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first consulted a peripheral health center for the 
above mentioned complaint, where she was given 
a course of broad spectrum antibiotics for two 
weeks. No improvement was observed clinically 
and malignant nature of the lesion was suspected. 
She was therefore referred to our hospital for 
further investigations and management. She 
is married and has a 5yrs old child who had 
been breast fed for 6 months. No history of oral 
contraceptive usage or hyperprolactinemia or 
febrile illness. On physical examination, there 
were two hard tender masses in the upper and 
lower inner quadrants of right breast, each was 
almost � cm in size. There was also a tender skin 
nodule in the lower inner quadrant of size about 
1.5cm with thickening, induration and focal 
retraction of the over lying skin .Nipple/areola 
complex appeared free. No palpable axillary 
lymph node was evident. Contra lateral breast 
was normal. Based on these features along with 
the clinical history, FNAC of the lesions under U/
S guidance was requested for further evaluation. 

FNAC under U/S guidance was done from 
two lesions. The largest one was measuring 
about 2.5 cm, deep seated in the right mammary 
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Abstract

Idiopathic lobular granulomatous mastititis is 
a rare inflammatory disease of the breast.  Since 
the clinical manifestations simulate those of 
mammary malignancy, it is often misdiagnosed.  
We report a case in a 25 yrs old Egyptian 
woman who had presented with complaint of 
a painful mass in her right breast of � months 
duration. Clinical and radiological examinations 
were indeterminate of its nature and the 
diagnosis was established by histopathogical, 
microbiological and serological tests. Review 
of relevant literature mention the features of 
Idiopathic lobular granulomatous mastititis, 
which impose significant challenge on clinical, 

radiological and even histopathological 
diagnosis. These correlate well with our case 
scenario also. Complete resection of the lesions 
and/or administration of steroids are usually the 
recommended treatment, however about 38% 
patients may experience recurrence. Hence 
proper post treatment follow up is mandatory. 
Awareness among the clinicians, radiologists 
and pathologists about this disease entity is 
required and multi disciplinary approach is 
imperative to establish the diagnosis.  We hope 
to convey these facts through this article with 
the review of relevant literature. 
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Introduction

Idiopathic lobular granulomatous mastititis is a 
rare benign breast disease, first described by Kessler 
and Wolloc 1972(1).It is a chronic necrotizing 
granulomatous lobulitis of unknown etiology. 
The postulated causes include autoimmune 
disease, undetected organisms, reaction to 
childbirth and the use of oral contraceptives, but 
there are reports of ILGM occurring in patients 
who have not received oral contraceptives(1). 
Since the clinical manifestations simulate those of 
mammary malignancy, it often creates diagnostic 
dilemma. We present a case with the clinical and 
imaging features along with a literature review.  
 
Case report 

A 25 yrs old Egyptian female patient was 
referred to Hussein Makki Jumma center for 
specialized surgery from a peripheral health 
center with complaint of a painful mass in the 
upper inner quadrant of the right breast. She had 
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parenchyma. Result revealed cellular atypia. 
Aspiration cytology of the skin nodule was also 
done which yielded purulent aspirate. However 
on culture, the aspirate was sterile.

Bilateral digital mammogram was done as a 
base line radiological investigation, which showed 
relatively denser parenchyma in the inner half 
of the right breast and multicentric, ill-defined, 
irregularly marginated nodular opacities in the 
upper inner, central and lower inner quadrants of 
the right breast causing architectural distortion. 
A skin nodule was also seen in the lower inner 
quadrant of size about 1.5cm with surrounding 
skin thickening (Figure. 1). No abnormal micro 
or macro calcifications were seen .The left breast 
was normal mammographically. Both axillae 
showed small non specific lymph nodes. In view 
of the above mentioned features in the right 
breast, possibility of malignancy was suspected 
and correlated U/S study was performed.

