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Abstract

Over the last 50 years a great variety of etiologic factors for gynecomastia have been investigated and discussed.
However, the possible role of the chronic and acute tissue trauma still remains unclear. The authors report on and
discussed the possible role of a single episode of acute trauma as a trigger mechanism for the onset of breast
enlargement.
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Introduction
Gynecomastia is characterized by a benign enlargement of the male

breast due to proliferation of the glandular tissue [1-3] which has many
identifiable causes (Table 1). Although a few studies have discussed the
possible role of the chronic tissue trauma [4-7], to the date no report
has explained the role of the acute trauma as a trigger for development
or evolution of preexisting gynaecomastia.

We have operated on a patient with unilateral breast enlargement of
preexisting stable gynecomastia after a single episode of ipsilateral
acute trauma.

Case Report
A 34-year-old fighter had been hit with knuckle-duster in the left

breast thirteen months ago. Four weeks afterwards a unilateral breast
enlargement on the traumatized side appeared and started progressing
over time. The clinical history revealed a previously existing mild
symmetrical bilateral gynecomastia presented since the puberty with
no familial history or medication use including anabolic steroids.

On physical examination, an asymmetrical non-painful
gynecomastia was found. Pectoralis muscle examination revealed no
signs of asymmetry. Endocrine status tests showed normal hormonal
values. Mammography demonstrated asymmetrical but homogeneous
breast fibrofatty tissue depositions with no calcifications on both sides.

The patient underwent a minimally invasive bilateral breast
reduction [8]. The breast tissue specimens (Figure 1) were
histologically studied. Surgical recovery was uneventful and at nine
months a symmetrical appearance and a satisfactory for the patient
outcome was registered.

Figure 1: Dissected specimens of the two breasts. Significant
difference in the amount of the removed tissue is observed.

Discussion
Common causes for male breast enlargement include hormonal

aberrations, carcinoma, endocrine disease, systemic disorders, and
certain drugs [3]. Obesity can be associated with increased peripheral
conversion of androgens to estrogens and is often associated with a
higher prevalence of gynecomastia [5]. However, our patient was non-
obese- BMI 25.06 kg/m2. From the other hand, we observed a
significant macroscopic difference in the amount of tissue which was
removed from both sides (Figure 1).

Our clinical observations correlated with the histological findings
showing no significant fat deposition and obvious differences between
the two samples: florid pattern changes in the left breast (the
traumatized one) and fibrous pattern changes in the right breast which
was a sign of an active process of proliferation on the left side.
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Causes of Gynecomastia

Developmental/Physiologic

Neonatal

Pubertal

Aging

Drug-induced

Hypogonadism (decreased androgen synthesis or increased androgen resistance)

Primary
Acquired (trauma, infection, torsion, radiation exposure, mumps, chemotherapy)

Congenital

Secondary

Hypogonadotropic hypogonadism

Kallmann syndrome

Pituitary failure (infarction, infection, neoplasm)

Tumors (increased estrogen production)

Steroid-producing (adrenal, testis)

Human chorionic gonadotropin-producing (testis and others)

Aromatase-producing (testis)

Bronchogenic carcinoma

Systemic

Thyrotoxicosis (altered testosterone/estrogen binding)

Renal failure (acquired testicular failure)

Cirrhosis (increased substrate for peripheral aromatization)

Adrenal (adrenocorticotropic hormone deficiency or congenital adrenal hyperplasia)

Congenital disorders

Klinefelter syndrome

Enzyme defects of testosterone synthesis (may be late onset)

Vanishing testis syndrome (anorchia)

Androgen resistance syndromes

True hermaphroditism and related conditions

Increased peripheral tissue aromatase

Familial

Miscellaneous

HIV

Chest wall trauma

Psychological stress

Spinal cord injury

Malnutrition / refeeding (increased substrate for peripheral aromatization)

Herpes zoster infection

Cystic fibrosis

Alcoholism

Myotonic dystrophy
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Idiopathic

Table 1:  Etiology of gynecomastia.



Presentation of unilateral breast enlargement or onset of
asymmetrical changes requires exclusion of breast neoplasm which had
been done. We even assumed that the asymmetrical enlargement of the
left breast can be a result of a resorbed hematoma with fibrosis, but the
histological study revealed a paucity of fibrotic changes bilaterally.
Furthermore, more fibrosis was found in the right breast- the one with
stable gynecomastia.

The clinical case presented in this short commentary article was
solved by well-known surgical approach [8,9] but the exact etiology of
the new onset of previously existing stable gynecomastia remains
unclear to us. However, we are convinced that the pathophysiology was
related to the trauma he suffered. We were unable to find any records
on the exact relation between the acute trauma and the onset and/or
the progression of gynaecomastia. An interesting hypothesis is the one
of Kang et al. [5] who assumed that pressure could cause a local release
of growth factors that are supposed to trigger differentiation of
precursor cells to new mature glandular proliferation, and in turn,
causing the development of gynecomastia. It is our conviction that this
mechanism could be similar in an acute trauma cases like in our
patient.

Conclusion
The single episode of blunt traumatic injury to the breast could play

a main role for progression of preexisting gynecomastia. It is also
possible to be a trigger of a “de novo” development of this condition.
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