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Abstract
Tuberculosis of the breast is an extremely uncommon presentation of an otherwise common disease
especially in developing countries. Clinical presentation is usually of a solitary, ill-defined, unilateral
hard lump situated in the upper outer quadrant of the breast and may mimic breast carcinoma
or breast abscess. Appropriate diagnosis precludes surgery as medical management suffices. We
present two cases of this rare presentation that highlight the peculiarities of tuberculosis of the
breast as well as a review of the literature.
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Introduction
Tuberculosis is the most widespread and persistent human infection in the world. The infection
can involve any organ and mimic other illness; hence it is called the great mimicker.
Breast tuberculosis (TB) was first defined by Sir Astley Cooper in 1829 [1]. It is an extremely
uncommon disease responsible for 0.025-1.04% of all breast pathologies [2]. It is an uncommon
disease even in countries where the incidence of tuberculosis is high.
The disease is very rare in males. In a review by Gupta et al.[3] comprising 160 patients, only 6
were males. In Japan, only two cases were reported in males out of 52 cases of mammary tuberculosis
over a period of 15 years from 1986 to 2000 [4].
In this article we report a case of male breast tuberculosis in a 70 year old alongside another case
of a lady with tuberculous abscess.

Case Presentation
Case 1
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A 70 year old man presented with a 6-month history of a lump in his left breast, associated with
mild pain, fever, night sweats, loss of appetite and weight loss. He had a history of lymphoma 5 years
prior (2009) for which he underwent chemotherapy and cervical lymph node dissection. There was
no family history of tuberculosis.
On examination, he was in obvious respiratory distress as evidenced by inability to complete full
sentences and tachypnea. He had reduced breath sounds and crepitations evident on his right mid
and lower lung zones.
On breast examination, there was an obvious left breast mass, estimated 4 by 4 cm that was
centrally located. The mass was firm with minimal tenderness. It was not mobile and was attached
to the underlying tissues but not the overlying skin. There were no skin or nipple changes. No nipple
discharge was evident.
Patient was sent for an ultra-sound guided aspiration and core needle biopsy of the mass. PCR
mycobacterium identification and sensitivity was positive. With this a diagnosis of tuberculosis of
the breast was made.
The patient was placed on a regimen of anti-tuberculosis quadritherapy with significant
improvement a month later. He is still on treatment and follow-up.
Case 2
A 58 year old postmenopausal lady known to have diabetes and hypertension. She presented
with complaints of right breast lump for six weeks. The lump had been slowly increasing in size
with associated discomfort. She had nipple discharge of whitish and sometimes bloody fluid one
week prior to her presentation. She had no other symptoms like fever, weight loss, loss of appetite
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He had a needle aspirate microscopy which was negative for acid fast bacilli
(ZN staining).
CT scan of the chest showed a left chest wall soft tissue mass measuring
31mm*56mm*54mm which was attached to the chest wall muscles. The
overlying breast tissue was of normal attenuation.

Breast ultra-sound done showed hypoechoeic left breast mass 56*45*36
mm.

or malaise. On examination, she had a right lower inner quadrant
breast mass measuring 4 by 4 cm with moderate tenderness and
cystic consistency. There was nipple retraction and erythema around
the mass. She did not have lymphadenopathy. Her other systemic
examination were all normal. An impression of a right breast abscess
was made and she was taken for an incision and drainage procedure.
Samples were taken for microscopy, culture and sensitivity. The
cultures turned positive for granulomatous inflammation suspicious
of mycobacterium tuberculosis. She was promptly referred to the
tropical medicine specialists for initiation of anti TB therapy and
follow up. She also continued with dressing changes of the wound
which has healed well.

or discharging sinuses in the breast or axilla, seen in our second case
presentation. The lesion may be indistinguishable from carcinoma
breast, being irregular, hard, and at times, fixed to either skin or
muscle or even chest wall [16]. Pulmonary involvement occurs only
rarely [13]. Constitutional symptoms of fever, anorexia, failing health,
weight loss and night sweats have been reported before [17] and was
in our patient as well.
It is generally thought that the breast gets involved in tuberculosis
by retrograde lymphatic extension from the mediastinal, axillary, and
cervical region [18]. This hypothesis is supported by the involvement
of axillary nodes, frequently ipsilateral nodes, in 50% to 75% of
tuberculous mastitis cases [16,19].

Discussion
TB remains one of the leading causes of death from infectious
diseases worldwide. Breast TB is one of its rarest forms [5]. The
first case was recorded by Sir Astley Cooper in 1829 who called it
‘scrofulous’ swelling of the bosom [6]. It comprises 3% of all breast
diseases and is 5 times less common than carcinoma of the breast
[7]. It can be classified as primary when no demonstrable tuberculous
focus exists, or it can be secondary to a lesion elsewhere in the body
[8,9].

Breast TB can mimic breast carcinoma or breast abscess,
clinically and radiographically [5,15]. In our case, the lady presented
with a breast abscess. Radiological imaging is not diagnostic.
Mammographic imaging may show a dense tract connecting an illdefined breast mass to an area of skin thickening and a skin bulge.
Ultrasound may demonstrate a complex, predominantly cystic mass.

Breast TB almost exclusively affects women and occurs mostly in
multiparous lactating women between the ages of 20 and 40 years [10].
This parallels the highest incidence of pulmonary tuberculosis [11].
This could be because the female breast undergoes frequent changes
during the period of childbearing activity and is more susceptible to
trauma and infection [12].

Diagnosis is based on identification of typical histological features
or the tubercle bacilli under microscopy or culture. Shah et al. [20]
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 [21].

The disease is very rare in males. In India, a review by Gupta et
al. [3] comprising 160 patients, only 6 were males comprising 3.75%.
In Japan, only two cases were reported in males out of 52 cases of
mammary tuberculosis over a period of 15 years from 1986 to 2000
[4]. In this case presentation, it occurred in a male of 70 years. Clinical
presentation is usually of a solitary, ill-defined, unilateral hard lump
situated in the central or upper outer quadrant [11,13-15], similar to
our case. TB can also present with nipple discharge, skin thickening,
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Medical therapy is the mainstay of therapy with anti-tuberculous
therapy. 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 [22,23].
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.
2
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