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BRIEF
ANSWERS 
TO SPECIFIC 
CLINICAL 
QUESTIONS

Does every patient
with lactational mastitis
require antibiotic treatment?

Q:

My 4-week-postpartum lactating patient calls into clinic 
with a complaint of 12 hours of a tender, hot, swollen 
breast. Because of these symptoms, she is less motivated to 
continue breastfeeding. Does this patient require antibiotic 
treatment?

Not all patients with lactational mastitis 
require antibiotics. Depending on the dura-

tion and severity of symptoms, some patients can be 
managed conservatively, while others should receive 
empiric antibiotics.

 ■ DEFINITION

Lactational mastitis is infl ammation of the mammary 
gland ducts, alveoli, and surrounding tissue that occurs 
during breastfeeding or feeding with breast milk 
expressed via pumping.1 Lactational mastitis affects 
approximately 1 in 4 breastfeeding patients.2 

The spectrum of mastitis encompasses a progression 
of conditions including hyperlactation (production of 
breast milk beyond the infant’s current needs), dysbi-
osis, ductal narrowing, infl ammatory mastitis, bacterial 
mastitis, phlegmon, infected galactoceles, and abscess.1 
Timely treatment with appropriate conservative mea-
sures or empiric antibiotics when indicated is crucial to 
prevent progression along the aforementioned mastitis 
spectrum. Management should also include counseling 
for continued breastfeeding, if desired by the patient.1,3

 ■ CAUSES OF LACTATIONAL MASTITIS

Though the exact pathophysiology of lactational 
mastitis remains unclear, several factors are associated 
with its occurrence, including hyperlactation, nipple 

injury, improper fi tting of breast pump fl anges, high 
pump suction, dysbiosis, and abrupt or semi-abrupt 
breastfeed weaning.3,4 Hyperlactation causes pro-
longed breast engorgement that, when coupled with 
insuffi cient drainage of milk, can cause the breast to 
become infl amed (eg, infl ammatory mastitis) or, in 
some patients, can result in bacterial growth within 
the lactiferous ducts (eg, bacterial mastitis).1–3

 ■ CLINICAL FEATURES AND DIAGNOSIS

Patients with lactational mastitis, whether infl amma-
tory or bacterial, may present with symptoms of breast 
pain and tenderness, redness, swelling, decreased breast 
milk production, and constitutional symptoms such as 
fever, chills, and body aches. When diagnosing lacta-
tional mastitis, a physical examination should be con-
ducted with an in-person offi ce visit or, at minimum, 
a virtual visit, keeping in mind that erythema may 
present less conspicuously on darker skin. Examina-
tion fi ndings concerning for infl ammatory or bacterial 
mastitis include diffuse breast tenderness, induration, 
erythema, and warmth. A check of vital signs may 
reveal tachycardia, fever, or hypotension in a patient 
who is septic or dehydrated, though this is rare.1 

If symptoms are ongoing or progressing for more 
than 24 to 48 hours and are coupled with a focal, 
discrete area of swelling and erythema, the clinician 
should consider a phlegmon, abscess, or infected galac-
tocele. A phlegmon is a localized infl ammatory mass 
of the soft tissue. An abscess is an enclosed collection 
of pus within tissue. A galactocele, which can become 
infected, is a soft cystic collection that forms in the 
breast after obstruction of a milk duct. Ultrasonography 
is useful for diagnosing these conditions. Breast milk 

A:

Heidi Szugye, DO,
NABBLM-C, IBCLC, FAAP
Breastfeeding Medicine Medical 
Director, Department of Primary Care 
Pediatrics, Cleveland Clinic, Cleveland, 
OH; Assistant Professor, Cleveland 
Clinic Lerner College of Medicine of 
Case Western Reserve University,
Cleveland, OH

 on July 28, 2025. For personal use only. All other uses require permission.www.ccjm.orgDownloaded from 

http://www.ccjm.org/


284 CLEVELAND CLINIC JOURNAL OF MEDICINE  VOLUME 91  • NUMBER 5  MAY 2024

LACTATIONAL MASTITIS

culture can be helpful in cases of mastitis not respond-
ing to fi rst-line antibiotics.1

 ■ MANAGEMENT OF INITIAL AND MILD 
SYMPTOMS

Patients with mild systemic symptoms and focal breast 
fi ndings that resolve in 24 to 48 hours can be managed 
with a number of conservative measures and without 
the need for antibiotics. The clinician should reassure 
the patient that stopping breastfeeding is unnecessary. 
Continued breastfeeding with ongoing mastitis does 
not endanger the infant’s health.1

The patient may apply light sweeping motions in 
the direction of the lymph nodes that drain the breast 
(axillary and supraclavicular) to assist with lymphatic 
drainage, with the same amount of pressure used to pet 
a cat. Deep breast tissue massage, vibrating devices, or 
other aggressive massage techniques should be avoided 
to prevent capillary and tissue injury.1,3

