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2013 to June 2017. Details of  the age of  the patients, 
duration of  complaints, mode of  presentation, pregnancy 
status, number of  previous childbirths, previous use 
of  oral contraceptive pills, and history of  tuberculosis 
were obtained. The records were checked if  any serum 
prolactin levels were measured. The histopathology files 
were checked for the diagnosis of  IGM. These slides 
should have shown negative staining for Ziehl–Neelsen 
stain for the presence of  acid-fast bacilli. The mode of  
investigations was reviewed as well as the modality of  the 
treatment. Patients were followed up for recurrence and 
complications.

RESULTS

The histopathology files gave a diagnosis of  benign breast 
diseases in 1586 patients. Of  the 1586, the diagnosis of  
idiopathic granulomatous mastitis was made in 25 (1.57%) 
slides. The age group was in the range of  17–60 years 
(mean of  33 years) [Figure 1]. 23 patients (92%) presented 
with a lump in the breast which was the most common 
presentation. Of  the 23 patients with the lump, 20 (87%) 
presented with a single lump and 21 (91.3%) presented 
with a lump/s in a single breast with no predilection for 
sides. 14 patients (56%) presented with complains of  
pain along with other symptoms and 2 patients (8%) with 
pain as the only symptom. 2 patients (8%) presented with 
recurrent abscesses [Figure 2]. Axillary nodes were palpable 
in 7 patients (28%). Other modes of  presentation included 
nipple retraction in 3 patients (12%) and skin changes in 
6 (24%). The skin change included erythema - 3 (50%), 

INTRODUCTION

Idiopathic granulomatous mastitis (IGM) is a rare benign 
breast disease presenting in women in childbearing age 
group. It was first reported by Kessler and Wooloch in the 
year 1972.[1] The disease has to be mainly differentiated 
from carcinoma of  the breast[1-4] and tuberculosis of  the 
breast[5-7] and other benign breast diseases. The diagnosis 
is arrived through histological means.[5-8] Due to its rarity, 
treatment modalities have not yet been established and 
would rely on surgical, medical (corticosteroids and 
methotrexate), and expectant line of  management.

In this report, we present here a series of  25 cases of  IGM 
in a tertiary care hospital over a period of  3½ years and 
review the mode of  presentation, histopathological reports, 
and the treatment modalities employed.

MATERIALS AND METHODS

In a retrospective study, the medical records and the 
histopathology files of  patients diagnosed with IGM 
were retrieved at the St. John’s Medical College Hospital, 
Bengaluru. The period of  study was from January 
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Abstract
Idiopathic Granulomatous Mastitis is a rare benign breast disease that has to be differentiated from tuberculosis and other 
benign diseases of the breast. The diagnosis is mainly through histopathology. Due to its rarity, treatment modalities have not 
yet been established. We present here a retrospective review of 25 patients of Idiopathic Granulomatous Mastitis. The cases 
were reviewed for their mode of presentation, diagnosis and treatment. Idiopathic Granulomatous Mastitis was diagnosed 
in 25 out of 1586 patients with benign breast disease. The age group was in the range of 17 – 60 years (mean age of 33 years). 
The most common mode of presentation was a lump in the breast – 23 patients (92%). FNAC was done in 21 patients and a 
diagnosis of Idiopathic Granulomatous Mastitis was made in 17 of them (81%). Expectant line of management was followed 
in 11 patients (44%). 14 patients (56%) were treated surgically or medically. The recurrence rate in medically treated patients 
was 50% and for the surgically treated patients was between 25 – 50%. We conclude that FNAC could be used to diagnose 
Idiopathic Granulomatous Mastitis and expectant line of management should be the treatment of choice for uncomplicated 
disease and in those who are compliant to follow up.
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ulcer - 2 (33%), and peau d’ orange in one patient. 11 of  the 
25 patients (44%) had breastfed their children. 2 patients 
(8%) had elevated serum prolactin levels. In the patients 
with elevated serum prolactin levels, one was known to have 
hyperprolactinemia for 10 years and she presented with 
recurrent abscess. In the other patients, hyperprolactinemia 
was detected after a diagnosis of  IGM was made. She 
presented with a lump and nipple discharge.

