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صخلملا

مت،مويلاىتح.يئانثتسالكشباردانروكذلادنعةلاهلاتحتيدثلاجارخربتعي
.يزيلجنلإابدلأايفروكذلادنعةلاهلاتحتيدثلاجارخلطقفةلاح١٥فصو
ةدايعىلإرضحاماع٢٨رمعلانمغلبيلجرلةلاهلاتحتيدثلاجارخةلاحمدقن
صحفلارهظأ.مايأ١٠نمنميلأايدثلايفملؤممروتنموكشيةحارجلا
.دلجللرارمحاعمنميلأايدثلاةلاهتحتةيرطةنخاسةلتكدوجويريرسلا
.يدثلاجارخلةيعاعشلإاتامسلانميلأايدثللةيتوصلاقوفجاوملأاترهظأو
مت،جئاتنلاهذهىلعءانب.رفصأ-ينباديدصةقيقدلاةربلإابفشرلانعجتن
ةقثومةلاحلوأيهةلاحلاهذه.نميلأايدثلاةملحةلاهتحتجارخصيخشت
بناجىلإ.ةيدوعسلاةيبرعلاةكلمملانمروكذلادنعةلاهلاتحتيدثلاجارخل
جلاعليجلاعلاويريرسلايلاحلاجهنلاىلعءوضلايقليةلاحلاهذهريرقت،كلذ
.روكذلادنعةلاهلاتحتيدثلاجارختلااح

فشرلا؛ةينبللاةانقلاروسان؛ةلاهلاتحتيدثلاجارخ؛ركذ:ةيحاتفملاتاملكلا
ةقيقدلاةربلإاب

Abstract

Subareolar breast abscesses (SBAs) in men are extremely

rare. To date, only 15 men with SBA have been reported

in the English literature. We present a case of SBA in a

28-year-old man who visited our surgical clinic with a

painful swelling in his right breast for 10 days. Physical

examination showed a tender, hot mass in the right

subareolar area with erythema. Ultrasound of the right

breast showed radiological features of a breast abscess.

Fine-needle aspiration yielded brownish yellow pus.

Based on these findings, a diagnosis of right SBA was
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established. This is the first documented case of SBA in

men from the KSA. Additionally, this case report sheds

light on the current clinical and therapeutic approaches to

managing cases of SBA in men.
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Introduction

A subareolar breast abscess (SBA), also known as a lactif-
erous duct fistula, ismore commonly seen in women and rarely

in men.1,2 The precise etiopathogenesis of SBA is not clearly
defined. However, the initial process has been suggested to
begin with squamous metaplasia of the lactiferous ducts and
ampulla. The source of squamous metaplasia is not exactly

delineated and may take place secondary to comedomastitis,
inverted nipples, or a congenital abnormality of the ductal
systems. Squamous metaplasia is often accompanied by

keratinisation. Subsequently, the lactiferous ducts become
obstructed by keratin plugs, dilated, and consequentially
complicated by rupture, bacterial infection, and eventually

abscess formation.1,2

Nipple piercing, obesity, trauma, and iatrogenic procedures
have been documented as predisposing factors for SBA.
Moreover, diabetes mellitus and human immunodeficiency vi-

rus (HIV) infection have been reported. Notably, a positive
association has been identified between cigarette smoking and
SBA.3e6
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Figure 2: A gross picture of the patient showing a swelling in the

subareolar region of the right breast with erythema.
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SBA is usually diagnosed clinically and confirmed using
fine-needle aspiration cytology (FNAC).7 Diagnostic

confirmation is essential for proper management to avoid
complications, such as abscess recurrence and fistula
formation.2 Acute mastitis, fat necrosis, epidermoid cyst,

and malignancy are included in the differential diagnosis of
SBA.2,8

A literature review revealed only 15 cases of SBA in men.

Including our case, 13 patients (81%) underwent FNAC. The
standard treatment for SBA is debatable. However, various
management approaches, including aspiration with antibi-
otics, incision and drainage, tumour and duct resections, and

simple tumourectomy, have been performed.3,7e13

Herein, we present a case of right SBA in a 28-year-old
man. To the best of our knowledge, this is the first docu-

mented report from KSA. We address the clinical and ther-
apeutic approaches to managing such cases. Moreover, we
provide a summary of all PubMed-indexed published cases

of SBA in men.

