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What is gynecomastia

 Gyn(a)ecomastia refers to hypertrophy of 

the breast tissue or as a benign, excessive 

breast development in males. 



Aetiology

 Multifactorial, but in many cases, an 

identifiable cause is elusive. 

 A relative or absolute excess of estrogens, 

a decrease of circulating androgens, or a 

defect in androgen receptors. 



Types of gynecomastia

 Adolescent gynecomastia (changing 

hormonal environment / firm, fibrous mass 

under the areola). 

 Senescent gynecomastia (developed later 

in life, > 50).



Classification

 Grade I 

No ptosis, <250g 

 Grade II

No ptosis, 250-500g 

 Grade III 

Severe hypertrophy (>500g) and grade I ptosis  

 Grade IV

Severe hypertrophy (>500g) and grade II-III ptosis

Rohrich, R. J. et al. 2003. Classification and management of gynecomastia: Defining the role of ultrasound-

assisted liposuction. Plastic and Reconstructive Surgery 111(2), pp. 909-923.



The cases

 In the last 12 months, there where 

operated 15 cases of several grades of 

gynecomastia

 Grade I: 3

 Grade II: 3

 Grade III: 5

 Grade IV: 4 



Grade I & II

 Grade I or II gynecomastia is managed 

generally by direct excision and liposuction

contouring. 



Grade I & II

Kessell, F. V. et al. 1963. Surgical treatment of gynecomastia - an 

analysis of 275 cases. Annals of Surgery 157(1), pp. 142



Grade I & II



Grade I & II

Preoperative marks in preparation for liposuction recontouring

through a small stab incision placed at the lower border of the areola.



Grade I & II

• Periareolar

• Axillary

• Inframammary fold



Grade I

Grade I on the Rt breast

No significant surrounding fibrofatty stroma in the periphery of the breast, therefore, 

the subareolar mass creates a very obvious contour deformity.



PERIAREOLAR INCISION / 

SUBCUTANEOUS MASTECTOMY



PERIAREOLAR INCISION / 

SUBCUTANEOUS MASTECTOMY

PRE OP POST OP

The nipple–areola complex is retracted anteriorly, and the underlying

breast tissue is extirpated

The incision extends along the entire lower half of the areolar border to allow

adequate exposure for removal of the fibrous subareolar tissue.



GRADE II



PERIAREOLAR INCISION / 

SUBCUTANEOUS MASTECTOMY

PRE OP POST OP

The entire breast is removed, leaving a small rim of tissue immediately

beneath the nipple–areola complex.



Grade III and IV

 In grade III or IV gynecomastia, narrowing of 

the base diameter is achieved by a 

circumvertical pattern incision (L-shaped), a 

horizontally oriented pattern or using a round 

block (Benelli) subcutaneous mastectomy.



CIRCUMVERTICAL

Preoperative marks in preparation for liposuction recontouring

along with a circumvertical skin tightening procedure.



CIRCUMVERTICAL

Circumvertical approach designed to:

1. narrow the base diameter of the breast, 

2. tighten the lateral skin redundancy that extends under the arm, 

3. narrow the diameter of the areola and 

4. remove excess breast volume



GRADE III



L SHAPED SUPERIOR PEDICLE 

SUBCUTANEOUS MASTECTOMY



L SHAPED SUPERIOR PEDICLE 

SUBCUTANEOUS MASTECTOMY

PRE OP POST OP

A support vest is worn for several weeks to assist in smoothly and gently 

compressing the breast flaps against the chest wall.



Grade III 



ROUND BLOCK BENELLI 

SUBCUTANEOUS MASTECTOMY



ROUND BLOCK BENELLI 

SUBCUTANEOUS MASTECTOMY

PRE OP POST OP

Complete concentric circumareolar approach (Benelli type): an area around

the nipple–areolar complex is de-epithelialized.

The periareolar approach can be quite useful in elevating the position of the 

NAC and mildly reducing the skin envelope



Grade IV



L SHAPED SUPERIOR PEDICLE 

SUBCUTANEOUS MASTECTOMY

PRE OP POST OP

These patients require reduction of the skin envelope in the vertical direction,

but will also need reduction in the horizontal direction.



HORIZONTAL PATTERN

Preoperative marks in preparation for volume and skin envelope reduction using 

an inferior pedicle technique in conjunction with a horizontal skin excision.



Grade III 



HORIZONTAL PATTERN 

INFERIOR PEDICLE



HORIZONTAL PATTERN 
INFERIOR PEDICLE MASTECTOMY

PRE OP POST OP

The blood supply to the NAC is provided using an inferior pedicle and 

the surrounding tissues are smoothly excised to debulk the breast



Grade IV



HORIZONTAL PATTERN 

INFERIOR PEDICLE MASTECTOMY



HORIZONTAL PATTERN 

INFERIOR PEDICLE MASTECTOMY

PRE OP POST OP

The location for the NAC is determined, a circular cutout is made and the

NAC is inset into the defect.



COMPLICATIONS

 L-shaped SUPERIOR PEDICLE

 OEDEMA AND VENOUS STASIS,

 HEMATOMA OF Rt NIPPLE, 

 INFECTION AND NECROSIS,

 SURGICAL DEBRIDEMENT AND CLOSURE



CONCLUSIONS

 Balancing issues such as incision placement, exposure, skin 
redundancy and scar demands that the nature of the condition 
be precisely identified so that a successful surgical plan can 
be developed for each individual patient. 

 The operative goals must be satisfied using incisions that are 
strategically located so that they not only afford adequate 
exposure to allow accurate glandular resection to be 
performed, but also end up in aesthetically advantageous 
locations

 Because of the significant emotional and psychological
overtones that can be associated with gynecomastia and the 
improvement that can result, particularly in adolescent boys, 
the rewards for both the patient and the surgeon make the 
effort well worthwhile.
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