Tracing the histopathology records, fine-needle aspiration 
cytology (FNAC) was done in 21 of  25 patients (84%). In 
two patients, FNAC was not done. IGM was diagnosed 
in 17 patients through FNAC (68%) [Figure 3]. Of  the 
rest four FNACs, one each was diagnosed as giant cell 
response, non-proliferative disease, fibrocystic disease, and 
suppurative inflammation. In these four patients in whom 
FNAC were not done, the diagnosis of  IGM mastitis 
through biopsy. Taking the two abscesses and the two 
ulcers, in which FNAC could not be done before biopsy; 
FNAC gave a diagnosis of  IGM in 17 of  21 patients (81%).

In our study, 14 patients (56%) were treated either surgically 
or medically. Expectant line of  management was followed 
in 11 patients (44%) [Figure 4]. Of  the 14 patients treated, 
10 (71.4%) were treated surgically and 4 (28.6%) were 
treated medically. Eight patients had undergone wide local 
excision of  the lump with two patients had undergone 
incision and drainage. The four patients treated medically 
were treated with corticosteroids [Figure 5].

On follow-up, one of  the two patients who had undergone 
incision and drainage had a recurrence of  the abscess and 
had subsequently undergone debridement and curettage 
of  the abscess wall. Of  the 8 patients who had undergone 
wild local excision of  the lumps, two had recurrence, who 
underwent subsequent excision. Two of  the four patients 
who were treated with corticosteroids had recurrence.

DISCUSSION

There has been an increased reporting of  IGM in recent 
times. The disease is more common in Asian and African 
women.[9-11] In one series from the USA, the prevalence 
was found to be 2.4/100,000 women in 20–40 years 
age group, and it was found to be 12 times higher in 
Hispanic women than the native white population.[9] 
Baslaim et al. reported the prevalence to be around 1.8% 
of  histopathologically confirmed cases of  benign breast 
diseases.[11] In our series, we found 25 cases (1.57%) of  IGM 
from 1588 histopathologically confirmed cases of  benign 
breast diseases. The disease most commonly occurs in the 
childbearing age group.[10,12] The etiology of  the disease 
remains unknown. Various etiological causes have been 
postulated from allergic reaction to medications,[9] trauma,[13] 

autoimmune process,[14] subclinical tuberculosis, previous 
exposure to tubercular protein,[5,7] hyperprolactinemia,[15,16] 
alpha-1 antitrypsin deficiency,[8] oral contraceptive pills,[12] 
breastfeeding practices, and delayed access to health-care 
services.[9] The reported case series do not show any 
predilection to any one breast as in our series. Earlier it was 
thought that IGM does not affect the subareolar region, but 
of  late cases have been reported where the disease affects 
the subareolar region.[2]

The disease has to be differentiated from tubercular 
mastitis.[5,7] Other less common conditions from which 

Figure 1: Age distribution of the patients diagnosed with 
idiopathic granulomatous mastitis

Figure 2: Chart showing the modes of presentation

Figure 3: FNAC showing non-caseating granuloma with 
multinucleate giant cells and plasma cells



Subramanyam, et al.: Idiopathic granulomatous mastitis – diagnostic and therapeutic dilemma

5353 International Journal of Scientific Study | October 2018 | Vol 6 | Issue 7

it has to be differentiated are sarcoidosis,[8,17,18] Wagener’s 
granulomatous mastitis,[19] blastomycosis, cryptococcosis, 
histoplasmosis, actinomycosis,[5,7] Corynebacterium 
infection,[20] giant cell arteritis, and foreign body reaction 
- which all shows granulomatous reaction.

The diagnosis is mainly arrived through histological means 
and a process of  elimination. The slides have to be stained 
with hematoxylin and eosin, Ziehl–Neelsen stain, and other 
special stains for specific fungi and bacteria.[7,8]

The typical histological feature is the presence of  a 
granuloma containing epithelioid histiocytes, plasma cells, 
lymphocytes, eosinophils, neutrophils, multinucleated giant 
cells, and very rarely necrosis.[5,21] In a study comparing 
IGM and tubercular mastitis, Lacambra et al. reported[5] 
that in IGM, the lesion occurred in older population; the 
lesions were smaller, showed more plasma cells and had 
less eosinophils, necrosis, and fibrosis. Further studies are 
warranted to validate the histological differences between 
IGM and tubercular mastitis based on histopathological 
features. Polymerase chain reaction (PCR) has a higher 
sensitivity than Ziehl–Neelsen staining and Bactec culture 
in diagnosing tuberculosis.[22-24] The diagnosis of  IGM was 
arrived through FNAC in 17 of  the 21 patients. FNAC 
seems to be a reasonable method to make a diagnosis of  
granulomatous mastitis.[25] However, there were four cases 
that were not picked up by FNAC but later confirmed 
through biopsy. Because PCR is more readily available now 

and reasonably priced, we recommend that PCR alone or in 
combination with other tests should be carried out in every 
patient that has a histological diagnosis of  granulomatous 
mastitis until further studies validate the histopathological 
picture.

