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Juvenile gigantomastia, two cases treated by reduction mammoplasty with nipple-areola complex
graft
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ABSTRACT
Gigantomastia or “Gravidic macromastia” is a rare benign disorder of the breast, in which the breasts undergo
a massive hypertrophy and increase in size. It may occur during marked hormonal changes as in puberty or
pregnancy or after prolonged intake of certain medicine. The condition is manifested as a massive diffuse
enlargement of the breast. It is usually associated with psychological effect on the patient and her family and physical
disability due to excessive breast growth. This rare condition is of undetermined aetiology, which may be due to
excess hormonal secretion, or hypersensitivity of the target organ to normal hormonal level. Histologically it is a
glandular hyperplasia with an increase in connective tissue. This paper reports two case of gigantomastia due to
hormonal changes during puberty. Ulceration and haemorrhage of the breasts complicated the picture and is the
main cause of coming to surgery. Surgical procedure was subtotal mastectomy and free implantation of the nipple
areola complex.

 ﺣﺎﻟﺘﺎن ﻋﻮﻟﺠﺖ ﺑﻮاﺳﻄﺔ رأب اﻟﺜﺪي اﻟﻤﺨﺘﺰل ﺑﺄﺳﺘﻌﻤﺎل اﻟﺘﻄﻌﻴﻢ اﻟﻤﻌﻘﺪ ﻟﻠﺤﻠﻘﺔ اﻟﻤﻠﻮﻧﺔ ﺣﻮل اﻟﺤﻠﻤﺔ:ﺿﺨﺎﻣﺔ اﻟﺜﺪي ﻋﻨﺪ اﻻﺣﺪاث
ﺟﺎﺑﺮ ﺣﻤﻴﺪ.زﻫﻴﺮ ﻓﺎﺿﻞ ﻓﺘﺢ اﷲ و د.د

اﻟﻌﺮاق/ﺟﺎﻣﻌﺔ اﻟﺒﺼﺮة/ﻛﻠﻴﺔ اﻟﻄﺐ/ﻓﺮع اﻟﺠﺮاﺣﺔ

 ﺗﺤﺪث ﻫﺬﻩ اﻟﺤﺎﻟﺔ. ﺣﻴﺚ ﻳﺤﺪث ﻓﻴﻪ ﺗﻀﺨﻢ واﺳﻊ اﻟﻨﻄﺎق ﻣﻊ زﻳﺎدة ﻣﻔﺮﻃﺔ ﻓﻲ ﺣﺠﻢ اﻟﺜﺪي.ﺗﻀﺨﻢ اﻟﺜﺪي اﻟﻤﻔﺮط ﻫﻮ اﺿﻄﺮاب ﺣﻤﻴﺪ ﻧﺎدر اﻟﺤﺪوث

 ﺣﻴﺚ ﻳﺤﺪث ﻓﻴﻪ ﺗﻀﺨﻢ اﻟﺜﺪي اﻟﻤﻨﺘﺸﺮ وﻋﺎدة ﻣﺎﻳﺮﺗﺒﻂ ذﻟﻚ.إﺛﻨﺎء اﻟﺘﻐﻴﺮات اﻟﻬﺮﻣﻮﻧﻴﺔ ﻓﻲ ﺳﻦ اﻟﺒﻠﻮغ أو أﺛﻨﺎء اﻟﺤﻤﻞ أو ﺗﻨﺎول ﻣﺰﻣﻦ اﻟﻰ ﺑﻌﺾ اﻷدوﻳﺔ

 أﺳﺒﺎب ﻫﺬا اﻟﻤﺮض ﻗﺪ ﺗﺮﺟﻊ اﻟﻰ زﻳﺎدة ﻓﻲ إﻓﺮاز اﻟﻬﺮﻣﻮﻧﺎت أو.ﺑﺎﻟﺘﺄﺛﻴﺮ اﻟﻨﻔﺴﻲ ﻋﻠﻰ اﻟﻤﺮﻳﻀﺔ وأﺳﺮﺗﻬﺎ واﻹﻋﺎﻗﺔ اﻟﺠﺴﺪﻳﺔ ﻧﺘﻴﺠﺔ وزن اﻟﺜﺪي اﻟﻤﻔﺮط

