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ABSTRACT
Background: Idiopathic granulomatous mas s (IGM) is an uncommon benign chronic inflammatory breast lesion,
characterized histologically by noncasea ng granulomatous inflamma on. It presents a challenging clinical scenario,
as it can mimic breast carcinoma on imaging and physical examina on. The e ology, clinical course, and op mal
treatment of this disorder remain unclear.
Objec ve: The goal of this study was to develop a clinical protocol based on op mal response to therapies u lized for
the treatment of IGM.
Methods: Hospital records were reviewed for granulomatous mas s demonstrated on pathology. Charts were
reviewed for demographic informa on, history with regard to poten al triggers, clinical data on presenta on, courses
of treatment, and response to therapy. Time to clinical resolu on was analyzed with the Kaplan‐Meier method.
Clinical protocol was subsequently developed a er careful analysis of response, with a focus on minimizing morbidity.
Results: IGM was iden fied in 23 women: mean age was 33.6 years, 82.6% were premenopausal, 95.6% were
Hispanic, and 78.3% were mul parous. Of these pa ents, 95.2% presented with a palpable mass, along with
associated skin changes (59.1%), pain (59.1%), and nipple discharge (22.7%). On examina on or imaging, 69.6% of
pa ents had a mass >3 cm, with a median Breast Imaging Repor ng and Data System score of 4 on ini al imaging. Ten
pa ents received a single form of therapy, while 11 pa ents received mul modal therapy. Two pa ents were
followed up expectantly. Treatment modali es included an bio cs, oral steroids, aspira on, surgery, and topical
steroids, with an bio cs and oral steroids the most common primary therapies. Oral steroid treatment was more
likely to result in clinical response (80.0%) than were an bio cs (44.4%). Median me to clinical resolu on was 21.4
months.
Conclusions: IGM remains a diﬃcult clinical en ty with unknown e ology. While this disorder appears to be self‐
limited, clinical course is o en prolonged. Core needle biopsy is reliable for establishing the diagnosis and excluding
malignancy. Expectant management is ideal, with therapy aimed at improving symptoms while limi ng morbidity of
treatment.
INTRODUCTION
Idiopathic granulomatous mas s (IGM) is an uncommon
chronic inflammatory breast lesion first described in 1972
by Kessler and Wolloch.1 While it is a benign diagnosis, it
presents a clinical problem, as it can simulate breast
carcinoma on imaging and physical examina on.2 Despite
published literature spanning almost 40 years with more
than 500 cases documented, the e ology, clinical course,
and op mal treatment of this disorder remain unclear.3
Defini ve diagnosis of IGM is made only a er histologic
confirma on
of
noncasea ng
granulomatous
inflamma on in the breast lobules with or without
associated microabscesses (Figure 1).3,4 Pathologic
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features may overlap with other infec ous or
noninfec ous causes of granulomatous disease in the
breast, such as infec on with Mycobacterium
tuberculosis, sarcoidosis, Wegener’s granulomatosis,
fungal infec ons, and others.5
IGM typically aﬀects young parous women of
childbearing age, although it has been described in
pa ents as young as 11 and as old as 80 years of age.6
Associa ons have been made in previous studies
between IGM and pregnancy, lacta on, and oral
contracep ve (OC) use, but no definite causality has
been defined. IGM is thought to have an autoimmune
e ology, with inflammatory response to an inci ng
1
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agent, possibly extravasated milk protein, a local
chemical irritant, local trauma, environmental exposure,
or a viral infec on.7
The treatment of IGM includes systemic steroids,3,8
an bio cs,8
surgical
excision,9,10 and
other
immunosuppressive agents such as methotrexate.3,4 The
disease process tends to be chronic, and can lead to
significant cosme c deformity as well as diminished
quality of life for women with this diagnosis.3 There is
currently no consensus on op mal therapeu c
interven ons and the order in which they should be
ini ated. Anecdotal clinical experience revealed an
unusually large number of pa ents with a diagnosis of
IGM presen ng for management at our ins tu on.
Because of the lack of published guidance on treatment
of this disease, we performed a review of our experience
with IGM to op mize clinical protocols.

