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INTRODUCTION 

Idiopathic granulomatous mastitis (IGM) is a rare 

uncommon chronic inflammatory disease of the breast 

with unclear, unknown etiology.1 It was first described by 

Kessler and Wollock in 1972.2 IGM most commonly 

occurs in the child-bearing age or with a history of oral 

contraceptive use.2 It most commonly presents as a 

unilateral breast mass. Up to 25% of cases can involve 

both breasts.1 IGM may be a self-limiting condition.1 It 

may persist for a range of 2-24 months, but chronic 

conditions may last for several years.3 Women often 

present with painful, unilateral, discrete breast masses 

that have a high recuurence rate.4 IGM is also considered 

a variant of periductal mastitis by some experts.3 The 

pathologic, clinical and imaging diagnoses of IGM 

remain difficult. Histologically, IGM demonstrates non 

caseating granulomas limited to the mammary lobules 

with or without associated micro abscesses resulting from 

a local immune process.5 Possible etiologies include an 

autoimmune process, trauma, infection, oral 

contraceptive use, and prolactinemia.6,7 IGM may also be 

confused with other conditions besides malignancy, 

conditions such as tuberculosis, sarcoidosis, erythema 

nodosum, and Wegener granulomatosis. Thus, 

histopathological examination is important to confirm 

evidence of IGM.8 The ideal treatment of IGM also 

remains unclear. At present, there is still no universally 

accepted management strategy for IGM.10-12 

Damage to the ductal epithelium produced by any of 

these etiological factors could permit luminal secretions 

to leak into the lobular connective tissue, thereby causing 

a localized immune reaction with lymphocyte and 

macrophage migration.13  

Studies have demonstrated moderate success with 

varying options including observation, steroids, and 

immunosuppressants.14 Often, surgical management is the 

last resort, although lesions may recur and result in poor 

aesthetic outcomes.8 

CASE REPORT 

 A 21 year old female patient, unmarried, presented to our 

centre with complaints of lumps in bilateral breasts, 

gradually progressed in size, more so on left side over 5 

to 6 months. She had no history of any evening rise of 

temperature, no loss of appetite or weight, no family 

history of breast carcinoma, no history of similar 

ABSTRACT 

 

We report a case of Idiopathic granulomatous mastitis in a 21 years old female who came to our hospital with 

complaints of painful lump in her left breast because the results of initial excision of fibroadenoma, when re-

exploration was done to rule out any foreign body – excision biopsy was done. However, the final histopathological 

diagnosis was granulomatous mastitis with suture granuloma, no evidence of malignancy. A review of literature 

revealed that idiopathic granulomatous mastitis has a tendency to affect young women. Clinical diagnosis and 

imaging has often been difficult. Complete resection or corticosteroid therapy can be recommended as appropriate 

treatment. Since recurrence rate is as high as 50%, long term follow up is indicated in such patients.   

 

Keywords: Idiopathic granulomatous mastitis, Corticosteroid therapy, Fibroadenoma 

Department of General Surgery, MVJ Medical College and Research Hospital, Hoskote, Bangalore, Karnataka, India  

 

Received: 04 December 2021 

Accepted: 30 December 2021 

 

*Correspondence: 

Dr. Akila K, 

E-mail: drscorpio0595@gmail.com 

 

Copyright: © the author(s), publisher and licensee Medip Academy. This is an open-access article distributed under 

the terms of the Creative Commons Attribution Non-Commercial License, which permits unrestricted non-commercial 

use, distribution, and reproduction in any medium, provided the original work is properly cited. 

DOI: https://dx.doi.org/10.18203/2349-2902.isj20220355 



Akhila K et al. Int Surg J. 2022 Feb;9(2):510-513 

                                                                                              
                                                                                              International Surgery Journal | February 2022 | Vol 9 | Issue 2    Page 511 

complaints in past, no past surgeries pertaining to same. 

No menstrual cycle disturbances. No history of cyclical 

mastalgia. On physical examination there was palpable 

lump of 5×4 cms and 3×2 cms in left breast at upper outer 

quadrant (1 o’clock) and lower outer quadrant (4 o’clock) 

positions. In the right breast there was a palpable lump in 

the upper outer quadrant (12 o’clock) position. A 

sonomammogram was done for bilateral breasts and 

features suggested of bilateral multiple fibroadenomas 

with BIRADS II. Subsequently she underwent excision of 

fibroadenomas of the left breast. Both the fibroadenomas 

as mentioned earlier were excised and sent for 

histopathological examination. 

 

Figure 1: Infection and discharge from the sutured 

site. 

 

Figure 2: Pus discharge from the sutured wound with 

surrounding induration. 

Subcuticular suture was placed. Postoperative period was 

uneventful, hence patient was discharged. The 

histopathological examination reported as fibroadenoma. 

After 3 weeks patient again came with painful lump in 

the left breast over the operated area (only at upper 

quadrant excised site) with pus discharge and 

surrounding erythematous skin changes, and nipple 

inversion. 