. اﻟﻔﺤﺺ اﻟﻨﺴﺠﻲ ﻳﺸﻴﺮ اﻟﻰ ﺗﻀﺨﻢ اﻟﻐﺪد ﻣﻊ زﻳﺎدة ﻓﻲ اﻷﻧﺴﺠﺔ اﻟﺮاﺑﻄﺔ.إﻓﺮاط ﻓﻲ اﻻﺳﺘﺠﺎﺑﺔ اﻟﻰ ﻣﺴﺘﻮى اﻋﺘﻴﺎدي ﻣﻦ اﻟﻬﺮﻣﻮﻧﺎت

 ﻣﻊ ﺗﻘﺮح و ﻧﺰف ﻣﻦ ﺟﻠﺪ اﻟﺜﺪي ﻣﻤﺎ ادي اﻟﻰ، ﻫﺬا اﻟﺒﺤﺚ ﻳﻌﺮض ﺣﺎﻟﺘﺎن ﻟﻬﺬا اﻟﻤﺮض ﺣﺪث ﺗﻀﺨﻢ ﻧﺘﻴﺠﺔ اﺧﺘﻼف ﻓﻲ اﻟﻬﺮﻣﻮﻧﺎت ﻓﻲ ﺳﻦ اﻟﺒﻠﻮغ
. ﺧﻀﻌﺖ اﻟﻤﺮﻳﻀﺘﺎن اﻟﻰ ﻋﻤﻠﻴﺔ اﺳﺘﺌﺼﺎل ﺟﺰﺋﻲ ﻟﻠﺜﺪي ﻣﻊ ﻏﺮس اﻟﺤﻠﻤﺔ.ﺗﻌﻘﻴﺪ اﻟﺤﺎﻟﺔ وﻛﺎن اﺣﺪ اﻷﺳﺒﺎب اﻟﺘﻲ أدت اﻟﻰ ﻃﻠﺐ اﻟﻌﻼج

