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ABSTRACT 
Granulomatous mastitis is indeed a rare affliction, but it can constitute a veritable diagnosis and treatment predicament for 
several reasons. The etiology of this disease remains shrouded in mystery and the treatment depends on the gravity and 
extension of the lesions, ranging from corticosteroids to surgical excision with an important recurrence rate. We present the 
case of 40-year-old woman with granulomatous mastitis for which clinical and radiological remission was obtained via 
medical treatment. 
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INTRODUCTION 
Idiopathic granulomatous mastitis is a rare benign breast 
disease, first described by Kessler and Wolloch in 1972. 
(1) It is characterized by chronic necrotizing 
granulomatous lobulitis of unknown etiology. It often 
mimics breast carcinoma as well clinically and 
radiologically. Wide local excision, with or without 
corticosteroid therapy, has often been used to treat such 
patients, with a high recurrence rate. (2) We present an 
interesting case of a 40-year-old patient with a chronic 
breast abscess for which she received corticosteroid 
therapy with fairly satisfactory clinical and radiological 
results. 

CASE REPORT 
We present the case of a 40-year-old patient gesta 3 para 
3, with no personal or family history of breast neoplasia 
or systemic disease. She had used oestro-progestative 
contraception for 10 years, replaced two years ago by an 
intrauterine device. The onset of the symptomatology was 
marked by the appearance of right mastodynia associated 
with breast inflammation in the upper inner quadrant, 
impasto and thickening of the skin along with a fever of 
39 degrees Celsius, motivating the patient to consult. A 
breast ultrasound performed showed an echogenic 

polylobed mass, infiltrated by edema localized whithin 
the right upper inner quadrant on the para areolar level 
evoking a pre-suppurative abscess. A mammogram 
objectified a focal density asymmetry in the upper inner 
quadrant of the right breast with skin thickening and 
retraction of the subcutaneous fat (Figure 2). A treatment 
based on broad-spectrum antibiotic therapy was initiated 
with a cooling of fever after one week.  The evolution 
was marked by the appearance of an abscessed collection  
fistulized to skin, with inflammation and desquamation of 
the corresponding area of skin. The ganglionic areas were 
free. The diagnosis of tuberculous origins was evoked 
and a surgical biopsy was made with drainage of the 
abcess. The anatomopathological findings revealed the 
presence of non-caseating granulomatous inflammation 
with negative stains for acid-fast bacilli and fungi; it was 
labelled histologically as granulomatous mastitis (figures 
3, 4). Otherwise, the phtisiological check (dosage of the 
TB Quantiferon, Genxpert) as well as the research of 
other etiologies of granulomatous lesions came back 
negative leading to the conclusion that it was a idiopathic 
granulomatous mastitis. A corticosteroid therapy was 
prescribed for 4 weeks with a clear improvement of the 
local symptomatology and the disappearance of the 
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general signs. A control ultrasound revealed an evident 
radiological cleansing of the previously described lesions. 

Figure 1: Cutaneous inflammation and desquamation of the internal 
quadrants including a portion of areola. 

Figure 2: Focal density asymmetry in the upper inner quadrant of the 
right breast with skin thickening and retraction of the subcutaneous fat. 

DISCUSSION 
Granulomatous mastitis is a rare non-neoplastic disease 
of uncertain etiology. The incidence of this condition is 
also uncertain. It has been estimated that between 0.44 
and 1.6% of all breast biopsy specimens represent IGM 
based on accepted pathological criteria. (3)  It usually 
occurs in women of childbearing age and is generally 
unilateral. In a relatively large series of 25 patients, the 
mean age at presentation was 36.5 years. (4) The 
etiopathogeny of IGM remains  unknown with  no 
identiable causative factor. Several mechanistic theories 
have been proposed including an autoimmune reaction to 
extravasated protein secretions from mammary ducts 
secondary to trauma, infection or chemical irritation. (5) 
Breastfeeding, smoking, and use of the oral contraceptive 
pill have also been reported to be correlated to idiopathic 
granulomatous mastitis but never proven. (1, 6) The most 
common clinical presentation is a unilateral breast lump, 
but other forms have been observed such as unilateral 
mastodynia, which was the initial symptom in our case 
report, nipple inversion (mimicking breast cancer) or 
lymphadenopathy. (7) Routine radiologic evaluation, 
ultrasound and mammography may not discern 
granulomatous mastitis from breast cancer or acute breast 
infection wich delayes the definitive diagnosis. (8) The 
most common mammographic findings are an 
asymmetric density, seen in our patient, or an ill-defined 
mass, but findings of multiple small ill-defined masses 
have also been described. Ultrasound findings are also 
variable. The most common appearance is that of a 
discrete but irregular hypoechoic mass lesion, like that 
founded in our case.  A multiple hypoechoic masses, 

parenchymal heterogeneity, and area of mixed 
echogenicity with parenchymal deformity have also been 
described. (7) To retain the diagnosis of Idiopathic 
granulomatose mastosis, other causes of granulomatous 
inflammation such as tuberculosis, sarcoidosis, 
mycotic/parasitic infections and Wegener’s 
granulomatosis must be excluded (9) The final diagnosis 
is made by histological study of surgical specimen. It’s 
characterized by  the presence of a non-caseating 
granulomas which are of a lobulo-centric pattern and 
often associated with microabscess formation. (5)  The 
evolution of MGI is readly done in a chronic mode with 
the possibility of local aggravation, abcedation, 
fistulization and delayed healing after surgery. (2) The 
recurrence rate is estimated about 40% and there is no 
predictor of such evolution. (8) The therapeutic arsenal 
varies from broad spectrum antibiotics usually associated 
with corticosteroid therapy or colchicine in order to 
shrink the mass before a lumpectomy to a radical 
mastectomy depending on the severity and extension of 
the lesions and the efficiency of medical treatment. (5,10) 
In our case, corticotherapy was effective with good 
evolution. In case of resistance to corticosteroids, 
immunosuppressant drugs can prove useful in the 
management of this autoimmune pathology. (5) 

Figures 3: Microscopic aspect of a non caseating granulomatous 
epitheioid and gigantocellular (Coloration HE  x 10). 

Figures 4: Microscopic aspect of a non-caseating granulomatous 
epitheioid and gigantocellular (coloration HE x 25). 

CONCLUSION 
We must be careful in diagnosing granulomatous mastitis 
as it could clinically and radiologically mimic or even be 
associated to breast cancer. Treatment possibilities are 
available and must be addressed on a hierarchal basis in 
order to achieve maximal efficiency with minimal tissue 
damage especially considering the recurrence rate. 
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