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Tuberculosis of breast — an experience of twenty four
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Tuberculosis of the breast is a rare form of extra pulmonary Tuberculosis. In our study conducted
during the period 2003 to 2010 with 24 cases, we have observed the following things. Of 24 patients
8(33%) patients presented with painless breast lump, 12(50%) patients presented with lump associ-
ated with discharging sinus, making Breast lump as the most common presentation. Associated Ax-
illary Lymphadenopathy was seen in 13(54%) patients. Fine Needle Aspiration Cytology (FNAC) showed
Epithelioid granuloma with caseating necrosis in 20 (83.3%) patients. Ziehl Neelsen staining demon-
strated presence of acid fast bacilli in 20 (83.3%) patients. The four cases where ZN staining of aspi-
rated material was negative for AFB, Bactec culture showed positive growth of AFB. Evidence of
Pulmonary Tuberculosis was seen in 20 (83%) patients, as was evident from Sputum microscopy for
AFB and/or Chest X-ray. Mantoux test was positive in 24(100%) patients. 12(50%) patients were in age-
group of less than 20,only 1(4%) patient was over 30 years of age. Associated fever and night sweats
were present in 8(33%) patients. Upper Outer Quadrant was involved in 14(58%) patients. All patients

responded to first line Anti Tubercular drug therapy for a period of 6 months. Tuberculosis of the
Breast though rare should be considered in differential diagnosis of Breast lump, particularly in devel-
oping countries where the prevalence of tuberculosis is very high.
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berculosis of breast is a rare form of extra pulmo-
nary tuberculosis first described by Sir Astley Cooper

in 1829!. Breast tissue is remarkably resistant to tuber-
culosis as it provides an infertile environment for the sur-
vival and multiplication of tubercle bacilli. Secondary TB
can affect breast rarely as a consequence of lymphatic or
haematogenous dissemination or direct extension from con-
tiguous structures. Primary tuberculosis of breast is an even
rarer condition, where the bacilli get inoculated in the nipple
from faucial tonsils of the suckling infant, and infects the
lactating breast through the lactiferous ducts?. Its prevalence
is 0.1% in developed nations and between 3 and 4% in de-
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veloping countries where prevalence of tuberculosis is high.
With the global spread of HIV, mammary tuberculosis be-
comes relevant in developed nations also.

Presenting features can be varied in cases of tubercu-
losis of breast. These cases often pose diagnostic prob-
lems on clinical examination, during USG or mammogra-
phy and can masquerade as a malignant condition. But
definite diagnosis can be made on the basis of histology
or cytology along with bacteriological confirmation.

In the present series twenty-four cases of tuberculosis
of breast are being presented.

MATERIALS AND METHODS

The study was carried out from 2003 to 2010 at Calcutta
National Medical College, North Bengal Medical College
and NRS Medical College, Kolkata. Clinical findings and
investigation data were reviewed and recorded following
diagnosis of breast tuberculosis. All patients were investi-
gated with mammography and other imaging modalities like
ultrasound and CT scan of the Breast, wherever feasible.
After clinching the diagnosis of tuberculous granuloma on
cytology, X-ray chest, Sputum microscopy for AFB and
Mantoux test were done in these patients. The treatment
details including compliance to antitubercular drug therapy
and adverse drug reactions were carefully monitored. The
response was evaluated at completion of treatment and pa-
tients were followed up at regular intervals.



RESULTS

Twenty four cases of tuberculosis of breast were in-
cluded in the present study and all were females.

The age ranged from 13-54 years with a mean age of
22. Twelve patients were teen-aged. Eleven patients were
aged between 25-30 years. One patient was 54 years old.

No patient in this series was pregnant, 12 (50%) pa-
tients were actively breast feeding their babies during di-
agnosis and were having lactational amenorrhea. The 54
year old lady was in menopause, 11 patients had normal
menstrual history.

In 12 (50%) cases presented with multiple discharging
sinuses (Table 1) over breast along with breast lumps. The
sinuses produced dirty white fluid discharge on pressure.
The lumps were painless. On palpation the lumps were
diffuse, irregular in outline, firm to hard and non-tender.
In 3 cases the skin overlying the lump was tethered and
there was fixation to chest wall. In 8 of these patients pre-
senting with discharg-
ing sinuses the axil-
lary lymph nodes
were palpable (Fig 1).

