
Authors:
     Érico Pampado Di Santis1

     Leopoldo Duailibe Nogueira Santos2

     Sheila Martins Di Santis3

     Iuri Vieira Dair4

     Marcia Lanzoni Alvarenga Lira5

1   Physician collaborator at the Department 
     of Dermatology, Hospital Universitário de 
     Taubaté / Universidade de Taubaté (HUT / 
     UNITAU)—Taubaté (SP), Brazil

2 Specialist Candidate, Department of 
     Dermatology, (HUT / UNITAU)—Taubaté 
     (SP)

3 Physician at private practice—São Paulo 
     (SP), Brazil

4 Physician at private practice—São Paulo 
     (SP), Brazil

5   Assistant Professor I, Special Pathology 
     Discipline, Department of Medicine, 
     Universidade de Taubaté (UNITAU)—
     Taubaté (SP), Brazil; Dermatopathologist 
     Physician, Department of Dermatology, 
     (HUT / UNITAU)—Taubaté (SP), Brazil

Correspondence:
     Dr. Leopoldo Duailibe Nogueira Santos 
     R. Dr. Neto de Araujo 101/112—Vila 
     Mariana
    Cep: 04111-000—São Paulo—SP, Brazil

     E-mail: leops8@hotmail.com

Received on: 23 September 2013
Approved on: 30 December 2013

Study performed at the Hospital Universitário
de Taubaté / Universidade de Taubaté (HUT /
UNITAU)—Taubaté (SP), Brazil.

Financial support: None
Conflict of interest: None

Surg Cosmet Dermatol 2013;5(4):360­2.

Case Reports Surgical approach to True Gynecomastia

Abordagem Cirúrgica da Ginecomastia Verdadeira

ABSTRACT
True gynecomastia is a benign proliferation of the glandular tissue of the male breast. In
general, management is conservative, however if there is development of fibrosis after the
inflammatory phase, surgery is recommended. The present article describes a case of true
gynecomastia with symmetrical enlargement of the breasts since adolescence. In light of
this diagnosis, corrective surgery was performed with tumescent anesthesia and exeresis
in block of the mammary gland.
Keywords: gynecomastia; ambulatory surgical procedures; dermatology; anesthesia, local.

RESU MO

A ginecomastia verdadeira é uma proliferação benigna do tecido glandular da mama masculina. Em
geral, o manejo é conservador, porem se houver o desenvolvimento de fibrose após a fase inflamatória,
preconiza-se a cirurgia. Relata-se um caso de ginecomastia verdadeira, em homem com aumento simé-
trico das mamas desde a adolescência. Frente a este diagnóstico foi realizada cirurgia corretiva com
anestesia tumescente e exérese em bloco da glândula mamária.
Palavras-chave: ginecomastia; procedimentos cirúrgicos ambulatórios; dermatologia; anestesia local.
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INTRODUCTION
True gynecomastia (TG) is a benign proliferation of

glandular tissue in the male breast. There are three peaks of inci-
dence: in newborns, adolescents, and middle-aged adults.
Gynecomastia in childhood is transient and subsides after two or
three weeks, when the level of maternal estrogen in the new-
born decreases. In adolescence, there is a peak between 13 and
14 years, decreasing on average in 18 months. In those cases,
persistence of the condition is rare, however it may linger after
puberty, continuing into adulthood. The third peak occurs in
men between 50 and 80 years old.

Mammary tissue is sensitive to serum levels of free estro-
gen. The augmentation of the tissue is related to a higher absolute
level of free estrogen, or relative to the level of testosterone, resul-
ting in greater stimulating action, which causes its growth.1-3
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The most common cause of gynecomastia in adolescence
is physiological. In adults, the main causes are: persistence of
juvenile gynecomastia and the idiopathic form, followed by those
resulting from the use of certain drugs—such as spironolactone,
nifedipine, estrogen, anti-androgen, and efavirenz. There are
other causes of lesser expression, like certain diseases—such as
cirrhosis, hypogonadism, and testicular tumor, among others.1,2

TG should be differentiated from pseudogynecomastia,
which occurs due toan increase in theadipose tissue of the
breast. Causes include obesity and lipodystrophy, including that
triggered by a patient’s treatment with antiretroviral therapy. In
these cases, it is not possible during palpation of the breast to
verify a subareolar mass—as is the case in TG. Regarding neo-
plastic lesions, breast cancer is an important differential diagno-
sis. In general, it arises as a mass eccentric to the nipple, adhered
to deep planes and with a hardened consistency.

The diagnosis of TG is primarily carried out through
detailed anamnesis and physical examination. In inconclusive
cases, there is a need for additional tests, both laboratorial and
image based, in order to exclude tumors, among other causes.