Case presentation

A 28-year-old Bangladeshi non-smoker man visited the
surgical clinic complaining of a painful swelling in the right
breast for 10 days. He reported no nipple discharge or

trauma. The past medical, surgical, and family histories were
unremarkable. He had initially visited a nearby primary
healthcare centre and had been prescribed with amoxicillin.

Physical examination exhibited a tender, hot swelling in the
right subareolar area with erythema (Figures 1 and 2). There
was a palpable mobile right axillary lymph node. The initial

blood work-up showed leucocytosis at a leucocyte count of
14 � 109/L.
Figure 1: A gross picture of the patient showing the abnormal

(right) and normal (left) breasts.
Ultrasound (US) of the right breast showed a 3 � 2-cm

lobulated, hypoechogenic mass with a hyperechoic rim. The
mass did not show Doppler flow, and its appearance was
suggestive of a breast abscess. Furthermore, multiple right
axillary lymph nodes were enlarged, the largest one

measuring 2 � 1 cm. Fine-needle aspiration (FNA) yielded
brownish yellow pus. FNAC showed a fewmature squamous
cells admixed with many anucleated squamous cells in a

background of mixed inflammatory cell infiltrates composed
of numerous polymorphs, lymphocytes, and a few histio-
cytes. In addition, multinucleated foreign body-type giant

cells and necrotic debris were seen. No ductal epithelial cells
were present. ZiehleNeelsen staining was negative for acid-
fast bacilli. No microorganism was detected in the pus
culture.

According to the previous findings, a diagnosis of right
SBA was established. Our plan was to admit the patient,
surgically drain the abscess, culture the pus, and biopsy the

surrounding tissues. Unfortunately, the patient left our clinic
and did not return. One week later, we followed-up on the
patient via phone, and he reported to be doing well.

Discussion

Generally, breast abscesses in women are classified into
two categories: puerperal and nonpuerperal. Puerperal SBA

typically occurs during pregnancy, lactation, or at the time of



Table 1: A summary of all English-language PubMed-indexed published cases of subareolar breast abscess in men.

Ref Authors Year Age

(yr)

Side Presentation Duration FNA Treatment Antibiotics

2 Galblum and Oertel 1983 41 NR NR NR þ NR NR

2 Galblum and Oertel 1983 47 NR NR NR þ NR NR

9 López-Rı́os et al. 1997 45 Rt Recurrent abscess before retroareolar

nodule noted

1 year þ Tumor and duct

resection

þ

9 López-Rı́os et al. 1997 37 Lt Recurrent abscess 8 months þ NR Not given

8 Silverman et al. 1997 45 Lt Subareolar mass and nipple discharge 5 months þ Aspiration drainage þ
10 Rajaram et al. 2008 42 Lt Subareolar nodule associated with pain

and pus nipple discharge

2 years þ NR NR

10 Rajaram et al. 2008 17 Lt Pain and swelling of the left breast 2 days þ Tumor and duct

resection

NR

7 Subramaniam & En 2012 57 Lt Subareolar nodule 1 month þ Aspiration drainage þ
3 Sinha et al. 2014 38 B/L Bilateral painful breast swelling and

redness

7 days þ Incision and drainage þ

11 Johnson et al. 2014 41 Rt Subareolar mass and intermittent

serosanguinous discharge from an

areolar opening

6 months e Tumor and duct

resection

Not given

11 Johnson et al. 2014 39 Lt Tender nodule followed by open

wound abutting the left areolar

6 months e Tumor and duct

resection

þ

12 Aiyappan et al. 2015 27 Lt Painful breast swelling 7 days þ Incision and drainage NR

13 Kazama et al. 2017 38 Rt Breast mass with nipple discharge 1 month e Simple tumorectomy Not given

13 Kazama et al. 2017 65 Rt Hard breast mass with skin

inflammation

3 months þ Tumor and duct

resection

þ

4 Gochhait et al. 2018 45 Lt Breast mass with slight retraction of

the nipple

6 months þ NR NR

Present study 2020 28 Rt Painful subareolar swelling 10 days þ Aspiration drainage þ
B/L: Bilateral; FNA: fine needle aspiration; Lt: Left; NR: Not reported; Ref: Reference; Rt: Right; Yr: years.
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lactation weaning. More than 90% of the nonpuerperal type

is labelled as SBA, which is found in the retroareolar and
periareolar areas.15 Zuska et al. recorded the first case of
SBA in 1951.1 SBA usually affects women and very rarely

men.2

In 1997, Silverman et al. reported the first case of FNAC
for SBA in a man. They concluded that SBA is characterised

by the presence of anucleated squamous cells with an acute
and/or a chronic inflammatory response, sporadic multinu-
cleated foreign body giant cells, and granulation tissue.8 The

most common microorganisms detected in primary SBA are
gram-positive bacteria. Conversely, anaerobic bacteria are
found mainly in recurrent SBA.15

