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Abstract 

Background: Idiopathic granulomatous mastitis (IGM) is an unusual chronic inflammatory disease of the 

breast with undefined optimal treatment schedule.  

Objective: In this study our main goal is to evaluate the application of steroid therapy along with wide 

local excision in the treatment of IGM.  

Method: This retrospectively observational study was carried out Private Hospitals at Dhaka and 

Patuakhali from march 2016 to march 2017 where 30 GM patients characteristics, symptoms, results of 

the diagnostic workup, treatment, and outcome evaluated.  

Result: during the study,71% patients belonged to 25 to 34 years age range and focal homogeneous 

enhancing masses with irregular borders found in 5 cases. Also found 98.2% recovered initially after 

surgical excision with steroid treatment.  

Conclusion: we can conclude that for GM excision along with systemic steroid therapy is superior to 

steroid therapy which provides strict diagnosis as well as much faster healing and less complications. 

Further study is needed for better outcome. 
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Introduction 

Idiopathic Granulomatous mastitis (IGM) is a rare 

chronic inflammatory disease of the breast. Even 

though it is benign, its clinical and radiological 

features frequently mimic breast carcinoma.  It 

may also be problematic to distinguish from 

infective mastitis and inflammatory breast disease 

of known etiology. The etiology of IGM is 

unidentified, but some authors have noted that the 

cause may be an autoimmune progression, 

unobserved microorganisms, use of oral 

contraceptives, or a response to childbirth. 

Granulomatous mastitis is categorized 

pathologically by the incidence of chronic 

granulomatous lobulitis in the absence of an 

obvious. Though the occurrence of IGM is 
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increasing fast, only a few hundred cases have 

been described internationally.
[1][2][3][4]

 

Patients typically present with a hard lump in one 

breast deprived of any sign of a systemic disease. 

Other possible symptoms comprise nipple 

retraction, pain, inflammation of the overlying 

skin, nipple discharge, fistula, enlarged lymph 

nodes.. Presentation is typically unilateral though 

a substantial share of cases is bilateral, also in 

many cases contralateral or bilateral recurrences 

were recognized. Numerous cases happening 

together with fever, polyarthralgia and erythema 

nodosum were known.
[4][5] 

 

 

 
Figure-1a and1b: shows focal asymmetrical 

density with indistinct margins is seen in the 

retroareolar area of the right breast 30 years IGM 

patients and left breast in an IGM patient with 

fistula formation  

To identify these autoimmune origins, serologic 

tests (rheumatoid factor and antinuclear antibody) 

can be performed although found negative in most 

reports. Ultrasonography (US) may be very 

helpful in the identifications of abscesses, but both 

US and mammography (MG) might be misleading 

in some reports of GM. In numerous studies 

magnetic resonance imaging (MRI) is 

acknowledged as a complementary diagnostic 

tool.
[6][7] 

Definitive analysis can only be done by 

histopathological examination of the diseased 

breast tissue. Suitable management is unknown 

but some surgical excision, or use of antibiotics, 

anti-inflammatory drugs, or corticosteroids have 

been projected. In this study we aimed is to 

estimate the application of steroid therapy along 

with wide local excision in the treatment of IGM 

 

Objective 

General objective 

 To estimate the application of steroid 

therapy along with wide local excision in 

the treatment of IGM 

Specific objective 

 To observe lesions in different cases of the 

patients. 

 To evaluate treatment of the first attacks of 

IGM patients. 

 

Methodology 

Study Type 

 This was a retrospectively observational 

study. 

Study place and period 

 In this study total of 30 cases with a 

histologically confirmed diagnosis of IGM 

treated from March 2016 to march 2017 at 

Private Hospitals at Dhaka and Patuakhali 

where retrospectively evaluated patient 

characteristics, symptoms, results of the 

diagnostic workup, treatment, and outcome.  

