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Abstract

Introduction Idiopathic granulomatous mastitis (IGM) is a rare chronic inflammatory lesion of the breast that mimics breast
cancer or infection. Immunological pathogenesis is strongly suggested for the disease.

Reason for the report The treatment remains controversial, comprising a spectrum from observation or NSAIDs to immu-
nosuppressive agents and surgery. Intractable cases are not uncommon and represent a major treatment challenge. Therefore
in this study, we examine the effect of a topical immunomodulator agent, imiquimod, on refractory IGM.

Case summary Patient 1 had IGM for 9 months and had not responded to the existing treatments. She responded to a
7-week course of imiquimod. In patient 2, the disease had begun 4 months sooner and had been resistant to all treatments;
it responded to imiquimod after 4 weeks. Ulcers appeared on the skin of both patients but resolved safely.

Qutcome Both patients were very satistied with the results. Imiquimod can be an appropriate local treatment with limited
adverse effects in refractory IGM. We propose similar studies to assess the efficacy of imiquimod in IGM further, paying
attention to the possibility of developing skin wounds.

Keywords Benign breast disease - Chronic breast inflammation - Granulomatous mastitis - Imiquimod -
Immunomodulators - Local treatment

Introduction

Idiopathic granulomatous mastitis (IGM) is a rare benign
chronic breast inflammation with clinical features that
include breast lumps, erythema, edema, abscess, fistulas, and
ulcers: and may mimic malignancy or breast infections [1,
2]. The strongest etiopathogenic theory considers immune
reactions as the main cause, others include steroid hormone
imbalances or infectious agents [1].

The diagnosis is by histologic examination of biopsy sam-
ples; which shows non-caseating lobulocentric granulomas
and multinucleated giant cells. The exclusion of acid-fast
bacilli, fungi and parasites is necessary [3].

Treatment remains controversial: some experienced strat-
Breast Diseases Research Center (BDRC), Cancer Institute, egies include expectant management, antibiotics, surgical
Teh”.“ University of Medical Sciences, Imam Khomeini resection, non-steroidal anti-inflammatory drugs (NSAIDs),
Hospital, Keshavarz Boulevard, Tehran 1419733141, Iran . . .

steroid therapy, or other immunosuppressants. The physi-
cian's preference and the clinical features of the disease [1.
2] directs the treatment plan. Refractory cases of IGM are
those that remain active despite multiple types of manage-
ment. There is no recognized therapy for these, and com-
plete response would be defined as diminution of the mass,
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Abstract

[ ] [ ]
Background: Idiopathic Granulomatous Mastitis (IGM) is a benign disease; it can clinically and radiologically mimic the symptoms
S I r a I of breast cancer.
Objectives: Due to the rare and limited number of studies in Iran, this study was designed and conducted to evaluate patients’
clinical characteristics and treatment management with IGM.
Methods: In this cross-sectional and retrospective descriptive-analytic study, we studied the medical records of 293 patients with

IGM, such as demographic information, characteristics of breast lesions, type of treatment, complications, and their outcome,
which were recorded in the Cancer Research Centers of Shahid Beheshti University of Medical Sciences (SBMU) from 2010 to 2019.
The patients were contacted by telephone to visit clinically or collect additional information. Data were analyzed by SPSS software
version 24.
Results: The mean age of patients was 39.21(ST= 8.29) years. Breast involvement in 236 cases (80.5%) was unilateral, and in 50 cases
(17.1%), the involvement was Pere pri-Areola. The most commeon type of treatment was conservative therapy (analgesia + drainage)
(178 cases, 60.8%), which was the primary treatment in our study; 66 patients (22.5%) received antibiotic therapy + analgesia +
drainage, and 41(14%) cases received corticosteroid in addition to this treatment. Totally, 132 cases (79.5%) were completely cured
with the performed treatments, 17 cases (5.8%) had a recurrence of symptoms, and 14.7% of the patients were still receiving treat-
ment. Recurrence after 1 year in patients who had a longer duration of disease (more than 12 months) was higher than in thosewho
had a shorter period (less than 12 months) (15.3% vs. 5.1%, P= 0.004). Also, the highest recurrence rate was in the group receiving
corticosteroids compared to the group receiving the usual treatment and usual treatment plus antibiotics. This relationship was
statistically significant (22.0% vs. 9 % and 6.1%, respectively, P= 0.032). Complications (scar or breast skin color change) were signif
icantly higher in patients without a pregnancy history than in patients who had pregnancy (50.0% vs. 22.8%, P= 0.030). Also, these
complications were significantly higher in patients who had a longer duration of disease (more than 12 months) than in shorter
periods of disease (less than 12 months) (31.4% vs.17.3%, P= 0.005).
Conclusions: The results of our study and its comparison with the results of other studies still emphasize the uncertainty of the
etiology of IGM disease and its treatment, but to some extent, our study has shown that conservative treatment (drainage with
analgesic drugs) is one of the best treatment options. Also, corticosteroid therapy is associated with a higher recurrence rate, but
in some cases is necessary and recommended in many studies.

