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Bilateral breast abscess in a neonate — A case report
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ABSTRACT

Introduction: Neonatal mastitis and breast
abscesses are uncommon. The most common
causative agent is Staphylococcal aureus. Case
Report: A case of bilateral breast abscess due
to Methicillin resistant staphylococcus aureus
(MRSA) in a 11-day-old newborn baby, which
responded well to surgical drainage and
injection vancomycin is reported due to its rare
presentation. Conclusion: Complications of
neonatal mastitis are rare but have been
reported. It is therefore essential to treat
neonatal breast abscess aggressively including
antibiotics and surgical drainage.
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INTRODUCTION

Neonatal breast enlargement is common and
probably due to fall in the level of maternal oestrogen
at the end of pregnancy which triggers the release of
prolactin from the pituitary gland of the newborn [1].
It is often self limiting. Neonatal mastitis and breast
abscess are uncommon. Manipulation of the breast
tissue can lead to mastitis and breast abscess [2]. Early
cases of mastitis usually resolve with use of antibiotics
but when abscess is formed surgical drainage is
needed. Infection is localized but can lead to cellulitis,
fasciitis, osteomyelitis, brain abscess and generalized
sepsis [3].

CASE REPORT

A 11-day-old female baby was admitted with
complaints of swelling of both breasts of three days
duration and fever of two days duration. The swelling
was noted by the mother initially on the right side and
later on the left side (Figure 1). The child was a full
term normal baby delivered vaginally. The first week of
neonatal period was normal. Swelling was noted
initially on day eight around the right breast spreading
to adjacent areas of the chest and followed by swelling
of the left breast.

On examination at admission the child was febrile
but active with swelling of both the breasts. The
swelling on the left side was fluctuant. The abscess
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was incised and 50 ml of pus drained and sent for
culture and sensitivity (Figure 2A, B). The patient was
empirically put on injection augmentin and amikacin.
Culture of the aspirated pus yielded a pure growth of
MRSA which was sensitive to vancomycin, linezolid
and erythromycin and resistant to penicillin, oxacillin,
ciprofloxacin and co-trimoxazole. Blood culture was
sterile at 72 hrs of incubation. Total count of WBC was
43,200/cmm with polymorphs — 50%, lymphocytes —
45%, monocytes — 4% and eosinophils — 1%,
hemoglobin, platelet count, urea, creatinine, glucose
were normal. C-reactive protein level was raised. The
patient was put on injection vancomycin intravenously,
8hourly following the issue of culture report and
continuing profuse discharge of pus. The discharge of
pus gradually decreased on left side within the next
seven days. The residual abscess on the right side was
drained surgically. The discharge ceased on right side
after one week following the drainage. The child was
discharged with complete cessation of pus from both
the breasts after treatment with injection vancomycin
for ten days and surgical drainage. The child was active
and feeding well and afebrile at the time of discharge.
Papular lesions were seen over the trunk on the tenth
day of discharge which was diagnosed as “Erythema
toxicum” by the dermatologist and advised topical
application of calamine Ilotion. The child was
discharged with advice to be brought for review after a
week. The child was healthy and had no discharge of
pus during the review seven days after discharge.

DISCUSSION

Neonatal breast abscess is uncommon and usually
unilateral with no systemic symptoms. In the present
case the patient was febrile which is rare as reported by
Rudoy in their study of a series of cases [4]. Neonatal
mastitis is seen in term infants with a peak incidence at
approximately three weeks of age.

The most common causative agent is
Staphyloccocus aureus [3] as was the case in our
patient. Bilateral involvement is uncommon and fever
is seen in less than 50% of patients and leucocytosis in
less than 75% of patients [4, 5 ,6]. Our patient had
fever, leucocytosis and bilateral involvement of breast.
Early cases of mastitis usually resolve with use of
antibiotics but when an abscess is formed surgical
drainage is needed [5]. Aspiration was done in addition
to use of antibiotics as the abscess failed to resolve
with antibiotics alone. Complications of neonatal
mastitis are rare but cellulitis, fasciitis, osteomyelitis,
brain abscess and sepsis have been reported [3].

CONCLUSION

It is therefore essential to treat neonatal mastitis
aggressively with antibiotics including surgical
drainage in refractory cases [5] as in our patient to
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Figure 2: A) Incision and drainage from the right breast. B)
Pus pouring out from the left breast.

prevent both local and systemic complications [7]. The
patient was found to be active and healthy during the
review visit after one week with no discharge of pus
and completely normal breast.
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