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a b s t r a c t 

Breast abscess in males is a rare condition, which accounts for 1%-3% of all documented 

breast diseases. Males with certain risk factors may develop a breast abscess. The ultrasono- 

graphic, mammographic, and pathological characteristics of this case will be highlighted 

in the report. A 51-year-old morbidly obese Saudi male who is a 160-pack-years smoker 

presented to our surgical clinic complaining of a right breast mass that presented a long 

time ago and was changing in size. The mass was painless until 5 days prior to presenta- 

tion. On physical examination, a firm nonmobile 3 × 4 cm mass was felt at 10-12-o’clock, 

1 cm away from the nipple. A bilateral X-ray mammogram and ultrasound were performed 

with fine needle aspiration and culture. The mammogram of the right breast showed a well- 

circumscribed subareolar mass with equal density, and it was also associated with overlying 

skin thickening and relative breast parenchymal edema. The fine needle aspiration grossly 

showed yellowish-green turbid content followed by turbid blood. The anaerobic culture re- 

sults showed the gram-positive cocci, Finegoldia Magna. The patient was then instructed 

to take an antibiotic accordingly and return after 1 week. Fine needle aspiration and cul- 

ture were performed again after antibiotics and grossly showed 2-3 cc of pus without any 

growth in culture. Male breast disorders are typically benign, with gynecomastia being the 

most prevalent, and malignancy being the most serious despite its rarity. Breast abscesses 

are a challenging clinical condition, and radiologists have a pivotal role in evaluation and 

follow-up of these lesions. 
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Fig. 1 – Left mediolateral oblique mammography. The 
mammogram findings showed a left subareolar branching 
density consistent with chronic gynecomastia. 

Fig. 2 – Left craniocaudal mammography. 
Introduction 

Male subareolar breast abscess (SBA) is an infrequent clini-
cal entity, accounting for approximately 1%-3% of all docu-
mented breast disorders [1] . Although the exact cause of non-
puerperal abscesses is still uncertain, it is known that it in-
volves inflammation, infection, and obstruction of the lact-
iferous ducts [2 ,3] . This can be caused by squamous meta-
plasia of the epithelial lining, leading to blockages and the 
formation of an abscess [2 ,3] . A breast abscess clinically
presents as a sore and painful breast lump either unilater-
ally or bilaterally [2] . Males with underlying immunosuppres-
sive conditions such as Human Immunodeficiency Virus (HIV),
cancer, trauma, nipple piercing, diabetes mellitus (DM), or tu-
berculosis (TB) are at a higher risk of developing breast ab-
scesses [4] . The typical method for diagnosing SBA involves
a triple assessment. This begins with a clinical evaluation,
then proceeds with radiological examinations including X-
ray, mammography, and ultrasound (US), and lastly involves
fine needle aspiration cytology (FNAC) to confirm the abscess
[5–7] . The majority of reported male breast abscesses have
either aerobic or tubercular origins [1] , and the causal or-
ganisms can include methicillin-resistant Staphylococcus au-
reus (MRSA), methicillin-sensitive S aureus (MSSA), coagulase-
negative Staphylococcus (CONS), Streptococcus and Proteus [5] . A
fine-needle aspiration cytology (FNAC) report with culture and
sensitivity of the aspirated material can facilitate the devel-
opment of a specific treatment approach for a male breast ab-
scess [2] . Breast cancer may also develop in male patients, but
few cases are reported in the literature, making it a challeng-
ing disease to navigate [8] . In this paper, we report a case of
retro-areolar breast abscess with anaerobic bacteria in a male
patient. 