Keywords: Idiopathic Granulomatous Mastitis, Disease, Breast




akbari2023: 293 patients, 178 cases observation:
conservative therapy (analgesia + drainage)
Recurrence in: Conservative therapy: 9%

AB+ analgesia + drainage: 6%

AB+ analgesia + drainage +corticosteroid: 22%
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Mostly:

kaviani 2018: 3 /4 patients,
42% treated by NSAID
Naproxen the most common
Duration of use: 18 + 14 weeks
Complete recovery: 31%
Recurrence: 17%

=
Naproxen (500, BD) Ai‘:l
Celebrex (200,BD)

Ibuprofen, Diclofenac,...
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* Clindamycin +
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v No Treatment
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v" Antibiotics

Mostly prednisolone
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TREA vani2015: 68% complete or partial response

: Recurrence rate significantly high ‘=

H montazer 2010: 30 patients - 2 months prednisolone;
Low dose, 5 mg daily / high dose, 50 mg daily rapidly tapered
{2 High dose group: higher remission and lower recurrence
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cetin 2019: 124 patients- 3 arms:

42 topical steroids; 42 oral steroids (0.8 mg/kg/day) ; 40 combined
No difference in response to treatment and recurrence
Highest compliance in combined
Lowest side effects in topical but longest duration of treatment
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v No Treatmen Triamcinolone +
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TREATMENT
Mostly

zhang 2024: Systematic review and meta-analysis

v PS RCTs, 613 patients
Cases: Intralesional steroid and topical steroid

v Controls: oral steroid and surgical treatment
A%Iocal steroid: better response rate, lower side effects

—> No difference in recurrence rate

v’ Steroids 17— T

* Topical
* |ntralesional




I|1ickeni




TREATMENT

NMocty

b Contents lists available at ScienceDirect

e TN Ty SOLOGY
o %‘_'%{, N ;F RADIOLOGY
{f[,‘_,‘_;___l&x:! ‘j % a
SR European Journal of Radiology J .
o il = -4
- " - .
FIL.SEVIER journal homepage: www.elsevier.com/locate/ejrad

Check far

Framework and guide for intralesional steroid injections in idiopathic s
granulomatous mastitis®

Dan Moldoveanu *, Christine Lee ”” , Gina Hesley "

* Department of Surgery, Breast and Melanoma Surgical Oncology, Mayo Clinic, 200 First St SW, Rochester MN, 55905, United States
b Department of Radiology, Breast Imaging and Intervention, Mayo Clinic, 200 First St SW, Rochester MN, 55905, United States

|7 Topical
* |ntralesional




Enropean Joarnal of Radiology 168 (2023) 111118

ELSEVIER journal homepage: www elseviar com/locate/ejrad

Contents lists available at Scle:

European Journal of Radiology

Framework and guide for intralesional steroid injections in idiopathic =

granulomatous mastitis™

Dan Moldoveanu’, Christine Lee ", Gina Hesley‘

* Department of Surgery. Breast and Melasoma Suricol Oncolegy, Mayo Cliic, 200 Fist St SW, Rochester MK, 55905, Unitd States
* Deparemens of Resiology, Brasst Imaging am Intervwrsicn, Mayo Clsk, 200 First St SW, Rochestr MN, 55905, Unitnd States