The male breast is prone to different pathological condi-

tions. Gynaecomastia is the most commonly encountered
condition of the male breast.14 However, other conditions,
including subareolar abscess, sebaceous cyst, diabetic

mastopathy, nodular fasciitis, secondary syphilis, fat
necrosis, haematoma, intramammary lymph node, and
malignancy have been reported.14

SBA has been reported in patients with various infections
(such as HIV infection, tuberculosis, and brucellosis), duct
ectasia, coexisting morbidities (such as diabetes and obesity),
lifestyle habits (such as cigarette smoking and nipple

piercing), iatrogenic procedures, and trauma.3e6

Nevertheless, no risk factors for SBA were identified in our
patient.

SBA can mimic breast carcinoma on both clinical exam-
ination and radiological investigations.2,4 Ventham and
Hussien reported an unusual case of breast cancer in a man

initially presenting with a breast abscess.16 It was
recommended that a biopsy specimen be obtained from the
cavity wall if the abscess does not improve within 2 months

of the initial percutaneous treatment.16

Clinical presentation along with purulent aspiration are
key elements in the diagnosis of SBA. In addition, some

radiological investigations, including breast US and
mammogram, may provide further details.2,11 Earlier reports
have scrutinised the importance of FNAC in the assessment

of male breast lesions generally17 and in confirming the
diagnosis of SBA particularly.2,8,9 In our patient, the
diagnosis was confirmed based on clinical features, US

findings, and FNAC results. Apart from diagnostic
purposes, FNA combined with antibiotics can be useful in
relieving the acute symptoms of SBA2,7,9,10 as initially
performed for our patient. Making the pathological

diagnosis of SBA is important for its optimal
management9,10 and for preventing abscess recurrence and
fistula formation.11 Most importantly, it aids in

differentiating SBA from malignant conditions.13

To the best of our knowledge, only 15 men with SBA have
been reported in the English-language PubMed-indexed

literature (Table 1).2e4,7e13 Out of 15 patients, 13 were aged
between 37 and 65 years, and the duration of their
presentations ranged from 1 month to 2 years. The
remaining two patients were younger, aged 17 and 27

years, and had 2 and 7 days of presentation,
respectively.10,12 Similar to these two patients, our patient
was also young, and he had an acute presentation. Overall,

eight patients had left-sided SBA; four patients had right-
sided SBA (as noted in our patient); and only one patient
had bilateral SBA. Including our case, 13 patients (81%)

underwent FNAC. Of the 15 reported patients, two under-
went incision and drainage, while in two other patients,
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aspiration drainage and antibiotics were used. Tumour and
duct resections were performed for five patients, whereas

simple tumourectomy was performed for one patient. Data
for the remaining cases were deficient with regards to the
surgical intervention. Interestingly, the racial/ethnic back-

ground may increase the risk of SBA. Similar to our patient,
five patients belonged to the Indian subcontinent. The pre-
sent case makes a significant contribution to the literature by

providing additional clinicopathological findings of SBA in
men.

The appropriate treatment of SBA in men remains
controversial. However, different therapeutic approaches

have been suggested. Aspiration drainage plus antibiotics are
used in the acute stage of SBA.7,8 Conversely, complete
tumour and duct resections are advocated in chronic

SBA.9e11,13 In the present case, the aspiration drainage and
antibiotic regimen were used in line with previous
reports.7,8 In fact, as the optimal treatment in our patient,

we planned to surgically drain the abscess, culture the pus,
and biopsy the adjacent tissues. However, the patient left
our clinic and did not return. We recommend the
aforementioned management protocol at the acute stage of

SBA to avoid nipple deformity. Such a management
protocol has been performed by other authors.3,12 In
addition, we believe that complete tumour and duct

resections may be required for chronic and recurrent cases.

Conclusion

SBA is rare in men. It is most often diagnosed clinically
and confirmed by FNAC. The appropriate treatment of SBA
in men continues to be controversial. The clinical follow-up

is essential to monitor for recurrence and exclude
malignancy.
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