On U/S study of the breasts using 7.5MHz 
linear transducer, the right breast showed 
multiple irregularly marginated parenchymal 
mass lesions of variable sizes which were 
heterogeneously hypoechoic in echotexture. The 
U/S detected about 5 masses, more than those 
seen on mammogram.   These were surrounded 
by irregular hypoechoic tortuous ducts. The 
nodules showed focal posterior acoustic 
shadowing with echogenic halo around them 
(Figure 2). A cuteneous nodule was also seen 
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mass showed perilobular granulomatous inflammation composed of epitheloid

cells and Langhans giant cells with background lymphocytes and plasma cells. The

histochemical stain, Ziehl Neelsen for acid fast bacilli were negative. There were

no signs of malignancy (image 8). Based on these findings a diagnosis of lobular

granulomatous mastitis was made. More advanced microbiological and

serological and hematological investigations were performed including PCR test

for mycobacterium to determine the etiology of such granulomatous mastitis, all

of them yielded negative results. Hence the idiopathic granulomatous mastitis as

final diagnosis was established. Patient has been kept under clinical care since

then and remained in good health. She is scheduled for follow up U/S.

Image 1: CC (le ) and MLO (right) digital mammography views of the right breast
showing UIQ, central indistinct outline nodules (arrow heads) and LIQ skin
nodule and thickening (arrow)
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Image 2, US of the right breast showing mul ple hypoechoic irregular outline
nodules with marginal focal acoustic shadowing (left) and the
superficially locate one with low level echoes within and posterior
acoustic enhancement denoting cystic component (right).

Image 3: Axial T2 FS Weighted images show the right LIQ ill dened irregular
shaped hyper intense mass with overlying skin thickening (arrow).

that showed central low level echoes. Left breast 
was normal sonologically. Visualized axillary 
lymph nodes on both sides showed variable 
degree of preservation of hilar fat favouring 
their benign nature. The impression by US was 
probably benign findings of the right breast 
lesions; favouring breast abscesses. Based on 
mammographic and sonographic features, the 
lesions were classified as BIRADs category 3

Before core biopsy, we recommended breast 
MR for proper evaluation of the right breast 
lesions and to rule out contra-lateral left breast 
involvement. On MRI, both morphological and 
dynamic enhancement features of the right breast 
lesions were evaluated. Enhancement kinetics 
of the lesions was also quantitatively evaluated 
using   time intensity curve. 

On T2 Fat Suppression weighted images, 

Fig.  1 : CC (left) and Mlo (right) digital mammography 
views of the right breast showing UIQ, central indistinct 
outline nodules (arrow heads) and lIQ skin nodule and 
thickening (arrow)

Fig. 2 : US of the right breast showing multiple 
hypoechoic irregular outline nodules  with marginal 
focal	acoustic	 shadowing	 (left)	 	 	 and	 the	 superficially	
locate one with low level echoes within and posterior 
acoustic enhancement denoting cystic component 
(right).
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Image 2, US of the right breast showing mul ple hypoechoic irregular outline
nodules with marginal focal acoustic shadowing (left) and the
superficially locate one with low level echoes within and posterior
acoustic enhancement denoting cystic component (right).

Image 3: Axial T2 FS Weighted images show the right LIQ ill dened irregular
shaped hyper intense mass with overlying skin thickening (arrow).

Fig. 3 : Axial T2 FS Weighted images show the right 
LIQ	 ill	 defined	 irregular	 shaped	 hyper	 intense	mass	
with overlying skin thickening (arrow).
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Image 4: Axial T1 weighted images showing the right LIQ mass. Note the strand
seen extending from the mass to the skin (arrow)

Image 5: MIP images of the right breast showing the mul centric contiguous UIQ
and LIQ enhancing irregular shape and outline masses.

