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Gynecomastia is the case in which the male breasts grow like female
breasts. The etiological factors are persistent pubertal gynecomastia
in 25%, drugs in 10-25%, unidentified cause in 25%, cirrhosis and

malnutrition in 8%, primary hypogonadism in 8%, secondary hy-
pogonodism in 2%, testicular tumors in 3%, hyperthyroidism in 1.5%,
chronic renal failure in 1% of patients with gynecomastia.1

Bilateral gynecomastia has been known to be associated with thyro-
toxicosis but does not usually occur as a unilateral painful enlargement of
glandular breast tissue or as the presenting feature of the condition.2-4 Here,
we report a patient who applied with painful unilateral gynecomastia and
was diagnosed with hyperthyroidism due to Graves’ disease.

Unilateral Painful Gynecomastia as the
Initial Manifestation of Graves’ Disease:

Case Report

AABBSS  TTRRAACCTT  Although gynecomastia may be seen in males with hyperthyroidism, unilateral painful
gynecomastia is a rare complication in hyperthyroid patients. We report  unilateral and painful gy-
necomastia in a 56-year-old male patient with thyrotoxicosis due to Graves’ disease. Physical ex-
amination revealed tachycardia, grade 1b diffuse indolent enlargement in thyroid gland and
unilateral painful gynecomastia. Hyperthyroidism was diagnosed with laboratuary tests and imag-
ing techniques. Treatment of hyperthyroidism resulted in resolution of the gynecomastia. In con-
clusion, unilateral and painful gynaecomastia is an unusual presenting feature of thyrotoxicosis.
Therefore thyroid hormones must be evaluated in patients with gynaecomastia even when it is uni-
lateral.
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ÖÖZZEETT  Jinekomasti, hipertiroidili erkeklerde görülen bir bulgu olmakla birlikte, bu hastalarda tek
taraflı ve ağrılı jinekomasti nadirdir. Biz tek taraflı ve ağrılı jinekomasti ile başvuran ve Graves has-
talığına bağlı tirotoksikoz tanısı alan 56 yaşında bir erkek hasta sunuyoruz. Fizik muayenede taşi-
kardi, ağrısız grade 1b diffüz büyümüş tiroid bezi, ve tek taraflı ağrılı jinekomasti saptandı.
Laboratuvar ve görüntüleme yöntemleri ile hipertiroidi tanısı kondu. Hipertiroidinin tedavisiyle ji-
nekomastide gerileme oldu. Sonuç olarak; tek taraflı ve ağrılı jinekomasti tirotoksikozun başlangıç
özelliği olarak nadiren görülür. Bu nedenle tek taraflı olsa da jinekomastili hastalarda tiroid hor-
monu değerlendirilmelidir.
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CASE REPORT

A 56 year-old male patient, consulted our clinic
with a complaint of painful right-sided gynecomas-
tia without galactorrhoea for 6 months. He was not
using any drugs and alcohol. The patient noted a
decrement in libido, sexual potency and loss of 9 kg
of body weight within 6 months. In physical exam-
ination, tachycardia (pulse: 112/min), grade 1b dif-
fuse indolent enlargement in thyroid gland and
sensitive and enlarged right breast tissue were
found. Laboratory examination revealed normal
alanine aminotransferase, creatinine, alpha-feto-
protein and human chorionic gonadotropin levels.
Thyroid stimulating hormone was <0.02 uIU/mL
(normal values: 0.35 to 5.5), free triiodothyronine
was 5.8 pg/mL (normal values: 2.3 to 4.2) and free
thyroxine was 1.9 ng/dL (normal values: 0.86 to
1.89). Thyroid autoantibodies including thyroid re-
ceptor antibody were positive. Hyperprolactinemia
was excluded by normal serum prolactin levels.
Serum luteinizing hormone was increased to 31
mIU/mL (normal values: 1.7 to 8.6), follicle-stimu-
lating hormone was 28 mIU/mL (normal values: 1.7
to 7.7), sex hormone binding globulin was 70 nmol/l
(normal values: 10 to 62), free testosterone was 8.1
pg/mL (normal values: 8.9 to 42.5) and, total testos-
terone was 5.3 ng/dl (normal values: 1.98 to 5.4). 

Thyroid ulltrasonography showed diffusely
enlarged heterogenous thyroid gland with in-
creased blood flow. Ultrasonographically, there
was gynecomastia in the right breast and bilater-
ally normal testis. Diffuse hyperactivity was seen
in thyroid scintigraphy (Technetium-99m Pertech-
netate). He was treated with methimazole using a
dose-titration regime. Thyroid function tests,
luteinizing hormone, sex hormone binding globu-
lin, free testosterone and total testosterone re-
turned to normal after 3 months treatment and
remained in the normal range. The painful gy-
necomastia showed gradual improvement after 3
months’ treatment with methimazole. 

DISCUSSION

Gynaecomastia represents the benign enlargement
of the glandular breast tissue in the male. The most

common complaints are pain, swelling and tension.
The patient is concerned about the possibility of
breast cancer as well as the cosmetic appearance of
the chest. Clinical examination is generally suffi-
cient to diagnose gynecomastia, although mam-
mography or ultrasonography may be required to
exclude a mass or malignancy.

