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VIRGINAL RECURRENT GIGANTOMASTIA
(BREAST HYPERTROPHY). A CASE REPORT

Virginal gigantomastia (VGM) is a benign disease of the breasts without a clearly established etiology. The treatment
of VGM remains a problem. The conservative treatment is not effective while surgery is too traumatic. Most specialists
recommend subcutaneous mastectomy with immediate implant reconstruction or reduction mammoplasty. The reduc-
tion mammoplasty with adjuvant hormone therapy is a variant of treatment of young patients with a risk of recurrence.
We present a case of a patient with VGM who was operated in 2014. Reduction mammoplasty was performed. After
9 years, the patient had a relapse and second surgery, resection of the breasts with reduction mammoplasty. Tissues
with cysts, fibrosis, hamartomas, and fibroadenomas were dissected. Histopathology revealed extensive fibrosis with
hamartomas and fibroadenomas. The immunohistochemical examination of the breast tissue showed a high level (70%)
of estrogen and progesterone receptors expression. We prescribed hormone therapy with tamoxifen 10 mg per day.
Dynamic monitoring of the treatment result and control of the disease remission was carried out. Breast-conserving
surgery performed in such patients can help alleviate the psychological, social, and physical disorders caused by VGM.

Keywords: idiopathic gigantomastia, virginal recurrent gigantomastia, pseudoangiomatous stromal hyperplasia (PASH),
endogenous hormone stimulation, reduction mammoplasty.

Virginal gigantomastia (VGM) is a benign disea-
se of the breast, without a clearly established etio-
logy that is manifested by a significant increase
in a size and mass of one or both breasts, con-
stant gradual growth, starting with early puber-
tal period in girls, before the first pregnancy and
the lactation period. There is no unequivocal and
clear definition of VGM [1—7]. According to sta-
tistics, this is a very rare disease. Dancey et al. [2]
proposed three types of gigantomastia: 1) idio-
pathic spontaneous breast growth; 2) gigantomas-
tia due to endogenous hormone stimulation; and

3) drug-induced gigantomastia. There were des-
cribed cases of the mammary gland hypertrophy
during pregnancy; breast hypertrophy in the pa-
tients with Beckwith — Wiederman syndrome,
and breast hypertrophy after treatment with
prednisolone or steroid hormones [8—12]. The
uncontrolled excessive hyperplasia of the breasts
leads to a significant increase in their sizes.
Morphologically, this growth of breast tissue
is manifested with multiple cysts, fibroadeno-
mas, hamartomas, and fibrous strands. There
is predominance of the growth of connective tis-
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sue over glandular tissue. The presence of areas
of connective tissue in cases of gigantomastia
is more known as an idiopathic pseudoangioma-
tous stromal hyperplasia (PASH) of the breast,
which is a predominant pathological process in
the breast tissue [1, 4, 6].

The main clinical symptoms are pain in the
breast, dense nodes, and back pain due to the
physical exertion caused by carrying a significant
mass of breasts (2—10 kg) along with physical,
aesthetic, and psychological discomfort. Breast
mammography, MRT, and ultrasound examina-
tion confirm this pathological process (multiple
cysts, fibroadenomas, hamartomas, and fibrous
strands). Trepan biopsy of the most suspicious le-
sions is mandatory in order to rule out a malignant
process and confirm this disease.

The treatment in most cases is surgical and also
combined with hormone therapy. Most specialists
recommend subcutaneous mastectomy with im-
mediate implant reconstruction. An incomplete
resection of the breast tissue, in the case of reduc-
tion mammoplasty, is possible when using com-
bined treatment with anti-estrogens (tamoxifen)
or agonists of luteinizing and follicle-stimulating
hormones to prevent the growth. However, this
does not guarantee that recurrences will not de-
velop. Some authors recommend pregnancy to pa-
tients, during which a healthy transformation
of the gland (differentiation of tissue for lactation)
is possible. But there have been described cases
of uncontrolled hyperplasia during gestation,
which requires forced surgical intervention during
pregnancy because of pathological stromal hyper-
plasia, while differentiation and physiologic hy-
perplasia of the glands does not develop [13—15].

