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Introduction
Gigantomastia in pregnancy, also called as gestational gi-

gantomastia (GG) and gravid macromastia, is a rare medical 
condition of the breast connective tissues, often associated with 
pregnancy and characterized by a diffuse, disproportionate and 
excessive growth of both breasts. (1.5kg) [1]. In 1648, gestation-
al gigantomastia was first reported by Palmuth and since then 
less than 100 cases about gigantomastia have been reported in 
the literature [2]. It is a extremely rare mammary gland disease 
with a prevalence of about 1 case per 100 000 pregnancies [3]. 
In 2011, Dafydd et al. [4] Clearly defined gigantomastia as ex-
cess breast tissue that contributes 3% of a patient’s total body  

 
weight. It can generate both physical and psychosocial disabling 
to the patient. This disease not only directly affect the patient’s 
quality of life but also exert a strong influence to the progression 
of patient’s pregnancy [5]. In addition to social and emotional 
disability, it can also lead to a lot of physical symptoms as well, 
which include continue breast pain, breast skin infection, se-
vere ulceration, postural difficulty and terrible back pain. It can 
even result in chronic traction and hence causing temporary or 
permanent damage to fourth, fifth, or sixth intercostals nerves 
mainly manifests as the form of loss of nipple sensation, further 
more promoting breast infection and ulceration [1]. 
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Abstract

Gigantomastia is a particular abnormal physical condition of the breast connective tissues, which cannot seen very often. Gigantomastia 
is often associated with pregnancy and characterized by a diffuse, disproportionate and excessive growth of both breasts in many cases. It can 
generate both physical and psychosocial disabling to the patient. The etiology is not entirely understood, although hormonal changes during 
pregnancy are assumed responsible for this medical condition. Since the pathology of this disease is extremely rare and has seldom been 
described, this report present a case of 37-years-old woman in her seven months pregnancy with a bilateral gestational gigantomastia associated 
with breast lumps. This report follows the patient from her primary diagnosis until the completion of final treatment.
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Case Presentation 

Figure 1: Frontal view, appearance of gestational gigantomastia . Note the excessive breast size that prevented the patient from moving 
around or changing position in bed. 
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In March 2018, a 37-year-old women applied to The First Af-
filiated Hospital of Xinjiang Medical University with enlargement 
of breast tissue. This abnormal enlargement of both breasts 
started at 15weeks’ gestation and continued to growth rapidly 
as the patients pregnancy progressed. In addition to the enlarge-
ment of both breasts, the patient also complained of a terrible 
pain in the breasts and back (Figures 1&2). The patient was also 
complaining on severe dyspnea, moving difficulties and diffi-
culty in meeting basic daily needs. This is the first pregnancy of 
the patient and she never experienced any abnormal size of the 
breasts before. During her hospitalization, the patient developed 
difficulty in breathing, comfortlessness, and generalized anxiety 
disorder(GAD). This pathological condition was a consequence 
of the excessive growth of breast volume, which kept her con-
fined to bed, especially in her spine, resulting from the dorsal 
decubitus position that she was obliged to adopt because of the 
size of her breasts, which prevented her from normal walking 
or even changing position in bed. Because of her distress, she 
decided to interrupt her pregnancy and perform a odinopoeia at 
27 weeks and 5 days of pregnancy. Her past medical history was 
unremarkable. Past surgical history included only a odinopoe-
ia at 27 weeks in The first affiliated hospital of xinjiang medical 
university for worsening dyspnea. She did not have any histo-
ry of chronic disease, drug use. Family history was negative for 
breast hypertrophy. Surgical therapy was strongly demanded by 
the patient and her relatives. 

Figure 2: Frontal view, appearance of the breasts before the 
surgery. 

The patient reported that her breast size prior to pregnan-
cy was about 34B and now estimates her breasts are 5 times 
larger during this pregnancy. In physical examination, weight 
was 74kg, height was 165cm, and BMI(body mass index) was 
27. Both breasts were hard and there was not any mass by pal-
pation. Breast skin was tense; superficial veins were prominent 
and dilated. The patient did not have fever and there was not any 
erythema, warmth, or ulceration on breast skin. Bilateral galac-
torrhea was observed. There was a bilateral axillary lymphade-
nopathy (hard with certain mobility of lymph nodes) but no su-

praclavicular area lymphadenopathy. Blood test results indicated 
the following hormone levels: prolactin 202.61mIU/L,oestradiol 
753.15pmol/L, progesterone 2.41mg/mL, luteinizing hormone 
5.88IU/L, and follicle-stimulating hormone 3.5IU/L. Complete 
blood count, erythrocyte sedimentation rate (ESR), inflamma-
tion c-reactive protein (CRP), transaminase (GPT and GOT), γ-GT, 
thyroid stimulating hormone (TSH), were all within normal lim-
its. Breast ultrasonography result showed multiple hypoecho-
genic masses with posterior enhancement in the axillary tail of 
both breasts and in the inner lower quadrant of the right breast 
(RLIQ). Ultrasound also demonstrated severe diffused breast 
edema including the cutaneous tissue, inflammation signs, low-
grade lymphatic dilatation, Edema of the skin, and couldn’t elim-
inate underlying malignancy. Percutaneous fine-needle aspira-
tion and core biopsy analysis of the breast lumps demonstrated 
atypical epithelial hyperplasia. chest X-ray (CXR), abdominal 
scan, Cranial MRI showed no abnormalities. After the ultimate 
evaluation simple mastectomy was recommended. on request of 
the patient, the patient was submitted to simple right mastecto-
my on March 26th, 2018 (Figures 3,4), which proceeded without 
any complications. After about 2 months the patient was submit-
ted to simple left mastectomy on May 16th,2018, the procedure 
was completed without any complication. The biopsies reverled 
fibrous fibroadenomas, sinbehng adenopathy, myxoid degener-
ation of the stroma, ductal and lobular hyperplasia, and mam-
mary duct cystic dilation (Figure 5). According to the histology 
of the lumps, a confirmed diagnosis of fibroadenoma was made. 
Besides, there was no obvious chronic inflammatory cellular 
infiltrate or any histologic evidence of malignancy. The patient 
was satisfied with the effect of each surgery that we performed 
(7.93kg and 8.10kg of tissue were removed from the right and 
left breasts, respectively). From both clinical and psychological 
point of view, the patient is currently in fairly good health. After 
13 months of breast surgery, there was no relapse. The patient’s 
follow-up health assessments went smoothly. After receiving 
written and oral informed consent from our patient, we made 
the decision to presenting this case report .