ARTICLE INFO ABSTRACT
Keywords Purpose: Literature on how 10 perform intralesional steroid injections,  valusble therapy for idiopathic granu-
Ksopaihic granslomatos mastiis lomatous mastiis (IGM), is imited. This techaical note offers a detailed technical guide 0 intralesional steroid
o shcreld jeitens injections for IGM and provides a framework for long-term follow-up.
Ui pkdd procede e dep, and anclcy Kndiog
— to guide steroid dosing and injection frequency. Clinical and sanographic breast ere designed for
" it ool Saeting SENAL & eyt ek s SRR 1N KM micatoms o Wl

sional steroid injections was devel

Results: A detalled approach

eloped.
for ultrasound.guided IGM interventions with clinical and sonographic breast dia-

grams for longinudinal follow-up is now in practice.
Conclisions: The treatment approach described peavides a framework for mnl“ﬂllnpllmry treatment of IGM and
offers insights that may contribute to the ongoing development and improvement of management strategies for

this challenging disease.

1. Introduction

Idiopathic granulomatous mastitis (IGM) is beniga but can signifi-
cantly impact the patient's quality of life due to its protracted course and
refractory nature. Treatment options like antiblotics, steroids, and sur-
gery exist, but the optimal approach remains uncertain, particularly in
refractory cases (1-4]. Ultrasound-guided injectable triamcinolone
acetonide has shown promise in symptom control and lesion resolution

5,61 and can serve as a bridge to surgery by reducing inflammation and
limiting resection (7). However, specific details on injection techniques
and follow-up are lacking, with variability in reported doses and
schedules (.9 A clinical and imaging framework for managing 1GM
lesions and a step-by-step guide on ultrasound-guided percutancous
intralesional Injections are provided.

2. Excluding malignancy, classic mastitis, bacterial abscess

for Gram stain, cultures, and sensitivities. Include tests for Staphylo-

coccus species, Corynebacterium, and Mycobacterium niberculosis, and
tailor antimicrobial therapy accordingly if the cultures are pos
(10,111 Biopsy masses for histological confirmation and to rule out
malignancy.

. Breast ultrasound evaluation of igm severity

Ultrasound of IGM reveals irregular, hypoechoic masses, some with
features of complicated fluid, variable debris, and variable acoustic
through-transmission (1,12,17]. Areas of intervening hazy, ill-defined
fibroglandular tissues with non-specific scattered shadowing are also
identified. Targeted ultrasound is typically performed at the site of
clinical concern, but surveying a more extensive area helps identify
additional masses and unaffected regions. The severity of IGM is
described based on ultrasound findings, considering breadth, depth, and
ancillary features (¢

mass o area of hazy, ill-defined beeast tissue corresponding to symp- « Graded

G, mi A g i Mol ARG 5 . i
quadrant), or “multicentric” (whrasound finds apart or in
moldple ruadeants), The depih oflvolvement localizes olpaitholir

a0 5 denoted s DI for supesfical third, "D2" for middle thid, and
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Doppl
by identifying areas of hyperemia

Diagnostic or Therapeutic Aspirations
the initial evaluation and disease flare-ups, the aspirate is

703" for poserenihied volvement. D135 sgnlies Sl hcionems e fo Graem s, cutirs A sestvtes whth peckl ssing o
and aberey

tvement, while "D2-3" indicat third involve-

pecies (10,11] (ding

et with pelaive sparing of the sepericial breas s, Ancillay
features include any nipple-arcolar complex or skin mvolvement, such
s fstulas, 1

4. Clincal and sonographic breast diagrams for accurate
longitudinal tracking of IGM

P s e s gl it Wy S
visit, with recorded findings on 2 breast diagram (
Sloscen. nchas srcunes (e remts ! e pnmul examing-

e

Local Anesthesia: Make & saall skin wheal with buffered lidocaine 1
% using  27G necdle at the point of sccess on the skin.

casier
targeting of distant and deeper targets.

