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INTRODUCTION

Idiopathic granulomatous mastitis (IGM) was first 
described in 1972. The disease is characterized by 
chronic and relapsing inflammation, resulting in scarring 
and discharging sinuses.1 Many factors, including 
autoimmunity, infection, chemical agent, lactation, and 
hormonal imbalance, are supposed to play a role for 
etiology.2 Clinical features are overlapping with bacterial 
mastitis and abscess. Empirical antibiotics are commonly 
used. Careful examination, investigation, and pre-occupied 
knowledge can avoid delays in the diagnosis. Definite 
etiopathogenesis are yet to be identified; some studies 
suggested damage to the ductal epithelium that causes 
extravasation of  glandular secretions into the connective 

tissue of  the lobule, creating local inflammatory lesions.3 
Others have also proposed immunological disorders.

Because of  its uncommon etiology, and rareness, diagnosis 
and treatment is still a challenge. Diagnosis is made by 
exclusion. Other than bacterial mastitis and inflammatory 
carcinoma, tuberculosis, sarcoidosis, periductal mastitis, 
Corynebacterial infection, hyperprolactinemia, fat necrosis, 
trauma, and other autoimmune-related features joint 
pain, skin rash, erythema nodosum should be kept in 
mind during evaluation. Definitive diagnosis was made 
by histopathology. Histopathology shows a non-caseating 
granulomatous formation in combination with a localized 
infiltration of  multi-nucleated giant cells, epithelioid 
histiocytes, and plasma cells.2 Ultrasonography has an 
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important role to grade the severity of  the breast pathology 
and to exclude other pathology.

CASE PRESENTATION

Case 1
27-years-old female presented with tender indurated 
lumpiness in the outer quadrant of  her right breast for 
7 days. It was associated with mild local inflammatory signs, 
and mobile, axillary lymphadenopathy. She had no history 
of  fever, joint pain, trauma, or weight loss, with no prior 
history of  tuberculosis disease or tuberculous contact and 
no familial neoplasia history. She had one 5 years children 
and has not taken oral contraceptive. Her bowel and bladder 
habits were normal. She had a history of  breast abscess 
in her opposite breast 2 years ago and it was taken about 
5 months to heal.

She had no comorbidity. Her vital signs were normal and 
her BMI of  27 kg/m2. She was advised a course of  oral 
antibiotics, and analgesics along with a basic blood test and 
ultrasound. After 1 week on her second visit, she became 
better and her USG revealed small hypoechoic lesions with 
collection in the outer quadrant of  the breast. Laboratory 
evaluation was within normal limits, including blood sugar 
and prolactin with mild leukocytosis. After about 3 weeks 
from her first visit, she attended 3rd time with a localized 
abscess, with underlying induration in the same area of  her 
breast along with nipple retraction. We did incision and 
drainage with debridement for indurated tissue. Incisional 
biopsy was taken and pus sent for bacterial culture and for 
acid-fast bacilli. She was advised to do regular dressing, oral 
antibiotics, and other supportive measures. Histopathology 
showed non-caseating granulomatous lesions (Figure 1). 
Pus culture was sterile and had no acid-fast bacilli. After 
regular dressing, it was taken about 4 months to heal.

Case 2
A 30-year-old female presented with post-operative 
nonhealing ulcer with discharging sinus in the outer 
quadrant of  her right breast. She was operated for 
breast abscess about 1 month back by another surgeon. 
Pre-operative ultrasonography of  the breast revealed a 
hypoechoic lesion with a collection suggesting abscess 
(Figure 2). She had a child of  3 years old. She was taking 
oral contraceptives and had no comorbidity. She had 
normal vital signs and a BMI of  26.9 kg/m2. The breast 
examination showed a two-centimeter ulcer with underlying 
induration and one adjacent sinus. The nipple was retracted 
toward the lesion. Axillary nodes were not palpable. Left 
breast was normal. Her blood sugar and prolactin were 
within normal limits. Pus for acid-fast bacilli and CBNAAT 
was negative. Postoperative histopathology showed 
noncaseating granulomatous lesion. We advised regular 
dressing, oral antibiotics, and other supportive measures. 
After regular dressing, her symptoms started to resolve and 
it was taken 6 months to heal completely.

