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ABSTRACT

Objective: To outline diagnostic difficulties and problems in the treatment of Idiopathic Granulomatous Mastitis

Study Design: Prospective observational study.

Place and Duration of Study: Breast clinic, Combined Military Hospital Rawalpindi, from Aug 2019 to Jul 2020.

Methodology: Patients with tender mass with or without signs of inflammation, mass with abscess, sinus formation, and with
recurrent abscesses were included. Those cases were labelled as IGM whose histopathology showed granulomatous mastitis
with no evidence of malignancy and tissue cultures were negative. Patients with mild to moderate symptoms were treated
with reassurance, analgesia and multivitamins. Abscesses were treated with incision & drainage and empirical antibiotics for
1-2 weeks. All these patients were followed at 1, 3, 6 and 12 months.

Results: A total of 35 patients fulfilled the criteria for Idiopathic Granulomatous Mastitis and were included in the study. Two
patients had lactational abscess, 3 had bilateral disease and 1 patient was with diabetes 0% patients were having mass
with abscess; spontaneous resolution was observed in majority of them with a few requiring incision and drainage. Of 31.4%
presented with tender mass only; majority of them resolved with observation, except mass excision in two patients, 19.7%
presented with discharging sinuses with underlying mass; among them 71% responded to conservative treatment while 29%
were treated with anti-tuberculous therapy for recurrent sinuses. 8.5% presented with spontaneously ruptured abscesses with
sinuses; they were managed conservatively.

Conclusion: We concluded that Idiopathic Granulomatous Mastitisis a benign self-limiting disease which can be effectively

managed with conservative treatment.
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INTRODUCTION

Idiopathic granulomatous mastitis (IGM) is a
benign uncommon inflammatory condition with un-
known etiology, characterized by chronic granuloma-
tous inflammation of the breast. It is a challenging
clinical condition for the treating surgeon due to its un-
common presentation, and resemblance to breast car-
cinoma. Ideal diagnostic modality and optimal treat-
ment is still under trial'.

Common presentation is skin inflammation with
or without sinus formation, tender mass only, mass
with recurrent abscesses, may also present as mass
with nipple retraction which resembles carcinoma
breast, usually in the third or fourth decade of life2.
The exact etiology of idiopathic granulomatous mas-
titis is still uncertain. It may be caused by various inf-
ectious agents, autoimmune process, oral contraceptive
pills, lactation, hormonal imbalance, smoking and a 1-
antitrypsin deficiency?.

A high index of suspicion is required to establish
a diagnosis after excluding infective and autoimmune
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causes. The mammographic findings of IGM is often
focal asymmetry while at ultrasound it appears as a
hypoechoic mass with irregular margins*.

To differentiate it from other granulomatous
diseases like sarcoidosis, tuberculosis and Wegener’s
granulomatosis, tissue diagnosis is mandatory®. The
hallmark of IGM on histopathology arenoncaseating
granulomas of lobulo-centric pattern associated with
micro abscesses®.

IGM is a self-resolving disease with a prolonged
but benign clinical course that includes periods of re-
solution and exacerbation. Eventually the disease reso-
Ives spontaneously inmost of the cases. For this reason,
patience with the natural history of IGM is important
both on the part of patient and on the part of the trea-
ting physician’.

Different treatment options tried includes con-
servative approach with reassurance and symptomatic
treatment, oral and local corticosteroid therapy, metho-
trexate, empirical anti tuberculous treatment and short
courses of antibiotics. In case of recurrent abscesses,
surgical drainage is mandatory?.

The aim of this study was to see the demographic
details, clinical features and time for spontaneous
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resolution. In our study majority of the patients had
complete resolution in periods of 9 months.