iden fied who had core needle biopsy demonstra ng the
characteris c pathologic findings of noncasea ng,
granulomatous inflamma on of the breast lobules.
Exclusion of tuberculous or fungal causes of
granulomatous mas s was performed using histologic
staining for acid‐fast bacilli and Groco ’s methenamine
silver staining.
Medical records were reviewed for demographic
informa on (age at diagnosis, race/ethnicity, sex),
history (pregnancy, menopausal status, history of
breas eeding, me from last live birth to presenta on of
IGM, OC use, smoking history), clinical data (presen ng
symptoms, size/loca on of mass, presence of skin
changes, clinical impression on presenta on, ini al
Breast Imaging Repor ng and Data System [BIRADS]
status, review of pathology, cultures) and treatment data
(courses of therapy, use of steroids/an bio cs/surgery,
number of clinic visits/emergency department visits,
me to resolu on of process, status of disease at last
follow‐up). Response to individual courses of therapy
was obtained from clinical documenta on, with posi ve
clinical response defined as any subjec ve improvement
in the pa ent’s symptomatology, or objec ve
improvement in examina on findings at the me of
follow‐up. A me to clinical resolu on of disease curve
was generated with Kaplan‐Meier methods for me to
event using Prism 6 so ware (GraphPad So ware, San
Diego, CA).
RESULTS
Demographics

Figure 1. Granulomatous inflamma on with giant
cells, magnifica on X 20, H&E
METHODS
An ins tu onal review board–approved, retrospec ve
search of electronic medical records spanning 2006 to
2013 for Parkland Memorial Hospital, Dallas, Texas, was
conducted. Parkland Hospital is a county hospital that
serves a primarily uninsured, minority popula on.
Records were searched for the diagnosis of
“granulomatous mas s.” Twenty‐three pa ents were
Journal of Rare Disorders Vol. 2, Issue 1, 2014

Idiopathic granulomatous mas s aﬀected primarily
young women (age range, 21–53 years; mean age, 33.6
years) (Table 1). Three women were perimenopausal and
1 woman was postmenopausal at presenta on. All
pa ents except 1 were Hispanic (95.6%). Informa on
regarding previous pregnancies was available for 20 of
23 pa ents; 18 of 20 were mul parous, with 2 pa ents
having IGM diagnosed following their first pregnancy,
and 1 woman was nulliparous. Informa on on me from
last live birth to diagnosis of IGM was available for 15 of
23 pa ents. A majority of pa ents (56.5%) had given
birth in the 5 years preceding diagnosis of IGM, with the
most common interval 2 to 5 years following the last live
birth. Informa on on OC use was available for 15
pa ents; 11 of 15 had taken OCs at some point prior to
diagnosis of IGM. Only 1 pa ent was iden fied as a
smoker.
2
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Table 1. Clinical Characteris cs of Pa ents
Age
Range

21-53
years

Mean

33.6 years

Race/ethnicity

Number of
Patients

Percent of
Patients

Hispanic

22

95.6

Black

1

4.3

Premenpausal

19

82.6

Perimenopausal

3

13.0

Postmenopausal

1

4.3

Nulliparous

1

4.3

Primiparous

2

8.7

Multiparous

18

78.3

Menopausal Status

Parity

skin changes (56.5% each), erythema (39.1%), nipple
discharge (21.7%), and axillary lymphadenopathy (13.0%)
at presenta on. All pa ents underwent breast imaging,
with a median BIRADS score of 4. The largest size of the
IGM process was >5 cm in 8 pa ents (34.8%), 3 to 5 cm in
8 pa ents (34.8%), 2 to 3 cm in 4 pa ents (17.4%), and <2
cm in 3 pa ents (13.0%). Five pa ents had persistent
drainage from the core needle biopsy site, while 1 pa ent
developed a spontaneously draining sinus tract prior to
biopsy.
Treatment
The median number of courses of therapy was 2 (range, 0
–8). Ten pa ents received a single form of therapy, while
Table 2. Clinical Characteris cs of IGM on Presenta on.
Characteristic