The major etiological factors of patients with
gynecomastia are persistent pubertal gynecomas-
tia, drugs, cirrhosis, malnutrition, hypogonadism,
testicular tumors and chronic renal failure.1 Gy-
necomastia is a well recognized but rare feature of
hyperthyroidism and accounts for up to 2% of all
cases of adult gynecomastia.5 Although the real
prevalence is below 10% in one study, gynecomas-
tia in men who were hyperthyroid due to Graves’
disease was reported in 25- 40% of the patients in
other investigations.2,6,7 This difference may be re-
lated to ethnic variations and the criteria that were
used to identify the presence of gynecomastia. 

Gynecomastia can be identified in men during
the course of observation of hyperthyroidism and
mostly Graves’ disease.3,4,8 Gynecomastia is usually
bilateral and there is tenderness in patients with
hyperthyroidism. Unilateral gynecomastia as the
presenting feature of the condition is very rare in
primary hyperthyroidism.3,4,8,9 Our patient had
Graves’ disease as the cause of hyperthyroidism.
However, his gynecomastia was not bilateral as
commonly reported in the literature, but it was
unilateral. In addition, this was the presenting
symptom in the patient.  It is recognized that even
with clinically unilateral gynecomastia, bilateral
gynecomastia may be present on histology.1

It is reported that gynecomastia appears as a
result of an imbalance between stimulative effect
of estrogen and the inhibitory effects of androgens
(increase in the free estrogen/androgen ratio) in
breast epithelial cells. Although progesterone may
have an additive effect, prolactin does not usually
have a direct effect on the development of gyneco-
mastia. In thyrotoxicosis, the changes in sex hor-
mones in male are raised total testosterone,
dihydrotestosterone, sex hormone binding globu-
lin, estradiol and luteinizing hormone. While the



1. Braunstein GD. Clinical practice. Gyneco-
mastia. N Engl J Med 2007;357(12):1229-37.

2. Chan WB, Yeung VT, Chow CC, So WY,
Cockram CS. Gynaecomastia as a presenting
feature of thyrotoxicosis. Postgrad Med J
1999;75(882):229-31.

3. Gordon DL, Brown JL, Emanuele NV, Hall L
3rd. Gynecomastia as the ini¬tial manifesta-
tion of hyperthyroidism. Endocr Pract 1997;
3(2):80-1. 

4. Cheah JS. Gynaecomastia in hyperthyroidism.
Singapore Med J 1971;12(4):241-3.

5. Ismail AA, Barth JH. Endocrinology of gynae-
comastia. Annu Clin Biochem 2001;38(Pt
6):596-607.

6. Bercovici JP, Mauvais-Jarvis P. Hyperthy-
roidism and gynecomastia: metabolic stud-
ies. J Clin Endocrinol Metab 1972;35(5):
671-7.

7. Ersoz H, Onde ME, Terekeci H, Kurtoglu S,
Tor H. Causes of gynaecomas¬tia in young
adult males and factors associated with idio-
pathic gynaeco¬mastia. Int J Androl 2002;
25(5):312-6.

8. Becker KL, Winnacker JL, Matthews MJ, Hig-
gins GA Jr. Gynecomastia and hyperthy-
roidism. An endocrine and histological
investigation. J Clin Endocrinol Metab 1968;
28(2): 277-85.

9. Jayapaul M, Williams MR, Davies DP, Large
DM. Recurrent painful unilateral gynaeco-
mastia-interactions between hyperthyroidism
and hypogonadism. Andrologia 2006;38(1):
31-3. 

10. Glass AR. Gynecomastia. Endocrinol Metab
Clin North Am 1994;23(4):825-37. 

REFERENCES

Birsen ÜNSAL KOYUNCU et al. UNILATERAL PAINFUL GYNECOMASTIA AS THE INITIAL MANIFESTATION OF GRAVES’ DISEASE...

Turkiye Klinikleri J Endocrin 2015;10(1)

46

increase in sex hormone binding globulin leads to
a reduction in free testosterone, increased periph-
eral conversion of androgen to oestrogen appears
to contribute to high estradiol concentration in
hyperthyroidism.8,10 Similarly in our patient, the
gynaecomastia resolves after control of thyrotox-
icosis, with reversion of histological changes.8

Here, we report a patient who presented with
painful unilateral gynecomastia associated with hy-
perthyroidism due to Graves’ disease, a rare com-
bination. He had a typical “thyrotoxic” sex

hormone profile with increased luteinizing hor-
mone, sex hormone binding globulin and total
testosterone and decreased free testosterone at the
time of presentation. The biochemical abnormali-
ties and the gynecomastia reverted to normal with
the reversal of thyrotoxicosis.

It should be kept in mind that although rare,
unilateral and painful gynaecomastia may be the
presenting feature of thyrotoxicosis and thyroid
hormones must be evaluated in patients with gy-
naecomastia even when it is unilateral. 