There has been a report of  an association between IGM 
and prolactinoma.[15,16] In our study, we found two patients 
associated with hyperprolactinemia. Further studies would 
be required to investigate the presence of  this association.

On examining histology slides, emphasis has to be laid 
on the presence or absence of  vasculitis in differentiating 
from sarcoidosis and Wagener’s granulomatosis. The 
presence of  vasculitis should lead to serological tests for 
serum angiotensin-converting enzyme levels, antinuclear 
antibody levels, or any evidence of  involvement such as 
lung and kidney.[18]

Radiology plays a less significant role in the diagnosis of  
IGM. Ultrasound, computed tomography (CT) scanning, 
mammography, or magnetic resonance imaging (MRI) do 
not seem to offer distinct diagnostic features for diagnosis 
of  IGM.[2,3,26] In a series reported by Lee et al.,[2] asymmetric 
density with no distinct margin or mass effect or mass 
effect formed the most common finding in mammogram. 
Ultrasound most commonly showed irregular tubular 
hypoechoic lesions. CT scan showed heterogeneously echoing 
mass lesion while MRI showed masses with low intensity in 
T1W1-weighted images. Ultrasound offers a good method 
to follow-up lesions that have been diagnosed as IGM.[27]

No specific protocol has been established for the treatment 
of  IGM. The disease takes an indolent course more often 
than not and would take 1–1½ years to settle.[10] The 
options available are expectant line of  treatment, medical 
treatment with corticosteroids, to which methotrexate may 
be added; surgical management - which would include 
incision and drainage, wide excision, and mastectomy.

In our series, expectant line of  management was followed 
in 11 patients (44%). These patients had smaller masses 
without any complications and all of  them either remained 
static or their sizes decreased during the follow-up 
period of  1 year–18 months. 25% of  those treated with 
excision had recurrence while 50% of  those treated with 
corticosteroids had recurrence.

The surgical options available are wide local excision[4] 
and mastectomy.[28,29] If  the disease is extensive, 
mastectomy could be offered and reconstruction gives 
good result if  no residual disease is left behind.[29] 
Corticosteroids were first advocated as a treatment 
modality by DeHertogh et al., in 1980.[30] Corticosteroids 

Figure 4: Treatment modalities adopted for the idiopathic 
granulomatous mastitis patients

Figure 5: (a and b) Intraoperative images - drainage and 
excision for unilateral, multiple abscesses, and idiopathic 

granulomatous mastitis

a b
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have shown varying success rate whether used alone 
or in conjunction with other modalities.[22,27,31] While 
deciding to use corticosteroids, tubercular mastitis has 
to be ruled out[7] and the patient has to be monitored 
for complications of  corticosteroids.[32] Methotrexate 
could also be used if  response to corticosteroids is not 
satisfactory.[33,34] More often than not in uncomplicated 
cases, expectant line of  management forms the best line 
of  management.[10,17] The pragmatic approach would be 
to use different modalities of  treatment depending on 
the severity of  the disease.[35-37]

In our view, if  the mass is small and the disease is 
not progressing, we can follow an expectant line of  
management. Abscess formation would require an incision 
and drainage. Since we found lower recurrence rates in 
the surgical arm, we would prefer wide excision as the 
next option. Due to the rarity of  the disease, randomized 
controlled trials may not be possible to establish treatment 
protocols in the near future.

In our series, two cases presented with recurrent abscesses. 
The diagnosis of  IGM was made after we sent the abscess 
wall for histopathological examination. Breast abscess is 
one of  the most common manifestations of  benign breast 
diseases in Asian countries. Hence, it would be prudent to 
send the wall of  the abscesses for histological examination 
at least in recurrent cases, so as not to miss the diagnosis 
of  granulomatous mastitis.

CONCLUSION

IGM is a rare disease of  the breast. It has to be differentiated 
from tubercular mastitis and other granulomatous mastitis. 
The disease can be treated in an expectant manner if  there 
are no complications. Further studies would be required 
to establish treatment modalities. In cases of  recurrent 
abscesses of  the breast, we recommend biopsy of  the 
abscess wall to diagnose this condition.

