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Introduction
A breast abscess is a painful collection of pus that 
forms in the breast parenchyma. Most abscesses 
develop just under the skin and are caused by a 
bacterial infection commonly Staphylococcal 
Aureus. Th ey result from untreated, delayed, 
inadequate or incorrect treatment of mastitis. 
Risk factors include previous episodes of masti-
tis, avoiding breastfeeding on the aff ected side, 
maternal age over 30 years of age, fi rst pregnan-
cies, gestational age ≥41 weeks gestation and 
acute weaning. Abscesses are located subareo-
lar (23%), intramammaryunilocular (12%), or 
intramammarymultilocular (65%).Ultrasound 
can be used for diagnosis, although needle aspi-
ration of  pus also confi rms an abscess.1

Th e global prevalence of mastitis in lactating 

women is approximately 1% to 10% but may be 
higher. 3% to 11% of women with mastitis are 
reported to develop breast abscess with a re-
ported incidence of 0.1% to 3% in breastfeeding 
women.2

In 1953 Sir Hedley John Barnard Atkins in the 
United Kingdom coined a new term “mammary 
fi stula” for a chronic infection comprising sub-
cutaneous abscess in the region of the areola 
which discharged spontatneously, resolved but 
recurred frequently again.3 Mammary fi stula 
which is also known as milk fi stula is an abnor-
mal communication between the breast skin 
surface and underlying lactifenous duct. Milk 
fi stulas usually form during lactation, oft en as 
a result of surgical intervention, but has also 
been seen aft er large-core needle biopsy. Periph-
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eral lesions have a much lower risk of develop-
ing milk fi stulas aft er open biopsy compared to 
deep, central lesions.

Although their etiology is unknown, several 
hypotheses have been proposed to explain the 
process. Atkins hypothesized that milk fi stula 
develops due to the obstruction of the duct 
secondary to nipple inversion.4It  is a relatively 
rare condition with a reported incidence of 1% 
to 3% in literature.5Milk fi stula may sometimes 
undergo unrecognized and under reported but 
it is a highly distressful condition causing long 
term morbidity for the patients and may require 
multiple surgeries due to high tendency of re-
currence.3

Milk fi stula should not be confused with Lac-
tiferous fi stula, or Zuska’s disease, which is a 
rare recurrent condition characterized by drain-
ing abscesses about the nipple on one or both 
breasts. Because litt le is known about the dis-
ease, it is oft en misdiagnosed and inappropri-
ately treated.6

Th ere is a lack of data on incidence of breast 
abscess and milk fi stulas in local literature, one 
study in Karachi by Khan ZM et al. has quoted 
a breast abscess incidence on 10.2% (n=127).7

Bundred NJ and Dixon JM studied 40 women 
with mammary fi stulas over a period of 6 years 
and found that the events preceding the fi stula 
were incision of a peri areolar breast abscess (n 
= 24), breast biopsy (n = 13) and spontaneous 
discharge of an infl ammatory mass (n = 3)8

Various guidelines regarding management of 
mastitis and breast abscess are available includ-
ing conservative management with antibiotics, 
ultrasound guided aspiration or incision and 
drainage. Th ere is a clear cut advantage of ultra-
sound guided aspiration which reduces healing 
times, number of dressings, scar formation and 
diffi  culty with breast feeding.

Abscesses smaller than 3 cm can be treated with 
aspiration alone. Multiple aspirations may be 
required, with follow-up ultrasounds to ensure 
resolution of the abscess. Failure of needle aspi-

ration is noted in abscesses >5 cm in diameter, 
unusually large volume of aspirated pus and 
delay in treatment.10 Failed aspiration or large 
abscesses require surgical incision and drainage. 
Th is successfully treats the abscess but many 
women are not pleased with the cosmetic out-
come.

Th e best management of mammary fi stula re-
mains a problem. Simple fi stulas should be treat-
ed by fi stulectomy and primary closure. Total 
duct excision should be reserved for complex 
fi stulas. Postoperative wound infection is also 
a major factor in fi stula recurrence. All patients 
should receive antibiotics.9Excision of the fi stula 
combined with total duct excision performed 
with antibiotic cover, is probably the treatment 
of choice for mammary duct fi stula.10

Th is study aims to determine the incidence of a 
rare condition; milk fi stula in relation to incision 
and drainage of breast abscess and its associated 
factors. Also to propose a new non-surgical mo-
dality of treatment in the form of cessation of 
breast feeding and oral Bromocriptine.

Methods and materials:
Th is was prospective study conducted on 60 
women who presented to Surgical OPD of Khy-
ber Teaching Hospital presenting with signs and 
symptoms of lactational mastitis confi rmed sub-
sequently as a breast abscess by clinical exami-
nation and ultrasonographically detected collec-
tions.Th is study was conducted over a period of 
three years from November 2011 to November 
2014.Sample size was 60 patients and sampling 
was done using Simple Random Sampling. Th e 
1st follow up was aft er 10 days for all post inci-
sion drainage patients, followed by a further 2 
weeks followup in patients who developed fi s-
tula and were on treatment.

All female patients who were lactating and pre-
sented with signs and symptoms of apuerperal 
breast abscess were included in our study aft er 
taking informed consent and approval of the 
ethical committ ee. All 60 patients underwent 
incision and drainage as a primary mode of 
treatment. Patients who presented with non pu-
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erperal breast abscess, burst breast abscess and 
those who underwent ultrasound guided aspira-
tion were excluded from the study.

