
from 65% at the age of 14 years to 14% in 16 year old
boys2. During adolescence, 75% cases of the gynecomas-
tia are bilateral but the breasts are affected to different
degrees. Pubertal gynecomastia usually starts to regress
spontaneously in six months time; 75% cases settling
down within two and 90% within three years of the on-
set. In adults, gynecomazia is associated with increa-
sing age due to progressive testicular hypofunction, an
increase in the body fat and an increase in the estrogen/
androgen ratio3.

Pathological gynecomazia can result from decreased
production and/or action of testosterone i.e. primary or
secondary hypogonadism as seen in Klienfelter�s synd-
rome, congenital anorchia, testicular trauma, testicu-
lar torsion, viral orchitis, pituitary tumors or any other
cause of hypopituitarism, renal failure, androgen insen-
sitivity syndrome (leads to reduced action of testosterone)
or 5-alpha-reductase deficiency syndrome

Gynecomazia can also result from an increased produc-
tion of oestrogens as in testicular tumors or ectopic pro-
duction of human chorionic gonadotropins in carcinoma
of lung, kidney or GI tract. Increased peripheral conver-
sion of oestrogens occurs in chronic liver disease, mal-
nutrition, hyperthyroidism and adrenal tumors.
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ABSTRACT
Objective: To study the presentation and outcome of cases operated for Gynecomazia.
Design & Duration: A retrospective study spread over four years i.e. June 2002 to May 2006.
Setting: Different hospitals of Karachi including Civil Hospital.
Patients: 46 males who were admitted for surgery of Gynecomazia.
Methodology: All patients included in this study were evaluated in detail clinically and by appropriate investigations.
They were counselled about the condition, and operated via a peri-areolar or sub-mammary incision, and the outcome
noted in terms of healing and complications.
Results: Out of the 46 cases, majority (71.74%) presented in the age group 11-20 years with peak incidence around
16 years of age. The main symptom was breast enlargement, though pain or discomfort was also seen in 12 (26.1%)
patients. The size of the breasts varied between 4-8 cms, and 34 (73.9%) cases were bilateral. Surgery was done
for macromastia in 7, long standing gynecomazia in 11 and cosmetic reasons in 28 cases. Wound infection and
hypertrophic scar formation constituted the few complications noted.
Conclusion: Gynecomazia is the commonest condition affecting male breasts. In majority of the cases counselling
and observation is all that is required for management, as they subside spontaneously or on medication. Surgery is
indicated in those cases that do not subside or on patient demand.
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  INTRODUCTION

Gynecomazia is defined as the abnormal proliferation
of the glandular component of breast tissue in males.
It accounts for 65% of lesions in male breasts1. Gyneco-
mazia may be true when the breast enlargement is due
to hyperplasia of the glandular elements or pseudogyne-
comastia when the breast enlargement is secondary to
fat accumulation, or mixed when both the glandular
and fat tissues are present in the gynecomastia1.

Physiological gynecomazia occurs most commonly at
times of male hormonal changes, resulting from either
the effect of an altered estrogen/androgen balance on
the breast tissue or from the increased sensitivity of the
breast tissue to a normal estrogen level2. Pubertal gyne-
comazia is a common condition with an overall inci-
dence of 38% in young males; the incidence decreasing



In the physical examination a note of the of the patient�s
overall health and nutritional status was made. Any
stigmata of chronic liver, thyroid or renal disease were
looked into, as were signs of feminization, including
typical body hair distribution, eunuchoid behaviour,
and voice tone. The testicles were examined and their
size, consistency, presence of nodules or asymmetry
were noted.

The breasts were thoroughly examined and a note was
made of their size, consistency, fixity, presence of any
nipple discharge or axillary lymphadenopathy. An at-
tempt was made to assess whether the enlargement was
true gynecomastia (enlargement of glandular tissue) or
pseudogynecomastia/lipomastia (enlargement of soft
adipose tissue, especially seen in obese individuals) be-
ause the latter does not merit further evaluation.

Every patient underwent investigations including Com-
plete blood picture and ESR; Liver function tests, hor-
monal assays, ultrasound examination of abdomen and
testes was done, if indicated.

After evaluation the patients, especially those at puberty,
were reassured and followed up. Those who did not re-
solved spontaneously were treated with Tamoxifen, an
estrogen antagonist, in doses of 10-20 mg orally twice
daily for three months.

Surgery was considered for patients with macromastia
or long standing gynecomastia or in those in whom me-
dical therapy failed. It was also considered for cosmetic
(and accompanying psycho-social) reasons. A semi-
circular peri-areolar or submammary incision was usually
employed. After leaving a disc of breast tissue beneath
the areola to prevent the formation of a crater, the skin
was undermined, leaving a layer of fat beneath. The
breast tissue and fatty disc were then dissected off the
pectoral fascia, removed and sent for histopathology.
The resulting cavity was drained with suction, as haema-
toma formation is common, and the wound closed. This
study includes only those cases that underwent surgery.

  RESULTS

Out of 46 cases, majority i.e. 33 (71.74%) were seen
between 11 to 20 years, maximum number of cases
occuring around 16 years of age (Table I). Another sec-
ond but smaller peak is seen in the fifties. Most patients
presented with the complaint of breast enlargement,
however 12 (26.1%) also complained of pain or discom-
fort; none gave any history of nipple discharge. The
size of the enlarged breast varied from 4 to 8 cms. In
34 (73.9%) cases the gynecomastia was bilateral but
the breasts were affected to different degrees i.e. usually

Increased use of oestrogens or drugs with oestrogen
like activity such as diethylstilbestrol, digitalis, phyto-
estrogens can cause gynecomazia. Drugs that enhance
oestrogen synthesis such as gonadotropins, clomiphene
and phenytoin or drugs that inhibit testosterone synthesis
or action such as ketoconazole, metronidazole, alkylating
agents, cisplatin, spironolactone, cimetidine, flutamide,
finasteride and etomidate can cause enlargement of
male breasts. Certain drugs cause gynecomastia by un-
known mechanism like INH, methyldopa, busulfan,
tricyclic antidepressants, diazepam, penicillamine, ome-
prazole, phenothiazines, calcium channel blockers, ACE
inhibitors, alcohol, marijuana and heroin4.