Number of
Patients

Percent of
Patients

Signs/symptoms at presentation

Time from last live birth to presentation of IGM

Pain

13

56.5

Skin Changes

13

56.6

<1 year

1

4.3

Erythema

9

39.1

1 to 2 years

4

17.4

Nipple discharge

5

21.7

2 to 5 years

8

34.8

Lymphadenophathy

3

13.0

>5 years

2

8.7

Largest size of IGM process

Unknown

8

34.8

<2 cm

3

13.0

Yes

11

47.8

2 to 3 cm

4

17.4

No

4

17.4

3 to 5 cm

8

34.8

Unknown

8

34.8

>5 cm

8

34.8

Yes

10

43.5

No

1

4.3

Unknown

12

52.2

Previous smoker

1

4.3

Never used

22

95.7

Prior OC use

History of breastfeeding

Smoking history

IGM, idiopathic granulomatous mas
contracep ve.

s, OC, oral

Presenta on
All of the pa ents except 1 presented with a palpable
finding, while 1 pa ent presented with recurrent,
persistent breast pain only, with no palpable abnormality
(Table 2). Twenty of 23 pa ents (87.0%) presented with
associated symptoms in addi on to the mass: pain and
Journal of Rare Disorders Vol. 2, Issue 1, 2014

IGM, idiopathic granulomatous mas

s.

11 pa ents received mul modal therapy. Ini al therapy
was with an bio cs in 9 pa ents, oral steroids in 7
pa ents, aspira on in 4 pa ents, and surgery in 1 pa ent.
Two pa ents were followed up expectantly without
interven on.
Thirteen of 23 pa ents received an bio cs during their
course of treatment, 6 receiving more than 1 course, for
a total of 18 courses of an bio cs used (Figure 2). Clinical
response was noted in 44%. Cultures were obtained from
6 of 23 pa ents through aspira on or opera ve drainage.
One culture returned corynebacteria, while the
remainder showed no growth of microorganisms, with an
inflammatory infiltrate of white blood cells on Gram
stain.
3
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Only one recurrence was observed: a pa ent who was
followed up through resolu on on the aﬀected side
returned with contralateral disease 2 years from ini al
presenta on. The ini al treatment modality did not seem
to predict resolu on (Table 3), nor did any combina on
of treatment modali es (Table 4).

Figure 2. Clinical response to treatment modali es.
Ten pa ents received oral steroids; 5 received mul ple
courses of oral steroids. Clinical response was noted in
80%. No cases of steroid‐induced diabetes were noted.
There was no use of methotrexate or any other
immunosuppressive agent. Three courses of topical
steroids were used in 2 pa ents, with clinical response in
1 pa ent.
Six pa ents had aspira on of the breast, and 2 received
mul ple aspira ons. Clinical response was noted for each
of the 8 instances. Five pa ents underwent a total of 7
surgeries. One pa ent underwent par al mastectomy,
while the remainder of cases had simple incision and
drainage procedures. The par al mastectomy was
performed for a pa ent with a limited area of IGM (<3
cm with no overlying skin changes); clinic notes reflect
that this was the pa ent’s preference. She had clinical
resolu on of IGM, with no wound morbidity, and no
evidence of disease at last follow‐up. Two pa ents
experienced wound morbidity, with persistent drainage
from the incision and drainage site. Three of 5 pa ents
who underwent surgery had eventual clinical resolu on,
with no evidence of disease at last follow‐up.
Two pa ents did not receive any therapy, no ng that
their symptoms had improved from the me of
presenta on to their first visit to the breast clinic. These
2 pa ents had expectant management with follow‐up; 1
had no clinical evidence of disease on final follow‐up (4.1
months from presenta on), while the other was clinically
improving on final follow‐up (3.5 months from
presenta on).
Journal of Rare Disorders Vol. 2, Issue 1, 2014

At a median overall follow‐up of 26.6 months, 11 pa ents
(47.8%) had no clinical evidence of disease compared
with 12 (52.2%) with persistent disease. Overall median
me to clinical resolu on (T50) was 21.4 months (Figure
3). Median me to resolu on for the group with
resolu on of disease was 17.0 months. Median length of
follow‐up for the group with resolu on of disease was
34.9 months versus 11.9 months for those with
persistent disease.
Table 3. Ini al Treatment Modality and Clinical
Resolu on
Initial Treatment Modality