The patient underwent multiple dressings and good 

antibiotic coverage Tab. Augmentin 625 mg BD was 

given for a week. After a week of antibiotic coverage the 

wound still did not show any improvement. A repeat 

sonomammogram was done. It showed features of post 

operative changes underlying incision site, with left 

axillary lymphadenopathy (1.4×0.4 cms). Patient was put 

on antibiotic coverage Tab. Taxim O 200 mg BD for 

another 10 days. Later after 7 days patient presented with 

painful lump at the same area. No fever history. Patient 

was planned for exploration of the operated wound site. 

On operating table, pale inflamed breast tissue with 

surrounding areas of induration was noted, the specimen 

showed small cavitatory areas with red inflamed tissue. 

 

Figure 3: Operated specimen showing pale inflamed 

breast tissue with surrounding induration. 

 

Figure 4: Cavitatory lesions with surrounding 

inflamed breast tissue suggestive of granulomatous 

mastitis. 

Primary closure of the wound was done and a drain 

placed. Postoperative period was uneventful. Drain 

removed on day 2. Histopathological examination 

reported as chronic mastitis with inflammatory cell 

infiltrates. Thus, a diagnosis of idiopathic granulomatous 

mastitis was made after excluding all possible 

differentials. The patient was started on Tab. Wysolone 

10 mg TID on post op day 3 and the and the dose tapered 

over a month. On postoperative day 8 the sutures were 
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removed and the breast examined, showed regression of 

lump and supple breast tissue. Patient responded very 

well symptomatically to oral corticosteroids therapy. 

 

Figure 5: Post-operative healed wound with 

corticosteroid therapy. 

DISCUSSION 

Kessler and Wolloch first described IGM in 1972 as a 

rare benign chronic inflammatory disease of the breast, 

characterized by presence of non caseating granulomas 

confined to the breast lobules.15-18  

The exact pathogenesis of IGM is unknown, although it is 

thought to be immunologically mediated.15-19 IGM affects 

young healthy parous women and is often associated with 

pregnancy and lactation.15-18 In our case patient was 

unmarried young adult female. IGM is diagnosed after 

exclusion of infection, malignancy, foreign body reaction 

and other autoimmune disorders.15-18  

The absence of caseating necrosis and a predominantly 

neutrophilic background with multiple cavities on 

histopathology were important clues favoring a diagnosis 

of IGM.19 Association between fibroadenoma and IGM is 

not known and needs further evaluation. 

The principle treatment options include antibiotics, 

surgery, corticosteriod agents, or a combination of 

them.16,13,20 Some investigators suggest that systemic 

corticosteroid therapy may be the initial treatment of 

choice in IGM, whereas surgical resection should be 

reserved for recurrent lesions.20,21  

Immuno- suppressive therapy should be continued until a 

complete remission is reached, as recurrence rates as high 

as 50% have been reported.13 A recent prospective cohort 

study of 49 women with IGM found that the treatment 

period required to achieve a full remission varied from 3 

to 18 months.20 Alternatively, some investigators propose 

that IGM should be treated with wide local excision at the 

onset of disease, citing a lesser chance of recurrence with 

surgical therapy.20 However, review of the literature finds 

that relapses can still occur despite surgical resection, and 

it may require repeated, potentially disfiguring surgeries 

to cure the condition.18,20 Prompt diagnosis and medical 

treatment of this rare condition is important, as it may 

prevent patients from undergoing potentially disfiguring 

surgery. 

Hani et al pointed out that the largest reported series of 

IGM came from developing countries.17 Because of this, 

they suggested that IGM might be the reflection of 

underdiagnosis of tuberculosis mastitis. In these 

countries, tuberculosis is endemic and Bacille Calmette-

Guerin (BCG) vaccination is done routinely in our 

patient, there is no history suggestive of or clinically 

symptomatic for tuberculosis.  

Corticosteroids are one the primary options for treating 

this disease, but the results of previous studies concerning 

their efficacy have been controversial.  

Combination approach may result in a lower rate of 

recurrence and side effects in IGM patients rather than 

corticosteroid therapy alone. 

A high index of clinical suspicion and multidisciplinary 

approach is required. Granulomatous mastitis is 

considered to be idiopathic and the pathogenesis is poorly 

understood. many patients require careful judgment to 

ensure optimal type and sequencing of treatments. It can 

mimic carcinoma of breast. Establishing a diagnosis can 

be challenging and requires a high index of suspicion 

with exclusion of infective and autoimmune breast 

diseases.9  

Steroid therapy was effective in the treatment of IGM by 

reducing the lesion size and extent. With regard to the 

current treatment options available for IGM, surgical 

excision with combined steroid therapy.22 Seems the 

better treatment option compared to steroid therapy 

without surgical excision. This treatment sequence 

reduces the rate of recurrence. 

CONCLUSION 

After treating the patient with anti-biotics and surgical 

excision, the author administered corticosteroid 10 mg 

TID for 10 days with a tapering dose of 10 mg BD for 10 

days and 10 mg OD for 10 days. On assessment there was 

disappearance of lump and surrounding inflammation 

clinically. Hence the author recommends administration 

of corticosteroid to achieve symptomatic relief. 
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