Most patients achieve partial to complete regression
spontaneously; if not, commonly used drugs are5,6:

Clomiphene, an anti-estrogen, at a dose of 50-100
mg/day orally for up to 6 months results in 50%

 reduction in breast size, and approximately 20% of
patients note complete resolution.
Tamoxifen, an estrogen antagonist, is effective for
recent onset and tender gynecomastia, 10-20 mg

 orally twice daily results in 80% partial to complete
resolution within three months.
Other less frequently used drugs include danazol
and testolactone.

Surgical management includes Reduction Mammoplas-
ty for patients with macromastia or long-standing gyne-
comastia or in those in whom medical therapy has fail-
ed. It is also considered for cosmetic and accompanying
psychosocial reasons9. Liposuction may be carried out
in cases of lipomastia i.e. pseudogynecomastia10. How-
ever most surgeons perform subcutaneous mastectomy
using a hemicircular, periareolar incision which results
in an invisible scar with very low incidence of keloid
formation, though some still advocate the use of sub-
mammary incisions12.

  PATIENTS & METHODS

This retrospective study was carried out on 46 male
patients who reported for the treatment of enlarged
breasts and were operated at different hospitals of
Karachi over a period of four years (May 2002 to April
2006).

A thorough history was taken in every case to ascertain
the causes of gynecomastia. The patients were asked
about the age at onset, duration, any recent change in
the size of the nipples or any discharge and the presence
of pain. History was also taken of mumps, trauma to
the testicles, use of alcohol or drugs. Any family history
of gynecomastia and history of sexual dysfunction or
infertility was noted.
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and does not require treatment but the patients should
be reassured and counselled in detail to relieve anxiety13.
In every young adult who present with this condition
a detailed history, examination and relevant investiga-
tions in selected cases are essential to exclude patholo-
gical gynecomazia; the most common cause in grown
up adults is secondary to certain medicines like cimeti-
dine (H2 blocker). Strangely enough, none of our cases
reported any such thing.

Pubertal Gynecomazia resolved spontaneously within
several weeks to three years. Breasts greater than 4cms
in diameter may not completely regress6. Although full
regression is the rule, but in some cases breast enlarge-
ment may occur to such a degree that ultimately surgical
intervention is required to save the patient from emotional
damage6. This operation is performed by two approaches
i.e. either by circumareoler or submammary incisions.
Both have their advocates but in our study hypertrophic
scar was seen in two cases with circumareoler and five
cases with submammary incisions. This is in confirma-
tion with world literature13,14. It should also be noted
that circumareolar approach is relatively difficult as the
access is limited, hence only surgeons with reasonable
experience should use this approach. Besides the inci-
dence of hematoma formation is also more i.e. 5 to 10%
as compared to 3-5% in case of submammary incisions14.

If examination findings indicate the possibility of breast
cancer, early and prompt evaluation is necessary, and
the patient managed, as in female breast cancer. Early
referral to a general surgeon, oncologist, or both is also
warranted14.

  CONCLUSION

Patient education is essential for the better management
of this condition, and should include:

Reassurance to the patients with physiological gy-
necomastia regarding the benign nature of the con-
dition, and its spontaneous resolution.
Counselling of the patients regarding the various

 treatment modalities available; highlighting the
 risks, adverse effects, success rates, and the benefits

of each modality.
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one breast was much larger than the other.

Subcutaneous mastectomy was done for macromastia
in 7 (15.2%) cases, long standing gynecomazia in 11
(23.9%) and cosmetic (and accompanying psychologi-
cal) reasons in 28 (60.9%) cases. Most (61%) patients
underwent surgery through a peri-areolar incision while
39% were operated through a sub-mammary incision.
Apart from mild wound infection in two cases, and
hypertrophic scar in seven cases (two circumareolar
and five submammary cases) there were no post-opera-
tive complications.

  DISCUSSION

Gynecomastia is the most common cause for male breast
evaluation. The frequency is highly variable, based on
the criteria used for defining the condition. In one study,
a figure of 38% was reported amongst boys aged 10-
16 years using a definition of breast tissue greater than
5cm in diameter13. Another series quoted a figure of
approximately 10% in boys aged 12-17 years14. In our
setup the exact incidence is not known, but it is surmi-
sed that relatively fewer patients report to the surgeons
for this disease, probably due to shyness or a sense of
shame or guilt. However, we can have some idea about
the incidence by looking into the data of civilian and
defence recruitment centres for young boys.

Gynecomazia occurs mostly amongst males of two age
groups i.e. 12-16 years, and the middle aged and elderly.
However, elderly males with this disease seldom present
for medical opinion; probably they do not take it serious-
ly as a disease. In our study only four cases presented
above 40 years of age. On the other hand, young adults
commonly seek medical opinion, probably due to the
taunting caused by colleagues. This is corroborated by
the fact that in our study around 60% cases underwent
surgery due to cosmetic demand.

In the majority of cases, the condition is physiological

11 to 20 years

21 to 30 years

31 to 40 years

41 to 50 years

51 to 60 years

Total

Age Group Number %

33

5

4

1

3

46

71.74

10.87

8.70

2.17

6.52

100.00

Table I.   Age Incidence
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