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Gestational gigantomastia (GGM) is a rare condition characterized
by a massive overgrowth of breast tissue during pregnancy. Surgi-
cal sanction may be required when conservative measures fail. In
this study, we report the case of a 29-year-old woman who pre-
sented with an evolutive GGM responsible for physical and emo-
tional distress, despite medical treatment. A multidisciplinary de-
cision was made to induce delivery at 32 weeks. In the postde-
livery period, the patient developed breast wounds, complicated
with septic cardiomyopathy. An emergency bilateral mastectomy
was then carried out, together with banking of both nipple-areola
complexes. Thereafter, delayed bilateral 2-stage breast reconstruc-
tion was started at 12 months with subcutaneous tissue expanders,
later on followed by implants removal and autologous reconstruc-
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tion with bilateral deep inferior epigastric artery perforator flaps
and bilateral nipple replantation.

© 2021 The Author(s). Published by Elsevier Ltd on behalf of
British Association of Plastic, Reconstructive and Aesthetic
Surgeons.

This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/)

Case report

A 29-year-old patient, 15-weeks pregnant, presented to the obstetrics department with major
breast enlargement, associated with erythema and pain. Blood tests showed a light inflammatory syn-
drome and normal prolactin levels. Ultrasonography, along with full thickness skin biopsies, confirmed
the diagnosis of mastitis and an oral antibiotic treatment was initiated. Further investigation with
magnetic resonance imaging showed edema and skin thickening. Breast biopsies emphasized pseu-
doangiomatous stromal hyperplasia, without malignancy evidence. The patient was diagnosed with
gestational gigantomastia. Conservative medical treatment was initiated with bromocriptine 2.5 mg
twice daily.

At 23 weeks of gestation, clinical examination showed the worsening of breast enlargement, sev-
eral painful skin ulcerations, and development of an important superficial venous network (Figure 1).
The patient experienced increased discomfort with dyspnea and thoracic oppression. Nevertheless,
her vital parameters remained stable. The multidisciplinary team decided to delay surgery until after
delivery. The situation continued to deteriorate, with bleeding episodes and mental exhaustion. Fetal
lung maturation by oral steroid was started at 29 weeks, and the elective delivery of a healthy baby
took place by cesarean section at 32 weeks.

e

Figure 1. Massive breast overgrowth with subsequent skin ulcerations hidden under the dressings and major enlargement of
the subcutaneous venous network.
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Figure 2. Peroperative view during the mastectomy showing the enlarged perforating vascular pedicles supplying the deep
aspect of the mammary gland.

In the early postpartum period, the patient developed a severe Pseudomonas Aeruginosa sepsis con-
secutive to secondary infection of breast ulcerations. We then decided to perform an emergency bi-
lateral skin-sparing mastectomy. The surgery was conducted on both sides at the same time, which
aimed to reduce the duration of the procedure. First, the nipple-areola complexes (NACs) were har-
vested as full thickness skin grafts and transferred as composite grafts to the inner side of the arms.
We then proceeded to both mastectomies. To reduce blood loss, we used the LigaSure™ Exact Dissec-
tor (Covidien, Boulder, CO, USA) coupled with multiple 2.0 absorbable sutures for larger perforators
arising from the chest muscles (Figure 2). The mastectomy weight was 9,315 g on the right side and
6,430 g on the left, with an extra 140 g left accessory axillary gland. The residual skin was redraped
and allowed tension-free suture. The postoperative course was uneventful.

Reconstruction began 12 months later with prepectoral placement of 450 cc temporary tissue ex-
panders (Mentor CPX™ 4 Tissue Expander with Suture Tabs, Medium Height, Style 9200, Johnson &
Johnson Medical BV). Once the expansion was completed and stable (Figure 3), we performed a bi-
lateral autologous breast reconstruction using deep inferior epigastric artery perforator (DIEP) flaps,
after implant removal and complete capsulectomy. Six months later, the patient underwent revision
surgery with lipofilling and free nipple graft. Finally, the reconstruction was completed with areola
tattooing and offered a good esthetic result (Figure 4).

DISCUSSION

Gigantomastia is a rare condition characterized by breast overgrowth, which leads to physical and
emotional distress. H.Dafydd et al.! proposed to define it as a breast tissue excess that contributes
3% or more to the patient’s total body weight. However, this definition is based on the weight of
mastectomy or breast reduction specimens and therefore, can only be applied retrospectively. Other
authors? proposed a classification system based on the etiology (idiopathic, hormonal imbalance, or
drug induced) of hyperplasia.
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Figure 3. Preoperative markings for bilateral DIEP flap reconstruction. Abdominal stretch marks illustrated in this picture mo-
tivated the use of temporary expanders shown here in full expansion. The nipple areola complexes are visible on the inner side
of the arms.