Case report 

A 51-year-old morbidly obese Saudi male who is a 160-pack-
years smoker presented to our surgical clinic complaining of a
right breast mass that was noticed a long time ago. It increases
and decreases in size with no apparent triggering factors. The
mass was painless until 5 days prior to presentation. The pa-
tient did not experience fever, nausea, vomiting, weight loss,
nipple discharge, or any skin changes. There was no history
of prior breast infections, and his family history was negative
for malignancy. The patient is a known case of coronary artery
disease (CAD), with a history of percutaneous coronary inter-
vention (PCI), hypertension (HTN), diastolic heart failure, and
obstructive sleep apnea (OSA). He is poorly compliant with
his medications. On physical examination, a firm nonmobile
3 × 4 cm mass was felt at 10-12-o’clock, 1 cm away from the
nipple. Skin changes, nipple discharge, and palpable axillary
lymph nodes were not appreciated. No mass was felt in the
left breast. A complete blood count (CBC) was then ordered
but showed normal results. 

A bilateral X-ray mammography and US were performed
the following day. The mammogram findings showed a left
subareolar branching density consistent with chronic gy-
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Fig. 3 – Right mediolateral oblique mammography revealed 

a well-circumscribed right subareolar equal density mass 
with overlying skin thickening and relative breast 
parenchymal edema. No grouped microcalcifications or 
architectural distortions were found. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Fig. 4 – Right craniocaudal mammography. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

necomastia ( Figs. 1 and 2 ). The right breast showed a well-
circumscribed equal density subareolar mass associated with
overlying skin thickening and relative breast parenchymal
edema. No grouped microcalcifications or architectural distor-
tions were found ( Figs. 3 and 4 ). 

The US showed a well-circumscribed right irregular com-
plex cystic lesion with a posterior enhancement measuring
3.6 × 2.7 × 3.4 cm, and it demonstrated a peripheral hyper-
emia appearance highly suggestive of an abscess ( Fig. 5 ). The
elastography strain ratio was 1.54 ( Fig. 6 ). The right axillary
lymph nodes were hypervascular and enlarged, measuring
2.6 × 1.5 × 0.6 cm in length, width, and cortical thickness, re-
spectively ( Fig. 7 ). 

After the initial radiology assessment, the mass was cate-
gorized as BI-RADS 4A (low suspicion for malignancy) and was
said to be a complex cyst suggestive of abscess and infection.
However, necrotic tumor was yet to be ruled out by FNAC due
to the patient’s clinical presentation and normal CBC. The re-
sults of the US-guided FNA grossly showed yellowish-green
turbid content followed by turbid blood. Aerobic culture re-
sults showed no growth while the anaerobic culture results
showed the gram-positive cocci Finegoldia Magna. The patient
was then instructed to take an antibiotic accordingly and re-
turn after 1 week. 

The patient returned 1 month later for a follow-up US and
FNA. The US of the right retroareolar collection showed re-
gression in size, measuring 21.3 × 12.1 × 29 mm. Morpho-
logical changes were seen as more hypoechoic, along with a
thick wall with dependent internal echoes and multiple mo-
bile echoes. Surrounding subcutaneous edema was also noted.
The right axillary lymph nodes also showed interval regres-
sion in size with preserved cortical thickness. The US was cat-
egorized as BI-RADS 2 (benign). FNA grossly showed 2-3 cc
of pus. Aerobic and anaerobic cultures were performed again
and showed no growth in 48 hours. 

Discussion 

In the intriguing realm of male breast disorders, male breast
abscesses stand out as a rare yet potentially severe condition
[1] . A breast abscess is a localized collection of purulent ma-
terial within the breast tissue [1] . They can roughly be cate-
gorized into puerperal, which is most commonly a complica-
tion of untreated mastitis in breastfeeding females, and non-
puerperal, which is associated with patients who have risk
factors [5 ,15] . While breast abscesses most commonly affect
females [16] , there are few cases recorded in the literature of
male breast abscesses. Nine male breast abscess cases were
encountered in our literature review with ages ranging from 24
to 80 years old [4 ,7 ,9–14 ]. In Saudi Arabia, only 1 published case
of a male with SBA was reported by Alqahtani et al. [4] found
in the literature. 

