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Introduction

Breast diseases are very heterogeneous and usually idio-
pathic, a proliferation of the breast such as juvenile hypertrophy 
is less common, where a rapid breast enlargement occurs dur-
ing puberty, leading to physical and psychological complications 
[1]. The differential diagnosis of hyperplastic breast anomalies 
in adolescents includes pregnancy, fibrocystic disease, adoles-
cent macromastia, virginal (or juvenile) breast hypertrophy, 
tumors of the breast, and excessive endogenous or exogenous 
hormonal levels. Malignant tumors of the breast are extremely 
rare in the adolescent population [2]. The observation of breast 

hypertrophy in patients presenting with autoimmune diseases 
has rarely been clearly studied, we present the case of a female 
adolescent having a gigantomastia associated to Hashimoto 
thyroiditis, to discuss the various hypotheses for the mecha-
nisms underlying this association [3].

Case presentation

We report the case of a female patient, 13 years old, non-
consanguineous, the eldest of two siblings, with no pathological 
history, no known history of congenital lymphedema, no recur-
rent ENT or respiratory infections, and no chronic constipation.
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In the other hand, the patient reported a progressive in-
crease in the volume and size of her two breasts during her 
puberty, associated with hair loss, dry and friable skin, with a 
delayed eruption of teeth.

On clinical examination, the patient was pale, with dry skin, 
having a good weight development (weight at 52 Kg), and a stat-
ural delay (Height at 133 cm) with a BMI of 29.5 kg/m².

On cervical examination, we have not noticed any mass in 
regard to a possibly goiter, and the examination of the external 
genital organs showed a pubis without pilosity, with very devel-
oped breasts, a small nipple, and without any notion of breast 
discharge (Figures 1,2). 

The biological assessment revealed a TSH of 100 uUI/mL, a 
T4 of 0.5 pmol/L, and a positive anti thyroperoxidase and anti 
thyroglobulin antibodies at a value of 5.6 UI/ml and 21.4 UI/
ml respectively, the anti TG antibodies negative. The prolactin 
level came to a level of the estrogene, progesterone and prolac-
tin level came at a breast ultrasound was performed and came 
back without any anomaly, the cervical ultrasound was in favour 
of a thyroiditis.

A treatment with oral Levothyroxin was initiated at a dose of 
4 mg/Kg/day which leaded to a TSH of 0.005 uUI/mL and a T4 
of 33.1 pmol/L after six months of treatment, with a reduction 
of the breast hypertrophy (Figure 3). 

Figure 1: The gigantomastia aspect before initiating the treatment.

Figure 2: The nipple’s aspect.

Figure 3: The gigantomastia aspect after six months of treatment.

Discussion

Gigantomastia is a rare and disabling condition with exces-
sive breast growth, there is no universally accepted definition of 
gigantomastia [4]. Breast hypertrophy appeared in a context of 
autoimmune or immunerelated diseases, the role of hormones 
as a possible promoting event remains highly probable to [3], 
estradiol appears as a stimulating factor, other hormones may 
also be involved in this process as progesterone and prolactine, 
these hormones are known to exert a proliferative role on epi-
thelial mammary cells, which was not observed in our patient. 
The onset of breast hypertrophy is correlated with major chang-
es in hormonal environment such as puberty as it was seen in 
our case.

The development of such hypertrophy in a context of im-
munemediated diseases, with the hormonal milieu playing a 
promoting role. Autoimmune mastitis has been described in the 
medical literature and includes a wide range of autoimmune 
diseases, this condition is still underdiagnosed [5].

The clinical presentation of autoimmune mastitis is variable: 
it can be asymptomatic as seen in our case, while others have 
breast inflammation, painful nodules, nipple discharge or re-
traction, and/or lymphadenopathy [5].

The demonstration of an immune process within the breast 
was evidenced by immunohistochemical analysis of breast tis-
sue. Histological features were very close to those observed in 
diabetic mastopathy [6], myasthenia, Sjogren syndrome [7], sys-
temic lupus erythematosus [8], mixed connective tissue disease 
[9], or dysthyroidia Graves-Basedow disease [10-12] with either 
Graves-Basedow disease or Hashimoto’s thyroiditis as reported 
in our patient. Other associations have also been described 
such as systemic granulomatous diseases and vasculitis [5].

A high incidence of thyroid abnormalities has been reported; 
in particular, thyroid antimicrosomal antibody titer elevated in 
about 50% of patients [10] as seen in our patient.

Hashimoto thyroiditis associated to gigantomastia shows his-
tological features as lymphocytic mastitis, Boullu & al. reported 
histological pattern of diabetic mastopathy and associated au-
toimmune thyroiditis, and found that the disease, designated 
a fibrous mastopathy with perivascular and periductal lympho-
cytic infiltration [13]. Soler & al also demonstrated a fibrotic 
breast parenchyma in 5 of 12 women having thyroiditis and 
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type I diabetes mellitus, presenting autoimmunity as a relating 
factor [10]. We did not perform a breast biopsy on our patient.

Hence the most characteristic pathologic feature is circum-
scribed perilobular and perivascular lymphocytic aggregates 
with increased expression of class II Human Leukocyte Antigens 
(HLA) by the lobular and ductal epithelium combined incidence 
of HLA-DR 3, 4, and 5 [10,14]. Increased HLA-DR expression and 
association with other autoimmune diseases support the view 
that this disease entity has an autoimmune pathogenesis [14].

Conclusion

Physicians should be aware of autoimmune mastitis; any au-
toimmune diseases can target the mammary glands. An early di-
agnosis of this condition can avoid unnecessary repeated breast 
biopsies or surgery, and initiate specific treatments, thereby im-
proving the prognosis and the evolution of the disease.
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