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Abstract: Breast tuberculosis is rare presentation of extrapulmonary tuberculosis
even in countries where tuberculosis is widespread and common like India. Breast
tuberculosis is mistaken with breast cancer and pyogenic breast abscess clinically
and radiologically. Its incidence is likely to be higher in undeveloped countries as a
result of the high TB incidence, but with an increasing spread of HIV in developed
countries, the incidence of breast tuberculosis is increasing. Breast tuberculosis has
no defined clinical features. Radiological imaging is not diagnostic. Diagnosis is
based on identification of typical histological features or the tubercle bacilli under
microscopy or culture. Antitubercular therapy for 6 months with or without
surgical intervention is the mainstay of treatment today.
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CASE REPORT

INTRODUCTION

Tuberculosis of breast is rare form of extra pulmonary
tuberculosis [1,2]. It mainly involve young lactating female but can also involve
male breast. TB of breast is mainly classified as primary and secondary forms. In
primary TB, infection remains confined to the breast tissue. Breast tuberculosis can
be misdiagnosed as carcinoma breast and pyogenic breast abscess [3, 4]. Most
common presentation of breast tuberculosis is lump in upper and outer or central
quadrant [5].

defined lesion in upper inner guadrant having internal

A 45 year married female presented in General
Surgery department with complaint of lump in right
breast for 1 month .She had no family history of
carcinoma breast. There is no h/o fever or respiratory
symptoms. On physical examination a mass of size
10x12 cm present in upper and inner quadrant of right
breast, on palpation tenderness was present and marigin
was irregular. Lump was appear to be fix with skin and
not fix to the chest wall .There was no skin retraction
and nipple discharge. There was palpable right axillary
lymph node. Examination of abdomen had no obvious
lump or ascites.

Blood investigation — ESR of patient was 68,
Hb 9.7, TLC 11800, granulocyte 74%, lymphocyte 18%
and liver function test, kidney function test and chest x
ray was within normal limit. HIV, Hbsag and HCV
were non reactive.

USG b/l breast showed heterogenous breast
parenchyma with internal echoes at upper and inner
quadrant of right breast with evidence of hypoechoic ill-

vascularity [BIRADS 5].

CECT Thorax s/o bulky right breast with large
ill-defined heterogenous enhancing mass lesion with
irregular and speculated margins in right breast
parenchyma infiltrating areolar region with thick
homogenously enhancing overlying skin with right
axillary node (malignant breast lesion). Fine needle
aspiration cytology report shows chronic granulomatous
mastitis.

After fine needle aspiration cytology patient
developed breast abscess which was managed by
incision and drainage. Pus culture shows no growth and
AFB negative. After that patient develop painful non
healing ulcer over right breast. In view of that planned
to do modify radical mastectomy d/o carcinoma.
Mastectomy specimens send for histopathological
examination which shows chronic granulomatous lesion
s/o tuberculosis. ATT was started and now patient is
improving.
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Fig-1&2: Gross specimen of breast after MRM
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Fig-4 (100X) & fig 5(400X): H&E section shows breast parenchyma with numerous tubules (left). Adjacent area
shows granulomatous reaction with epitheloid cells showing tendency to form giant cells and lymphocytic
infiltration (Right)
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DISCUSSION

Tuberculosis of the breast is an uncommon
disease, with an incidence between 0.1%- 3% of all
breast diseases treated surgically [6]. The first case of
mammary tuberculosis was recorded by Sir Astley
Cooper in 1829 who called it ‘scrofulous swelling of the
bosom [7]. Its incidence is likely to be higher nealy 4%
in undeveloped countries as a result of the high TB
incidence, but in the western countries, incidence being
<0.1 per cent of breast lesions examined histologically
[8,9]. With an increasing spread of HIV in developed
countries mammary tuberculosis may no longer be
uncommon in the developed world [10]. It usually
affects young lactating multiparous women because the
female breast undergoes frequent changes during the
period of childbearing activity and is more susceptible
to trauma and infection [11]. The disease is very rare in
males. In India, a review by Gupta et al. [11]
comprising 160 patients, only 6 were males comprising
3.75%. TB of breast is mainly classified as primary and
secondary forms. In primary TB, infection remains
confined to the breast tissue. Secondary TB is seen
more frequently and here the infection is also present in
other parts of body along with breast. Breast tissue is
remarkably resistant to tuberculosis. This is due to the
fact that, like skeletal muscles and spleen, it provides
infertile environment for the survival and multiplication
of tubercle bacilli [12]. Clinical presentation is usually
of a solitary, ill-defined, unilateral hard lump situated in
the central or upper outer quadrant. TB can also present
with nipple discharge, skin thickening, discharging
sinuses in the breast or axilla .Lesion may be
indistinguishable from carcinoma breast, being
irregular, hard, and at times, fixed to either skin or
muscle or even chest wall [13,14]. Radiological
imaging is not diagnostic. Mammographic imaging may
show a dense tract connecting an ill-defined breast mass
to an area of skin thickening and a skin bulge but
Mammography is not helpful, especially in young
women, due to high density of the breast tissue.
Ultrasound may demonstrate a complex, predominantly
cystic mass. Mammography and ulterasonography are
unreliable in differentiating mammary tuberculosis from

carcinoma [16]. Fine-needle aspiration cytology can be
diagnostic in about three-fourth of patients. Fine needle
aspiration cytology shows the presence of epithelioid
cell granulomas and necrosis. Gold standard for the
Diagnosis of breast tuberculosis is the identification of
the tubercle bacilli under microscopy or culture [15].
Polymerase chain reaction (PCR) is highly sensitive but
rarely used. It is recommended in cases with negative
culture results or for differential diagnosis between
other forms. Shah et al. performed AFB smear, AFB
culture, and the DAT (Amplicor assay) on 1090 tissue
and body fluid specimens. They found PCR test to be
very useful for detecting M. tuberculosis in non-
respiratory samples, which have lower frequency of
positive AFB smear. Medical therapy is the mainstay of
therapy with anti-tuberculous therapy. The regimen
generally followed in the treatment of breast
tuberculosis is similar to that used in pulmonary
tuberculosis [17]. Surgical intervention was needed in
up to 14% of the patients in some series, either due to
lack of response to chemotherapy or large painful
ulcerative lesions involving the entire breast. Simple
mastectomy is rarely needed now-a-days and is reserved
for patients with extensive disease comprising large
painful ulcerated mass involving the entire breast and
draining axillary lymph nodes.
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