According to our review, infections (HIV, TB, and brucel-
losis), cancer, duct ectasia, coexisting diseases (diabetes and
obesity), lifestyle habits (cigarette smoking and nipple pierc-
ing), iatrogenic procedures, and trauma are all considered risk
factors for SBA [4] ; most of the conditions possess a com-
mon element of immunosuppression. Upon the history tak-
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Fig. 5 – US showed a well-circumscribed right irregular complex cystic lesion with a posterior enhancement measuring 3.6 
x 2.7 x 3.4 cm, and it demonstrated a peripheral hyperemia appearance highly suggestive of an abscess. 

Fig. 6 – Elastography showing 1.54 strain ratio. 
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Fig. 7 – The right axillary lymph nodes were hypervascular and enlarged, measuring 2.6 x 1.5 x 0.6 cm in length, width, and 

cortical thickness, respectively. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

ing of our patient, the aforementioned risk factors were neg-
ative other than obesity and smoking. Two cases reported by
Kazama et al. [ 9 ] were known smokers similar to our patient.
One patient did not have a smoking history [4] . Other risk fac-
tors such as DM, HIV, Syphilis, colorectal cancer, and Hepatitis
C were found in 3 patients [9–11] . 

Patients with breast abscess present with breast swelling,
pain, erythema, nipple discharge, or retraction [ 2 ]. In our con-
ducted review, all patients had a unilateral presentation simi-
lar to our patient except the case reported by Sinha et al. [14] ,
which presented bilaterally. At the time of presentation, our
patient was complaining of a painful right breast mass that
was fluctuating in size with neither nipple discharge nor skin
changes. 

In any male presenting with a breast lesion, it is critical to
rule-out more serious pathology and differentiate the benign
cases from malignant ones such as breast cancer [5] . The
triple assessment starts with a clinical assessment, followed
by radiology (X-ray, mammography, and US), and lastly a
FNAC and culture [5–7] . A case was found by Gochhait et al.
[12] , in which a breast abscess mimicked breast cancer as the
patient presented with a nontender breast mass and nipple
retraction. On the contrary, a reverse in presenting events
occurred in Ventham et al.’s [ 10 ] case, in which a patient with
malignancy had initially presented with a breast abscess.
As per our patient, during the physical examination, a firm
painful nonmobile 3 × 4 cm mass was detected. There were
no noticeable skin changes, nipple discharge, or palpable
axillary lymph nodes. 

On US, features of a breast abscess may mimic that of
malignancy [17] . Documented breast abscesses have been
described as a heterogeneous lesion with one or multi-
ple hypoechogenic areas and a posterior echo enhancement
[7 ,10 ,13] . Collections were also described to have irregular
borders with a hyperechoic rim and no to mild increase in
Doppler blood flow [4 ,10 ,13] . Because US findings in addition
to FNA were sufficient to make a diagnosis of breast abscess,
mammography was not ordered in many documented cases
[4 ,7 ,9 ,10 ,11 ,13 ,14] . On mammogram, nonpuerperal breast ab-
scesses usually show localized skin thickening [2 ,12] , roughly
20% of mammograms appear normal [2] , and the least com-
mon finding is a mass [2 ,17] , which is shown in our patient’s
mammogram. 

Although breast cancer and breast abscesses may not
always be diagnosed by imaging with certainty, there are a
few distinguishing features to assist in doing so [2 ,12] , skin
thickening is mostly localized to the site of the abscess, but
it tends to be diffuse in malignancy [17] ; malignant masses
usually reveal a mostly solid component, while a mix of fluids
and solids may be appreciated in an abscess [2] ; and it is
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also known that findings such as localized microcalcifica-
tions, and characteristic lymph node changes such as marked
enlargement, can steer the diagnosis towards malignancy [17] .

Alqahtani et al.’s and Aiyappan et al.’s cases were diag-
nosed using US showing a hypoechogenic mass without a
Doppler flow or an FNA to confirm the abscess [4 ,13] . For
Kazama et al. [9] , both cases revealed a hypoechoic lesion and
blood flow in the US suggesting malignancy. As per our pa-
tient, the US showed a well-circumscribed right irregular com-
plex cystic lesion with posterior enhancement. X-ray mam-
mography was done and revealed a well-circumscribed equal-
density subareolar mass with skin thickening. To confirm the
breast abscess, FNAC was done followed by a culture that was
positive for anaerobic bacterial infection. 

