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Introduction 

Gigantomastia is a rare disease generally bilateral 
characterized by diffuse and excessive breast growth. 
Gestational Gigantomastia (GG) is a subtype of gigantomastia 
that occurs during pregnancy, usually in the fi rst or early 
second trimester [1]. The fi rst reported case of GG was described 
by Palmuth in 1648, and is believed to affect about 1 in 100,000 
pregnancies [2].

The etiology of the disease is unknown, but various 
theories, including endocrine imbalance, hyperprolactinemia 
and target organ hypersensitivity, have been proposed [4]. The 
choice of treatment for these patients is different depending 
on the severity of each case [5] Only a few cases of complete 
spontaneous postpartum resolution have been reported in these 
patients and management may involve medical treatment with 
bromocriptine and/or surgical treatment by breast reduction or 
mastectomy and delayed reconstruction [3].
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We report a rare case of pregnant gigantomastia that 
progressed favourably on bromocriptine post partum after 
a pregnancy marked by premature delivery at 33 weeks 
amenorrhea.

Clinical case

This is a 32 year old patient, 3rd gesture, 2 years old, the 
two previous pregnancies took place without particularities 
and brought to term. 

patient had no medical or surgical history. The patient, 
who was 22 weeks amenorrhea pregnant, presented to 
the obstetrical clinic for bilateral mastodynia associated 
with a signifi cant increase in volume of both breasts. This 
breast hypertrophy was progressive from the 14th week of 
amenorrhea of pregnancy. The patient never reported having 
such an incident in other pregnancies nor any personal or 
family history of breast pathology. the patient also reported 
small respiratory genes, lack of comfort and generalized 
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anxiety disorder. This pathological state was the consequence 
of the excessive growth of the volume of the breasts, which 
kept her bed-ridden, especially at the level of the spine, due to 
the supine position she was forced to adopt because of the size 
of her breasts, which prevented her from walking normally 
or even changing position in bed. The patient also reported a 
scratching sensation in both breasts. 

The patient was apyretic, normo-cardenic, eupneic, The 
senological examination found two very enlarged breasts, very 
tense, the skin was very thick giving the appearance of an 
orange peel skin(Figure 1), with the presence of ulcerations, 
more marked skin erosions at the level of the external 
quadrants and signs of scratching around these ulcerations 
(Figure 2). We note the absence of palpable mammary nodule, 
nor mammary discharge, nor palpable axillary adenopathy. 
The biological blood test found: Haemoglobin: 11.2 g/dL, 
leukocytes 12,000 per mm3, platelet count 250,000 per mm, a 
small biological infl ammatory syndrome with a sedimentation 
rate (ESR) of 68 mm/h, a CRP of 20 mg/L, hyperprolactinemia 
110 ng/Ml. The blood ionogram and the thyroid and liver tests 
were normal. The breast ultrasound was carried out showing a 
signifi cant thickening of the skin and linear hypoechoic areas 
without any sign of abnormal growth, which is consistent with 
breast hypertrophy without any sign of malignancy. She then 
underwent bilateral breast biopsies to rule out carcinoma. 
The biopsies showed no histological signs of malignancy. 
The obstetrical ultrasound showed an evolving mono-fetal 
pregnancy with measurements corresponding to 22 weeks of 
amenorrhoea, without any malformations detected. 

It was decided to put the patient under medical treatment 
based on bromocriptine 2,5mg twice a day associated with local 
care and local antibiotic based on fusidic acid ointment for the 
ulcerations. The evolution was marked by the reduction of breast 

tension and mastodynia and the progressive disappearance of 
the ulcerations, but without any improvement in breast volume. 
The course of the pregnancy was marked by the occurrence of a 
premature delivery at 33 weeks of amenorrhoea, which resulted 
in the birth of a male baby weighing 2680 grams, Apgar at 7 
(1st min) and 9 (5th min). The post partum was without any 
particularities and the treatment with bromocriptine was kept. 
The evolution was marked by a clear clinical improvement of 
the breasts and a clear decrease of the breast volume from the 
third week of the post partum and the patient found her normal 
breast volume at the sixth week of the post partum.