Image 6: Axial subtracted (le ) and delayed T1 FS weighted images (right)
showing the heterogeneously enhancing right LIQ mass. Note the
strands seen extending to the overlying skin.
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Image 4: Axial T1 weighted images showing the right LIQ mass. Note the strand
seen extending from the mass to the skin (arrow)

Image 5: MIP images of the right breast showing the mul centric contiguous UIQ
and LIQ enhancing irregular shape and outline masses.

Image 6: Axial subtracted (le ) and delayed T1 FS weighted images (right)
showing the heterogeneously enhancing right LIQ mass. Note the
strands seen extending to the overlying skin.
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Image 4: Axial T1 weighted images showing the right LIQ mass. Note the strand
seen extending from the mass to the skin (arrow)

Image 5: MIP images of the right breast showing the mul centric contiguous UIQ
and LIQ enhancing irregular shape and outline masses.

Image 6: Axial subtracted (le ) and delayed T1 FS weighted images (right)
showing the heterogeneously enhancing right LIQ mass. Note the
strands seen extending to the overlying skin.

Fig. 4 : Axial T1 weighted images showing the right 
lIQ mass. Note the strand seen extending from the 
mass to the skin (arrow)

Fig. 5 : MIP images of the right breast showing the multi-centric contiguous UIQ and lIQ enhancing irregular 
shape and outline masses.

Fig.  6 :  Axial subtracted (left) and delayed T1 FS weighted images (right) showing the heterogeneously enhancing 
right lIQ mass. Note the strands seen extending to the overlying skin.
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Image 7: Time intensity curve shows rapid initial upslope followed by plateau.

Type II pattern.

Image 8: Microscopic feature of the largest right breast mass showing epithelioid
cells and Langhans giant cells in granulomas with background lymphocytes and
plasma cells. Langhans giant cell in granulomas

Discussion 

Fig. 7 : Time-intensity curve shows rapid initial upslope 
followed by plateau. Type II pattern.

the masses shows heterogeneous hyper intense 
signal with ill defined outline connected with 
thick hyper intense strands (Figure �). On 
non enhanced 3D T1 fast spoiled gradient 
echo images, the lesions and the strands show 
homogenous hypo intense signal (Figure 4). 
The post contrast sequences, MIP (Figure 5) 
and subtracted images (Figure 6) show intense 
heterogeneously enhancing five irregular shape 
and outline masses communicating through 
enhancing ducts like of irregular calibers. The 

lesions show rapid wash-in in the first two post 
contrast sequence followed by plateau. The 
skin mass showed rim enhancement and poorly 
enhancing center indicating cystic component. 
The time intensity curve shows intermediate 
type II pattern (Figure 7). The final impression 
was that; the features were suspicious but not 
characteristic for malignancy. Core biopsy 
was recommended for final histopathology 
evaluation.

Core biopsy was done under US guidance 
from the largest deep located mass measuring 
2.5 cm in the UIQ using 14 G automated gun. 
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The pathology of the mass showed perilobular 
granulomatous inflammation composed of 
epitheloid cells and Langhans giant cells with 
background lymphocytes and plasma cells. The 
histochemical stain, Ziehl Neelsen for acid-fast 
bacilli were negative. There were no signs of 
malignancy (Figure 8). Based on these findings 
a diagnosis of lobular granulomatous mastitis 
was made. More advanced microbiological and 
serological and hematological investigations were 
performed including PCR test for mycobacterium 
to determine the etiology of such granulomatous 
mastitis, all of them yielded negative results. 
Hence the idiopathic granulomatous mastitis as 
final diagnosis was established. Patient has been 
kept under clinical care since then and remained 
in good health. She is scheduled for follow up 
U/S. 

