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Introduction
Idiopathic granulomatous mastitis (IGM) is a benign 
chronic inflammatory breast disease of unknown 
etiology. Various treatments have been tried for 
IGM, though there is no consensus as to the best 
therapeutic approach. Herein we present a case of 
mycophenolate mofetil as a successful therapy for 
IGM.

Case Synopsis
The patient is a 40-year-old woman who was referred to 
the rheumatology-dermatology clinic for evaluation 
and treatment of idiopathic granulomatous mastitis. 
The patient initially presented with a breast lump that 
was followed by the surgical oncology department 

with diagnostic mammogram revealing a 5cm solid 
lesion with enlarged lymph nodes. Core biopsies were 
performed and demonstrated chronic mastitis with 
multiple granulomas, giant cells, and microabscess 
formation without evidence of malignancy; Fite, acid-
fast bacilli, and Grocott’s Methenamine Silver stain 
were negative (Figure 1). The patient was treated 
with cephalexin and clindamycin without response.

At the time of consultation at the rheumatology-
dermatology clinic, the patient demonstrated a mildly 
tender erythematous nodule without fluctuance 
or drainage, present intermittently for the past two 
months on the right breast (Figure 2). In addition, the 
patient reported fatigue, arthralgias without swelling 
in the knees, ankles, and thumb carpometacarpal 
(CMC) joints bilaterally, morning stiffness lasting 

Abstract

Idiopathic granulomatous mastitis (IGM) is a benign 
chronic inflammatory breast disease of unknown 
etiology. No consensus exists as to the best 
therapeutic approach, though treatment choices 
include antibiotics, drainage, surgical excision, 
steroids, methotrexate, and observation. Herein we 
report a case of idiopathic granulomatous mastitis 
that was refractory to methotrexate and intralesional 
and systemic steroids but responded well to 
mycophenolate mofetil 1500mg twice daily. To our 
knowledge, this is the first report of the effective use of 
mycophenolate mofetil in idiopathic granulomatous 
mastitis. Figure 1. Granulomatous mastitis, pathology. Granulomatous 

mastitis. Acute and chronic inflammation with focal collections of 
neutrophils.
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approximately 1 hour; she demonstrated two tender 
hyperpigmented nodules on the right anterior legs 
measuring 2x3cm and 1cm in diameter, respectively. 
Musculoskeletal exam demonstrated tenderness to 
palpation at the ankles and first CMC joints without 
evidence of synovitis.

The differential diagnosis clinically and histologically 
included sarcoidosis, tuberculosis, other infection, 
rheumatoid arthritis, and idiopathic granulomatous 
mastitis. As such, workup included a chest X-ray 
(CXR), angiotensin converting enzyme (ACE) levels, 
and serum calcium to rule out sarcoidosis, antinuclear 
antibody (ANA), rheumatoid factor (RF), and anti-
cyclic citrullinated peptide (anti-CCP) antibody to 
rule out rheumatoid arthritis, T-Spot interferon-
gamma release assay to rule out tuberculosis, and 
erythrocyte sedimentation rate (ESR) and C-reactive 
protein (CRP) to assess for degree of inflammation. 
An ophthalmology evaluation was performed to 
rule out subclinical eye inflammation. Tissue culture 
was not performed, but Fite, GMS, and AFB staining 
had been negative on pathology. A prolactin level 
was also pursued as hyperprolactinemia has been 
reported in idiopathic granulomatous mastitis. All 
above-mentioned workup returned within normal 
limits (CXR: clear lungs without abnormal findings, 
ACE: 40 U/L, serum calcium: 9.5mg/dL, RF: <30 IU/ml, 
anti-CCP: 9 units, T-SPOT interferon-gamma release 
assay: negative) with the exception of a positive ANA 
at 1:40, a mildly elevated CRP at 21.1 mg/L, and an 

ESR at 38 mm/hr. On pathology, the granulomas 
seen did not resemble sarcoid granulomas, which 
typically were more compact and well-formed with 
more widely-distributed neutrophilic inflammation if 
present at all.