INTRODUCTION
igantomastia is a rare benign disorder
of the breast, in which the breasts
undergo massive hypertrophy and
increase in size. It may occur spontaneously
during marked hormonal changes such as
puberty or pregnancy,[1,2] or in certain
conditions as taking medications. It is usually
associated with psychological effect on the girl
and her parents and physical disability due to
excessive breast growth which is the main cause
of coming to surgery. The size of the breasts
remains unchanged till puberty.[3] When the
breast begins to grow it involves all tissues of
the breasts. The ductal growth is under the
influence of the anterior pituitary hormones as
luteinizing
hormone,
growth
hormone,
adrenocorticotropic hormone, and estrogen as
the major triggering factor.[3] Lobulo-alveolar
development is influenced by progesterone and
prolactin. Corticosteroids and prolactin affect
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breast development independently. The reason
why breasts rarely take enormous size during
adolescence without underlying pathology
remains unknown.[3-5] The aetiology of
gigantomastia remains unknown, but theories
have been proposed to explain gigantomastia.
The aetiology include hypersensitivity of the
breast tissue to circulating hormones,[6]
autoimmune issues as systemic lupus
erythematosus,[2] high IGF-1 (insulin growth
factor-1),[6]
hyperprolactanemia,[6-8]
hypersensitivity
to
estrogen,[7,8]
[7]
hyperthyroidism,
ovarian granulose cell
tumour,[3] Side effects of treatment with certain
medications like D-pencillamine[6,9] and
Neothelazone[3] and lastly Idiopathic during
puberty and pregnancy.[1] Symptoms of
gigantomastia are ranging from pain to necrosis
or sepsis.[6] It may include mastalgia (breast
pain),[10]
ulceration
and
infection,[2,11]
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orthopnea,[3] posture problems, [10,12] scoliosis,
kyphosis or lordosis[3,13] and back pain,[3]
chronic traction injury to 4th/5th/6th intercostals
nerves with resultant loss of nipple sensation[6]
and hygienic difficulties, intertriginous lesions
at the inframammary folds.[3] Investigations to
be done in addition to hormonal study include
thyroid hormones and magnetic resonance
imaging [MRI] of the brain to rule out
enlargement of sella turcica and hypophysial
enlargement; ultrasound of the breasts and
abdomen, to exclude any disorder of breasts,
and abdomen.[5, 14,15] Treatment is based on the
person's symptoms and may include breast
reduction, mastectomy with or without
reconstruction, hormonal treatment, or a
combination of treatments.[16,17] Surgery
remains the ideal treatment for gigantomastia.[7]
This paper deals with two cases of virginal
juvenile breast gigantomastia in girls who are
otherwise healthy. Their ages were 13 and 15
years. The younger one presented with wet,
tender ulceration of one of the breasts. They
were referred to Plastic Surgery Unit in Basrah
Al Sadder teaching hospital, during the period
from June 2011 to September 2012.
Case one: Fifteen year old girl was referred to
the outpatient department in early June 2011,
with bilateral massive enlargement of breasts
started shortly after puberty, with the patient
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complaining of heavy weight with neck pain
and backache.
O/E; An adolescent girl with small body build
and healthy general condition. She had a
massive bilateral enlargement of breasts, with
scoliosis toward one side to compensate for the
heavy weight.
Investigation: General investigations are all
normal, Ultrasound showed massive cystic
enlargement of the breast. Hormonal study show
increase in prolactin level to 66.73 µg/L (normal
female level= 1.3- 25 µg/L). The investigations
were suggestive of pubertal gigantomastia. She
was admitted to hospital on June 6, 2011.
Operation was carried out on June 30, for
bilateral mastectomy of the breasts with free
implantation of the areola and nipple. Operative
findings showed cystic dilatation of the tissue
and leakage of fluid (clear serous fluid) from the
wound and the breast tissue. The weight of the
amputated breast was, on right side 6.3 kgm,
and on left side 5.7 kgm. The whole breast
tissue was removed because of fear of
recurrence due to high prolactin level. Patient
had excellent recovery and sutures were
removed after 10 days. She was checked in
OPD in September 9, 2011, with excellent
recovery, but never showed up again after she
and her parents were told about breast prosthesis
and its cost.
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Case two: A 13 year old teenage presented in
September 2012 with gradual asymmetrical
enlargement of both breasts for one year
duration. O/E; little young girl with good
general condition, she had asymmetrical
enlargement of both breasts, right breast
larger in size and reaching the level below the
umbilicus when she stand up. She has skin
ulceration of the lower part of the right breast.
Investigations:
General
haematological
studies are all normal. Hormonal study show
normal level of prolactin, luteinizing

DISCUSSION
We present in this paper two cases of virginal
juvenile breast gigantomastia in girls who are
otherwise healthy. Their ages were 13 and 15
years. The first one represents a case of
hyperprolactinaemia, which resulted in a huge
enlargement of the breast which necessitated
surgical interference. The whole breast tissue
was removed because of the expectation of
recurrence as long as the prolactin level remains
high.[18] Gentimi et al[3] stated that only one case
of gigantomastia due to high hormonal level
was registered in literatures, which in that case
was thyroxin. The second case was identified as
idiopathic because all investigations were
normal and no cause could be detected. The
patient might have hypersensitivity to
hormones.[6] Our line of treatment was surgical
in both cases. They had reduction mammoplasty

hormone, follicular stimulating hormone and
testosterone. Skull x-ray show normal sella
turcica. Operation was done on October18,
2012. Bilateral reduction mammoplasty done
with free implantation of the nipple areola
complex. The total weight of the removed
tissue was 5.6 Kg, right side was larger with
weight of 3.4Kg, and left side is smaller with
weight of 2.2 Kg. Biopsy report was juvenile
virginal gigantomastia. Patient was seen in
OPD two months later and she was happy
with the result.

with free implantation of nipple areola complex.
The reason behind that decision is that the
pedicle needed to support the nipple areola
complex will be as long as 15-20 cm, which
may affect the vascularity of the areola. Future
pregnancy has been suggested as a cause of
recurrence.[5] Allah et al[10] and Samuelov et
al,[18] both reported similar cases with good
results. The first patient will definitely need
more surgery for breast silastic implant, while
the second case has a satisfactory result. The
only fault in planning of the reduction
mammoplasty was under estimation of the
amount of stretching of the skin which results in
a superior location of the areola about 1-1.5cm
superior to its normal location, but this can be
corrected when the skin of the breast settles.

