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Abstract 
 

Gestational gigantomastia (GG) is an extremely rare condition characterized by excessive breast enlargement 

during pregnancy and may lead to serious maternal morbidity. Due to its rarity, standardized management 

guidelines are lacking, particularly in resource-limited settings. To the best of our knowledge, this is the first 

Case Report 
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reported case of gestational gigantomastia from Bangladesh and contributes valuable regional evidence to 

guide clinical and surgical decision-making. A 37-year-old woman at 33+ weeks of gestation presented with 

massive bilateral breast enlargement over seven months, complicated by respiratory distress and an infected 

ulcer wound. Right and left breasts were weighed approximately 15kg and 13 kg respectively, with 

associated skin ulceration and accessory breast tissue. Imaging revealed diffuse edematous breast 

parenchyma without malignancy, and core biopsy for histopathology confirmed a benign proliferative lesion. 

After multidisciplinary consultation, pregnancy was terminated via lower-segment cesarean section. 

Following delivery and clinical stabilization, the patient was treated conservatively with the dopamine 

agonist cabergoline. Post-treatment, the patient demonstrated a significant reduction in breast size with 

resolution of respiratory distress. She was discharged in stable condition with a plan for delayed reduction 

mammoplasty, which she later declined. At follow-up, breast volume had decreased, although residual skin 

laxity remained. Early recognition of gestational gigantomastia is essential, particularly when rapid breast 

enlargement leads to systemic complications. 
 

 

Keywords: Gestational gigantomastia; pregnancy; Bangladesh; breast enlargement. 
 

1. Introduction 
 

Gestational gigantomastia (GG) is an extremely rare condition characterized by extreme and debilitating breast 

enlargement during pregnancy (Dancey et al., 2008). It affects between 1 in 28,000 and 1 in 100,000 

pregnancies globally. Many authors cite gigantomastia as breast enlargement that requires reduction of over 

1500 g per breast. However, the literature is inconsistent regarding weight reduction, with reported weight 

losses ranging from 0.8 to 2 kg (Lewison et al., 1960; Agrawal et al., 2016). Although the precise definition 

remains unclear, Lewison et al. aptly described it as "True gigantomastia develops rapidly during pregnancy, 

undergoes regression after delivery, and recurs with subsequent pregnancies (Mangla & Singla, 2017).” High 

gonadotropin levels during the first or early second trimester are closely correlated with gestational 

gigantomastia, which may indicate a possible hormonal cause. Advances in medicine, obstetrics, anaesthesia, 

and surgery have led to a change in the recommended care of gestational gigantomastia. This is because 

improved surgical procedures, research, and investigative tools have made it possible to understand the problem 

better. Additionally, anaesthesia has advanced, and anaesthesia providers are more comfortable and skilled in 

administering anaesthesia during pregnancy. Pregnancy termination was the standard of care in the past. Still, 

with careful planning and scheduling, surgery may be performed safely throughout pregnancy to reduce injury 

to both the mother and the fetus.  
 

The non-surgical treatment of gigantomastia includes a number of strategies, such as using binders to provide 

appropriate breast support, keeping the skin clean, maintaining a proper diet, providing emotional support, and 

administering bromocriptine as part of ongoing medical care. If the patient wishes, bromocriptine can be 

maintained during the postpartum phase to inhibit breast development and lactation. However, the majority of 

patients need surgical intervention, and spontaneous cure of gigantomastia is uncommon. Bilateral mastectomy 

with breast reconstruction or reduction mammoplasty are the surgical alternatives (Ezem et al., 2011). Although 

post-operative nursing is possible with reduction mammoplasty, there is a chance that the condition will return 

in subsequent pregnancies. However, for women who intend to get pregnant in the future, bilateral mastectomy 

with reconstruction is the recommended course of action. To our knowledge, this is the first reported case of 

gestational gigantomastia from Bangladesh. Reporting this case adds valuable regional evidence and may assist 

clinicians and surgeons in decision-making, especially in resource-limited settings where standardized 

management protocols are lacking. 
 

2. Case Summary 
 

A 37-year-old pregnant woman, 33+ weeks of gestation, presented with significant breast enlargement over 7 

months and respiratory distress for 3 days (Fig. 1).  
 

Upon examination, both breasts measured 150 cm (right) and 142 cm (left) at their widest points through the 

areola, weighing approximately 15 kg and 13 kg, respectively. The skin was tense with engorged veins, deviated 

nipple-areola complexes, and multiple infected ulcers. Accessory breast tissue was noted in the right axilla. 

USG of both breasts revealed bilateral massive enlargement of both breasts with diffuse oedematous 

parenchyma and duct ectasia with bilateral accessory breast tissue (Fig. 2).  
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Fig. 1. Gestational Gigantomastia at the time of admission 
 

 
(A)                                                                            (B) 

 

Fig. 2. Ultrasonogram of both breasts A-Left B-Right 
 

MRI of the chest and breast revealed bilateral massive enlargement of both breasts with bilateral accessory 

breast tissue. Histopathology report from core biopsy of both breasts suggested a proliferative breast lesion 

without atypia, fibrocystic change. Hormonal assay revealed hypothyroidism; otherwise normal. 
 