b) Consider injecting a small amount of lidocaine into the hypo-
o e o e ik o forkmce v

initial  2) Aspiration: 1GM aspirates are typically thick and challenging to
aspirai

. Swcraly paless o baody whch bl A lrgec acadle

tion. Areas of pain and tenderness, skin changes, and
o it A e e o i
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" ipple, and
Sl et A oo & . 1 £
[y oo e
terventions over

Ultrasound Guided Aspiration And Intralesional Steroid Injections
For IGM: A Step-By-Step Guide-

Fquipmen

A vy b precabecd by i sl e 1 chnd b
tonal devices Is preferred (115

oot

targeting multiple hypoechoic areas, using the same entry point an the
skin. Survey

on nom-affected skin, which can be wsed for subsequent steroid in-
Jections. Sometimes, & separate access point may be necessary, espe-
Sy s sekinise 1.3-8 nvlosmions. e b pocehee see
usuall minimal aspirate, observati

lkea \ and an 8 Fr
stralght catheter with side holes may also be helpful. A small skin
nick may be made 1 reduce skin trauma n these cases.

Tips:

« I sing the , advance it
area. Remove the stylet and aspirate into a 30-cc syringe. While an
assistant is aspirating, redirect the needle as needed. Consider
rotating the needie to allow the bevel to move around parts of debels.
iy

 If using a straight catheter, advance to the far edge of fluid collec
tons to allow for aspiration of complex components o retraction.

« lsvigation: 1f insufficient aspirate is obtained for testing, consider
Irrigating by connecting a three-way stopcock (o the aspiration
needle. Attach a 10 cc syringe of sterile normal saline and the aspi-
ration tubing (V. 5). Use the three-way stopeock o irrigate with
stesile normal saline and promptly aspirate. An assistant can main-
tain continuous aspiration while the proceduralist controls the nee-
die position. In case of debris blocking the stopeock valve,

the stopeock and flushing can clear It

Tips:

Intralesional Steroid Injections

g 1 deprt, . = n
b multiph. varlabie stzed. ieregular beteropencoss, but predominacaly (AT, *) hypoecho masses, suggestive of complicated fluid collectionn with varlable
ettt variable acouscic u..»..p tesmmissian. Additicasl (A-F, arroms) aceas of ntesvenig il defined hypoechole arvas with hazy Bbroglandular planes and
scatered shadorwing moee psterioely soesetitaes comvenpe with the coeplicated fuid collection creatlng mcre extemive tissoe imvolvement. Real e
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023
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£€,7:00, 4 cm PN,
Lat D12
M= Mass
FC—Fluid Colection
X — Intralesionai Steroid Injection Site
(B)
Fig2. fotiow-up af paticnts with 1GM, Some eecranic medical ecords peovie 3a ediable
dingram or chemaric. (A The chnicl breast diagram shows hema (5 2nd ®

diagram, at a miniaum,

breast
0 peovide comprebensive laformation at a glance. Additicasl details such 4 location and depah of involvement. as show, can be added, but these are further

CEPIC, Veroma, W1, USA) can b copied anct pasted on follow-up

0 that the have to be redrsen.

1) Local Anesthesia: Use standard techniques to administer local anes-
thesta (as described above) 1f no aspiratian is needed. Otherwise, the
Socs) wmesets v o eplrions tionkd s o (h s of
steroid injections. can be administered i
needed

Triameinolone (40 mg/mL) is avallable tn variable

« To manage significant patient discomfort oe exteasive target areas,
the steroid can be mixed with bupivacaine or lidocaine {11). Es
the total bupivacaine dose does not exceed 2.5 mg/kg (35 ml. of 0.5
% bupivacaine or 70 mL of 0.25 % bupivacaine for a 70 kg adul).If
usiag lidocaine, the total dase should not exceed 4.5 mg/kg (31.5 ml,
o41% lidocane for 1 70 g di).

dase sizes, including 1 mL|
Refer to /5. & for guidelines on the initial treatment dose:

« For patien the steroid dose
e e e e s st et S Bl

ings. The current practice wses 3 maximum dose of 200 mg triam.

