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Summary 

Non-specific granulomatous mastitis (NSGM) is a tumor-like inflammatory condition involving breast lobules. Its recognition is 
of great significance because of clinical masquerade to invasive carcinoma. A 25-year-old woman developed a palpable breast lump 
with clinical and mammographic findings suggestive of malignancy. Touch imprint cytology of the excised lump was consistent 
with a granulomatous inflammation while histopathological examination documented a NSGM with central necrosis. Clinical, radio­
logic and laboratory testing failed to identify any specific causative agent. 
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Introduction 

Granulomatous inflammatory process of the breast is 
uncommon. It is composed of epithelioid histiocytes, 
Langhans-type giant cells and chronic inflammatory cells 
in lobular areas of the breast [l]. Hematogenous spread 
is exceedingly rare and occurs mainly in tuberculosis. 
Viral and fungal infections are also infrequent [2]. Its 
recognition is of great significance because of clinical 
and mammographic mimicry to carcinoma [3]. The diag­
nosis of non-specific (or idiopathic) granulomatous 
mastitis (NSGM) is one of exclusion, when no infectious 
causative agent can be detected, locally or systemically. 
NSGM was first described by Kessler and Wolloch [4]. 
Since first described a total of 65 cases had been repor­
ted by 1994 in the English-language literature, with a few 
more case reports published up to present day [5]. The 
etiology of NSGM is unknown and remains debatable. 
Kessler and Wolloch [4], noting the similarities between 
granulomatous thyro汕tis and orchitis, postulated an 
autoimmune pathogenesis of the disease, with an antigen­
antibody reaction being involved in the promotion of 
NSGM. Some authors suggested that a process of squa­
mous metaplasia might be initiating the foreign-body 
reaction by producing keratin products, triggering off the 
onset of the disease. Oral contraceptive use and pituitary 
prolactinomas were proposed to be the chemical induc­
tors of squamous metaplasia [6]. 

In the past, failure to obtain a histologic diagnosis has 
resulted in mastectomy or radiotherapy, based on the cli­
nical impression of carcinoma. The optimal therapy for 
NSGM has not yet been establised, and treatment options 
range from simple steroid therapy to surgical excision of 
the breast lump [5]. 

Fine needle aspiration cytology (FNA) has been exten­
sively evaluated as a means of NSGM diagnosis, provi­
ding that a conservative therapy will follow. However, its 
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usefulness remains debatable due to a high false-negative 
rate (13.2%) and to the danger of a hidden malignancy [7]. 

Very few reports have been published concerning 
imprint cytology as an adjunct in the diagnosis of NSGM 
[8]. However, we believe that, since surgical lumpectomy 
is the most accepted form of therapy in cases of NSGM 
due to clinical similarity with carcinoma, imprint cyto­
logy (perhaps additionally to frozen section) could 
provide the surgeon with hallmarks concerning interpre­
tation of the disease and manipulation of the patient, 
inside the operating room. 

In the present work, we describe the cytologic features 
of NSGM diagnosed in a young female, as found on 
imprint smears, and compare them with the histologic 
profile of the lesion. 

Case Report 

A 25-year-old female with a lump in the outer half of her 
right breast was admitted to the University Department of 
Obstetrics and Gynecology, Alexandroupolis Regional Hospi­
ta!. On clinical examination, the lump was discrete and mobile 
and there were two ulcerated areas on the overlying skin. It was 
moderately hard and there were small palpable axillary lymph 
nodes on the same side. 

The patient had a 2-year-old child who had been breast-fed for 
eight months. Lactation had been discontinued about 14 months 
before initation of the lesion. There was no history of oral con­
traceptive use. The patient's medical history was free of any 
pathologic condition, except for chronic asthmatic bronchitis. 

Mammography showed diffuse increased asymmetric density 
of fibroglandular tissue within the supralateral aspect of the 
right breast (Figure 1). No discrete masses, spicules or suspi­
cious microcalcifications were seen. Ultrasound examination 
revealed a large oval hypoechoic mass connecting to three 
tubular hypoechoic lesions, as well as the presence of axillary 
lymph node enlargement. The chest X-ray was normal and the 
tuberculin (purified protein derivative) s如n test was negative 
Clinical and laboratory control did not reveal any signs of syste­
mic infection. 