The treatment will depend on the cause,the duration of
the clinical condition since onset, and the level of disruption the
condition presents to the patient. Should it be secondary to the
use of any medication, the first measure is to suspend the sus-
pected drug. The time since onset is important due to the fact
that, initially, the tissue is in the inflammatory phase. In such
cases, it is possible to choose either a conservative approach
(given that there is spontaneous regression in most cases) or to
introduce medications (such as androgens, selective modulators
of estrogen receptors and aromatase inhibitors) to accelerate the
involution of the inflamed mammary tissue. Nevertheless, after
the initial inflammatory period, the tissue becomes fibrotic,
requiring surgical treatment. The excision of mammary tissue is
performed as a surgical procedure. If there is excess adipose tis-
sue associated with it, it is possible to administer supplementary
liposuction treatment.5

CASE REPORT
A 26-year-old male patient complained of a “lump” in

the breasts since adolescence. Local symptoms were denied.
Dermatological examination evidenced a symmetrical increase
in breast volume (Figure 1). On palpation, it was possible to
notice dense fibroelastic tissue in the subareolar region. The
patient reported worsening of the increase in size after starting
the use of injectable medication (was unable to refer the drug
type) during training at the gym, as well as dietary supplements
aimed at gaining muscle mass (creatine and protein).In addition,
the patient used 1 mg finasteride per day for treatment of andro-
genetic alopecia—the drug was initiated in the presence of an
already established gynecomastia picture.

Thus, an evaluation carried out by an endocrinologist
was indicated, when supporting tests were requested, including
prolactin, serum testosterone, liver biochemistry, renal function,
thyroid evaluation, FSH, LH, lipid profile, fasting blood glucose,
insulin, and scrotal ultrasonography. All tests came back within
normal parameters, with tumoral or secondary causes (such as

kidney or liver disease) being excluded. Breast ultrasonography
was also requested, revealing a significant increase in fibroglan-
dular tissue. In light of the above, a case of true adolescent gyne-
comastia with persistence in adulthood, probably exacerbated by
the use of injectable drugs, was diagnosed. Due to the aesthetic
discomfort experienced by the patient, surgery to decrease the
breast size was indicated.

Surgery was performed under local anesthesia with
tumescent solution in the proportion of 0.9% saline solution
(200ml), 2% lidocaine (20ml), sodium bicarbonate (8 ml) and
epinephrine (1ml). A decision was made for a semicircular
periareolar incision, followed by the block exeresis of excess
mammary gland (Figure 2). Suture was performed with 5.0
monofilament nylon thread. Compressive dressing with elastic
mesh was used for 48 hours. There were no post-operative com-
plications. A satisfactory cosmetic result can be noticed three
months after the surgery (Figure 3).

Figure 1: A (anteroposterior) and B (profile): symmetrical increase in the
volume of the breasts

Figure 2: A: Pre­operative marking of the tissue to be excised. 
B: Excised tissue of each breast

Figure 3: A (anteroposterior) and B (profile): three months 
post­operative; reduction of the breasts
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The excised tissue was sent for histological examination,
revealing breast parenchyma with dense stromal tissue (and thick
collagen fibers), some adipocytes, ducts with ectasia overlaid
with simple cuboidal epithelium without atypia, and absence of
inflammatory infiltrate (Figure 4)—all confirming the diagnosis
of true gynecomastia in the fibrotic phase.

DISCUSSION
The description demonstrates a typical case of true

gynecomastia persistent in adulthood. The hypothesis of TG in
adolescence is strengthened by the age of onset in the studied
patient—i.e. the second peak of incidence of true gynecomastia.
Nevertheless, it was not possible to rule out exogenous causes
(drugs).

As there was no regression after 18 months, the mamma-
ry tissue evolved from the inflammatory to the fibroticphase. In
such cases, the only treatment option is surgical. According to
the Moschella and Cordova’s morphological classification of
gynecosmastia, the patient was in Grade II, indicating hyper-
trophy of all structural components of the breast, with the nip-
ple-areolar complex located above the breast fold. In such cases,
surgical treatment may be associated to liposuction and glandu-
lar resection. Regarding the options for incision, these are: peria-
reolar semicircular, intra-areolar, the pull-through approach, or
endoscopic.6

After hormonal investigation and interruption of injec-
table medication, a decision was made for the excision of glan-
dular tissue, discarding the need for liposuction, once there was
only a small amount of adipose tissue. In this way, there was no
removal of excess tissue, which could have resulted in the flatte-
ning of the chest, local irregularity or even concavity. Finally, a
good cosmetic result was obtained.  ●
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FIGURE 4:
Histological
analysis—
Arrows: ducts
with ectasia.
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stroma with
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