REFERENCES

1. Kessler E, Wolloch Y. Granulomatous mastitis: A lesion clinically 
simulating carcinoma. Am J Clin Pathol 1972;58:642-6.

2. Lee JH, Oh KK, Kim EK, Kwack KS, Jung WH, Lee HK, et al. Radiologic 
and clinical features of idiopathic granulomatous lobular mastitis mimicking 
advanced breast cancer. Yonsei Med J 2006;47:78-84.

3. Yilmaz E, Lebe B, Usal C, Balci P. Mammographic and sonographic 
findings in the diagnosis of idiopathic granulomatous mastitis. Eur Radiol 
2001;11:2236-40.

4. Güven HE, Pak I, Oral S. Granulomatous mastitis: Surgical outcomes. 
J Coll Physicians Surg Pak 2006;16:431-3.

5. Lacambra M, Thai TA, Lam CC, Yu AM, Pham HT, Tran PV, et al. 
Granulomatous mastitis: The histological differentials. J Clin Pathol 
2011;64:405-11.

6. Bakaris S, Yuksel M, Ciragil P, Guven MA, Ezberci F, Bulbuloglu E, et al. 

Granulomatous mastitis including breast tuberculosis and idiopathic lobular 
granulomatous mastitis. Can J Surg 2006;49:427-30.

7. Tse GM, Poon CS, Ramachandram K, Ma TK, Pang LM, Law BK, 
et al. Granulomatous mastitis: A clinicopathological review of 26 cases. 
Pathology 2004;36:254-7.

8. Schelfout K, Tjalma WA, Cooremans ID, Coeman DC, Colpaert CG, 
Buytaert PM, et al. Observations of an idiopathic granulomatous mastitis. 
Eur J Obstet Gynecol Reprod Biol 2001;97:260-2.

9. Centers for Disease Control and Prevention (CDC). Idiopathic 
granulomatous mastitis in Hispanic women-Indiana, 2006-2008. MMWR 
Morb Mortal Wkly Rep 2009;58:1317-21.

10. Al-Khaffaf B, Knox F, Bundred NJ. Idiopathic granulomatous mastitis: 
A 25-year experience. J Am Coll Surg 2008;206:269-73.

11. Baslaim MM, Khayat HA, Al-Amoudi SA. Idiopathic granulomatous 
mastitis: A heterogeneous disease with variable clinical presentation. World 
J Surg 2007;31:1677-81.

12. Bani-Hani KE, Yaghan RJ, Matalka II, Shatnawi NJ. Idiopathic 
granulomatous mastitis: Time to avoid unnecessary mastectomies. Breast J 
2004;10:318-22.

13. Cserni G, Szajki K. Granulomatous lobular mastitis following drug-induced 
galactorrhea and blunt trauma. Breast J 1999;5:398-403.

14. Brown KL, Tang PH. Postlactational tumoral granulomatous mastitis: 
A localized immune phenomenon. Am J Surg 1979;138:326-9.

15. Rowe PH. Granulomatous mastitis associated with a pituitary prolactinoma. 
Br J Clin Pract 1984;38:32-4.

16. Lin CH, Hsu CW, Tsao TY, Chou J. Idiopathic granulomatous mastitis 
associated with risperidone-induced hyperprolactinemia. Diagn Pathol 
2012;7:2.

17. Lai EC, Chan WC, Ma TK, Tang AP, Poon CS, Leong HT, et al. The role 
of conservative treatment in idiopathic granulomatous mastitis. Breast J 
2005;11:454-6.

18. Panzacchi R, Gallo C, Fois F, Dalpiaz G, Cucchi MC, Degli Esposti R, 
et al. Primary sarcoidosis of the breast: Case description and review of the 
literature. Pathologica 2010;102:104-7.

19. Pambakian H, Tighe JR. Breast involvement in Wegener’s granulomatosis. 
J Clin Pathol 1971;24:343-7.

20. Stary CM, Lee YS, Balfour J. Idiopathic granulomatous mastitis associated 
with corynebacterium sp. Infection. Hawaii Med J 2011;70:99-101.

