Trogen C, Selvaggi G. The aesthetically ideal position of the nipple–areola complex on the breast. Aesthetic 
plastic surgery. 2016;40(5):724–32. 

Colombo P-E, Lefèvre M, Delmond L, Traore D, Jacot W, Mourregot A, et al. Oncoplastic resection of breast cancers located in the lower-
inner or lower-outer quadrant with the modified McKissock mammaplasty technique. Annals of surgical oncology. 2015;22(Suppl 
3):486–94. 

Morselli PG, Summo V, Pinto V, Fabbri E, Meriggiola MC. Chest wall masculinization in female-to-male transsexuals: our treatment 
algorithm and life satisfaction questionnaire. Annals of Plastic Surgery. 2019;83(6):629–35. 

Kasai S, Shimizu Y, Nagasao T, Ohnishi F, Minabe T, Momosawa A, et al. An anatomic study of nipple position and areola size in Asian 
men. Aesthetic Surgery Journal. 2015;35(2):NP20–NP7. 

Monstrey S, Selvaggi G, Ceulemans P, Van Landuyt K, Bowman C, Blondeel P, et al. Chest-wall contouring surgery in female-to-male 
transsexuals: a new algorithm. Plastic and Reconstructive Surgery. 2008;121(3):849–59. 

Bustos SS, Kuruoglu D, Yan M, Bustos VP, Forte AJ, Ciudad P, et al. Nipple-areola complex reconstruction in transgender patients 
undergoing mastectomy with free nipple grafts: a systematic review of techniques and outcomes. Annals of Translational 
Medicine. 2021;9(7):612. 

Vaucher R, Dast S, Assaf N, Sinna R, editors. Étude anatomique du complexe aérolo-mamelonnaire (CAM) chez l’homme. Annales de 
Chirurgie Plastique Esthétique; 2016: Elsevier. 

Bjerrome Ahlin H, Kölby L, Elander A, Selvaggi G. Improved results after implementation of the Ghent algorithm for subcutaneous 
mastectomy in female-to-male transsexuals. Journal of Plastic Surgery and Hand Surgery. 2014;48(6):362–7. 

Berry M, Curtis R, Davies D. Female-to-male transgender chest reconstruction: a large consecutive, single-surgeon experience. Journal of 
Plastic, Reconstructive & Aesthetic Surgery. 2012;65(6):711–9. 

Bustos VP, Bustos SS, Mascaro A, Del Corral G, Forte AJ, Kim EA, et al. Transgender and gender-nonbinary patient satisfaction after 
transmasculine chest surgery. Plastic and Reconstructive Surgery–Global Open. 2021;9(3):e3479. 



595 LETTERS IN BIOMATHEMATICS 

 

 

Wolter A, Scholz T, Pluto N, Diedrichson J, Arens-Landwehr A, Liebau J. Subcutaneous mastectomy in female-to-male transsexuals: 
optimizing perioperative and operative management in 8 years clinical experience. Journal of Plastic, Reconstructive & Aesthetic 
Surgery. 2018;71(3):344–52. 

van de Grift TC, Elfering L, Greijdanus M, Smit JM, Bouman M-B, Klassen AF, et al. Subcutaneous mastectomy improves satisfaction with 
body and psychosocial function in trans men: findings of a cross-sectional study using the BODY-Q chest module. Plastic and 
reconstructive surgery. 2018;142(5):1125–32. 

 

 