Case description. The work was reported in line
with the SCARE criteria. In 2014, a patient T. was
operated for juvenile breast hypertrophy of both
breasts. The reduction mammoplasty with in-
complete removal of hypertrophied nodes was
performed (Fig. 1). The patient wished to preserve
breasts and reduce their size.

The patient began to notice the growth of the
glands from the age of 12 simultaneously with the
appearance of her first menses, and she paid at-
tention on that before each periodicity, the glands
swelled but then the swelling did not decrease, and
thus the gradual growth of the breasts to size 6—7
took place with their asymmetry: the right gland
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was significantly larger, and gigantomastia was
distressing, disabling, and deforming.

After the operation, until 2019, there was a re-
mission and the growth of the breasts did not de-
velop. In 2019, the patient noticed the appearance
of nodes in the left breast and the growth of both
breasts, and in that case, more intensively on the
left side (Fig. 2).

The patient did not know the exact reasons
that could cause the growth of the breasts. A tre-
pan biopsy of the nodes in the breasts was per-
formed, and PASH was histologically established.
The patient did not take any medication. In 2023,
she emigrated because of the war to Poland, and
in May 2023 she came to our clinic, where she was
operated and underwent reduction mammoplasty.
Before the operation, the patient underwent MRI
of the breasts with contrast to determine the size
of the pathological formations and exclude a pos-
sible malignant process. In conclusion, the MRI
of the breasts described strong fibrous changes and
multiple hamartomas, up to 20—60 mm in size,
adenomas, fibroadenomas, and cysts (Fig. 3).

She had no pregnancies, no history of drug in-
take, alcohol and smoking. Her weight was 59 kg,
height 162 c¢m, and BMI was 22.48 kg/m?. Bio-
chemical and hematological analyses showed nor-
mal values.

The patient was asked about the method of the
surgical intervention, it could be mastectomy or
breast-conserving surgery with the reduction
mammoplasty. The patient insisted on preser-
ving breasts, although she did not object to a full
mastectomy, but a bilateral breast reduction and
mammoplasty were performed (June 7, 2023). The
preoperative markings of the patient are shown
in Fig. 4. During the operation, tissue with cysts,
fibrosis, hamartomas, and fibroadenomas were
detected and removed from the breasts (Fig. 5).
The removed specimen weighted 2.3 kg on the left
and 1.7 kg on the right breast.

The largest formations were removed but we
cannot deny the possibility of leaving small fibro-
adenomas because they were scattered through-
out the breasts and it would be possible to dissect
them completely when performing a subcuta-
neous mastectomy with a subsequent reconstruc-
tion. According to the pathohistological report,
hamartomas and fibroadenomas without signs
of malignancy were found in the removed mate-
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Fig. 1. The patient after surgery and reduction mammo-
plasty with incomplete removal of hyperplasia nodes in
both breasts

Fig. 3. MRI of the breasts shows strong fibrous changes
and multiple hamartomas, up to 20—60 mm in size, ade-
nomas, fibroadenomas, and cysts

Fig. 5. Specimen with cysts, fibrosis, hamartomas, and fi-
broadenomas were detected and removed
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Fig. 2. A 26-year-old patient before repeated surgery due
to breast hyperplasia. The left breast is much larger than
the right one

Fig. 6. The patient after surgery
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rial against the background of fibrocystic changes
in the tissue of the breasts. The immunohisto-
chemical evaluation of estrogen and progesterone
receptors in the specimens showed their presence
with a high level of expression (70%). The postop-
erative period was without complications (Fig. 6).
Tamoxifen 10 mg per day was prescribed as the
first line of hormone therapy to prevent recurrence
of hyperplasia.

Discussion. VGM has some synonyms: juvenile
idiopathic breast hypertrophy, juvenile macromas-
tia, adolescent hypertrophy, which describe a ra-
pid development of one or both breasts. It is a rare
sporadic condition that occurs before menarche.
Clear causes for the development of VGM have
not been established, and most specialists think
of a multifactorial etiology, but the endocrine
theory is considered to be in the first place [13].
The main reason can be high sensitivity of estro-
gen receptors in the breast and abnormal ratio be-
tween estrogens and progesterone. The influence
of sex hormones and all other reasons provoke the
manifestation of this disease [14].