Abscesses are treated with antibiotics according to the
culture and sensitivity report [2] . Primary nonpuerperal breast
abscesses are typically infected with methicillin-resistant S
aureus (MRSA) (13%), methicillin-sensitive S aureus (MSSA)
(11%), coagulase-negative Staphylococcus (CONS) (7%), Strepto-
coccus (4%), and Proteus (4%) [5] . Despite our patient’s diagnosis
being primary breast abscess, his culture result was positive,
showing the anaerobic bacteria Finegoldia Magna. 

A breast abscess requires both antibiotics and drainage
since they rarely resolve with antibiotics alone [18] . For non-
MRSA breast abscesses, intravenous or oral antibiotics that
target MSSA should be given along with supportive care such
as analgesia [18] . Antibiotics treatment should be prescribed
for 7-10 days [18] . In cases where the infection persists, sur-
gical intervention may be needed [5] . Alqahtani et al. [ 4 ], Fu-
jii et al. [ 7 ], Aiyappan et al. [ 13 ], and Sinha et al. [ 14 ] were all
treated by antibiotics and drainage. As for Mahendiran et al.
[ 11 ], the patient was treated with antibiotics alone. Similarly,
our patient was treated with antibiotics for 1 week, which
showed great progression by decreasing the size of the ab-
scess. 

Patient consent 

Appropriate written and informed consent was obtained from
the patient. 

R E F E R E N C E S  

[1] Rizzo M, Gabram S, Staley C, Peng L, Frisch A, Jurado M, et al. 
Management of breast abscesses in nonlactating women. 
Am Surg 2010;76(3):292–5. doi: 10.1177/000313481007600310 .

[2] Kasales CJ, Han B, Smith JS Jr, Chetlen AL, Kaneda HJ, 
Shereef S. Nonpuerperal mastitis and subareolar abscess of 
the breast. AJR Am J Roentgenol 2014;202(2):W133–9. 
doi: 10.2214/AJR.13.10551 .

[3] Versluijs-Ossewaarde FN, Roumen RM, Goris RJ. Subareolar 
breast abscesses: characteristics and results of surgical 
treatment. Breast J 2005;11(3):179–82. 
doi: 10.1111/j.1075-122X.2005.21524.x .

[4] Alqahtani SM. A subareolar breast abscess in a man: a case 
report and literature review. J Taibah Univ Med Sci 
2020;15(6):557–60. doi: 10.1016/j.jtumed.2020.07.002 .

[5] Bharat A, Gao F, Aft RL, Gillanders WE, Eberlein TJ, 
Margenthaler JA. Predictors of primary breast abscesses and 

recurrence. World J Surg 2009;33(12):2582–6. 
doi: 10.1007/s00268- 009- 0170- 8 .

[6] Singh R, Anshu, Sharma S, Gangane N. Spectrum of male 
breast lesions diagnosed by fine needle aspiration cytology: a
5-year experience at a tertiary care rural hospital in central 
India. Diagn Cytopathol 2012;40(2):113–17. 
doi: 10.1002/dc.21507 .

[7] Fujii T, Yanai K, Tokuda S, Nakazawa Y, Kurozumi S, 
Obayashi S, et al. A case of subareolar abscess in the male 
breast: usefulness of magnetic resonance imaging scan for 
diagnosis. Int J Case Rep Images (IJCRI) 2017;8(10):659–62. 
doi: 10.5348/ijcri- 2017102- CR- 10841 .

[8] Zheng G, Leone JP. Male breast cancer: an updated review of 
epidemiology, clinicopathology, and treatment. J Oncol 
2022;2022:1734049. doi: 10.1155/2022/1734049 .

[9] Kazama T, Tabei I, Sekine C, Funamizu N, Onda S, 
Okamoto T, et al. Subareolar breast abscess in male patients:
a report of two patients with a literature review. Surg Case 
Rep 2017;3(1):128. doi: 10.1186/s40792- 017- 0402- 3 .