Any patient who developed clear milk discharge 
from the wound on their 1st follow up visit af-
ter 10 days were declared to have a mammary 
fi stula. Any patients who developed mammary 
fi stula wasfurther followed for 2 weeks during 
which breast feeding was stopped and they were 
treated conservatively with tab bromocriptine 
2.5mg half BD for 3 days followed by 1 BD for 
a month on full stomach; meanwhile starting 
baby on formula feed. All 4 patients responded 
to this treatment within 2 weeks. None of the 
patients in our study underwent a surgical pro-
cedure for fi stula repair.

Results:
Mean age was 26.50 years with all patients be-
tween the age rangeof 17-50 years. Majority of 
the patients i.e 45% were between age of 21-30 
years (n=27) while 30% (n=18) were <20 years 
of age.Most of the patients 58.3% (n=35) had de-
veloped a breast abscess on the right side while 
rest 41.7% had left  breast abscess .60% (n= 36) 
of the patients were primigravida. In our study 

a total 4 out of 60 patientsi.e 6.6% developed a 
mammary fi stula. All patients who developed 
milk fi stula were younger than 30 years.

Discussion:
Although it is understood that the traditional 
approach of surgical incision and drainage is no 
longer the recommended treatment, there are 
no clear guidelines for management of Breast 
Abscess itself. A breast abscess that develops 
in the puerperal period generally has a bett er 
course than nonpuerperal abscesses, which tend 
to be associated with longer treatment times and 
a higher rate of recurrence. Th e available litera-
ture on treatment of breast abscesses is imper-
fect, with no clear consensus on drainage, anti-
biotic therapy, and follow-up. 11

It has been noticed that minimally invasive and 
medical management of milk fi stulas is a novel 
modality of treatment which can be considered 
appropriate in selected cases. A new study has 
also suggested the use of sonographically guid-
ed percutaneous Triamcinolone injection for 
fi stula treatment. Th is treatment is based on the 
fact that milk fi stula is an infl ammatory process 
and steroids have anti infl ammatory properties. 
Complete response was observed aft er the injec-
tion in 4 patients in that study.12

D2 receptor agonists are Anti Prolactin drugs 
which have been used in various breast diseas-
es. Cabergoline is a potent dopamine receptor 
agonist on D2 receptors. Ali CihatYıldırımet al. 
reported a case of a 23-year-old breastfeeding 
mother who had mastalgia. Breast ultrasonogra-
phy confi rmed the presence of a breast abscess 
for which incision and drainage was done. A 
milk fi stula developed on the 3rd postoperative 
day. Intensive wound care and administration 
of broad-spectrum antibiotics were then per-
formed. Medical management of the fi stula in-
volved treatment with oral Cabergoline, which 
was begun at 0.5 mg twice per week. Two weeks 
aft er the operation, the wound was totally clear 
of any drainage and subsequently healed spon-
taneously.13

In another study by Peters F and Hilgarth M 

Table 1: Frequency distribution of age

Age Frequency (N) Percentage (%)
<20 yrs 18 30.0

21-30yrs 27 45.0

31-40yrs 12 20.0

41-50yrs 3 5.0

Total 60 100.0

Table 2: Frequency distribution of side of breast abscess

Side Frequency (N) Percentage (%)
Right 35 58.3

Left 25 41.7

Total 60 100.0

Table 3: Cross tabulation of age and milk fi stula

Milk Fistula Total
Age Yes

<20 yrs 3 3

21-30yrs 1 1

Total 4 4
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nineteen patients with unspecifi c non-puerperal 
mastitis were treated exclusively by bromocrip-
tine without administration of antibiotics. One 
of the patients in this study had a milk duct fi stu-
la. During Bromocriptineprophylaxis no recur-
rence was observed; except in the patient with 
a milk duct fi stula. Th is patient only recovered 
completely aft er surgical excision of the fi stula.14

Our study is the fi rst of its kind in which a two 
weeks low dose Bromocriptine alone has been 
used as alactational suppressant and concomi-
tant treatment of mammary fi stula with a 100% 
response rate. No patient reported any signifi -
cant side eff ects during the course of treatment 
and all responded with stopping of lactation and 
starting baby on formula feed.

Th e incidence of milk fi stula in our study was 
higher as compared to international studies 
(6.6% vs 1-3%)5. Th is fi nding is signifi cant and 
needs to be further investigated in future re-
searches. It is also noticed thatall 4 milk fi stu-
las occurred in younger women aged<30 years. 
Most of the females in our region are married 
at a younger age and they are malnourished be-
longing to lower socio economic status oft en 
living in poor hygiene conditions, these factors 
may play a role in development of milk fi stula by 
contributing to poor wound healing. Also there 
is some association of antibiotic resistance and 
presence of MRSA in cases of breast abscess 
which again need further research.

Since milk fi stula is a distressing condition for 
the patient that not only adds to her morbidity 
but also adversely aff ects her ability to take care 
of her infant; we need to introduce newer less 
invasive modalities of management of breast 
abscess with proper guidelines. Ultrasound 
guided aspiration, wash and antibiotics follow-
ing culture and sensitivity will not only help to 
avoid incision/drainage, scar formation, general 
anesthesia and repeated dressings but will also 
help reduce the incidence of milk fi stula; an es-
tablished complication.

Conclusion:
Milk fi stula is relatively more common in our 
setup especially in young patients. Bromocrip-
tine is a promising drug with a safe side eff ect 
profi le and good response as proved by our 
study and thus its use needs to be encouraged in 
the treatment of milk fi stula along with stopping 
lactation and starting baby on alternative feed. 
However it is not fully understood whether it is 
pharmacological treatment alone or in combina-
tion with cessation of breast feeding that helps 
to heal milk fi stulas thus a large randomized 
control trial is recommended to be conducted 
to study this phenomenon.
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