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Case Report

Primary Tuberculosis of Breast:

Case Report
Ehsan Malekianzadeh, Sedigheh Khazaei, Babak Izadi, Mahtab Rahbar

Dept. of Molecular Pathology, Research Center, Imam Reza University Hospital, Kermanshah
University of Medical Sciences, Kermanshah, Iran

ABSTRACT

Although breast tuberculosis still remains rare, but in endemic countries should be in differential
diagnosis of breast cancer and abscess. Imaging modalities cannot distinguish between cancer
and tuberculosis. Acid fast bacilli stain; culture and PCR are helpful diagnostic methods but
unfortunately are not very sensitive. Negative results do not rule out this diagnosis, so it seems
definite diagnosis can be made by open biopsy and histologic evidence (granuloma tissues). In this
case, a 33 years old woman was referred to the Infectious Ward in Imam Reza Hospital, Medical
University of Kermanshah, western Iran in 2011; complaining of one lump in her left breast
which did not response to usual therapy (painkillers and antibiotics). Fine needle aspiration for
histologic and cytologic evaluations were negative but open biopsy showed granulomatous tissues,
anti-tuberculosis chemotherapy was begun and response was significant then PCR was reported
positive. We think in endemic area, empirical treatment can be started based on histological

evidence and proper clinical manifestation.
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(spleen, breast and skeletal muscles).

Tuberculosis of breast is seen quite rare (0.1-0.5%
of all tuberculosis cases) (2, 3) and it constitute
approximately 3% of all surgical breast diseases
in developing countries (4) but may be raising
especially in immunocompromised patients and
with development of drug resistance strains of
M. tuberculosis (5, 6). Breast tuberculosis was
first described by Sir-Astley Cooper in 1829
as the “scrofulous swelling in the bosom of
young women” (7). It is usually seen in young
(20-50 years), married, multiparous and breast-
feeding women (6-10). However, it was seen in
prepubescent, elderly woman and even in men
(7, 9) and might be the first manifestation of
HIV infection (6). Breast can be affected primary
(breast solely) or secondary (with other foci in
the body) (11).

Presentation of breast tuberculosis is variable
and may be confused and misdiagnosed with
pyogenic abscess, carcinoma of breast and in less
with the others granoulomastosis disease like
sarcoidosis and fungal infections (6, 7).

The most common clinical presentation is hard,
irregular, unilateral occasionally bilaterally lump
in the centrum or the upper outer quadrant of the
breast, often associated with an inflammation of
the overlying skin with regional lymphdenopathy
(up to 15%) clinical examination usually fails
to differentiate breast tuberculosis from breast
carcinoma (3, 6, 9, 10) .

Case Report

A 33 yr- old Iranian non pregnant woman was
referred to the Infectious Ward in Imam Reza
Hospital, Medical University of Kermanshah,
western Iran September 201.

Eight months before admission she was well
when felt pain and mild stiffness in the upper
part of her left breast, she was visited by general
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practitioner and discharged with ibuprofen and
recommended warm pack. Her symptoms was
not better significantly and she took painkiller
occasionally after two months she noticed a
tender solid mass 2x2 cm in internal upper of
her left breast with erythema skin on it.

She was visited again by a family medicine and
treated by cloxacillin capsule 500 milligram
each 6 hours for 2 weeks but there was no im-
provement, until two draining fistulas appeared
on the left breast and referred to our hospital. In
history she denied any disease but reported pul-
monary tuberculosis in her grandmother (whom
was treated by anti-tuberculosis drugs)

In physical examination, there was a 2x 2 cm
mobile non-tender solid mass in the upper right
quadrant of her left breast with two small fistulas
with semi- purulent secretions under pressure.
Skin over mass was erythematous. There was
no nipple retraction. In the left auxiliary there
was a non tender 2x3 cm lymph node.

The other exams and all laboratory evaluations
were normal because of variable differential
diagnosis besides tuberculosis (e.g. malignancy)
FNA and chest CT scan was done to confirm
diagnosis (Fig. 1).

Histology analysis showed chronic granuloma-
tous inflammation with caseous necrosis and
longherns-type giant cell and no malignant or
atypical cell was defected (Fig. 2).