In 8 (33.3%) pa-
tients presented with
painless breast lump
(Table 1). The lumps
were free from skin
and underlying chest
wall. There was no si-
nus formation. Among
them 3 patients had
palpable ipsilateral
axillary nodes. This pattern of presentation mimicked ma-
lignant tumours of breast.

In 4 (16.7%) cases there were tense cystic swellings
(Table 1) in the breast (aged 13,17,18,26 years) (Fig 2)
and the overlying skin was stretched and shiny, but with-
out florid signs of inflammation. In 2 of them ipsilateral
axillary lymph nodes
were palpable. Puru-
lent material was as-
pirated from these
swellings, making
the presentation con-
sistent with cold ab-
scess.

In all these cases
the history of com-
plaints varied be-
tween three to five
months. Of these 24
patients, only 8
(33.3%) had sys-
temic complaints of

Fig 1 — Discharging Sinus

Fig 2 — Cold Abscess in Right Breast (This
patient also had palpable Axillary L. Nodes
on Right side
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erer and Table 1| — Showing Clinical Features
night Clinical Features Number With %
SWEAls. ey 8 (33%)
The dis- [ sinus (es) with Lump 12 (50%)
ease was |Tubercular cold abscess 4 (17%)
unilateral in | Associated axillary lymphadenopathy 13 (54%)

all cases. In
10 cases the disease affected the left breast and in 14 cases
the right breast was affected. Upper and outer quadrant
was the commonest site of involvement (in 14 cases,
58.3%).

All four cases presenting with tense cystic swelling in
breast had a past history of tuberculosis affecting cervical
lymph nodes with irregular and incomplete treatment.

Out of these twenty-four cases eight were tea-garden
workers, lived in slums and all of them had history of ex-
posure to TB in the family.

Mammography revealed a irregularly marginated dense
mass in 15 out of 24 cases. Ultrasound of the breast showed
most commonly features of a complex abscess (Fig 3). In
CT Scan of the Breast common feature was a large mini-
mally enhancing irregular mass lesion or a non-enhancing
cystic lesion. The four cases that presented with tense cys-
tic swelling showed features of an abscess on ultrasound
and on CT Scan showed fairly large hypo dense lesion
with thick enhancing capsule suggestive of a cold abscess
with mild extension deep to chest wall. MRI mammogra-
phy done in a few of these cases also revealed the same.

FNAC from the lesions yielded pus-like material in the
four cases with tense cystic swellings and particulate ne-
crotic material in the other twenty cases. Smears prepared
showed epithelioid cell granulomas with variable amount
of caseation necrosis in the background in all cases. This
cytomorphology was strongly suggestive of tuberculosis.
Necrosis was the dominant feature in the cases yielding
pus-like material without any feature of acute inflamma-
tion. The duct epithelial cells showed morphology within
normal limits in all twenty-four cases, thereby excluding a
neoplastic pathology. Ziehl Neelsen staining demonstrated
presence of acid fast bacilli in 20 out of 24 (83.3%) cases,
thereby confirming
the diagnosis of tu-
berculosis. The
four cases where
ZN staining of aspi-
rated material was
negative for AFB,
re-aspiration was
done and the mate-
rial was sent for
Bactec culture. The
pus-like yield ob-
tained in four cases
was also sent for

Fig 3 — Ultrasound Picture of a complex
Abscess
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Bactec culture and all four cases showed positive growth
of AFB. So the cytological diagnosis of granulomatous
inflammation along with caseation, most likely of tuber-
culous origin, was proved bacteriologically in all 24 cases.
Smear prepared from discharge of the sinuses showed non-
specific inflammation mostly and specific diagnosis of a
granulomatous lesion was not possible. Since all the pa-
tients presenting with discharging sinuses had palpable
breast lumps, examination of aspirated material was more
important than collection of discharge from the sinuses
and both were examined concurrently.

Aspiration of pus-like material in four cases gave a
clue that it could be a case of cold abscess as there were
no clinical features of acute inflammation, no history of
active lactation and there was past history of incomplete
treatment with ATD for TB of cervical lymph node in these
four cases. But tuberculosis was diagnosed in the other
twenty cases only after demonstration of caseating granu-
lomas on cytology smear whereas clinical examination and
imaging studies suggested a possible neoplastic lesion.