Resolution

Stable
Disease

No therapy

1

1

Antibiotics

4

5

Oral steroids

3

4

Aspiration

2

2

Surgery

1

Table 4. Combina ons of Treatment Modali es and
Clinical Resolu on
Treatment Modality

Resolution

Stable
Disease

No therapy

1

1

Antibiotics

2

1

Oral steroids

2

1

Aspiration

2

1

Surgery

1

Antibiotics + oral steroids

1

Antibiotics + aspiration
Antibiotics + surgery

2
1

2

Antibiotics + oral steroids + surgery

2

Antibiotics + oral steroids + aspiration

1

Oral steroids + aspiration

1

Oral steroids + topical steroids

1

4
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varying response rates to therapy are a frustra on for
both pa ent and physician. Long dura on of medical
therapy, cosme c deformity a er surgery, and the
possibility of recurrence are important quality‐of‐life
issues. Uncertainty regarding the e ology of disease and
persistent symptoms have led to a spectrum of
treatment recommenda ons, from observa on20 to
mastectomy.9

Figure 3. Kaplan Meier curve of me to clinical
resolu on of disease.
DISCUSSION
This series represents one of the largest reported cases
of IGM treated at a single ins tu on in the United States.
The pa ents in this case series were almost uniformly
Hispanic, which is dispropor onate to our clinic
demographics, as Hispanics represent 40% of the
popula on served by the Parkland breast clinic.11
Previous studies suggest that IGM is more common in
nonwhites,12 and the largest series exist in the
developing world. This led us to ques on the ming of
immigra on in these pa ents; however, immigra on
status could not be readily determined from clinic
records. We plo ed the residences of the pa ents by zip
code to evaluate for a possible common environmental
exposure, but found that they were evenly distributed
across the metropolitan area (data not shown).
Similar to other series, most of our pa ents were young,
premenopausal, mul parous, and had given birth in the
preceding 5 years.12 Prior pregnancy, lacta on, OC use,
and smoking were specifically explored, as they have
been previously associated with IGM. The associa on of
IGM with parity/lacta onal change of the breast is
demonstrated in this series. Interes ngly, 3 pa ents who
were followed up un l clinical resolu on of IGM have
had subsequent pregnancies, and none of these pa ents
has developed recurrence a er their pregnancy. Only 1
pa ent was a smoker, in contrast with periductal
mas s, which is strongly associated with smoking.13
Our data reinforce the chronicity of IGM. Pa ents had a
mean 5.37 clinic visits per pa ent/year related to IGM.
The chronic nature of complaints with IGM and the
Journal of Rare Disorders Vol. 2, Issue 1, 2014

An bio cs were frequently used in this series, most
commonly in the primary care/emergency department
se ng, with a limited clinical response rate.
Superinfec on appears to be rela vely rare, with Gram
stain and culture results in our series most commonly
showing an inflammatory infiltrate devoid of organisms
with nega ve culture results. One pa ent had a posi ve
culture for an undefined species of Corynebacterium.
This bacteria has been associated in other studies as a
possible infec ous cause of granulomatous mas s,7 but
establishing causality remains diﬃcult as it is common to
skin flora, and its fas dious nature makes it diﬃcult to
culture.14 Sensi ve polymerase chain reac on–based
assays failed to iden fy Corynebacterium in a cluster of
cases of IGM aﬀec ng a similar popula on of US‐based
Hispanic women.15
DeHertogh et al first described use of cor costeroid
therapy for treatment of IGM in 1980.16 Since that me,
several series have documented the use of oral steroids,
typically prednisone or prednisolone, with varying
response rates. In 2009, Sakurai et al reported a series of
8 pa ents receiving steroids for IGM; 7 of the 8 pa ents
had clinical resolu on of IGM without surgery.17
However, the mean dura on of steroid treatment was
7.7 months, with other reports in the literature of
dura on of steroid therapy of up to 22 months prior to
clinical resolu on, leading inves gators to explore the
op on of alterna ve immunosuppresants such as
methotrexate to decrease the morbidity from long‐term
medical treatment with steroids.4
Steroid therapy was the second most common
interven on in this series, and was typically prednisone
30 mg/day, for 2 weeks dura on with a taper. Although
steroids appeared to have a be er clinical response rate
than did an bio cs at interval follow‐up, this did not
predict clinical resolu on, as 7 pa ents with posi ve
clinical response to steroids s ll had clinically evident
disease at the me of the last follow‐up. No steroid‐
related morbidity, such as steroid‐induced diabetes, was
5
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noted in this series. Topical steroids were u lized
following posi ve experience reported in a case report.18
Methotrexate was not used because of the diﬃculty in
assuring proper contracep on and surveillance for
hematologic toxicity in our popula on.
Despite early reports that surgery was o en complicated
by high recurrence, fistula forma on, and wound
infec on,12 Asoglu et al describes 18 pa ents treated
with wide local excision or quadrantectomy plus
an bio cs; at a median 36‐month follow‐up, only 1
pa ent developed a recurrence.19 Ini al surgical therapy
is o en not possible without cosme c deformity; in our
series, the majority of pa ents had lesions >3 cm in size,
with nearly all pa ents having associated skin changes.
Ini al surgery in our group of pa ents would have
resulted in poor aesthe c outcome. A recent
mul modality strategy proposed by Gurleyik et al
involves ini al steroid therapy for 8 weeks to decrease
the size of IGM lesions, followed by wide local excision,
ci ng lack of complete response to steroids alone, and
relapse or recurrence rates of 16% to 50%.10 This is
a rac ve conceptually in that it mirrors the treatment of
locally advanced malignant disease, with use of
neoadjuvant therapy to reduce the extent of surgical
resec on.