[10] Ventham NT, Hussien MI. Male breast cancer is rare: an 

initial presentation may be as an abscess. BMJ Case Rep 

2010;2010 bcr1120092449. doi: 10.1136/bcr.11.2009.2449 .
[11] Mahendiran SA, Leibman AJ, Kornmehl AS. Male breast 

abscess secondary to actinomycosis: a case report. J Clin 

Diagn Res 2016;10(4):TD05–7. 
doi: 10.7860/JCDR/2016/16758.7640 .

[12] Gochhait D, Dehuri P, Umamahesweran S, Kamat R. Breast 
abscess mimicking breast carcinoma in male. J Mid-life 
Health 2018;9(1):39–40. doi: 10.4103/jmh.JMH_78_17 .

[13] Aiyappan SK, Ranga U, Veeraiyan S. Idiopathic subareolar 
breast abscess in a male patient. J Clin Diagn Res 
2015;9(1):TJ01. doi: 10.7860/JCDR/2015/11258.5404 .

[14] Sinha RK, Sinha MK, Gaurav K, Kumar A. Idiopathic bilateral 
male breast abscess. BMJ Case Rep 2014;2014 bcr2013202169.
doi: 10.1136/bcr- 2013- 202169 .

[15] Scott-Conner CE, Schorr SJ. The diagnosis and management 
of breast problems during pregnancy and lactation. Am J 
Surg 1995;170(4):401–5. doi: 10.1016/s0002- 9610(99)80313- 4 .

[16] Efrat M , Mogilner JG , Iujtman M , Eldemberg D , Kunin J ,
Eldar S . Neonatal mastitis–diagnosis and treatment. Isr J Med
Sci 1995;31(9):558–60 .

[17] Guirguis MS, Adrada B, Santiago L, Candelaria R, Arribas E. 
Mimickers of breast malignancy: imaging findings, 
pathologic concordance and clinical management. Insights 
into. Imaging 2021;12(1):53. doi: 10.1186/s13244- 021- 00991- x .

[18] Boakes E, Woods A, Johnson N, Kadoglou N. Breast infection: 
a review of diagnosis and management practices. Eur J 
Breast Health 2018;14(3):136–43. doi: 10.5152/ejbh.2018.3871 .

https://doi.org/10.1177/000313481007600310
https://doi.org/10.2214/AJR.13.10551
https://doi.org/10.1111/j.1075-122X.2005.21524.x
https://doi.org/10.1016/j.jtumed.2020.07.002
https://doi.org/10.1007/s00268-009-0170-8
https://doi.org/10.1002/dc.21507
https://doi.org/10.5348/ijcri-2017102-CR-10841
https://doi.org/10.1155/2022/1734049
https://doi.org/10.1186/s40792-017-0402-3
https://doi.org/10.1136/bcr.11.2009.2449
https://doi.org/10.7860/JCDR/2016/16758.7640
https://doi.org/10.4103/jmh.JMH_78_17
https://doi.org/10.7860/JCDR/2015/11258.5404
https://doi.org/10.1136/bcr-2013-202169
https://doi.org/10.1016/s0002-9610(99)80313-4
http://refhub.elsevier.com/S1930-0433(23)00929-9/sbref0016
http://refhub.elsevier.com/S1930-0433(23)00929-9/sbref0016
http://refhub.elsevier.com/S1930-0433(23)00929-9/sbref0016
http://refhub.elsevier.com/S1930-0433(23)00929-9/sbref0016
http://refhub.elsevier.com/S1930-0433(23)00929-9/sbref0016
http://refhub.elsevier.com/S1930-0433(23)00929-9/sbref0016
http://refhub.elsevier.com/S1930-0433(23)00929-9/sbref0016
https://doi.org/10.1186/s13244-021-00991-x
https://doi.org/10.5152/ejbh.2018.3871

	Male breast abscess: A rare entity
	 Introduction
	 Case report
	 Discussion
	 Patient consent
	 References