Case 3
A 25-year-old female attended with pain and swelling in 
inner quadrant of  her left breast along with mild respiratory 
discomfort. She had a child of  3 years and was not lactating. 
She had no history of  fever and tuberculosis. She was advised 
of  empirical oral antibiotics, paracetamol, basic blood test, 
ultrasound of  the breast and referred to a physician for 
distress. She was admitted and diagnosed with rheumatic 
heart disease by the physician and treated accordingly. She 
attended our clinic after 3 weeks with a resolving breast 
abscess along with two discharging sinuses. On examination, 
her vital were normal and BMI of  26 kg/m2. Breast 
examination showed tender, soft, cystic lump of  3 cm×3 cm, 
adjacent two sinus with underlying induration. Overlying 
skin was erythematous. The nipple was retracted toward 
lesion. Her axilla was free. Laboratory evaluation revealed 
hemoglobin of  9.2 g%, raised anti-streptolysin O titer, and 
normal blood sugar and prolactin level. Ultrasonography 

Figure 2: Ultrasonography of breast revealed hypoechoic lesion with 
collection suggestive of abscess

Figure 1: Histopathology showing non-caseating granulomatous 
lesions
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showed resolving abscess with sinuses. Pus culture ruled 
out tuberculosis. Tru-cut biopsy confirmed diagnosis of  
IGM. She advised broad-spectrum oral antibiotics, analgesic, 
regular dressing, and other supportive measures. The patient 
was explained regarding the disease process.

After a regular follow-up of  4 months, she had no features 
of  breast pathology (Figure 3).

DISCUSSION

Our study revealed clinical presentation with painful indurated 
diffuse breast mass with nipple retraction in first case, post-
operative nonhealing ulcer with sinus formation in second 
case and breast abscess in third case. Other studies showed 
similar presentations.2,4 Many literature highlighted the disease 
association with childbearing age and postlactation period.5 
Our study showed similar results that all three patients 
were 20–30 years of  age, and within 5 years of  childbirth. 
All patients were obese and one patient was taking oral 
contraceptive pills. Ultrasonography showed hypoechoic 
lesions, sinus, skin thickening, area involvement and excluded 
neoplastic lesions.6 Mammogram was not performed due to 
the presence of  pain and discharge. Pus culture was done 
for superadded bacterial infection and acid-fast bacilli to rule 
out tuberculosis. Along with other studies, our case series 
emphasized that histopathology was required to confirm 
the diagnosis. We did incisional biopsy or tru-cut biopsy 
for confirmation of  diagnosis. Histopathology showed 
non-caseating epithelioid granuloma. Sometimes ductal 
pathology may be related to the IGM for that it is manifested 
after the lactational period. Treatment mainly depends on 
its etiopathogenesis. Autoimmunity is the cornerstone of  
the disease. Therefore, the steroid is the most common 
therapeutic choice.6 As our patients had supportive features, 
and considering long-term side effects, we did not use steroid. 
In our first case, We did conservative treatment initially 
with oral antibiotics and analgesic followed by incision and 

drainage when it became localized. It took about 4 months to 
heal with regular dressing. The second case was postoperative; 
therefore, regular dressing with antibiotics helped to heal 
within 6 months. Last case presented with abscess; we offered 
conservative treatment and dressing. Methotrexate is another 
option, but it has limited evidence.7 Our study showed many 
of  the IGM cases can be safely treated by conservative 
treatment or by surgical procedures, or by in a combination of  
both followed by regular follow-up with dressing, antibiotics, 
and others supportive measures for 4–6 months.

CONCLUSION

IGM is a rare disease. It may mimic breast abscess or 
carcinoma. The diagnosis is made by the method of  
exclusion by proper examination and imaging test. The 
histopathological examination remains the main element 
for diagnosis. The treatment may vary from conservative 
to surgery, depending on the extent of  breast pathology. 
Sometimes, steroid therapy may be helpful.
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Figure 3: After treatment of idiopathic granulomatous mastitis
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