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INTRODUCTION 

Gravidic gigantomastia is a pathological breast hy-

pertrophy resulting from the abnormal evolution of 

the usual epithelial hyperplasia that occurs during 

or after pregnancy. This pathology presents eti-

opathogenic challenges, as several hypotheses sug-

gest a hormonal origin. The lesion is characterized 

by diffuse hyperplastic dystrophy, which is diffi-

cult to distinguish from other proliferative breast 

lesions. This is a study reporting a case of bilateral 

gravidic gigantomastia with the aim of discussing 

the physiopathological mechanisms, etiopathogenic 

aspects, diagnostic features, and therapeutic strate-

gies. 

 

OBSERVATION 

Mrs. N.Z., 34 years old, menarche at 16 years, III 

pregnancy, II deliveries, with a medical-surgical 

history of goiter under treatment for 3 years, and 

operated on for a breast cyst in 2016 

(anatomopathological examination without malig-

nancy), was examined on August 26, 2024, for bi-

lateral breast swelling during an intrauterine preg-

nancy of 7 weeks and 6 days. 

 

The onset of her condition occurred one month pri-

or to her admission, marked by the appearance of 

bilateral inflammatory breast swelling. 

 

The clinical examination revealed hypertrophied 

breasts with significant collateral venous circula-

tion and an orange peel phenomenon. The skin was 

tense, shiny, violet-colored, and appeared ecchy-

motic (Fig. 1). 

Figure 1 Bilateral gigantomastia  

 

The breast ultrasound showed: significant diffuse 

echogenic infiltration of both breasts, with some 

unorganized liquid areas, multiple microcysts, and 

some well-defined, oval, iso-echoic formations, 

some of which were multilobulated, and one with a 

calcified wall, peripheral vascularization seen on 

color Doppler, possibly related to fibroadenomas. 
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There was no significant axillary lymphadenopathy. 

 

Hormone levels showed hyperprolactinemia at 149 

ng/ml, 

 

The pregnancy progressed to spontaneous abortion. 

 

Painful bilateral exuberant breast swelling occurred 

in a pregnant patient with hyperprolactinemia. The 

patient received breast bandages and analgesics. 

She also received bromocriptine without clinical 

improvement of the gigantomastia. 

 

DISCUSSION 

Gigantomastia is an exuberant breast hypertrophy, 

with a volume exceeding 1500 cm³. Moderate hy-

pertrophy is common during pregnancy; however, 

significant breast hypertrophy is rare. It causes 

pathological and therapeutic issues due to these 

very painful breast deformities. 

 

The pathophysiology remains highly debated. The 

most important factor seems to be a hormonal im-

balance. The increase in estrogen and/or progester-

one receptors has been implicated. Noczinska et al. 

[2] found a high rate of estrogen receptors in their 

study, while this hypothesis was not supported by 

Lafrenière et al. [1]. 

 

Gigantomastia most commonly occurs in multipa-

rous women with no particular medical history and 

who did not experience any pathology during previ-

ous pregnancies. It appears at the end of the first 

trimester of pregnancy. No specific factor has been 

definitively identified. 

 

Gravidic gigantomastia is rare, and its frequency is 

poorly evaluated. Lewinson et al. [4] report two 

cases among 56,794 births, Zagar et al. [3] report 1 

case in 10,000 pregnancies, while Agarval et al. [6] 

find 1 case in 28,000 to 1 in 100,000 pregnancies. 

 

The clinical presentation is typical: the breasts are 

tense, painful, and rapidly increase in volume, re-

sembling an inflammatory mastitis. 

 

Gravidic gigantomastia is most often bilateral and 

rarely unilateral [5]. 

 

It is a poorly explored pathology due to its rarity. 

Imaging is not particularly important in the diagno-

sis since the breasts appear very dense. 

 

Histological examination confirms the diagnosis 

and shows diffuse, benign hyperplastic dystrophy, 

especially affecting the lobules. There is prolifera-

tion and dilation of the alveoli of intermediate 

ducts. The palliative connective tissue hypertro-

phies with edema, fibrosis, and necrosis. Epithelial 

cells show cytoplasm rich in vacuoles, reflecting 

secretory activity. There are no cellular atypias. 

 

This rare anatomical pathological entity is charac-

terized by connective hypertrophy associated with 

epithelial hyperplasia: on a sclerotic, sparsely cellu-

lar tissue, the galactophorous ducts appear dilated 

and tortuous, lined with florid, stratified epithelium, 

often consisting of small intraductal papilliform 

clusters. The absence of a clear capsule allows the 

elimination of fibroadenoma and phyllodes tumor. 

 

Hormonal assays are generally normal [5]. Howev-

er, some authors have noted transient hyperprolac-

tinemia [1]. The increase in prolactinemia in our 

patient supports this argument. 

 

Major complications may arise, including trophic 

disorders, skin ulceration, and necrosis, as seen in 
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our patient. 

 

Pseudo-hyperparathyroidism syndromes associated 

with the progression of gigantomastia and regress-

ing after mastectomy have been described [8]. 

 

There is controversy regarding therapeutic modali-

ties since the factors leading to the condition are 

not well understood. Medical treatment focuses on 

breast support with bandages, disinfection of in-

framammary folds and ulcerations, blood transfu-

sions in cases of anemia, and the use of anti-

inflammatory drugs in the presence of inflamma-

tion. These treatments are generally ineffective. 

Hormonal treatments using testosterone, progester-

one, stilbestrol, and hydrocortisone have been em-

ployed, but without success [7—12]. Bromocripti-

ne produced a partial response in some cases [11], 

but it did not result in any clinical improvement in 

our patient. Some authors argue that these treat-

ments should not be overly recommended because 

their effectiveness is not conclusively proven, and 

they may have teratogenic effects [1]. 

 

Therapeutic abortion has been indicated because it 

causes regression of gigantomastia [14]. However, 

the spontaneous abortion in our patient did not lead 

to regression. Moreover, therapeutic abortion raises 

ethical issues [1]. 

 

The treatment of choice is surgery, with indications 

depending on the presence of complications, breast 

volume, pregnancy duration, and degree of inca-

pacity. There is no consensus on surgery. Breast 

reduction should be followed by hormonal treat-

ment, as recurrence during pregnancy is possible. 

Subcutaneous mastectomy would be incomplete 

and insufficient for large breasts. Simple mastecto-

my is the treatment of choice. 

Depending on the stage of pregnancy, authors sug-

gest a therapeutic abortion in the first trimester, fol-

lowed by simple mastectomy. In the second and 

third trimesters, hygienic treatments, breast band-

ages, and analgesics should be used. A cesarean 

section should be performed as soon as the fetus 

reaches maturity. After delivery, breast reduction 

surgery can be considered, but subcutaneous or to-

tal mastectomy is often the last resort. After surgi-

cal treatment, a period of two years before a subse-

quent pregnancy is recommended [13]. 

 

CONCLUSION 

Gravidic gigantomastia is a rare pathology whose 

etiology remains highly controversial to this day. 

Medical treatment is largely ineffective. The fre-

quent recurrences after surgical breast reductions 

justify the indications for mastectomy. Its manage-

ment requires close collaboration between the ob-

stetrician, surgeon, pathologist, and psychologist to 

provide adequate treatment. 
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