X-ray chest showed hilar lymphadenopathy in 20 out of
24 (83.3%) cases and there was no lung parenchymal le-
sion. CXR was entirely normal in the other four cases. Spu-
tum microscopy for AFB was negative in all 24 patients.
Presence of hilar lymphadenopathy and past history of tu-
berculosis of cervical lymph node ruled out primary tuber-
culosis of breast in twenty cases. In four cases no primary
focus could be found in lungs, mediastinum or neck nodes.
Mantoux test was positive in all cases; in seven cases indu-
rations ranged between 12X12 mm to 18X18 mm 72 hrs
after 5 TU of PPD. HIV serology was negative in all cases.
Leukocyte count was within normal range or showed mild
leucocytosis. ESR was raised in all cases and ranged from
35-50 mm/ hour (1st hour Westergren reading).

In 20 patients received quadruple therapy consisting of
an initial phase of two months of Isoniazid (Daily dose:5mg/
kg, max.300mg), Rifampicin (Daily dose:10mg/kg,
max.600mg), Ethambutol (Daily dose: 1 5mg/kg) and Pyrazi-
namide (Daily dose:25mg/kg,max.2g) followed by four
months of continuation phase of Isoniazid and Rifampicin
in previous dosage. All the patients completed this regimen
and there were no major adverse reactions like drug induced
hepatitis, gouty arthritis (due to Pyrazinamide), autoimmune
thrombocytopenia (due to Rifampicin) or optic neuritis (due
to Ethambutol). In the four cases presenting with tense cys-
tic swelling and having history of irregular antitubercular
drug therapy, Inj Streptomycin was added to quadruple
therapy for first 2 months of initial phase. Initial and con-
tinuation phases of treatment lasted for 3 and 5 months re-
spectively, and Ethambutol was continued in continuation
phase as well. Local wound management was done for the
patients presenting with draining sinuses. There was reso-
lution of the lumps and healing of the skin wound in all 24
cases.The patients are being followed up and no recurrence

has been noted after a follow-up of 8-81 months. (Median
Follow up: 42 months).

DiscussION

Tuberculosis of breast is a rare entity even in areas
endemic for tuberculosis. There has been reports of some
single cases®, but only a few series of cases on tuberculo-
sis of breast has been reported in the literature>°. This may
be due to the fact that clinically it may present just as a
breast lump.& lack of awareness may cause the diagnosis
to be missed. Breast tissue is not conducive for the growth
of mycobacterium like spleen or skeletal muscle’.

A study from Turkey recorded 27 cases of tuberculous
mastitis from a retrospective study covering over years®. One
study from Iran recorded eight cases over a four year period®
and another 13 cases were reported from Quatar, from a ret-
rospective study of ten years’. Fourteen cases of granuloma-
tous mastitis were reported over a seven year period from
Lahore!?. Another study by Puneet et al recorded 42 cases of
Tuberculous mastitis over a period of three years''.We in our
series have recorded 24 cases of bacteriologically proven tu-
berculosis breast over a span of seven years. Therefore con-
sidering the above mentioned studies on tuberculosis breast
from a world literature review, though pulmonary tuberculo-
sis as a disease is very common in India, tuberculosis breast
per se is still quite rare, even when all other extra pulmonary
forms of the disease other than tuberculosis breast are con-
sidered. The rarity of the disease becomes even more pro-
nounced when compared with the reported cases of tubercu-
losis breast in the west.

Tuberculosis of breast may occur secondary to any
other foci or after dissemination from blood stream. Diag-
nosis of primary tuberculosis of breast requires demon-
stration that there is no pre-existing focus of tuberculosis
in the body. In the present study, twenty out of twenty-four
cases showed hilar lymphadenopathy on chest X-ray
thereby excluding primary mammary tuberculosis and four
of these twenty cases had previous diagnosis of tuberculo-
sis of cervical lymph node being treated irregularly and
incompletely. Primary mammary tuberculosis is a condi-
tion where no other focus of tuberculosis could be demon-
strated and the same will be called as secondary in case of
demonstratable focus. This primary focus could be in lungs,
or lymph nodes including axillary, paratracheal or medi-
astinal lymph nodes!”. Tuberculosis may affect breast pri-
marily in case of abrasion of breast tissue or through in-
fection of lactiferous ducts in the nipple. In four cases there
was no other focus of tuberculosis and the disease was
primary in breast. Routes of spread may be through he-
matogenous route, lymphatic route, or directly from con-
tiguous structures. Most popular hypothesis is retrograde
lymphatic spread from axillary lymph nodes'®!°. Several
studies report 50-70% cases of mammary tuberculosis is
associated with axillary lymphadenopathy??, similarly in



