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Abstract 
Idiopathic Granulomatous Mastitis (IGM) is a rare benign inflammatory breast disorder that often mimics 

infectious mastitis or malignancy, leading to delayed diagnosis and repeated ineffective interventions. We report 

the case of a 31-year-old non-lactating woman who presented with recurrent left breast abscesses unresponsive 

to antibiotics and multiple incision and drainage procedures. Serial imaging showed progressive and recurrent 

collections, while repeated microbiological investigations were consistently negative. Histopathology 

demonstrated fluctuating findings, ultimately confirming necrotizing granulomatous mastitis. After exclusion of 

infectious, malignant, and systemic granulomatous diseases, a definitive diagnosis of IGM was established, and 

corticosteroid therapy was initiated. This case highlights the diagnostic complexity, variable histopathology, and 

recurrent course of IGM, underscoring the importance of histological confirmation and a multidisciplinary 

approach for effective management. 
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I. Introduction 
Idiopathic Granulomatous Mastitis (IGM) is a rare, benign, chronic inflammatory disorder of the breast 

characterized by a heterogeneous clinical presentation and an incompletely understood etiology, posing 

significant diagnostic and therapeutic challenges [1,2]. It predominantly affects women of reproductive age, 

frequently with a history of pregnancy and lactation, although occurrence in non-lactating individuals has been 

reported. Histopathologically, IGM is defined by non-caseating granulomatous inflammation centered on breast 

lobules, often associated with microabscess formation and multinucleated giant cells, in the absence of identifiable 

infectious or systemic granulomatous causes [3,4]. Clinically and radiologically, IGM can closely mimic breast 

abscesses and malignancy, frequently resulting in diagnostic uncertainty, delayed diagnosis, and suboptimal 

management [5]. The absence of standardized treatment guidelines, coupled with a high risk of recurrence, further 

complicates clinical management. This case report describes a protracted and recurrent course of IGM in a non-

lactating woman, underscoring the diagnostic complexity and the importance of a multidisciplinary approach to 

optimize outcomes. 

 

II. Case Report 
A 31-year-old female (P2L2A0) with regular menstrual cycles and no history of lactation presented with 

a 20-day history of a painful left breast lump associated with fever. Examination revealed erythema, dilated veins, 

and a firm-to-hard, tender mass measuring approximately 4 × 2 cm in the upper inner quadrant adjacent to the 

nipple–areolar complex, without nipple discharge or local temperature rise. Ultrasonography showed an irregular 

heterogeneously hypoechoic lesion (48 × 22 mm) with indistinct margins, suggestive of a breast abscess. She was 

initially treated with antibiotics with a plan for follow-up. 

One month later patient presented with  findings of local warmth, tenderness, fluctuation, and erythema. 

Repeat ultrasonography demonstrated a large retroareolar and upper inner quadrant abscess measuring 74 × 51 × 

52 mm with surrounding fat stranding. Emergency incision and drainage yielded approximately 200 ml of pus. 

Microbiological evaluation, including bacterial culture, KOH mount, Ziehl–Neelsen staining, GeneXpert, and 

acid-fast bacilli culture, was negative. Histopathology revealed chronic necrotizing granulomatous mastitis. The 

patient was discharged on intravenous antibiotics and analgesics. 

Approximately 1.5 months later, she re-presented with recurrent symptoms, including local warmth, 

tenderness, fluctuation at the 12 o’clock position, induration at the 3 and 9 o’clock positions, and pus discharge. 

Ultrasonography showed diffuse edema with multiple small collections (4–7 cc). Incision and drainage at three 

sites drained approximately 100 ml of pus. Repeat microbiological studies were negative. Histopathology showed 

acute on chronic mastitis with mixed inflammatory infiltrates, without granuloma, dysplasia, or malignancy. 
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One month later, persistent symptoms prompted a third drainage. Examination revealed multiple surgical 

wounds with fluctuation and healthy granulation tissue. Ultrasonography showed multiple pus pockets, the largest 

measuring 1.5 × 1.3 × 3 cm. Minimal pus was drained. Histopathology confirmed acute on chronic necrotizing 

granulomatous mastitis, establishing a diagnosis of IGM. The patient was discharged on oral antibiotics. 

