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Introduction 

 

 Gynecomastia is generally defined as benign abnormal 

enlargement of the male breast. It is literally translated from its Greek 

roots; gynes (woman) and mastos (breast). It may be unilateral or 

bilateral. It is the most common deformity encountered among male 

patients. The incidence of gynecomastia has been reported in 32% to 

65% of the male population. (Yavuz et al., 2006) 

 The disease may be physiological or pathologic. Physiological 

gynecomastia occurs most frequently during times of male hormonal 

changes that occur during three periods in life: in newborns, in puberty 

and with aging. In cases of newborn enlargement, maternal or placental 

estrogens are the underlying cause. Newborn gynecomastia usually 

resolves within the first few weeks post-delivery. Pubertal male breast-

tissue enlargement occurs in about 60-70% of adolescents, with onset 

at a median age of 14 years. In approximately 90% of patients, pubertal 

gynecomastia resolves spontaneously within a few months to years. 

The condition may or may not be associated with any functional deficit, 

such as pain. Patients who develop significant pain or tenderness may 

be suitable candidates for medical therapy. Most cases of physiological 

gynecomastia are considered normal findings, requiring no treatment. 

(Griffen and Wilson, 2003)  

 Pathologic gynecomastia is associated with androgen deficiency 

and/or estrogen excess and may result from the use of medications (e.g., 

estrogens, androgens, calcium channel blockers, antihypertensives, 

digitalis preparations, aldactone), endocrine abnormalities (e.g., 



hyperthyroidism), tumors, chronic disease (e.g., cirrhosis of the liver), 

chromosomal abnormalities (e.g., Klinefelter’s syndrome) and other 

familial disorders. Men who use anabolic steroids to enhance athletic 

performance often demonstrate gynecomastia. Gynecomastia has been 

reported to be a common side effect of certain therapies for prostate 

cancer, including non-steroidal anti-androgen monotherapy. The use of 

illegal drugs such as marijuana, heroin, methadone and alcohol, have 

also been linked to gynecomastia. (Griffen and Wilson, 2003) 

 Classification of gynecomastia can be done in a variety of ways, 

such as etiology, age, and pathologic type; however, it seems that 

plastic surgeons prefer to classify it from a surgical viewpoint. The 

classification, first described by Hoffman and Simon, is based on the 

surgical requirements of the patient: grade I, minimal enlargement, no 

skin excess; grade IIA, moderate enlargement, no skin excess; grade 

IIB, moderate enlargement with excess skin; grade III, marked 

enlargement with significant excess skin. (Aslan et al.,2005) 

 A careful history and physical examination is the most important 

part of any work-up for gynecomastia. The history must note the time 

of onset of the gynecomastia, symptoms associated with the 

gynecomastia, drug use (both medically prescribed and recreational), 

and careful review of systems. Organ system changes associated with 

gynecomastia include liver, renal, adrenal, pulmonary, pituitary, 

testicular, thyroid, and/or prostate. Physical examination should 

include assessment of the breast gland. This will include the nature of 

the tissue, isolated masses, and tenderness. The thyroid should be 

evaluated for enlargement. The testis should be examined to look for 

asymmetry, masses, enlargement, or atrophy. 



 Laboratory evaluation is based on the findings of the history and 

physical examination. Healthy adults with a normal physical 

examination (other than gynecomastia) and longstanding gynecomastia 

do not need further work-up. (Karp, 2007) 

 Neonatal and pubertal gynecomastia rarely requires any medical 

intervention and is most appropriately treated with expectant 

management 

In situations where gynecomastia is due to estrogen excess or androgen 

deficiency, treatment of the underlying medical condition can partially 

or completely treat the gynecomastia. (Cederna, 2009) 

 Gynaecomastia present for more than 2 years is unlikely to 

regress spontaneously so surgery remains the mainstay of treatment. 

The first reported surgical treatment of gynaecomastia was by Paulus 

Aegineta (625–690 AD), who used a lunate incision below the breast. 

Such extra- areolar skin incisions with their unsightly scars continued 

to be used until Webster, in 1946, described an operation with a 

semicircular intra-areolar incision, which has become the standard 

operation for excision of gynaecomastia. Over the following years, 

numerous approaches were described. (Fruhstorfer and Malata, 

2003) 

 The surgical treatment of gynecomastia requires an individual 

approach, depending on the grade of male breast hypertrophy and the 

components of breast tissue. In Simon grade I gynecomastia, 

liposuction alone can be used only in pseudogynecomastia; surgical 

glandular tissue excision can be used in true glandular hypertrophy,  

and pathology examination of the resected tissue is needed. In Simon 

grades II and III patients, excision of the glandular tissue with the pull 



through technique in conjunction with UAL is advised for a better 

aesthetic result, and skin excision is not suggested. Circumareolar 

periareolar skin incision combined with UAL, nipple reposition, and 

pull-through technique is suggested only in Simon grade III patients 

with massive skin redundancy and ptotic deformity of the breast. (Li et 

al., 2012) 

 Nowadays surgical treatment of gynaecomastia can make use of 

different techniques like suction-assisted lipoplasty or ultrasound-

assisted liposuction, and the endoscopic approach, or some 

combination of these methods have made it possible to reduce the 

invasiveness of the operation, improving the final result and reducing 

scars. (Cordova  and Moschella, 2008) 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

Aim of the work 

 

The aim of this work is to review the recent trends in the surgical 

management of gynecomastia. 
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