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ABSTRACT
BACKGROUND: Gynaecomastia is a benign enlargement of  male breast glandular tissue and it is the most common breast condition 
in males. Most cases of  gynaecomastia are benign and of  cosmetic, rather than clinical, importance. At least 30 - 35% of  males are affected 
during their life time. However, as it causes so much anxiety, psychosocial discomfort and fear of  breast cancer, early diagnostic evaluation is 
important.   

AIM: The aim of  this study is to describe the management and the treatment outcome of  this condition in a developing country.

METHOD: This is a five year retrospective study, from December, 2009 to December, 2014, in which all men who presented in the 
breast clinic of  the hospital with history of  breast lump or breast enlargement were evaluated. Out of  the 21 that fell into this category, only 
14 had gynaecomastia. The rest were either skin or subcutaneous lesions like lipoma, sebaceous cyst, haemangioma etc. Their detailed 
histories including past medical, surgical, drug histories and their clinical findings as recorded in their case notes as well as the appropriate 
investigations carried out were obtained.

RESULTS: Nine (9) (64.3%) cases were idiopathic. Three (3) (21.4%) cases had testicular atrophy and they were bilateral. One case 
(7.1%) had carcinoma of  the breast and it was unilateral. Five (5) (55.6%) of  the idiopathic patients had bilateral disease while the 
remaining three (33.3%) had unilateral disease.  Most (13) of  the cases belonged to 25 – 35 years age group and the only case of  the 
carcinoma was aged 58years. Medical treatment with danazole or tamoxifen or both could not cause complete regression of  the 
gynaecomastia but they provided partial regression and symptomatic relief. Another problem experienced by most of  the patients was the 
inability to sustain the financial burden of  maintenance of  this medical treatment. In view of  the above reasons, subcutaneous mastectomy 
was the treatment of  choice for 8(57.1%) for cosmetic reasons. RESULTS
 
CONCLUSION: Gynaecomastia is the most common benign condition that affects the male breast and the aetiology in most cases 
is unknown. Although the psychosocial and cosmetic effects are of  concern, particularly among the adolescents, a thoughtful approach 
to the patient presenting with this condition can lead to improved outcomes and patient satisfaction.
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INTRODUCTION
Gynaecomastia is a common finding that is present 
in up to 30 – 50% of  men. It is caused by 
histopathologically benign proliferation of  the male 
mammary glands, which leads to dense subareolar 

1,2,3tissue .  The condition could arise from both 
physiological and non-physiological causes. 
Although most cases are benign and would resolve 
without any form of  treatment, it causes intense 

anxiety, psychological discomfort and fear of  an 
underlying cancer among patients.  Some of  the 
cases are due to obesity, in which there is only fat 
deposition without glandular proliferation. This 
subset is referred to as pseudogynaecomastia.  In 
most cases only conservative approach is needed in 
the management and this can be achieved by mere 
loss of  weight.   
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MATERIALS AND METHODS
This is a 5-year retrospective study, from December 
2009 to December 2014. The case notes of  all men 
who presented in the breast clinic of  the Teaching 
Hospital with history of  breast lump or breast 
enlargement were retrieved. Their mode of  
presentation, any associated complaints like pain 
and discomfort, past medical and surgical histories, 
drugs and family histories, investigations carried 
out, treatment and treatment outcome.

RESULTS:
On the whole, there were 21 cases. Only 14 cases 
out of  this number had gynaecomastia. The rest 
were either skin or subcutaneous lesions like 
lipoma, sebaceous cysts, haemangioma etc. Nine (9) 
(64.3%) cases were idiopathic as the cause of  the 
gynaecomastia could not be ascertained. Three (3) 
(21.4%) cases had testicular atrophy and they were 
bilateral. These 3 were adolescents and had 
unsightly pendulous breasts. One case (7.1%) had 
carcinoma of  the breast and it was unilateral.  Five 
(5)(55.6%) of  the idiopathic patients had bilateral 
disease while the remaining three (33.3%) had 
unilateral disease.  Most (13) of  the cases belonged 
to 25 – 35 years age group and the only case of  the 
carcinoma was aged 58 years. The haematological, 
biomedical and hormonal profiles were within 
normal limits for all except the 3 cases that had 
testicular atrophy. These cases had low serum 
testosterone levels (less than 2ng/ml). The Ultra 
Sound Scan (USS) of  the abdomen was also normal 
for all the cases. Only one of  these cases admitted to 
having had mumps infection in childhood and also 
had recurrent erectile failure.  Attempts with 
medical treatment using danazole or tamoxifen or 
both were not satisfactory as there was no complete 
regression of  the gynaecomastia but they provided 
partial regression and symptomatic relief.  Most of  
the cases presented for cosmetic reasons and as 
such preferred mastectomy.

