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Diagnosis and Treatment of Granulomatous Mastitis

—A study of 12 cases—

Sang-Dal Lee, M.D., Hae-Lin Park, M.D., Seok-Jin Nam, M.D., Young-Hyeh Ko, M.D.*
Howe-Jung Ree, M.D.*, Boo-Kyung Han, M.D.", Yeon-Hyun Choi, M.D."
and Jung-Hyun Yang, M.D.

Departments of General Surgery, *Diagnostic Pathology, and TRadiology, Samsung Medical Center,
Sungkyunkwan University School of Medicine, Seoul, Korea

Purpose: Granulomatous mastitis is a benign inflammatory disease of the breast and its etiology is
not clearly defined. In 1972, Kessler and Wolloch described the microscopic features of granulomatous
mastitis, but frequently it mimics a carcinoma in a clinical setting. This study was performed to determine
the modalities that are important for the diagnosis and the treatment of granulomatous mastitis. Methods:
We studied 12 patients who were diagnosed as having granulomatous mastitis based on pathology. Age,
parity, time from last delivery, number of operations, past history of breast feeding and oral contra-
ceptives, radiologic findings, and cytologic results were retrospectively evaluated. In two recent cases,
a polymerase chain reaction (PCR) for mycobacterium tuberculosis was performed to exclude tuberculous
mastitis. Results: Among the 12 patients, 8 were in the thirties, 2 in the twenties, 1 in the forties and
1 in the fifties. Of the 12 patients, 9 patienis had breast fed and 2 patients had used oral contraceptive
pills previously. No patients were suffered from pulmonary tuberculosis. The mean number of deliveries
was two, The time from last delivery were varied from 3 weeks to 24 years but most were within 6
years. The location of the lesions were the upper outer quadrant in 6, upper inner quadrant in 3, inner
area in 1, lower outer quadrant in 1 and lower inner quadrant in 1 patient. The mean size of the lesions
was 3.52 cm. Preoperative mammography was not helpful in finding granulomatous mastitis. Ultra-
sonographically multiple clustered, contiguous tubular hypochoic lesions suggested the possibility of the
disease. Furthermore, fine needle aspiration cytology showed epithelial histiocytes or giant cells and could
be used to diagnose granulomatous mastitis. Cultures of microorganisms were sterile, and AFB stainings
were all negative. Tuberculous mastitis was excluded by PCR in 2 cases. Surgical resection of the affected
tissue was performed in 8 patients and steroid therapy was performed in the remaining 4 who had been
surgically treated in other clinics before. All excision cases, except one, were cured. Among the patients
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for whom steroid therapy was used, 1 patient was cured, 1 had a recurrence and the remaining 2 are
now under treatment. Conclusion: Although rare, granulomatous mastitis could be diagnosed with the aid
of ultrasonography and cytology. Surgical excision of the affected tissue and long-term steroid therapy

could be used to treat the disease.
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Table 1. Clinical features of the patients of granulomatous mastitis

Case Age Parity Br::st opr]alll mf gg‘: Location Size (cm) op};::t){on

1 32 2 + - 6 yr Rt. Outer 3.2 -

2 31 2 + - 2 mo Rt. Outer 3 4 I/D*, 1 excision
3 30 1 - - 3 yr Rt.upper 15 2 I/D*

4 36 3 - - 3wk Lt UIQ' 3 -

5 34 2 + + 5y Lt. qu" 5 1 yD*

6 31 1 + - 3 yr Lt UIQ 3 -

7 32 2 + - 5yt Lt. UIQ' 5 1 yD*

8 40 2 - + 6 yr Lt. LOQ" 4 -

9 26 2 + - 3yr Lt. voQ' 4 -

10 54 5 + - 24 yr Lt. Upper 2.5 -

11 29 1 + - 4 yr Lt. Inner 3 -

12 35 2 + - 5yr Lt. LIQ® 5 -

*/D: incision and drainage, *UIQ: upper inner quadrant, 'uoQ: upper outer quadrant, iLIQ: lower inner quadrant,

'LOQ: lower outer quadrant
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Fig. 1. Ultrasonographic appearance of multiple clustered, contiguous tubular hypochoic lesions.

Table 2. Preoperative radiologic findings

Ultrasonography

Case Mammography
1 Irregular density, circumscribed mass
2 —
3 -
4 Focal asymmetric density
5 —
6 Focal asymmetric density, multiple small ill-
defined nodules
7 Irregular density
8 Irregular density with architectural distortion
9 Focal asymmetric density with architectural
distortion
10 Normal
11 Irregular density with architectural distortion
12 Focal asymmetry, Lt. LIQ

Multiple tubular hypoechoic lesions

Multiple tubular hypoechoic lesions

Muitiple tubular hypoechoic lesions
Ill-defined large mass with tubular extension
Ill-defined large mass with tubular extension
Ill-defined large mass, multiple tubular
hypoechoic lesions

Multiple tubular hypoechoic lesions

Ill-defined large mass with tubular extension

Ili-defined large mass with tubular extension
Ili-defined large mass with duct ectasia
Multtiple tubular hypoechoic lesions and
hyperechoic change in subcutaneous fat layer
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Fig. 2. Fine needle aspiration findings showing clusters of epithelioid histiocytes in the background of
neutrophil dominant inflammatory cells (X 250).

Table 3. Preoperative cytologic findings

C Epitheloid Multinucleated
histiocyte  giant cell

., Necrotic
Neutrophil bach i

1 +++ - +++ + + +
2 + + + +++ ++
3 + +++ + -+ -

4 +++ - * -

5 +++ - + ~

6 +++ - + -

7 + ++ + -+ + +++
§ + + + -

9 - + +++ +
10+ + ++ + ++
11 - + ++ +

12 - ++ +++ -

5 £ yo] JUHE LAEE AKEW Aol
golwd X HEY odloiMe fobA € A
¥ 4 UcHFig. 1, Table 2).
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Fig. 3. Mass composed of fat and c portion.
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Fig. 4. Characteristic lobulocentric lesion: Granulomatous inflammations are showed in the lobules.

Fig. 5. Granulomatous inflammation with central suppuration (x250).
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Table 4. Treatment and follow up course

Case Treatment Follow up courses
1 Excision Recovered
2 Prednisolone for § Recurrence after 6
months months
3 Prednisolone for 4 Recovered
months
4  Excision Recovered

5  Excision and prednisolone Being treated
for 2 months

6  Excision Recovered
7  Prednisolone for Being treated
3 months

8  Excision Recovered

9  Excision Recovered

10 Excision Recovered

11 Excision Recovered

12 Excision Recurrence after 2

months
i &
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