Laboratory tests for oestradiol, progesterone,
luteinizing hormone, follicle-stimulating hor-
mone, and prolactin were routinely indicated but
they did not reveal any abnormalities in our case.
Breast imaging is complicated due to the dense
breast tissue, so MRI is optimal and excludes other
breast pathologies.

The treatment of VGM is surgical management,
medical therapy alone or after surgery. The surgical
management options are subcutaneous mastectomy
with implant reconstruction and reduction mam-
moplasty [14, 15]. A standard Wise-pattern breast
reduction was performed in our case. An inverted-T
scar is a result of the Wise-pattern incision used for
dissection of inferior-central parts of both breasts.
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PELIVIVB BIPTTHAJIbHOI TITAHTOMACTII (TTITEPTPO®IT
TPYIIHOI 3AJIO3U): KJITHIYHUI BUTTAJIOK

Biprinanpna rirantomacrist (BTM) — mo6posikicHe 3aXBOPIOBaHHS IPYAHOI 3271031 0€3 4iTKO BCTAHOBJIEHOI €TioNo-
rii. BimpuricTs ¢axiBiiB peKOMeHAYOTD manienTam i3 BIM mifuikipHy MacTeKTOMilo 3 peKOHCTPYKII€I0 IMITTAHTaTOM
ab0 penykuiliiHy MamMomnacTuky. Xsopa 3 BIM 6yna npoomeposana B 2014 p, a TaKOXX BUKOHAHO PeAyKLiIHY MaMo-
wracTuky. Yepes 9 pokiB y HAI{ieHTKM CTABCsA PeLUANB i 6Y/I0 MPOBeeHO IIOBTOPHY OIepalilo — pe3eKIil TPyA-
HIIX 3aJ103 3 PEAYKLITHOI0 MaMOIUIaCTHKOW. [iCTONOTiYHe HOCTifKeHHs IIPOAEMOHCTPYBaIO HasIBHICTD KicT, Gpibpo-
3iB, ramaproM Ta dibpoaseHoM. IMyHOTricCTOXIMiUHe TOCTIIKEHH TKAHUH TPYAHOI 3271031 BUABU/IO BUCOKMIL PiBeHb
(70%) excripecii perenTopis o ecTpoOreHy Ta mporectepony. IIpysHadeHo rOpMOHOTepaIio TaMokcudeHoM 1o 10 mr
Ha 100y. IIpoBOANUTHCA AVHAMIYHEe CIIOCTEPEKEHHA 3a pe3y/IbTaToOM JIIKyBaHHA Ta KOHTPOJIb peMicii 3aXBOpIoBaHHS.
TonoBHe muTaHHA — K aikyBatu BI'M? KoncepBaTyBHe ynikyBaHHA € HeedekTuBHMM. Ollepanis 3aHajTO TpaBMa-
tiyHa. ToMy pefyKiiliHa MaMOIUIACTIKA 3 aJI FOBAHTHOI TOPMOHOTEPAIII€I0 € BapiaHTOM JIIKyBaHHA TaKUX MOJIOAVX
HAIieHTiB i3 pusnkoM peruausy. Omnepariii 3i 36epesxeHHs TPy/ell, sKi BUKOHYIOTCS Y TAKMX XBOPUX, MOXYTb IIOTIET-
IINTY IICUXOJIOTiYHI, corianbHi Ta disuyHi posnagy, cupudntesi BIM.

KmiodoBi croBa: ifmiomariyHa riraHTOMacTis, BipriHajbHa peliMBHA TiraHTOMACTis, IICeBJOAHTIOMAaTO3Ha CTPO-
MasbHa rinepmiasis (ITACI), eHgoreHHa ropMOHaIbHA CTUMYJLALLSA, peAyKIIiliHa MaMOIUIACTHKA.
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