DISCUSSION
Gynaecomastia is reported to occur in about 30 – 

335% of  men during their life time . It occurs when 

there is an imbalance between the effects of  
4oestrogen and androgens on the breast tissue . In 

this situation, there is an absolute increase in 
oestrogen production and a relative decrease in 

4,5
androgen production or a combination of  both .                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                       
The occurrence of  gynaecomastia could be 

6
physiological or non-physiological . In the 
physiological variety, a trimodal age distribution of  

6
the condition is observed . These include the 
gynaecomastia that occurs in newborn infants or in 
the first weeks of  life, in which 'witch's milk' is 
expressed from the breast, those in adolescents 
between the ages of  10 and 12 years and those 
found in the aged. In newborn infants, high levels 
of  oestrone and oestradiol are observed. These   
r e s u l t  f r o m  t h e  c o n v e r s i o n  o f  
d e h y d r o e p i a n d r o s t e r o n e  a n d 
dehydroepiandrosterone sulphate to the oestrogens 
oestrone and oestradiol respectively in the placenta 
and they are derived from both the mother and the 
foetus. The oestrone and oestradiol enter the foetal 
circulation, cause breast glandular proliferation 
which resul ts  in  th is  t rans ient  neonata l 

7gynaecomastia .  In early puberty, the oestradiol 
levels may rise more rapidly than the testosterone 
levels which lead to an imbalance of  the 
oestrogen/androgen ratio. This situation also 
regresses spontaneously within 2 years of  onset 

8unless there is a family history of  the condition .  
Finally, senile gynaecomastia is due to the increased 
adiposity with ageing. There is increased conversion 

8of  androgens to oestrogens in adipose tissues .

Non-physiological causes of  gynaecomastia are 
numerous. Drugs are a major cause and include 
cimetidine, ketoconazole, gonadotropin-releasing 
hormone analogues, human growth hormone, 
human chorionic gonadotropin, antiandrogens like 
flutamide and bicalutamide and 5-alpha-reductase 
inhibitors such as finasteride. Others include 
calcium channel blockers such as verapamil, 
amlodipine and nifedipine, anabolic steroids and 

2, 7,9,10proton pump inhibitors like omeprazole . Other 
non-physiological causes include chronic diseases 
like liver diseases and renal failure, endocrine 



Gazette of  Medicine, Vol. 3 No. 2, June - Nov.  2015, ISSN 2315-7801 | 279

diseases and tumours like Leydig cell tumours or 
2, 7,9,10Sertoli cell tumours  as well as hypogonadism.   

A l t h o u g h  t h e r e  a r e  k n o w n  c a u s e s  o f  
11

gynaecomastia, most cases are idiopathic . In our 
study, 64.3% of  the cases were idiopathic. Munieer 

11
A et al  in their study found as many as 90% 
idiopathic cases. We found that gynaecomastia is a 
disease of  the adolescents as most of  the cases 
(92.9%) belong to 25 – 35 years age group with a 
mean of  29.5 years. This is similar to other reported 

12
findings . Three cases (21.7%) had rather unsightly 
pendulous breasts and on further clinical 
examination, they also had bilateral testicular 
atrophy. There were no associated varicoceles both 
clinically and by Ultra Sound Scan (USS). One of  
the cases admitted to having had mumps in 
childhood and also had recurrent erectile failure in 
recent times. The hormonal profiles of  these 3 
cases showed low serum testosterone levels 
(1.7ng/ml) (Normal 2.8 -10ng ). There was one case 
of  a 58 year old with carcinoma of  the left breast. 
He was excluded from the study and was managed 
as a breast cancer case.
From experience most cases of  gynaecomastia are 
benign and idiopathic, they tend to resolve 

12
spontaneously . But those with specific signs and 
symptoms need further investigations and 
treatment. Attempts with medical treatment using 
danazole or tamoxifen or both for our cases were 
not satisfactory as there was no complete regression 
of  the gynaecomastia but they provided partial 
regression and symptomatic relief. These cases 
would have benefitted from liposuction with 
excision through a periareolar incision which is now 

13,14advocated  but this facility is not available in our 
centre. The major problem experienced by most of  
the patients was the inability to sustain the financial 
burden of  maintenance of  this medical treatment. 
In view of  the above reasons, subcutaneous 
mastectomy was the treatment of  choice for 
5(38.5%) cases.
Surgery of  subcutaneous mastectomy was the last 
resort for 5 cases with considerable discomfort, 
psychological stress and for cosmetic reasons. The 
3 cases with testicular atrophy had further 

treatment with an  aromatic inhibitor – 
Anastrozole. Anastrozole is a potent and highly 
selective aromatase inhibitor that decreases the 

3oestrogen concentration in males . In all our 5 cases, 
there were minimal complications from the surgery. 
The complications we had include mild wound 
infection, haematoma/seroma formation, 
numbness around the nipple/areolar complex and 
hypertrophic /keloid scars. These were dealt with 
accordingly.    

CONCLUSION: Gynaecomastia is the most 
common benign condition that affects the male 
breast and the aetiology in most cases is unknown. 
Although the psychosocial and cosmetic effects are 
of  concern, particularly among the adolescents, a 
thoughtful approach to the patient presenting with 
this condition can lead to improved outcomes and 
patient satisfaction. 

A 27 YEAR OLD WITH GYNAECOMASTIA AND 
ASSOCIATED BILATERAL TESTICULAR ATROPHY
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A 29 YEAR OLD WITH GYNAECOMASTIA AND 
ASSOCIATED BILATERAL TESTICULAR ATROPHY
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