Method 

 During the experiment pathological diagnosis 

of IGM with the observation of 

granulomatous inflammatory reaction in the 

breast lobules was made by core biopsy or 

surgical biopsy. After the first attack the 

mean follow-up period was 40.4 months 

(range 18–81 months) for recurrent cases and 

25.2 months for IGM cases with a single 

attack. During the study we performed  core 

biopsy or surgical biopsy, because using such 

biopsy the tissue is usually examined under a 

https://en.wikipedia.org/wiki/Polyarthralgia
https://en.wikipedia.org/wiki/Erythema_nodosum
https://en.wikipedia.org/wiki/Erythema_nodosum
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microscope by a pathologist and can also be 

analyzed chemically and also can determine 

whether a lesion is benign or malignant and 

also helpful to exclude other granulomatous 

mastitis cases from IGM one. Granulomatous 

mastitis secondary to different pathological 

causes was excluded on the basis of clinical 

and pathological criteria. 

 

Data analysis 

 Data were collected in predesigned data 

collection sheet using various parameters. 

Interviews conducted using direct 

questionnaire and all information will be 

noted in pre from data collection sheet. Data 

were compiled and appropriate statistical 

package for social science (SPSS).  

 

Result 

In figure-2 shows age distribution of the patients 

where out of 30 patients 71% patients belonged to 

25 to 34 years age range followed by 20% within 

35 to 44 years and 9% 45 and above. The 

following figure is given below in detail: 

 
Figure-2: Age distribution of the patients. 

In table-1 shows distribution of the patients 

according to complaints at presentation where the 

highest complaints at demonstration were a lump 

with or without overlying skin changes in 11 

cases. The following table is given below in 

detail: 

Table-1 Complaints at demonstration 

Cases Frequency 

Breast lump with or without overlying 

Skin changes 

11 

Discomfort or breast pain and Nipple 

retraction or discharge 

5 

History of incision and drainage of 

breast abscess 

8 

Healing wounds with Recurrent abscess  

formation 

6 

Total 30 

 

In table-2 shows lesions observation of the 

patients in different case where lesions were 

observed in the left breast in 16 cases (53.33%) 

and in the right breast in 10 cases (33.33%), while 

contralateral breast involvement in a relapse was 

detected in 4 case (13.33%).The following table is 

given below in detail: 

Table-2: Lesions observation of the patients in 

different case 

Variable Frequency % 

Left breast 16 53.33% 

Right breast 10 33.33% 

Contralateral breast 4 13.33% 

 

In figure-3 shows observational outcome of the 

patients after US examination where majority of 

the patients had inflammatory mastitis. The 

following figure is given below in detail: 

 
Figure-3: Observational outcome of the patients 

after US examination 

 

In figure-4 shows pathological conclusions of the 

patients after MRI where focal homogeneous 

enhancing masses with irregular borders in 5 

cases, inflammatory changes with parenchymal 

distortion in 4, and abscess formation in 3. The 

following figure is given below in detail: 
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Figure-4: Pathological conclusionsof the patients after MRI. 

 

In table-3 shows treatment methods used at first 

presentation of all IGM cases and their outcome 

where shows that abscess drainage with steroid 

therapy was performed whom had a relapse 43%. 

We also performed surgical excision with steroid 

and found 98.2% recovered initially and relapse 

rate only 17.9%. The following table is given 

below in detail: 

Table 3: Treatment methods used at first presentation of all idiopathic granulomatous mastitis cases and 

their outcome 

Primary treatment 

method 

Complete healing  with  

initial treatment,  % 

Excision required for 

complete healing, % 

Recurrence after  

complete healing,  % 

Mean follow-up,  

months 

Systemic steroid therapy 42% 58% 41.45% 36 

Abscess drainage with 

Steroid therapy  

57% 43% 40.65% 36 

Surgical excision with 

Steroid therapy  

98.2% 1.8% 17.9% 36 

 

In figure-5  shows treatment of the first attacks of  

idiopathic granulomatous mastitis in recurrent 

cases where disease recurrence was observed in 6 

patients among them abscess drainage  cases were 

disease free interval 5 mean months but  for 

surgical excision  was disease free interval 

average 15 months. The following figure is given 

below in detail: 

 

 
Figure 5:  Treatment of the first attacks of Idiopathic granulomatous mastitis in recurrent cases 
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Discussion 

IGM is a chronic benign disease and no clear 

etiology is found till now. In 1972 it was first 

described as an entity by Kessler and Wolloch.
[1]. 