Anti TB drugs (rifampin, isoniazid, pyrazin-
amide and ethambutol) was prescribed accord-
ing to histologic findings. Diagnosis was con-
firmed by molecular detection of M. tuberculo-
sis complex by PCR. Treatment by anti tuber-
culosis drugs continued for 6 months. Response
and improvement was significant.

She is currently being followed-up and the dis-
ease shows no signs of recurrence until now.
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Fig.1: A) In lung CT generalized swelling of left breast was present; B) Mammography revealed

inflammatory mass in left breast.
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Fig.2: Granulomatous necrosis, Hematoxylin
and Eosin staining <100
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Discussion

In 1829, Sir Astley Cooper defined breast tuber-
culosis at the scrofulous swelling of bosom (1).
Although breast tuberculosis is a rare disease and
its incidence range 0.1-0.52, it has been increas-
ing in endemic region. It is mainly classified as
primary and secondary from. In the primary tu-
berculosis of breast, the only location of disease
is the breast and infection spreads by hematog-
enous or direct extension (direct extension oc-
curs by contact of infected material with irritated
skin or breast ducts during the lactation period).
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Secondary forms are seen more frequently and a
prior history of tuberculosis exists in these cases.
The main routes of spread are hematogenous,
retrograde spread from axiliary lymph nodes, or
direct extension from lung, pleura, mediastinum,
ribs, sternum and articular lesion (2). In our case,
breast tuberculosis was considered to be primary
form because the others tuberculosis infection
focuses were not detected by physical examina-
tion or radiological examination, and there was
no prior history.

Breast tuberculosis was classified into five
different types by Mclceown and Wilkinson:

) Nodular tubercular mastitis.

(1) Disseminated or confluent tubercular

mastitis.

() Sclerclous tubercular mastitis.

(IV)  Tuberculous mastitis obliterans.

V) Acute miliary tubercular mastitis.
Risk factors are multiparity, lactation, trauma,
past history of suppurative mastitis, and AIDS
(7).

Breast tuberculosis can be presented as a lump,
ulcer, and breast abscess with or without secreting
sinus lump is commonly seen in the central or
upper outer quadrant of the breast (7) left and right
breast involve equally but bilateral involvement
is very rare. Constitutional symptoms such as
fever, weight loss, night sweets are not common
(8). The involvement of the nipple and areola is
arare in TB (8).

Radiologic imaging modalities like mammogra-
phy and ultrasonography are unreliable in distin-
guishing breast tuberculosis from breast carci-
noma (the serious differential diagnosis of breast
tuberculosis) (8). Similarly computed tomogra-
phy (CT) scan and MRI do not give a conducive
diagnosis without histopathological confirma-
tion. CT scan is useful in differentiating between
the primary and secondary forms it is also helpful
in evaluating the relationship between deeply lo-
cated lesion with the chest wall and pleura and in
detecting parenchymal lesions of the lung (2). It
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can give valuable guides to surgery and estima-
tion of the disease including the involvement of
the chest wall (8).

Others studies showed that; First, imaging
modalities for breast tuberculosis are non-
diagnostic. Second, positive smear of secretions
for Acid- Fast Bacilli include minority of
samples (negative smear does not rule out breast
tuberculosis). Third, fine needle aspiration
(FNA) for cytology and histology is an important
diagnostic tool for breast tuberculosis but
negative FNA cannot rule out it definitely (12-
14).

In our case despite negative fine needle aspiration,
openbiopsywasdoneandhistologicalexamination
revealed granulomatous inflammation and we
decided to start anti-tuberculosis drugs for
patient according to clinical features, living
in endemic area and histological evidence.
Response to treatment was significant and PCR
for M. tuberculosis was positive so we think in
endemic area, treatment can start empirically
based on histological evidence in suspected cases
and negative FNA should be confirmed by open
biopsy and PCR.

Conclusion

Breasttuberculosisisrare butin endemic countries
still remains one of the differential diagnosis of
breast abscess (particularly if chronic and does
not response to routine antibiotics) in our case
we diagnosed this breast tuberculosis according
to history (chronicity, fistulas) and histologic
evidence (granulomatous tissue) and at last
with PCR positive. It seems negative acid fast
bacilli stain, culture and even FNA cannot rule
out breast tuberculosis completely (especially in
endemic countries).
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