METHODOLOGY

This prospective observational study was per-
formed at breast clinicc Combined Military Hospital
Rawalpindi, from August 2019 to July 2020. Approval
was taken from the hospital ethical review board
(60/07/20-31). All patients who presented with tender
mass with or without signs of inflammation, mass with
abscess, sinus formation, and with recurrent abscesses
were included in the study through convenient samp-
ling. Male patients and patients having breast cancerin

Table: Presentation & treatment.
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antibiotics for 1-2 weeks. All these patients were follo-
wed at 1, 3, 6 and 12 months. Data was analyzed using
SPSS 21. Qualitative variables were summarized as
number and frequency.

RESULTS

A total of 85 patients presented with chronic
inflammation and recurrent abscesses, out of which 35
fulfilled the criteria for IGM and were included in the
study. Age range was 22-55 years with a mean of 33.12
years. Out of these 35 patients, 2 had lactational ab-
scess, 1 patient was with diabetes mellitus while 3 had
bilateral disease.

Presentation No. of Patients | Treatment and Follow Up
Reassurance, analgesia
Tender Mass only 11 (31.4%) Mass excisionin selective patients with progressive disease (on patient wish)

In majority of cases spontaneous resolution occurred in 6 months and after 9
months only thickening was palpable

Needle aspiration / Incision & drainage plus empirical antibiotics

: 0
Mass with abscess 14 (40%) Spontaneous resolution observed in majority of cases after 6-7 months
5 (71%) patients had complete resolution of symptoms with 1 year
conservative treatment
Discharging sinuses 7 (19.7%) 2 (29%) patients had progressive disease with recurrent sinuses after 6
with underlying mass ’ months of conservative treatment; they responded to empirical anti
tuberculous therapy for 4 months after consultation with infectious disease
specialist (despite negative AFB cultures)
Spontaneously ruptured Conservatively managed with daily dressing and resolved within 1 year.
abscess with sinuses 3 (8.5%) In 2 cases, recurrent sinuses with abscesses developed at 9 months which

(without mass)

resolved with antibiotics.

addition to Idiopathic Granulomatous Mastitis were
excluded. Inaddition, of Open biopsy was performed
in cases presenting with abscess and sinuses while core
biopsy for cases with masses. Tissue wassent for histo-
pathology, bacterial, fungal, and tuberculosis cultures.
Those cases were labelled as Idiopathic granulomatous
mastitis whose histopathology showed granulomatous
mastitis with no evidence of malignancy and tissue
cultures were negative. The demographic and clinical
data i.e. name, age, and patient response to treatment
was recorded on Proforma.

Patients with mild to moderate symptoms were
treated conservatively with reassurance, analgesia and
multivitamins for improvement of their immunity.
Patients with sinus formation were offered conser-
vative approach with short follow up or a course of
oral steroids after consultation with Infectious disease
specialist. Most patients opted for observation as com-
pliance with prolong course of steroids and its com-
plications was poor. Those presented with abscess
were treated with incision & drainage and empirical
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DISCUSSION

Idiopathic granulomatous mastitis, reported by
Kessler & Wolloch for the first time in 1972, is a rare,
benign and chronic inflammatory breast disease with
no known cause that mainly affects female of child
bearing age. It has variable presentation but most com-
monly presents as a hard breast lump. As the disease
advances, features that mimic chronic breast infections
and inflammatory breast cancer like nipple inversion,
peaud’orange, erythema, ulcer and sinuses can occur.
These features make diagnosis difficult’.

The common presentation which we observed
was a tender breast mass with or without local and
systemic signs of inflammation, mass with abscesses
and sinus formation, spontaneously ruptured absce-
sses and sinuses without mass. Additional findings
observed were erythema nodosum and bilateral ankle
arthritis.

Idiopathic granulomatous mastitis is a very com-

plicated condition that poses difficulties in diagnosis
and treatment. It's a diagnosis of exclusion where we
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exclude breast malignancy and chronic specific breast
infections by tissue culture and histopathology. Breast
ultrasound, mammography and MRI breast may be
performed to reach a diagnosis. Ultrasound may show
hypoechoic masses with increased vascularity and
multiple abscesses. Mammographically it may present
as focal asymmetry, architectural distortion or irregu-
lar mass. MRI may show micro abscesses with irregul-
ar enhancing or non-enhancing masses*.