Discussion 

Idiopathic lobular granulomatous mastitis 
is a very rare benign breast disease that can 
clinically mimic breast cancer, first described by 
Kessler and Wolloc (1) in 1972. The etiology of 
ILGM is unclear. The postulated causes include 
autoimmune disease, undetected organisms, 
reaction to childbirth and the use of oral 
contraceptives, but there are reports of ILGM 
occurring in patients who have not received 
oral contraceptives (1). Further, not all patients 
have a history of childbirth, and some have 
hyperprolactinemia (14). Fletcher and colleagues 
(�) suggested that the initial event was damage 
to ductular epithelium by infection, trauma 

or chemically induced inflammation, which 
allowed luminal secretion to escape into the 
lobular connective tissue, where it stimulated a 
granulomatous response and further damage the 
lobular structures.

ILGM is well known for its worrisome 
clinical presentations as a hard breast lump, 
particularly in younger women. Affected women 
are nearly always parous and usually present in 
their early thirties (2). On the whole, unilateral 
involvement of the breasts is typical, although 
bilateral disease has been described (�). A tender 
extra-areola lump is the usual presentation 
associated with fixation to the skin or to the 
underlying pectoralis muscle. Similar features 
were encountered in our case. Occasionally, 
nipple retraction and lymphadenopathy is seen, 
and regional lympadenopathy may be present in 
up to 15% of cases (2). These features were not 
observed in our case. Patients will have a breast 
mass that can vary in size from 0.5 to 9 cm, 
and often the overlying skin is inflammed (1, 3). 
In our case, the sizes of the lesions were within 
this range. Inflammatory breast lesions of this 
kind may be clinically mistaken for malignancy, 
particularly if reactive draining lymph nodes 
are enlarged. As a result of the sinister nature of 
these signs, there is often a strong suspicion of 
breast cancer.

Radiological findings are, in many cases 
unable to resolve the differential diagnosis of 
inflammatory process and malignancy. The 
mammographic findings of granulomatous 
mastitis are not well documented and often 
mimic breast carcinoma (multiple small masses 
or a large, focal asymmetric density with 
architectural distortion). ENGIN et al came to 
the conclusion that mammography does not play 
a significant role in the differential diagnosis of 
granulomatosis versus carcinoma and stated that 
all cases require histopathological confirmation 
(6). In the presented case, the features were of 
similar nature. 

Ultrasound usually reveals a large 
inhomogeneous, hypoechogenicity with 
surrounding tubular lesions (4-5). Boo-Kyung Han, 
et al, believe that the sonographic appearance of 
multiple relatively circumscribed, heterogeneous 
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Image 7: Time intensity curve shows rapid initial upslope followed by plateau.

Type II pattern.

Image 8: Microscopic feature of the largest right breast mass showing epithelioid
cells and Langhans giant cells in granulomas with background lymphocytes and
plasma cells. Langhans giant cell in granulomas

Discussion 

Fig.  8 : Microscopic feature of the largest right breast 
mass showing epithelioid cells and langhans giant 
cells in granulomas with background lymphocytes and 
plasma cells. langhans giant cell in  granulomas
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hypoechoic lesions with a tubular configuration 
that are sometimes associated with a large 
hypoechoic mass is suggestive of granulomatous 
mastitis (7). In our reported case, the sonographic 
appearance was described as inhomogeneous, 
irregular hypoechoic lesions with focal marginal 
posterior shadowing.

Magnetic resonance images could be useful in 
order to indicate active lesions and to precisely 
locate the extent of the lesions within the breast, 
but it is impossible to differentiate an active 
inflammatory process from a neoplastic process 
if the technique focuses on the morphology of the 
mass(es) rather than on vascular physiology. The 
dynamic contrast-enhanced magnetic resonance 
mammography focuses on the dynamic rather 
than morphological attributes of the lesions 
and indirectly reveals their vascular nature 
and could potentially be used to discriminate 
between benign and malignant processes, 
but the difference between carcinoma and 
inflammatory process remains difficult (�). In this 
case, MRI helped in assessing the morphological 
characteristics in greater details including the 
multicentricity, extent of the disease, ruling out 
the contra lateral breast involvement and also 
the lymph nodal status. Dynamic enhancement 
features complimented with quantitative kinetic 
curve analysis was a valuable adjunct for 
morphological analysis to determine whether 
the lesions are benign or malignant. How ever 
a definite conclusion could not be made in 
this regard or its probable pathological nature, 
though a suspicion of malignancy was raised. 
This points towards the fact that MRI features 
may not be specific in the diagnosis of idiopathic 
granulomatous mastitis. Similar observations are 
evident in the review of relevant literature also.