Three months later, she developed another recurrence with tenderness, erythema, and local warmth. 

Ultrasonography revealed multiple small collections involving all quadrants of the left breast and the nipple–

areolar complex (2–3 cc). Given the recurrent course and prior histopathology, a diagnosis of IGM with recurrent 

breast abscess was made. Aspiration was planned, and rheumatologic evaluation was undertaken. Investigations 

including serum calcium, albumin, 24-hour urinary calcium, serum ACE (Angiotensin-Converting Enzyme), c-

ANCA (Cytoplasmic Anti-Neutrophil Cytoplasmic Antibodies), and p-ANCA (Perinuclear Anti-Neutrophil 

Cytoplasmic Antibodies) were performed, and corticosteroid therapy was initiated. The patient was discharged 

on oral antibiotics with follow-up advice. 

 

1. H&E Stain section shows multiple confluent granulomatous and Langerhans type of giant cells & chronic 

inflammatory cell infiltrating into mature adipose tissue (Breast Parenchyma) 

 
20x X 10x = 100x (Magnification) 

 

2. H&E Stain section shows Breast Parenchyma tissue with multiple confluent granulomas 

 
2x X 10x = 20x (Magnification) 
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3. H&E Stain section shows foci of necrosis with acute inflammatory exudate & granuloma formation involving 

breast parenchyma (Acute on Chronic Granulomatous Mastitis) 

 
20x X 10x = 200x (Magnification) 

 

III. Discussion 
This case underscores the diagnostic and therapeutic challenges associated with IGM, a rare chronic 

inflammatory breast disorder. The presentation with recurrent breast masses and abscesses mimicking infectious 

mastitis is characteristic and often leads to misdiagnosis and ineffective antibiotic-based management [1]. The 

clinical overlap with bacterial infection and malignancy further contributes to diagnostic uncertainty. 

Repeated microbiological investigations, consistently negative for pathogens including acid-fast bacilli, 

were essential in excluding infectious etiologies such as tuberculosis, a key differential diagnosis in 

granulomatous breast disease [3]. Histopathological evaluation remains central to diagnosis and typically 

demonstrates non-caseating granulomas centered on breast lobules with associated microabscess formation [4]. 

In this case, fluctuating histopathological findings, ranging from granulomatous mastitis to acute on chronic 

inflammation without granulomas, reflect variability in disease activity and tissue sampling, a recognized 

diagnostic limitation in IGM. Exclusion of other granulomatous conditions and malignancy, supported by 

comprehensive laboratory evaluation including markers for sarcoidosis and vasculitis, is critical for definitive 

diagnosis [6]. 

Although repeated incision and drainage procedures provided temporary symptomatic relief, they failed 

to address the underlying non-infectious, inflammatory process, resulting in recurrence. This highlights the 

limited role of surgical management alone in IGM [7]. Initiation of corticosteroid therapy, following exclusion of 

infectious causes and multidisciplinary evaluation, represents a key step in management, targeting the underlying 

immune-mediated inflammation [2]. IGM predominantly affects parous women of reproductive age, although it 

may also occur in non-lactating individuals, as observed in this case [1,4]. 

 

IV. Conclusion 
This case vividly illustrates the complexities in diagnosing and managing Idiopathic Granulomatous 

Mastitis. The recurrent nature of breast abscesses, despite multiple surgical drainages and antibiotic courses, 

coupled with consistently negative microbiological results and characteristic histopathological findings of non-

caseating granulomas, ultimately led to the diagnosis of IGM. The involvement of a multidisciplinary team, 

including general surgeons, pathologists, and rheumatologists, was crucial in navigating the diagnostic labyrinth 

and implementing an appropriate treatment strategy. This case emphasizes that IGM should be considered in the 

differential diagnosis of recurrent breast abscesses in women of reproductive age, even in the absence of active 

lactation, and that early initiation of corticosteroid therapy, following rigorous exclusion of infectious etiologies 

and other granulomatous diseases, is essential for improving patient outcomes and preventing further recurrence. 
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