Gestational gigantomastia (GGM) incidence is reported to be between 1 in 28 000-100 000 preg-
nancies. It seems to occur more commonly in multiparous women, with the onset of unusual breast
enlargement in the first trimester.> The etiology and pathogenesis of GGM are not straightforward.
Hormone abnormalities are believed to play a major role. However, breast tissue receptor sensitiv-
ity, malignancy, and/or autoimmune mechanisms may also be involved.* This might explain why the
course and the severity of the disease, as well as the response to medical treatment, are patient de-
pendent. Conservative approaches with diverse drugs that include testosterone derivatives, estrogens,
progestins, tamoxifen, hydrocortisone, diuretics, and prolactin suppressors have been attempted with
mixed results.2 Bromocriptine, a dopamine agonist that might stop the progression or slightly reverse
breast overgrowth, is commonly advocated as the first line of treatment.2* However, results are in-
consistent and regression to initial breast size has not been shown.’

Surgical approach seems to offer a more effective solution when medical management fails. Re-
duction mammoplasty offers a good esthetic result while breastfeeding ability is maintained. How-
ever, this option exposes the patient to a more hemorrhagic procedure and a 100% recurrence rate
for subsequent pregnancies.? Bilateral mastectomy, on the other hand, ensures the absence of GGM
recurrence.’ Nevertheless, it is a mutilating procedure that requires several reconstructive steps. The
timing of the surgery should always be weighed against the risk of maternal and fetal complications.
When the life of the mother and/or the baby is at stake, a mastectomy should be performed urgently.”
It is a fast procedure that limits blood loss and reduces the fetus exposure to anesthetic drugs. Given
the high risk of inducing premature delivery, preliminary oral steroids administration to promote fetal
lung maturation is mandatory.® Nonetheless, it is always better to postpone surgery until the un-
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Figure 4. Final good esthetic results after lipofilling, banked nipples grafting, and areola tattooing.

born child is viable, and whenever possible, after delivery itself. This safest strategy was successfully
demonstrated, despite early dramatic clinical presentation.

Immediate breast reconstruction has been described in GGM surgical management.*”-? Neverthe-
less, skin retraction and wound healing issues are difficult to predict and could lead to poorer aes-
thetic results, or even to reconstruction failure. Therefore, a delayed approach is often offered to min-
imize these potential problems.?-® Our patient was eligible for a secondary autologous reconstruction
but did not want her major abdominal stretch marks transferred on her reconstructed breasts. We
then decided on a two-stage procedure. First, prepectoral expanders placement allowed a progressive
expansion of the remaining thoracic skin. During the second stage, a complete capsulectomy was per-
formed to position the DIEP flaps properly and promote their adhesion to surrounding tissues. The
prior expansion allowed us to obtain sufficiently large pockets to entirely bury both flaps, leaving no
visible skin paddles. Moreover, the prepectoral location of the expanders avoided the need for sec-
ondary repositioning and anchoring of the pectoralis major.

Two major options are possible for NAC management at the time of the mastectomy. They can be
harvested as full thickness skin grafts and either be transferred directly on the mastectomy flaps®7-?
or banked for further use.'” However, in the case of immediate replantation, the risk of partial or full
necrosis and malposition must be taken into account. Therefore, and given a mycotic infection of the
groin regions, we decided to temporarily bank both NACs on the inner face of the arms. Unfortunately,
because of scar contraction and subsequent deformity of both NACs, we decided to replant only the
nipples from the banking sites onto the reconstructed breasts. The final result, however, after tattooing
was favorable.

The diagnosis of GGM should be confirmed after a full work-up is completed to rule out any ma-
lignancy or underlying disease. Bromocriptine is the first line therapy, but surgery is often required to
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solve the problem. There is an increased recurrence risk following reduction mammoplasty in case of
subsequent pregnancy. Consequently, bilateral mastectomy, with secondary autologous breast recon-
struction offers ideal and durable esthetic results. The multidisciplinary management of these young
patients should be made on a case-by-case individual approach, particularly regarding the optimal
timing of surgery versus delivery and considering the safest balanced vital and esthetic outcomes for
the mother and her child.
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