. Mobdoweas ¢ o
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Fig. 3. Basic procedural tray setup for aspiration, passibly followed by steroid injections. Local anesthetic Is administered using standard-of care techniques:
A2 270 and 250 seadln and (R ldocaine 198 bilfeed with sodhums bcarbomts. Apiraion cu b periormad Wit (C)tuing (36 cm) md (0) 8 0<c syinge

bown) or () 156G, 7.0 ¢m or 7.

Slees et device (£ s sed, 8 1) caloe s med to make & nal ki ek 1 rgation s perfoced with vl mm.n e a5 e Ao

ol e, Dot 8 10.6 Syinge (ot showa e b e 1ol et b

Fig. 4. Aspiration. Consider rotating the needle (chevrons) to get around
debiis (arrow) within the fluid (%) during an aspiration.

Injection: With a 22G spinal needle, direct small boluses
©i-0amof um« preferentially into the tissue planes immedi-
ately adjacent 10 the fluid collections rather than into the center of
the fid. I needed, njections nto the huld eollections should target

B}

(M) 206
mixed with the steroid.

Fig. 5. lerigation using  three-way stopeock. In some situations, o (A)
three way stock to the. needle, (€)
saline, and (D) tubing can be helpful,

0 Moldmesns ok
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DEPTH TRIAMCINOLONE
(40 mg/ml)

Single

aomg

Multifocal

Multicentric

Any depth 200 mg

Aig. 6. single,

2, e b U B e of st o

twodepth

Use
oo in severe, st fall ks degts it or > 2 quaduent dics 1 G adequate corerege f ol ivolved v ool

mg f

described in 1 2 are used 10 plan the injecticn sites and adequaely divide the dose acrass disease

Hg7.

£3008
MAYO

Inject sterokd o these locations. (Used with permissian by Mayo Foundation for Medical Education and Research, al rights reserved. Original image.

modified by Christive Lee.

the peripheral areas instead of the center (1. 7). Plan the treatment

« Particular consideration should be glven 1o the (l-defined, hazy

all the target lesions,

Tips:

planes In the deeper breast tissues (see Fig
« For patients with skin fistulas, inject around the sinus cavity to
prevent injectate loss through the fistula.

. Mobdovearec .

« Imaging Annotation: Since many patients with refractory IGM often
require multiple treatments, annotating the total dose of st
injected on the last ultrasound image is helpful

pﬂn’ o to poiids ek smommiat o dokg h!qumty

tool o quick evahuation.

Post-Care
adhest

s Jurme of Radiiogy 168 Q0Z) 111115

managing IGM lesioas and includes a step by-step guide oa ultrasound-
guided percutancous intralesional injections. Compared to surgical in-
terventions, this approach i Jess invasive and generally well tolerated
under local anesthesia, leading to favorable cosmetic outcomes and

work-up are crucial o rule out infection or malignancy (4], Close
‘moaitoring of patients can detect treatment failure early and inform
future treatment decisions. Given the significant impact of 1GM on
quality of life, a multidisciplinary approach is essetial to optimally
‘managing this disease

P '8
day. The ster stip can be removed fter seven days or left to fall off on
s own. Over-the-counter acetaminophen and ibuprofen usually provide
enough pain relef during this time.

Tip:

g this time, the local anesthetic will wear off, leading to
‘possible breakthrough pain or persistence of the palpable concerns.
This is expected and should impeove oace the sterold becomes
effective.

Clinical/imaging Follow-up
CHGAS Gt ip & ispericn s e i gt oo

treatment. Rzp(.ll ultrasound. based 0n
rformed with the carliest imaging o > tyvically tws

nusaces depending 0n experience and personal preferences. Buffered
lidocaine [19] has been implemented in our peactice. Targeting the

disease.
for IGM (Fig. ©), which can be considered with or without systemic
steroids.