retrospec ve nature. Response to treatment was
obtained from chart review and could not be further
objec vely quan fied. Most pa ents in this series were
symptoma c at presenta on, with symptoms driving the
need for treatment. As this disorder seems to be self‐
limited, treatment should be aimed at improving
symptoms while limi ng morbidity of therapy.
Our treatment strategy has evolved in light of these
findings. We have outlined a treatment algorithm, which
we have begun to use in our clinic (Figure 4). Once the
diagnosis of IGM has been made, an bio cs are
appropriate only when systemic signs of infec on, fever,
or leukocytosis are present. Before use of systemic
immunosuppressants, we propose star ng therapy with a
trial of topical steroids, and aspira on of any associated
fluid collec on under ultrasound in an a empt to control
symptoms. Surgery may be considered for small,
localized areas amenable to wide local excision only in an
a empt to limit systemic toxicity from long‐term steroid
therapy.

Variability in response to treatment may indicate that
pa ents with IGM are s ll a heterogeneous group. Core
needle biopsy was reliable for the diagnosis of IGM in our
series and the exclusion of malignancy. No pa ent in this
study had evidence of neoplasia or hyperplasia/atypia
noted on core biopsy, and no pa ent has developed
breast cancer subsequently.
Two studies give us insight into the natural history of
IGM. Lai et al followed up 8 pa ents expectantly without
treatment.20 Four had spontaneous resolu on at a
median interval of 14.5 months, and 4 had stable disease,
with a median follow‐up of 11 months. Al‐Khaﬀaf et al
reported on a series of 18 pa ents with IGM over a 25‐
year period, no ng that all had eventual clinical
resolu on of disease.12 Our data are comparable in that
among those who had resolu on of disease, median me
to resolu on was 17 months. Length of follow‐up was
shorter among those who s ll had evidence of disease at
final follow‐up, a median of 11.9 months, sugges ng that
more pa ents would progress to resolu on with longer
follow‐up.
This study was conducted to review internal prac ce in
the care of pa ents with IGM; however, it is limited by its
Journal of Rare Disorders Vol. 2, Issue 1, 2014

Figure 4. Proposed ini al treatment algorithm
CONCLUSIONS
IGM remains a diﬃcult clinical en ty to treat. The clinical
course of pa ents with IGM is o en prolonged. Exclusion
of malignancy as well as specific causes of granulomatous
mas s is essen al before pursuing conserva ve therapy
for IGM. Core needle biopsy is reliable for establishing
the diagnosis and excluding malignancy. The disorder is
o en self‐limited, and treatment should be aimed at
allevia ng symptoms, with a en on to limi ng morbidity
of treatment.
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