our study, 13 out of 24 patients had enlarged lymph nodes.
A 13 year period study of 20 cases from Brazil showed
only 1 case of primary tuberculosis!? whereas Tanrikulu,
et al, reported 26 cases of primary tuberculosis of breast
in their 27-case series® from Turkey. Tuberculosis of breast
represents up to 3% of surgically treatable breast condi-
tions in India®!?2.

Lumps in the breast are the most common presenting
feature as reported in by other authors>®, and in our series
also lumps were the presenting feature in eight cases, & a
lump accompanied by discharging sinuses in twelve of
them. Accompanying axillary lymph node enlargement is
a finding recorded in most reports.

Lactation increases susceptibility of breast to tubercu-
losis. Shinde, et a/'® found 7% of the patients to be lactat-
ing whereas Khanna, ef al'” recorded 30% patients to be
lactating. In present study 12 out of 24 cases were lactat-
ing. Several studies report that mammary tuberculosis is
the disease of young women between 20-40 years of
age?32, similarly in our study 23 out of 24 were aged
between 13 and 30 & the mean age was 22 years.It is rela-
tively uncommon in older women & pre pubertal girls'3.

Clinical examination of the lump often raises the sus-
picion of malignancy'® and in present series firm lumps
with fixity to overlying skin and underlying tissue sug-
gested a malignant condition. Goksoy, et al'* described
three clinical manifestations of breast tuberculosis: Nodu-
lar, disseminated, and sclerosing. The nodular variant is
often mistaken for a fibroadenoma or carcinoma. The dis-
seminated variety commonly leads to caseation and sinus
formation. Sclerosing tuberculosis afflicts older women
and is slow growing with the absence of suppuration.

Presence of a discharging sinus over a breast lump and
presence of granuloma on cytology may occur in fungal
lesions like Actinomycosis. A tuberculous etiology was
suggested by caseation necrosis in the background of epi-
thelioid granuloma on cytology, ruling out granulomatous
mastitis, plasma cell mastitis or fungal lesion®®, and was
confirmed by presence of AFB in smear or culture. Be-
sides clinical examination other diagnostics tools are,
FNAC, Mantoux test, biopsy, mammography, ultrasonog-
raphy & CT scan of breast. Chest X-ray should be done in
all cases to exclude pulmonary tuberculosis. In all cases
of breast lump FNAC is a must, because it usually clinches
the diagnosis. Kakkar et al diagnosed 73% of patients and
Khanna et al diagnosed 100% of their patients on the ba-
sis of FNAC?%!7 In our study we could diagnose 20 out of
24 cases through aspiration cytology. Mycobacterial cul-
ture is the gold standard in diagnosing tuberculosis but, it
takes a lot of time and frequently gives negative results.
BACTEC is a better option. Polymerase chain reaction is
rapid and specific but has low sensitivity?’.

Mammography or ultrasonographies are not of use in
diagnosing tuberculous mastitis'3. A dense sinus tract con-
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necting an ill defined breast mass to a localised skin thick-
ening on mammography is strongly suggestive of tubercu-
lous breast abscess!® but was not found in any case in this
series.

Demonstration of AFB was possible in 20/24 cases in
this series which is in contrast with the findings of other
authors!®!7. BACTEC Culture showed growth of AFB in
the remaining 4 cases. Thus the diagnosis of tuberculosis
was bacteriologically confirmed in all twenty four cases
in this study.

CONCLUSION

Tuberculosis of the breast is rare but should be consid-
ered in the differential diagnoses of a lump in the breast,
particularly in developing countries where prevalence of
tuberculosis is high. Though rare, but it is wise to exclude
past history of tuberculosis or contact, in a lady present-
ing with breast lump. Aim is to diagnose and treat the con-
dition well before it comes as an ugly looking multiple
discharging sinus or cold abscess. FNAC can strongly sug-
gest the diagnosis but demonstration of AFB should be
tried in smear or on culture. Standard anti-tuberculous treat-
ment is curative.
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