Imaging surveillance of 1GM s not e imag
findings at baseline and follow-up have not correlated with final IGM
outcomes (20, longitudinal clinical and imaging follow-up, docu.

a5 well as patient reassurance.
‘The main limitation of this technlcal note is the need for prospective

Further aspiration of steroid can be considered based on the
clinical and imaging findings. Repeat steroid It I ki
plinary decision that includes discussion with the pa

pr
dnw for IGM.
6. Conclusion

Treatment of 1GM can be approached with targeted aspirations,

intralesional corticosteroid injections, and clinical and sonographic

#) Dosing Frequency: Treating Imaging findings corresponding 1o the
patient’ whether

to treat similar poo-tandem imaging findings. Given the unknown
pathophysiology of disease progression, these aress are inclided in
he rowmen pse. I sympens st weks aher the ke
steroid injection, intervention is considered. In addition to

p

row
Declaration of generative Al and Al-assisted techaologies in the
writing pmm.

his work the ChatGPT 3.5

includes atrophy, bruising, and sterile abscess formation (1410 at

Maximum_Dose: cumulative dose of
injected triamcinolone remains unknown and is determined on &
case-by-case basis through multidisciplinary discussion. Informing
the patient that the treatment regimen may entail several moaths
belps them understand the goal of minimizing side effects by
extending the time between injections. Far example, four inirale-
sional steroid injections (160 mg, 200 mg, 160 mg, and 160 mg) were
performed over five months in & patient with painful and palpable
malticentric, D1-2-3 disease with skin istulas. Two mooths after the
Lastin

‘masses. Ultrasound confirmed multiceniric, D1-2-3 masses in that
location. Afier diagaostic aspiration, 200 mg triameinolone was
injected. In some cases, aspiration-only without steroid injection
may also be considered.

control cutancous manifestations and prevent skin breakdown
16,17,15]. Combiaing topical and intralesional steroids may help
extend the time between intralesional steroid injections and reduce
the low risk of side effects, including atrophy, bruising, and sterile
abscess formation (141, Topical stevoids triamcinolane 0.1 % twice
daily, five days on, two days off, for two weeks can be tried. Apply 3
thin Layes of topical triamcinolone under plastic wrap or cling ilm.

Discussion

This technical note provides a clinical and imaging framework for

In oder 0 suggest ways 1o shorten th text 10 get the woed count ehoser
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TREATMENT

v No Treatment

v" NSAIDs

v" Antibiotics

v’ Steroids

Mostly 5-25 mg/w

v Methotrexate ?

St




kundaktepe 2021: 64 patients, including 56 resistant cases
MTX monotherapy 15 mg/w, 24 weeks,

In relapsed cases, 20 mg/w for 1 year
Supplement: Folic acid 10 mg/w

—>Complete recovery: 81% —Side effects: 5%

=» MTX monotherapy suitable for treatment-resistant IGM

I f ﬁlh

or treatments containing Azathioprine

sari 2022: 241 patients with available follow-up
Medical treatments: Steroids alone, MTX alone (10-20mg/w), Steroids + MTX,

—>Highest complete remission: Steroids (100%) then MTX (97%)

Shortest time to complete remission: MTX (mean: 6 months)

Highest recurrence: Steroids alone (17%)

=» MITX: High complete remission, low length of treatment, low recurrence




TREATMENT

v No Treatment

v" NSAIDs

v" Antibiotics

v’ Steroids

Mostly

* Azathioprine f E

o

(Azaram) AD

v Methotrexate

v Immunosuppressives




TREATMENT

v No Treatment ﬁ

konan 2012: 14 patients, Prednisolone + Azathioprine,
73% complete response ; 2 relapses

—The addition of azathioprine to steroids permits quick steroid

tapering and increases treatment success
. ﬂa‘ -
\//

v’ Steroids
v' Methotrexate ||v' Immunosuppressives
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v No Treatment

v" NSAIDs

v" Antibiotics

v’ Steroids

/éclchicine [\D

v Methotrexate

v Immunosuppressives




TREATMENT

v No Treatment

A

\/ N 9 VANOVCANOVA 2019: 39 patients

Colchicine, vitamin E and ribwort plantain tincture

v A 100% complete response between 6-19 months
| :

v’ Steroids

v'Colchicine A’

v Methotrexate

v Immunosuppressives




TREATMENT

*Drainage kaviani 2018: | N€ recurrence rate ﬂ

e Excision |following surgery was significant E

*+0Oncoplasty

*Mastectomy }‘/ Surgery s—

» +Reconstructionl’ Colchicine [\

v Methotrexate ||v' Immunosuppressives




zhou 2020: Meta-analysis of surgery vs. medication steroids, Mrx, ass, observation)