After consultation with Obstetrics and Gynaecology, a successful caesarian section was performed, resulting in 

the delivery of a healthy baby. Then patient was transferred to the Intensive Care Unit and kept on mechanical 

ventilation because of respiratory distress and low oxygen saturation. After 7 days, her condition improved, and 

she was extubated and transferred to the surgery ward. A multidisciplinary team (General Surgery, Plastic 

Surgery, Obstetrics, Endocrinology) meeting was arranged and decision was made to treat with cabergoline. The 

patient was treated with cabergoline daily for 1 month after the delivery of the baby. Respiratory distress 

resolved along with the decreasing size of both breasts to 110 cm (right) and 96 cm (left) (Fig. 3).  
 

  
(A)                                          (B) 

 

Fig. 3. Gestational gigantomastia after 3 weeks of (A)- Anterior view (B)- Lateral view with axillary 

breast (arrow marked) 
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Patient was discharged with advice for follow-up with a plan for reduction mammoplasty. After 3 months, the 

patient returned for follow-up but refused surgery. On examination, the breast volume was reduced, but the skin 

remained loose and lax (Fig. 4). 

 

  
(A)                                            (B) 

 

Fig. 4. Gestational gigantomastia after 3 months on medication (A) Anterior view; (B)- Lateral view 

 

3. Discussion 
 

The etiology and pathogenesis of gestational gigantomastia (GG) are not fully understood, but it is believed to 

be triggered by placental hormones (Rooney & Cleland, 1981). Excessive breast enlargement typically occurs 

during the first trimester, when gonadotropin levels are at their peak. A prior history of GG increased the risk for 

the condition in subsequent pregnancies (Taylor et al., 1981). There are also reported cases of penicillamine-

induced breast gigantism with subsequent treatment with danazol (Wølner-Hanssen et al., 1981). Cases of 

gigantomastia occurring despite normal hormone profiles may be attributed to heightened hormonal sensitivity 

at the target tissue level (Sharma et al., 2004). Agarwal et al. (2002) reported a 24-year-old gravida 2, who 

presented at 19 weeks’ gestation with bilateral breast hypertrophy, with prolactin and other laboratory 

investigations within normal ranges (Agarwal et al., 2002). They proposed that increased estrogen receptor 

responsiveness to prolactin could explain the observed hypertrophy and enlargement. Enhanced receptor 

sensitivity has also been suggested as a mechanism for unilateral gigantomastia. Management is individualized 

and varies from conservative approaches to medical and surgical intervention (Rezai et al., 2015). 

 

Bromocriptine is the most commonly used medical therapy and may lead to partial regression or stabilization of 

breast hypertrophy. However, its effects are inconsistent, typically temporary, and rarely result in a return to 

normal breast volume (Cheung & Alagaratnam, 1997; Lafreniere et al., 1984). Hedberg et al. reported a case in 

which bromocriptine effectively prevented the need for surgical intervention in a patient with normal hormone 

levels (Hedberg et al., 1979). Kullander (1976) reported mammary growth arrest with 2 Br-alpha ergocryptine, 

another prolactin secretion inhibitor, in a patient with nonpathological circulating prolactin levels. 

Hydrochlorothiazide has been reported to provide a temporary reduction in breast swelling (Moss, 1968). In 

contrast, furosemide showed no clinical benefit as well as hydrocortisone was ineffective (Nolan, 1962), 

whereas prednisone may have offered modest improvement in some cases (Propper et al., 1991). The most used 

surgical options for gestational gigantomastia are reduction mammoplasty and bilateral mastectomy with 

delayed reconstruction. Recurrence has been reported in patients who had breast reduction and later became 

pregnant again (Vidaeff et al., 2003). Mastectomy during pregnancy should be reserved for cases of massive 

spontaneous haemorrhage (Wolf et al., 1995). El Bochdadly recommends simple mastectomy with immediate 

reimplantation of the nipple–areola complex as the optimal surgical approach for complicated gigantomastia (El 

Boghdadly et al., 1997). Bilateral mastectomy with delayed reconstruction is associated with a comparatively 

lower recurrence risk in future pregnancies (Swelstad et al., 2006; Dellal et al., 2016). 
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In our case, spontaneous postpartum regression of the marked breast enlargement occurred. Reduction 

mammoplasty was not feasible due to the extreme bilateral hypertrophy and associated life-threatening 

complications. Severe complication including ulceration was also present, which progressed to sepsis. As the 

patient was in a term pregnancy, we went for termination of pregnancy before any surgical intervention. After 

termination, the patient’s condition improved, and we started on a dopamine agonist such as cabergoline. In GG, 

medical treatment with cabergoline may be used initially as an alternative to surgery (Fofung et al., 2025). 

 

4. Conclusion 
 

Gestational gigantomastia is a rare but potentially life-threatening condition that requires early recognition and 

timely intervention. Further studies should be conducted to identify the pathophysiology and develop a guideline 

regarding management of gestational gigantomastia. 
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