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A 46-year-old woman, presented to our Breast Clinic in the Sur-
gery Department with complaints of a lump in the upper, central 
portion of her right breast (between the 12-and 1-o’clock posi-

-
tion. She complained of no other symptoms and on physical ex-
amination she appeared healthy, except for the right breast mass. 

and breast tenderness at palpation were also evident. Axillary 
lymph nodes were not palpable. Peripheral lymphadenopathy, 
hepatosplenomegaly or other abnormalities were not detected and 
general physical examination was unremarkable. The patient was 
afebrile. Her past medical history was unremarkable. She had a 
positive familial history for breast cancer in her grandmother. 

Chest X–ray was normal. Routine laboratory examination re-
vealed a mild leukocytosis. Erythrocyte sedimentation rate (ESR) 
was 65 and the other laboratory data were within normal limits. 

The patient referred for radiological examination. Mammog-
raphy showed an irregular mass with lobulated contours (spicu-
lated margins) in the upper and central portion of the right breast 
accompanied by nipple retraction and skin thickening over the 

lymphadenopathy was found. 
Fine needle aspiration biopsy of the breast mass was nondiag-

nostic, therefore an excisional biopsy was performed. Histological 

impregnation stain (Grocott-Gomori methenamine-silver nitrate 
stain) and negative for Ziehl–Neelsen stain. Biopsy specimen was 
negative for malignant cells. The patient was treated with a two-
month course of 24 million u/day of IV penicillin, followed by 
amoxicillin (500 mg orally), four times per day for an additional 
six months. The patient responded to treatment and imaging study 
(mammography and ultrasonography) on follow up showed no 
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Actinomycosis is a chronic, suppurative granulomatous disease 
Actinomyces israelli, which 

was once thought to be a fungus. It is a gram positive, aerobic 
or microaerobic, non–acid–fast bacteria which normally exists in 
the mouth, colon and vagina.1-3 This disease is characterized by 
the formation of abscesses that drain from multiple sinus tracts 
containing discharges with sulfur granules.3,4

Breast actinomycosis is an uncommon infectious disease that 
may be primary or secondary. Primary actinomycosis of the 

1,2  Secondary 
actinomycosis of the breast is usually due to the extension of a 
pulmonary lesion through the thoracic cage in a process that can 

presents as sinus tracts or mass–like lesions. The clinical presenta-

5

The main clinical forms of actinomycosis are craniofacial, tho-
racic, abdominal, and in women, pelvic.6 The disease is more 
common in men. Primary actinomycosis of the breast is a rare, 
slowly progressive infection. Inoculation occurs through the nip-
ple. Possible causes of this unusual condition are trauma, lactation 
and kissing. The most common isolated cause is Actinomycosis 
israelli. In recent years, other strains of actinomyces have been 
discovered. Capobianco et al. reported primary actinomycosis of 
the breast that was caused by Actinomyces viscosus.7 Attar et al. 
have reported cases of breast actinomycosis caused by Actinomy-
ces turicensis and Actinomyces radingae.8 

Breast actinomycosis usually involves premenopausal women. 
Our patient was a 46-year-old woman. Primary actinomycosis of 
the breast usually starts at the nipple, and most of the breast ab-
scesses are retromamillary.1 The most common clinical presenta-

and sinus tracts.9,10 Purulent or bloody discharge from sinuses may 
be seen. Fibrosis with local cicatrization, skin retraction, and ar-
chitectural distortion of the breast may occur in advanced cases. 
The disease may present as a breast lump that is usually impos-

7,9,11 Gogas et al. 
have stated that the correct diagnosis is frequently made after ex-
cisional biopsy or surgery.3 According to Jain et al., primary breast 
actinomycosis must be considered in the differential diagnosis of 
chronic abscesses and malignant lesions, based on clinical pre-
sentation.12 -

et al., imaging studies may be helpful in some cases of suspected 
13 Although imaging study may differen-

-
ing a breast abscess, however distinguishing breast actinomyco-
sis from other chronic mastitis, in particular breast tuberculosis 

examination.14,15 Computed tomography scanning and magnetic 
resonance imaging may help to detect the extension of the breast 
abscess and secondary involvement of the chest wall.13 Histologi-
cal examination of the biopsy or mastectomy specimen usually 
shows sulfur granules which are composed of bacterial colonies. 

Grocott-Gomori staining assists with establishing the diagnosis 

branching, as observed with fungi and some bacteria such as No-

cardia and Actinomyces israelli.12,16 Nocardia can be excluded by 

by histological study of the biopsy specimen. The Ziehl- Neelsen 
staining in our patient showed the presence of sulfur granules.

Cytological study of the specimen is often recommended to rule 
out a malignancy. The culture gives positive results in 50% of 
patients and should be performed with both aerobic and anaerobic 
media.12 A gram stain of the specimen is usually more sensitive 
than cell culture, especially if the patient has received prior anti-
biotic treatment.   

-
noma.7,9,12,14

chronic suppurative mastitis, breast tuberculosis, and chronic os-
teomyelitis of the rib.

The treatment of choice consists of the prolonged administration 
of penicillin. Alternative antibiotics are doxycycline, amoxicillin, 
erythromycin or clindamycin. Surgery may be indicated in ad-
vanced cases with multiple chronic breast abscesses and progres-
sive cicatrization of the breast tissue.7,9,13 
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