45

MJBU, VOL 31, No.1, 2013________________________________________________________________

REFERENCES
1. Skillman J, Beechey-Newman N, Hamed H.
Gigantomastia unrelated to pregnancy or puberty: a
case report. Breast. 2002; 11(2):179-180.
2. Le EN, McGirt LY, Abuav R. Gigantomastia and
autoimmunity: a case report. Lupus. 2009;
18(11):1015-8.
3. F. Gentimi A. Ch. Loupatatzi K. P. Euthimoglou .E.
G. Michailidou A. A. Tzovaras.A. D. Kaja.N. S.
Poniros .M. V. Vasiliou. Juvenile Gigantomastia in a
12-Year-Old Girl: A Case Report. Aesth Plast Surg.
2011; 35: 414–417.
4. Samuelov R, Siplovich L. Juvenile gigantomastia. J
Pediatr Surg.1988; 23:1014–101
5. Baker SB, Burkey BA, Thornton P, LaRossa D.
Juvenile gigantomastia: presentation of four cases
and review of the literature. Ann Plast Surg. 2001;
46:517–526
6. Gigantomastia. ORDR lists rare diseases. Genetic and
Rare Diseases Information Center (GARD)
http://www.rarediseases.info.nih.gov/.
7. Chromiński W, Madej B, Maciejewski R, Torres K,
Ciechanek R, Burdan F. A developmental anomaly of
the mammary glands-gigantomastia. A case report.
Folia Morphol (Warsz). 2003; 62(4):517-518.
8. Noczyńska A, Wasikowa R, Myczkowski T.
Hypersensitivity of estrogen receptors as a cause of
gigantomasty in two girls. Pol Merkur Lekarski.
2001; 11(66):507-509.
9. Kulkarni D, Beechey-Newman N, Hamed H,
Fentiman IS. Gigantomastia: A problem of local
recurrence. The Breast. 2006;15(1):100-102.
10. Allah KC, Kossoko H, Assi Djè Bi Djè V, Yéo S,
Kadio MR. Two cases of juvenile gigantomastia
treated by reduction mammaplasty with nippleareola complex graft. J Gynecol Obstet Biol Reprod
(Paris). 2011 Jun;40(4):363-3666. Epub 2011 Jan
20.

46

11. Gerber B; Krause A; Lochmüller EM; Janni W;
Friese K. Juvenile gigantomastia. Case report and
literature survey. Zentralbl Gynakol.
2004;
126(3):167-169.
12. Wolfram D, Behensky H, Piza-Katzer H. Unilateral
gigantomastia related to juvenile fibroadenoma with
idiopathic thoracic scoliosis. J Pediatr Adolesc
Gynecol. 2009; 22(3): e25-7.
13. Fathallah ZF. Gigantomastia with pregnancy, A case
report and review of literatures. Bas J Surg,
September,9, 2003; 197-200.
14. Arscott GD, Craig HR, Gabay L. Failure of
bromocriptine therapy to control juvenile mammary
hypertrophy. Br J Plast Surg; 2001; 54:720–723.
15. Schumacher O, Ashkar W, Dabernig J, Nenadic I,
Ingianni G. Juvenile gigantomastia of extreme
magnitude: a case report. Ann Plast Surg.2009; 63:
369–372.
16. Dancey A, Khan M, Dawson J, Peart F.
Gigantomastia - a classification and review of the
literature. J Plast Reconstr Aesthet Surg. 2008;
61(5):493-502
17. Antevski BM, Smilevski DA, Stojovski MZ,
Filipovski VA, Banev SG. Extreme gigantomastia
in pregnancy: case report and review of literature.
Arch Gynecol Obstet. 2007.
18. Samuelov R, Siplovich L. Juvenile gigantomastia. J
Pediatr Surg. 1988; 23(11):1014-1015.