Discussion
Gestational gigantomastia is a painful disease of unknown 

etiology, which psychologically and physically debilitating for 
patients. Risk factors of gestational gigantomastia are not fully 
known, but the probability of occurrence of gestational giganto-
mastia is higher in Caucasian and multiparous women [6]. Ges-
tational gigantomastia can happen during any pregnancy [7]. A 
prior history of gestational gigantomastia raised the risk for the 
condition in subsequent pregnancies [8-11]. In spite of the etiol-
ogy and pathogenesis of gestational gigantomastia still remain 
elusive [12], but plentiful theories have been proposed, includ-
ing excessive release of estrogen or prolactin during pregnancy, 
disorder of hormone receptor sensitivity, and potential autoim-
mune disease triggered by pregnancy [13]. Prolactin is the most 
important hormone among the rest hormones shown as a tar-
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get in etiology. Besides this, other hormones such as estrogen, 
progesterone, growth hormone, thyroxine, cortisol, insulin and 
human placental lactogen are also deduced that have an effect on 
pathogenesis of gestational gigantomastia [14]. There are also 
several reported cases of penicillamine induced gigantomastia 
with subsequent treatment with danazol [15-18]. For purpose of 
eliminate underlying disease processes which can present as gi-
gantomastia, a full workup including hematology, endocrinology, 
and biopsy should be completed.

 Since most cases of gigantomastia occur during puberty or 
pregnancy, one possible etiology is the excessive production of 
estrogen or prolactin [19,20]. However, some cases of giganto-
mastia have occurred in a setting of normal estrogen and pro-
lactin hormone levels [21]. Even in a setting with high estrogen 
and prolactin hormone levels, it is unclear whether such levels, 
normally elevated in pregnancy, are the pathogenic factors of gi-
gantomastia [22,23]. In this case report patient’s estradiol hor-
mone, prolactin hormone, thyroid stimulating hormone, luteiniz-
ing hormone, follicle-stimulating hormone levels were all within 
normal limits, other lab investigations were also normal. Cases 
of gigantomastia with normal hormone levels may be explained 
by enhanced hormonal sensitivity in the breast [19,24].

The association of gestational gigantomastia with bilateral 
breast lumps is truly exceptional. Rare cases of gigantomastia as-
sociated with breast lumps have been reported, but only under 
circumstance of unilateral gigantomastia [25-27]. This case re-
port describes a case of bilateral gestational gigantomastia with 
bilateral breast lumps. Due to the rapid rate of breast enlarge-
ment, gestational gigantomastia presents Similarly to malignant 
breast disease such as a phyllodes tumor [8,10]. When making a 
diagnosis of benign gestational gigantomastia, other disease pro-
cesses must be considered and eliminated first of all. Differential 
diagnoses for gestational gigantomastia with normal prolactin 
levels may include infectious mastitis, juvenile breast hypertro-
phy and normal pregnancy changes, other benign breast condi-
tions such as fibrocystic change or fibroadenoma, adenosis of 
mammary glands, and underlying malignancy.

Treatment for gestational gigantomastia has varied on a 
case-by-case. Some experts suggested that estrogen receptor 
sensitivity to prolactin might have accounted for gestational gi-
gantomastia. Conservative measures such as proper brassiere 
support, good skin care or hygiene, analgesia treatment, and 
Daily adequate nutrition [28]. Up to date, the most widely used 
medicine for the treatment of gestational gigantomastia is bro-
mocriptine mesylate, yet results have been variable. Anecdotal 
evidence suggests that bromocriptine mesylate therapy during 
pregnancy may cause fetal intrauterine growth retardation(I-
UGR) and fetal distress; The most successful therapy for gesta-
tional gigantomastia is surgical intervention treatment [29,30]. 
The further complications such as puerperal mastitis can be 
prevented by surgery during the immediate postpartum period 
. Surgical treatment should be considered in cases of enormous 

hypertrophy in which reduction is unlikely successful with bro-
mocriptine mesylate therapy alone [7,31] or in cases of contin-
ued enlargement despite Conservative medical therapy [2]. Ad-
vantage of simple mastectomy over reduction is less blood loss 
during the procedure, which is significant considering patients 
with gestational gigantomastia have engorged and friable blood 
vessels [2,7,32]. 

Conclusion 
This case report describes the rare condition of gestational 

gigantomastia which associated with multiple fibroadenomas; 
however, the role of such fibroadenomas in the genesis or exac-
erbation of gigantomastia remains to be determined. lack of in-
formation about the patient’s hormone levels in early pregnancy 
is a limitation of this case report . The availability of this data in 
future cases could help more clinicians make the appropriate de-
cision to choose treatment with bromocriptine before delivery, 
and could also facilitate the diagnosis and differential diagnosis 
of this condition from other breast diseases that present similar 
symptoms.

Consent 
The patient described in the case report has given informed 

consent for the case report to be published. 
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