Among the large series describing the FNAC 
features of GM in the literature, the usefulness 
of  FNAC in GM has been debated, with some 
authors confirming the useful role of FNAC (10) 
and others concluding that the various causes 
of granulomatous inflammation cannot be 
confidently differentiated by FNAC.(11) However, 
FNAC may not always differentiate between 
ILGM and other Granulomatous diseases of the 
breast, and a confident diagnosis may require 

histological samples, negative microbiological 
investigations and clinical correlation. In the case 
discussed, the aspiration cytology result revealed 
cellular atypia, making its role in the diagnosis 
of granulomatous mastitis debatable. 

Core biopsy is mostly used to collect adequate 
tissue specimens for microbiological and 
histopathological investigations to differentiae 
ILGM from other pathological entities such 
as tuberculosis, sarcoidosis, etc including 
malignancy. Granulomatous mastitis is 
characterized on histopathology by the presence 
of noncaseating granulomas confined to the 
breast lobules, in which no microorganisms 
are found (12). The granulomas consisting of 
epithelioid histiocytes and multinucleated 
Langhans giant cells that are surrounded by 
lymphocytes and plasma cells. Such findings are 
the same found in the histopathology result from 
our presented case.  Frequently, the granulomas 
became confluent with central suppuration and 

Infectious
•	 Mycobacterium tuberculosis
•	 Blastomycosis
•	 Cryptococcosis
•	 Histoplasmosis
•	 Actinomycosis
•	 Filarial infection
•	 Corynebacterium
Autoimmune process
•	 Wegener granulomatosis
•	 Giant cell arteritis
•	 Foreign body reaction
Duct ectasis
•	 Plasma cell mastitis
•	 Subareolar granuloma
•	 Periductal mastitis
Diabetes mellitus
Sarcoidosis
Fat necrosis

Idiopathic
Box.  1 : Etiologic differential diagnosis in granulomatous 
lesions of the breast
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liquefaction necrosis (13). 

The diagnosis of ILGM requires that other 
causes of granulomatous breast lesions to be 
excluded (Box 1). TB is an important differential 
diagnosis because of the implications of 
corticosteroid therapy; however, the histological 
features of ILGM differ from those of typical 
TB. 

Little is known about the optimal therapy 
of ILGM. The natural history of idiopathic 
granulomatous mastitis is often that of a self-
limiting condition and 50 % of the cases recover 
uneventfully. The usual therapy is wide local 
excision of the breast mass. Postoperative wound 
infection, fistulas, chronic suppuration and 
recurrence are often seen, necessitating repeated 
surgical interventions. Limited excision alone has 
a strong tendency for persistence or recurrence 
(15-16). The effect of a short course of high-dose 
prednisone (60mg/day during three weeks) can 
be quite impressive. Long-term 

follow-up is indicated since more than 38% of 
the patients with IGM experience recurrence (19).  

Conclusion

In conclusion the ILGM is a rare inflammatory 
disease that can mimic malignancy.  It can often 
impose significant clinical and radiological 
diagnostic delimma. None of the cases in the 
reviewed literature were diagnosed clinically 
and radiologically prior to core biopsy and 
histopathological examinations, as was in 
our case. This emphasizes the importance of 
a multidisciplinary approach in establishing 
the diagnosis of ILGM. Awareness among the 
clinicians, radiologists and pathologist about this 
rare but distinct disease entity is imperative for 
early diagnosis and effective management. We 
hope to convey these facts through this article 
with support of relevant literature. 
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