110 studies, 1101 patients

- No significant difference in recurrence rate

2

Lei 2017 SyStematic review 15 studies

Complete remission: 1

Surgery 91%

Oral steroids72%

Oral steroids + surgery 95%
Recurrence rates:

Surgery 7%

Oral steroids 21%

Oral steroids + surgery 4%

v

5

|Recurrence rates: 3

rattahi 2023: SyStematic review
71 studies, 4735 patients

Surgery 23%
Immunosuppressives 15%
Combined treatment 15%
Antibiotic treatment 7%,
Observation 9%




X protocols

Suspicious
presentation (mass,
erythema and/or
abscess)

Clinical breast
examination,
Mammography +
Sonography and rule
out of breast cancer

Evidence for No evidence of

inflammation, inflammation,

infection infection
Empiric Antibiotics
therapy
More

evaluation to
confirm the
Response diagnosis

evaluation

MNon-specific findings

Resolved Persistent
symptoms symptom - of

Observation

Excision biopsy,
drainage and
cultures

Granulomatosis
Mastitis with

Granulomatosis
Mastitis with
persistent symptoms

controlled
symptoms

Medical
Treatment®

Observation and
medical treatment® if’
needed

Kaviani 2019

Resolved symproms

I8

Tapering Corticosteraid

Further surgical
intervention ,
Mastectomy**

*

Medical treatment consist of NSAIDs and wide spectrum antibiotics

had Mastectemy should be reserved for intractable, recurrent cases with sever local problems for the patients.

Figure 1. Suggested diagnostic and therapeutic algorithm for idiopathic granulomatous mastitis (IGM).

Koksal 2023
|diopathic
Granulomatous
it 10 1
Mastitis e e () (e () s e

—~

Hande Koksal

Fig. 1 An overview of treatment approaches in IGM

Naim Kadoglou
Editors

Alsaleh 2021

@ Springer

Baseline imaging Institute short-term
(especially sonography) antibiotic
Core biopsy
confirmation

+

Commence oral
corticosteroids
taper by 3-6 months

&

institute

Omranipour 201

V

Consider
reconstructive
surgery if needed
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RISK FACTORS

Smoking

Pregnancy

OCP

Breastfeeding




DIAGNOSIS

Blopsy

Differential diagnoses:
R/O P TB, histoplasmosis,
sarcoidosis, FB reactions

R/O-foreign body

R/O AFB

R/O Fungl




16- 25%
Rate |

Recurrence

Assoclated factors \
é skin lesions
¢ Disease duration > 12 months
é Pregnancy
é Breastfeeding
é  Breast Infection
é Smoking




DEFINITION

Idiopathic granulomatous mastitis 1s a rare, benign,
chronic, inflammatory lesion of the breast

Detined first in 1972 by Kessler and Woollock
Described 1n detail in 1977 by Cohen

2022 Consensus: recommends
Granulomatous Lobular Mastitis (GLM)
as a widely accepted definition




&> [1IGM Clinic] 4

Launched since 6 months ago in the public sector
In Yalda Clinic, Tehran University of Medical Sciences, Tehran, Iran

Presently accepting patients twice weekly
Using forms designed by experts for data collection
Inviting all physicians in Iran and globally to use similar forms

To use collective data for future research collaboration
Will be entering data in Iran IGM Registry in very near future




Multiple Multicentric Research Projects

are being presently ran throughout the country
N IGM- Clinical Trial
|GM- Diet

|GM- Risk Factors | GM- Breastfeeding

|GM- Standard Clinical Data Form
|GM- Classification

|GM- Registry




* Is now active in the USA
* |Is being planned and launched in the UK and in Germany
 Recently launched in Iran: in the pilot phase of data entering
v’ Every public or private medical center worldwide that
actively sees IGM patients is invited to collaborate in the
registry
v’ For collaboration, please email: sadafalipour@yahoo.com
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