21. Going JJ, Anderson TJ, Wilkinson S, Chetty U. Granulomatous lobular 
mastitis. J Clin Pathol 1987;40:535-40.

22. Maurya AK, Kant S, Kushwaha RA, Nag VL, Kumar M, Dhole TN, 
et al. The advantage of using IS6110-PCR vs. BACTEC culture for rapid 
detection of mycobacterium tuberculosis from pleural fluid in northern 
India. Biosci Trends 2011;5:159-64.

23. Gan HT, Chen YQ, Ouyang Q, Bu H, Yang XY. Differentiation between 
intestinal tuberculosis and Crohn’s disease in endoscopic biopsy specimens 
by polymerase chain reaction. Am J Gastroenterol 2002;97:1446-51.

24. Xu HB, Jiang RH, Sha W, Li L, Xiao HP. PCR-single-strand conformational 
polymorphism method for rapid detection of rifampin-resistant 
mycobacterium tuberculosis: Systematic review and meta-analysis. J Clin 
Microbiol 2010;48:3635-40.

25. Elsiddig KE, Khalil EA, Elhag IA, Elsafi ME, Suleiman GM, Elkhidir IM, 
et al. Granulomatous mammary disease: Ten years’ experience with fine 
needle aspiration cytology. Int J Tuberc Lung Dis 2003;7:365-9.

26. Ozturk M, Mavili E, Kahriman G, Akcan AC, Ozturk F. Granulomatous 
mastitis: Radiological findings. Acta Radiol 2007;48:150-5.

27. Sakurai K, Fujisaki S, Enomoto K, Amano S, Sugitani M. Evaluation of 
follow-up strategies for corticosteroid therapy of idiopathic granulomatous 
mastitis. Surg Today 2011;41:333-7.

28. Hladik M, Schoeller T, Ensat F, Wechselberger G. Idiopathic granulomatous 
mastitis: Successful treatment by mastectomy and immediate breast 
reconstruction. J Plast Reconstr Aesthet Surg 2011;64:1604-7.

29. Taghizadeh R, Shelley OP, Chew BK, Weiler-Mithoff EM. Idiopathic 
granulomatous mastitis: Surgery, treatment, and reconstruction. Breast J 
2007;13:509-13.

30. DeHertogh DA, Rossof AH, Harris AA, Economou SG. Prednisone 
management of granulomatous mastitis. N Engl J Med 1980;303:799-800.

31. Erozgen F, Ersoy YE, Akaydin M, Memmi N, Celik AS, Celebi F, et al. 
Corticosteroid treatment and timing of surgery in idiopathic granulomatous 
mastitis confusing with breast carcinoma. Breast Cancer Res Treat 



Subramanyam, et al.: Idiopathic granulomatous mastitis – diagnostic and therapeutic dilemma

5555 International Journal of Scientific Study | October 2018 | Vol 6 | Issue 7

2010;123:447-52.
32. Altintoprak F. Topical steroids to treat granulomatous mastitis: A case 

report. Korean J Intern Med 2011;26:356-9.
33. Akbulut S, Yilmaz D, Bakir S. Methotrexate in the management of 

idiopathic granulomatous mastitis: Review of 108 published cases and 
report of four cases. Breast J 2011;17:661-8.

34. Akbulut S, Arikanoglu Z, Senol A, Sogutcu N, Basbug M, Yeniaras E, et al. 
Is methotrexate an acceptable treatment in the management of idiopathic 
granulomatous mastitis? Arch Gynecol Obstet 2011;284:1189-95.

35. Wilson JP, Massoll N, Marshall J, Foss RM, Copeland EM, Grobmyer SR, 
et al. Idiopathic granulomatous mastitis: In search of a therapeutic 
paradigm. Am Surg 2007;73:798-802.

36. Maffini F, Baldini F, Bassi F, Luini A, Viale G. Systemic therapy as a first 
choice treatment for idiopathic granulomatous mastitis. J Cutan Pathol 
2009;36:689-91.

37. Patel RA, Strickland P, Sankara IR, Pinkston G, Many W Jr. Rodriguez M, 
et al. Idiopathic granulomatous mastitis: Case reports and review of 
literature. J Gen Intern Med 2010;25:270-3.

How to cite this article: Subramanyam SG, Raja H, Gayatri R, Zacharia B. Idiopathic Granulomatous Mastitis - Diagnostic and 
Therapeutic Dilemma. Int J Sci Stud 2018;6(7):51-55.

Source of Support: Nil, Conflict of Interest: None declared.