Discussion 

Gestational gigantomastia is a rare condition. Its incidence 
is estimated at one case per 30,000 to 100,000 pregnancies [1]. 
It is thought to be linked to an exaggeration of the physiological 
hyperplastic phenomena of pregnancy, driven by an increase 
in oestrogen or progesterone receptors. This is not described 
by all authors [6,7]. The age of onset is not specifi c. However, 
it is common in multiparous women after the fi rst normal 
pregnancies [8]. The diagnosis is based on a range of arguments. 
In all cases it is marked by a very rapid increase in breast 
volume of more than 1500 cc [9]. It is essentially bilateral with 
the presence of an infl ammatory aspect with skin thickening 
and the occurrence of turgidity of the breast veins. Imaging 
is poor. Ultrasound is the most effective routine examination 
in pregnancy and infl ammatory conditions. It shows an 
oedematous thickening of the skin and glandular structures 
[6,9]. It can be used to characterise or detect associated lesions 
[10]. The biological assessment shows a variable increase in 
prolactinemia not linked to a pituitary anomaly. The histology 
required for an infl ammatory increase in the breasts shows 
a fl orid pluristratifi ed epithelial proliferation with papillary 
structures, without atypia, the epithelial cells are vacuolised 
showing signifi cant secretory activity. In the stroma there is 
oedema, sclerosis and necrosis [9,11]. The caricatural aspect 
in this context should not obscure the possibility of other 
rare mastopathies such as breast lymphomas [10]. It is a 
condition which is not well tolerated because of the pain which 
is common [12]. The treatment is not well codifi ed. Medical, 
obstetric and surgical treatments have been proposed [13,14]. It 
depends on the team, the term, the prognosis of the pregnancy, 
and the breast trophic disorders. At the beginning of pregnancy 
some authors have proposed a therapeutic termination of the 
pregnancy. It comes up against the choice of the patient and 
the health care team and ethical problems [13]. Beyond the 
fi rst trimester, monitoring is recommended until the egg 
matures and is ready for surgical extraction. Local care and 
correction of humoral defi cits in the mother are provided [9]. 
Bromocriptine has been the mainstay of medical management 
of patients with gestational Gigantomastia. It is a derivative of 
ergot, a dopamine D2 receptor agonist, which has both agonist 
and antagonist properties on D1 receptors. It has been shown 
to be safe in pregnancy, as the incidence of abortion, ectopic 
pregnancy and birth defects in women taking bromocriptine, 
even in early pregnancy, has not been signifi cantly different 
from that of non-users [15]. Although no major side effects 
have been reported, some isolated case reports suggest 

Figure 1: Image showing the signifi cant increase in volume of the two breasts which 
are taut, with a very thick ‘orange peel’ breast skin. 

Figure 2: Image showing the presence of ulcerations and erosions on the 
hypertrophied breasts.
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intrauterine growth retardation as an isolated side effect [2]. 
It is therefore recommended that fetal growth be monitored in 
patients on bromocriptine . Bromocriptine certainly has a role 
in stopping growth and hyperplasia of breast tissue, but it has 
not been proven to cause regression of gigantomastia. Many 
other drugs such as 2 Br-alpha ergocryptineles ,androgens, 
oestrogens and progesterone have also been tried, but with 
limited success [16] The lack of signifi cant improvement on 
bromocriptine has led to the surgical options of mastectomy 
and breast reduction if local conditions permit. Reduction uses 
conventional techniques such as the inverted “T” and upper or 
lower pedicle. However, on very large breasts, the attempt to 
preserve the nipple-areolar plaque is risky [17]. Mastectomy 
can be combined with autologous or prosthetic breast 
reconstruction [18]. Hormonal treatments based on oestrogen, 
progesterone and testosterone have not proved effective [13]. 
The prognosis is essentially local. Breast hygiene and good 
obstetric care should be ensured [9].

In our case, we have underlined the importance that 
bromocriptine can play in the management of pregnant 
gigantomastia and that certain cases can have a good evolution 
in post partum under simple local care and bromocriptine 
treatment without resorting to surgery.

Conclusion 

A good knowledge of this rare but distressing pathology 
is necessary for all doctors, especially obstetricians. A 
multidisciplinary team consisting of an obstetrician, a plastic 
surgeon, an anaesthetist and a paediatrician is necessary 
to ensure a successful delivery. Bromocriptine remains an 
interesting medical alternative in the management of pregnant 
gigantomastia.
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