Idiopathic Granulomatous Mastitis

Idiopathic Granulomatous Mastitis-A Case Report

Dr. Madhuri S. Kate, Dr. Pruthviraj D. Jaybhaye, Dr. Ramesh J. Awari

Dept Of Pathology, Esi-Pgimsr & Model Hospital, Andheri (E), Mumbai-93, India
Abstracts: Idiopathic granulomatous mastitis (IGM) is an uncommon and curious condition of unknown
etiology. However, its association with the use of oral contraceptive pills, autoimmune disorders,
hyperprolactinaemia and Corynebacterium species has been proposed. It occurs in young parous women and
presents as a firm tender lump that may be mistaken for carcinoma. Histopathologically proven IGM initially
show breast masses which were suspected of having breast carcinoma. So, detailed histopathological
examination of the cases which are suspected as carcinoma is mandatory. We present a case of painless breast
lump with radiological suspicion of malignancy and diagnosed as Idiopathic Granulomatous mastitis without
any underlying cause. Correct diagnosis requires the exclusion of infectious etiologies, other causes of
granulomatous mastitis and malignancy combined with definitive histopathological confirmation. [Kate M
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Introduction: Idiopathic granulomatous mastitis,
first described by Kessler and Wolloch in 1972, is a
rare benign inflammatory disease of the breast in
young women. Clinically and histologically, it is a
mimicker of acute infection or carcinoma of the
breast.Its etiology is unknown, and
autoimmunepathogenesis has been advocated.
Histologically, the disease is characterized by the
occurrence of numerous granulomatous lesions
withmultinucleated cells of the Langhans type
andfocal central necrosis®. All specific infectious,
granulomatous andneoplastic diseases must be
excluded for a correct therapeutical approach’.
Idiopathic ~ granulomatous mastitis (IGm)
characterizedby non-caseating granuloma and
microabscesses limited to breast lobules. The
disease ispresented mostly by multiple and
recurrentbreast abscesses or a firm mass that is
clinicallyand radiologically not distinguished
frombreast cancer’.

Case Details: A 41 year old female presented with
a painless lump in right breast since 2 months
duration. There was no history of trauma or breast
feeding. Clinically, lump measured 2X1 cm, was
mobile, firm, non-tender and located in the
retroareolar region. Overlying skin showed ‘peau-
de-orange’ appearance. The lump was not fixed to
underlying chest wall or muscle. Contralateral
breast and axillary lymph nodes were
unremarkable.

Radiology: USG of the right breast showed a solid
cystic lesion of 2 x 2 cm in the retro-areolar region.
Dilated ducts were seen with echogenic material
and the lesion was labeled as ACR- BIRADS
Category 4. Further, CT scan revealed
asymmetrically enlarged breast with 1.7x 1.2 cm
well defined focal lesion with soft tissue, fat and
eccentric dense calcific foci within it, likely to
represent benign etiology.

FNAC: Fine needle aspiration yielded creamish
aspirate. Alcohol fixed smears were stained with
Papanicolaou stain and the air dried smears by
Giemsa stain. Smears showed numerous non-
caseating granulomas and multinucleate giant cells
admixed with neutrophils and ductal epithelial
cells. There was lobular distribution of mixed
chronic inflammatory cells composed
oflymphocytes, plasma cells, giant cells, the
presence of neutrophilinfiltration and lack of
caseation. Occasional Langhan’s types of giant cells
were also noted. Stain for AFB was negative.
Special stains like PAS and GMS were non
contributory. Provisional diagnosis of
granulomatous mastitis ?tuberculous infection was
offered. Patient was given Anti Koch’s treatment.
However patient stopped the medicine of her own
after 2 months with little improvement.
Lumpectomy was performed and specimen sent
for histopathological examination. Figure 1,2,3
Microphotograph  showing  numerous non-
caseating granulomas and multinucleate giant cells
and perilobular inflammation
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Histology = showed  multiple
granulomas with microabscess formation, which
were confined to the breast lobules. A diagnosis of
Idiopathic granulomatous mastitis was made.

non-caseating

Figure 4: Showing Multiple Granulomas Confined
To Breast Lobules, Microabcess Formation