As such, a diagnosis of idiopathic granulomatous 
mastitis was made. A trial of methotrexate 15mg 
weekly and folic acid 1mg PO daily was started 
without adequate effect and the methotrexate was 
increased to 30mg with the addition of a prednisone 
30mg taper. The patient still experienced mastitis 
flares with drainage on this regimen and the decision 
was made to switch methotrexate to mycophenolate 
mofetil 1000mg twice daily. The mycophenolate 
was subsequently increased to 1500mg twice 
daily with the addition of intralesional injections of 
triamcinolone acetonide 0.5mg as needed for flares, 
which became rare at approximately every 4-6 months 
and subsequently absent completely. The patient 
had healing of the breast nodule and resolution of 
tenderness, inflammation, and arthralgia, which 
would recur, however, if the mycophenolate mofetil 
was missed for more than a few days. Should the 
patient be able to maintain the improvement, she 
will undergo a taper of the mycophenolate mofetil.

Case Discussion
Idiopathic granulomatous mastitis (IGM), also known 
as idiopathic granulomatous lobular mastitis, is a 
rare, benign chronic inflammatory breast disease of 
unknown etiology, most often seen in parous young 
females within a few years after pregnancy [1-2]. 
The condition presents clinically with peripheral 
inflammatory breast masses, nodules, or ulcerations, 
with or without repeated abscess formation [3]; this, 
may also be accompanied by peau d’orange skin 
changes, nipple retraction, and sinus tract formations 
[4]. Mammographic findings may mimic those of 
breast cancer. The diagnosis of IGM requires a core 
needle biopsy showing noncaseous granulomas, as 
well as the ruling out of other conditions that may 
also demonstrate noncaseating granulomas such as 
tuberculosis, mycoses, sarcoidosis, and vasculitis [3].

Various treatments have been tried for IGM, 
though there is no current consensus as to the best 
therapeutic approach. Treatment choices include 
antibiotics and drainage, surgical excision, steroids, 

Figure 2. Granulomatous mastitis, clinical. Erythematous nodule 
on the right breast of the patient, with core biopsy demonstrating 
chronic mastitis.
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methotrexate, and observation, with the goal 
of minimizing recurrence while achieving good 
aesthetic results [5]. Without treatment, IGM is self-
limiting and resolves in approximately 9-12 months 
[6]. IGM associated with abscess formation may 
require antibiotics and drainage. Surgical excision 
of IGM is not suggested owing to slow wound 
healing, poor aesthetic outcome from repeated re-
excisions, and a high recurrence rate ranging from 
16-50% [1]. Corticosteroid therapy has been used 
often for IGM based on the hypothesis that IGM is an 
autoimmune process, and retrospective studies have 
demonstrated the efficacy of steroids in controlling 
lesion sizes [1, 5, 7]. The use of methotrexate 7.5-
15mg has been reported in the successful treatment 
of IGM, though discontinuation has been associated 
with recurrence of the inflammation [8].

To our knowledge, our case is the first case report 
demonstrating efficacy of mycophenolate mofetil in 
treating IGM. Our patient presented with severe IGM 
that was refractory to treatment with methotrexate 
30mg and prednisone 30mg but was controlled 
with mycophenolate mofetil 1500mg twice daily. 
Although intralesional injection of triamcinolone 
acetonide was also given as needed for flares, which 
were rare and subsequently absent, mycophenolate 
mofetil was the agent that controlled the disease 
activity as demonstrated by the recurrence of 
symptoms if mycophenolate mofetil was missed for 
more than a few days by the patient. The efficacy 
of mycophenolate mofetil in treating IGM further 
supports the possible autoimmune etiology of 
IGM. Interestingly, the patient also presented with 
extramammary involvement of arthritis and likely 
erythema nodosum as evidenced by her anterior 
leg nodules. These are also suggestive of underlying 
autoimmunity, which is a known trigger for IGM 
[3]. Further work is needed to better characterize 
the link between extramammary manifestation of 
autoimmunity and IGM.

Conclusion
We report, to our knowledge, the first report of the 
successful use of mycophenolate mofetil in the 
treatment of refractory IGM.
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