If the breast is very swollen, the patient may fi nd 
that hand expression is more effective than pumping. 
The clinician should reiterate proper breast-pump 
technique if pumping is necessary and offer the fol-
lowing recommendations:
• If pumping exclusively, aim to pump the equivalent 

volume of fl uid consumed by the infant (28–30 
ounces of milk/day/infant from 1–6 months of age) 
to reduce hyperlactation; if the infant is directly 
breastfeeding and gaining weight appropriately, 
pumping should be minimized or avoided to prevent 
hyperlactation3

• Aim for a moderate suction pressure to avoid trau-
matizing breast parenchyma1

• Consult a lactation specialist to ensure the pump 
fl anges are the appropriate size1

• Clean equipment by hand with soap and water or 
in the dishwasher with hot water5

The patient should wear an adequately sized and 
fully supportive bra to minimize worsening edema from 
gravity.1,6 Also, the patient may promote pain relief and 
decrease infl ammation by using cold compresses while 
lying on her back after breastfeeding and by taking 
nonsteroidal anti-infl ammatory medications around 
the clock to help reduce infl ammation.1,3 There is no 
evidence for the use of cabbage leaves, which can be 
contaminated with Listeria.7,8

The patient should avoid excess breastfeeding or 
pumping beyond the infant’s needs. Also to be avoided 
are breast soaks (which can cause skin ulceration 
and irritation), aggressive massage, and prophylactic 
antibiotics.1,3,8

 ■ MANAGEMENT OF SEVERE OR PERSISTENT 
SYMPTOMS

Patients with severe local symptoms or with systemic 
symptoms such as fever, myalgias, and rigors who do 
not improve within 24 to 48 hours of initiating proper 
conservative measures should be managed promptly 
with the following measures.3

Empiric antibiotic treatment for bacterial mastitis 
First-line treatments include dicloxacillin 500 mg 
4 times daily and cephalexin 500 mg 4 times daily, 
each for 10 to 14 days.3 Second-line treatment is 
clindamycin 300 mg 4 times daily or trimethoprim-
sulfamethoxazole 160 mg/800 mg twice daily, each for 
10 to 14 days.3 Avoid trimethoprim-sulfamethoxazole in 
patients with pregnancies complicated by prematurity, 
neonatal hyperbilirubinemia, or glucose-6-phosphate 
dehydrogenase defi ciency.

Breast milk culture
If symptoms persist after 48 hours of antibiotic treat-
ment, obtain a breast milk culture from the affected 
breast to rule out methicillin-resistant Staphylococcus 
aureus and other resistant pathogens.1 To do this, 
clean the nipple with a topical antiseptic (eg, an 
alcohol pad), and avoid contact between the nipple 
and the sterile container when collecting the sam-
ple for culture. The clinician or the patient can put 
on sterile gloves and hand-express breast milk into 
a sterile container. The clinician should submit 5 to
10 mL of breast milk to the laboratory as a “body fl uid 
culture.” Patients can continue to breastfeed or pump 
while awaiting culture results, as breastfeeding with 
mastitis is considered safe.

Ultrasonography
When an abscess, phlegmon, or infected galactocele 
is suspected, ultrasonography and prompt (same-day) 
consult with radiology and breast surgery are recom-
mended. Fluid collections may be surgically drained 
under ultrasonographic guidance.1 Referral to a breast 
specialist is advisable to rule out infl ammatory breast 
cancer in patients whose symptoms do not respond to 
antibiotics.

Avoid deroofi ng nipple blebs
Avoid popping or deroofi ng nipple blebs (papules 
that can occur in association with ductal infl amma-
tion from mastitis), and prescribe triamcinolone 0.1% 
topical steroid cream twice daily for a week.1 Advise 
the patient to wipe off the cream with a towel before 
feeding.
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 ■ PREVENTION AND MANAGEMENT OF 
RECURRENT MASTITIS

Clinicians should provide anticipatory counseling 
regarding proper breastfeeding techniques and recom-
mend that the patient feed their infant “on demand” 
with direct breastfeeding, as this encourages more 
physiologic breast milk removal.

Consider referral to a lactation consultant or breast-
feeding medicine specialist who can help downregulate 
supply safely if the patient has an oversupply or hyper-
lactation. Also, consider a psychology or psychiatry 
consult for mental health management, as mastitis, 
especially if recurrent, is associated with a history of 
anxiety and depression.1

Although evidence is mixed, prophylactic probiotics 
can be considered for the breastfeeding parent (Limosi-
lactobacillus fermentum or, preferably, Ligilactobacillus 
salivarius).1 Clinicians may also recommend oral sun-
fl ower or soy lecithin 5 to 10 g daily to help emulsify the 

milk to prevent clogging of ducts.1 When appropriate, 
clinicians can promote healthy mammary microbiota 
by avoiding prophylactic antibiotics.8

If pumping is necessary, ask the patient to pump 
only in place of feeds to produce what the infant needs 
and to avoid creation of a “stash” of milk that exceeds 
the infant’s needs. Patients should avoid nipple shields 
(silicone devices worn over the nipples) when latching 
the infant because the shields can lead to inadequate 
milk transfer.

The healthcare team should support the patient 
when breastfeeding challenges are encountered, as 
doing so helps ensure that the patient will continue 
to provide human milk to the infant, which has health 
benefi ts for both parent and child. ■
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