Figure 5: Showing areas of calcification

Discussion: Idiopathic granulomatous mastitis
(IGM) was first described as a specific entity in
1972by Kessler and Wolloch®. However, its
association with the use of oral contraceptive pills,
autoimmune disorders, hyperprolactinaemiaand
Corynebacteriumspp has been proposed>®’®°.
Studies show that women who are affected by
IGM, belong to third decade of life>* All the
cases described by Kessler and Wolloch [1972] and
Fletcher 1982, occurred within 6 years of
pregnancy. Studies show conflicting data
associating the role of oral contraceptives in
patients diagnose as IGM range from 0 to 33 %> ™"
2. It occurs in young parous women and presents
as a firm tender lump that may be mistaken for
carcinoma® . In a study, all cases with
histopathologically proven IGM initially showed
breast masses which were suspected of having
breast carcinoma™. So, detailed
histopathologicalexamination of the cases which
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are suspected as carcinoma is mandatory.
Histopathologically, IGM may mimic tubercular
mastitis showing well defined granuloma, caseous
type secretions, epitheloid cells and langhans giant
cells and can result in a misdiagnosis of
tuberculosis. Treating tuberculosis with steroids
would aggravate the infection, whereas
unnecessary antitubercular drugs may cause
numerous side effects. So, the differential
diagnosis of tubercular mastitis needs to be
considered™®. The only diagnostic proof of
tubercular mastitis is the demonstration of
tubercle bacilli in amicroscopic smear or culture or
by PCR formycobacterium tuberculosis. Acase
study by KB Sriram and D. Moffat highlight the
difficulty in differentiating culture negative
tuberculosis from granulomatous mastitis and the
importance of a high index of clinical suspicion®’.
The presence of caseousnecrosis, langhans giant
cells and granuloma favour the diagnosis of TB
mastitis, whereas IGM represents a lobular
distribution of mixed chronic inflammatory
processes which are composed of lymphocytes,
plasma cells, giant cells, the presence of
neutrophilinfiltrationand lack of caseation.
Additionally, micro abscess formation and
squamous metaplasia of the Ilobular and
ductularepithelium may occur.Farhan Abbas and
Anwal in their study, found that fat necrosis was
the most predominant feature. Fat damage was
the main cause of the formation of granuloma and
giant cells which were surrounded by lymphocytes,
plasma cells and neutrophils™.
Because the IGM is essentially a diagnosis of
exclusion, other differential diagnoses are rare
specific causes of granulomatous inflammation,
including fungal infections or non infectious
causes, sarcoidosis, Wegner’s  granuloma,
granulomatous angiopanniculitis of the breast, fat
necrosis, foreign body granuloma, plasma cell
mastitis, cholesterol granuloma and milk
granuloma. Combination of any of the above
mentioned conditions is also a possibility, which
must be taken into consideration™°. In this case,
the diagnosis was made on clinical, cytological and
histological judgment. This case appears to be a
distinct disease entity, as neither organisms nor
foreign body materials have been identified. IGM
may occur due to exogenous hormones (oral
contraceptives) or  endogenous  hormones

(prolactins). Oral contraceptives induce hyperplasia
in the lobular ductule, thus leading to the
obstructive desquamation of the ductules,
distention of the ductules and perilobular
inflammatory reactions. Prolactins lead to
postlactional granulomatous mastitis and this is
associated with pregnancy. Fletcher et al. (1982)
suggested that the finding of polymorphs in some
of the ductularlumina might indicate a primary
damage to the epithelium by some unknown
agent, resulting in a leakage of contents and a
subsequent granulomatous response in the
surrounding stroma. In the recently reported cases,
immunostaining showed that the lesions contained
predominantly stromal T Ilymphocytes which
favoured the possibility of a local immune
response. This condition may respond to steroids
and be associated with a high incidence of
postoperative wound infections®. In this patient,
the lesion resolved with steroid treatment. IGM
can recur in up to 50% of the cases, usually within
6 weeks to 11 months after stopping treatment®. .
In refractory cases or in those with persistent
collection, immunosuppressants like methotrexate
have been utilized along with surgical excision.

Conclusion: IGM is rare and benign inflammatory
process which is commonly mistaken for
malignancy and other disease entities which is why
it is often treated incorrectly .Correct diagnosis
requires the exclusion of infectious etiologies,
other causes of granulomatous mastitis and
malignancy combined with definitive
histopathological confirmation. One must not
accept granulomatous mastitis as tuberculosis,
even in the area where tuberculosis is common,
until and unless there is a clear history of
tuberculosis with positive indicators and the
involvement of other organs like the lymphnodes,
in order to avoid the pitfall of prolonged
treatment.
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