Many agents such as local irritants, viruses, 

mycotic and parasitic infections, 

hyperprolactinemia, diabetes mellitus, breast 

trauma, oral contraceptive use, and smoking have 

been considered for IGM occurrence, but an 

autoimmune reaction is favored in some cases. 

IGM is a rare disease, instituting 24% of all breast 

inflammatory disease.
[8]

 It involves a prolonged 

course of treatment and follow-up as it is usually 

related with recurrence. Although no ethnic 

predisposition was described.  Most patients with 

IGM are of reproductive age but older women can 

also be affected by it.
 [6][9][10]

 

During the study we found that 71% patients 

belonged to 25 to 34 years age range followed by 

20% within 35 to 44 years and 9% 45 and above. 

This is quiet similar to other study. One study 

reported that the median age of the patients was 

33 years.
[1][2]

 

In our study, 39% patients had a hypoechoic 

irregular mass on US were managed with 

excision. All of them had pathological IMG 

findings of asymmetric density or an ill-defined 

nodule. Conclusive diagnosis can only be made by 

histopathological examination of the breast lesion. 

However cytological structures, detected 

especially in the material obtained by needle 

biopsy, may sometimes make it difficult to 

differentiate IGM from other granulomatous 

diseases of the breast and from carcinoma.
[6][11[12]

 

In the past, false-positive needle biopsies resulted 

in unnecessary mastectomies.
[13[14]

 In this study in 

all cases  we did core biopsy or open surgical 

biopsy and obtained a correct diagnosis of IGM in 

all patients. Chest X-ray, tuberculin skin test, 

determination of erythrocyte sedimentation rate, 

and PCR may also help with the analysis to 

exclude tuberculosis.
[15][16]

 

Treatment of IGM is debatable, but use of 

antibiotics or corticosteroids and wide excision of 

the affected tissue have all been measured. 

Antibiotic use is debatable as most IGM cases are 

either sterile or infected with unnoticed 

microorganisms. It offers a conclusive diagnosis, 

causes few side effects, and cures the patient more 

quickly with observation of fewer recurrences.  

But some articles reported that wide excision in 

the presence of mastitis is associated with delayed 

wound healing with subsequent disease recurrence 

and poor cosmetic outcome.  

Conversely excision is usually done because of 

discrepancies between needle biopsy outcomes 

and clinical findings. It was noted that more than 

50% of IGM cases were primarily misdiagnosed 

as carcinoma. In our study abscess drainage with 

steroid therapy was performed whom had a 

relapse 43%. We also performed surgical excision 

with steroid and found 98.2% recovered initially 

and relapse rate only 17.9%.  

Some authors recommend that re-excision upon 

recurrence, however discordance between the size 

of the lesion and that of the breast does not always 

allow re-excision.
[6]

 In this study single relapse 

detected after healing with surgical excision, we 

also done re-excision as the breast size was 

adequate.  

After abscess drainage or steroid therapy relapses 

were also treated with surgical excision for fear of 

an underlying missed malignancy. On the other 

hand, steroid therapy was described to decrease 

the size of the lesion and provide complete 

healing only when used long-term.
[6]

 

It is not feasible to do abscess drainage alone in 

the treatment of IGM as there is high recurrence 

rate. It may be better to do wide excision instead 

of abscess drainage or to continue with steroid 

therapy following the drainage procedure because 

most abscesses in IGM are multilocular. The 

recommended primary dose of prednisolone in 

advanced disease is 0.8 mg/kg/ day in divided 

doses, provided the lesion is sterile.
[17]

 It is 

typically continued in low doses for at least 6 

weeks till  a complete clinical response is 

observed. In the literature the recurrence rate of 

IGM is reported to be 16–50% even if complete 

resolution is obtained.
[12] 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4038310/#B1
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Conclusion 

From the result, we can conclude that excision 

along with systemic steroid therapy is superior to 

steroid therapy with or without abscess drainage 

provides a strict diagnosis as well as much faster 

healing and less complications. 
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