Uptill now there is no set standard treatment
protocol available for this challenging condition. The
different treatment options offered to these patients
includes; oral or topical steroids, methotrexate, aza-
thioprine, colchicine, empirical antituberculous treat-
ment, conservative treatment with reassurance and
improving immunity, incision and drainage of abscess
and empirical antibiotic therapy and surgical excision
of mass as a last resort in resistant or suspicious
cases0.

The commonest presentation of IGM which we
observed in our study was a tender mass with abscess
(40%). We performed needle aspiration for deep
lesions and incision & drainage for large superficial
abscesses and started empirical antibiotic therapy for
1-2 weeks. Majority of these patients showed complete
resolution in 6-7 months. Joseph KA! observed in their
study that 33% of the IGM patients presented with
purulent masses & 50% had skin changes. They used
needle aspiration and topical antibiotics to treat these
patients along with steroids.

As IGM is a very challenging condition to treat,
for this reason the optimal treatment remains contro-
versial. Most clinicians suggest steroids for its treat-
ment because of its autoimmune nature. The initial
response observed with oral steroids was good in most
of the studies however relapse was noted in almost
half of the responders after discontinuation of steroids,
which was treated with a second course of low dose
steroids in combination with methotrexate. The prob-
lems associated with steroids are; compliance, prolon-
ged course, relapse after discontinuation of treatment,
drug related side effects'12.

Some authors reported the use of methotrexate
(MTX) as alternative or in combination with steroids in
patients who has a relapse of the disease after disconti-
nuation of methotrexate. In one study, the initial respo-
nse rate observed with MTX alone and in combination
with steroids was 100% however, 17.6% patients had
a relapse on discontinuation of the treatment. Side
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effects associated with MTX are; hair loss, deranged
liver functions and compliance314,

Anti-tuberculous drugs have been used in the
treatment of atypical cases of IGM not responding to
anti-inflammatory drugs with high clinical suspicious
of tuberculous mastitis. Most of diagnostic test perfor-
med for breast TB including ZN stain and AFB cultures
are inconclusive because of the paucibacillary nature of
the disease'. Joseph et al'! reported complete remis-
sion of the disease to anti-tuberculous therapy in atypi-
cal cases of IGM, not responding to anti-inflammatory
drugs, whose clinical suspicious for TB mastitis was
high.

In our study, we planned to manage these pati-
ents with observation, reassurance and symptomatic
treatment. All the patients were educated about the
disease and its benign natural course. They were told
that complete resolution will take upto 12 months and
they may experience a few exacerbations of the disease
in between. No patient received steroids or metho-
trexate in our series. Incision & drainage was done in
patients with abscesses while the tender mass was
excised in two patients on their wish. Two patients
received antituberculous treatment for recurrent sinus
after six months of conservative treatment. We obser-
ved that majority of these patients can be treated with
close observation and symptomatic treatment. Our
results are comparable with the study by Bouton et al'®
who also managed their patients successfully with
observation only. Patience on the part of patient and
treating physician can avoid unnecessary surgery and
medications with associated side effects and financial
cost.

Although clinical and radiological findings of
patients with GM may mimic those of breast carci-
noma, but women of childbearing age, with a recent
history of pregnancy or high prolactin level and newly
tender mass-like lesion, in addition to new focal asy-
mmetry on mammogram and heterogeneous hypo-
echoic irregular-shaped mass on ultrasound exam,
should raise concern for GM'18. Non-invasive appr-
oach and clinical follow-up were the preferred treat-
ment method.

CONCLUSION

From our experience, we suggest that close obs-
ervation is a safe and feasible treatment option for this
benign and self-resolving condition. It should be offe-
red to all patients with IGM to reduce financial burden
and to avoid potential side effects of prolonged medi-
cations.
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