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Abstract
Breast tuberculosis is a rare form of tuberculosis. In last three years 1016 patients of breast lump were referred to single unit of
pathology department. FNAC was performed in all the cases and 770 patients (75%) were diagnosed as benign breast disease
while 246 patients (25%) were malignant. Out of 770 cases of benign disease, 42 patients (4.13%) had tuberculosis of breast.
The mean age of the patient with tuberculosis was 33.71 year. 41 patients were female and one was male. 8 patients (19.04%)
were lactating at the time of presentation. Most of these lumps were clinically misdiagnosed as benign breast disease (29cases)
or malignancy (8 cases). In conclusion, although breast tuberculosis is extremely rare in developed countries but it is still
common in developing countries like India. The diagnosis can be easily made from the FNAC of the suspected lump.

INTRODUCTION

RESULTS

Tuberculosis is a worldwide problem with high incidence in
endemic area such as India and East Asia (1). Progress in
antituberculous chemotherapy, socioeconomic improvement,
and proper isolation of patients has lead to a decline in the
incidence of tuberculosis during the past few decades.
Recently, tuberculosis has increased in many industrialized
countries due to increased number of immunocompromised
and AIDS patients. As the incidence of tuberculosis
increases, an increase in extrapulmonary involvement can be
expected (2,3,4). In earlier reports from the developing
countries show the incidence of breast tuberculosis is 3-4.5
%, but it is rare in developed countries (0.6-1.6 %)(5,6). The
present study gives the spectrum of benign breast lump with
extent of tubercular mastitis prevalent in India.

Out of 1016 breast lump cases, 770 (75%) were benign and
246 (25%) were malignant. The spectrum of benign breast
disease is shown in Table 1. Fibroadenosis was the
commonest benign lump (42.46%), followed by
fibroadenoma (30.25%). The mean age of the patient with
fibroadenosis was 30.43 year and fibroadenoma was 23.92
year.
Figure 1

Table 1: Spectrum of Benign Breast Lump (n=770)

MATERIAL AND METHOD
During the period of three years between September 2001 to
August 2004, 1016 breast lumps were referred to single unit
of pathology department for FNAC. FNAC was performed
in all patients using 22gauge disposable needle attached to
10ml plastic syringe. Two to three different areas in breast
lump were aspirated in each case. Three to four slides were
prepared per case, two were fixed in methanol for
Papinicolaou staining and the remaining slides were air dried
for May-Grunwald-Giemsa stain. After the slides were
screened, Ziehl – Neelsen staining for AFB was done in
every patient of tubercular lesion.

Tuberculosis of the breast was diagnosed in 42(4.13%)
patients. The mean age of the patient with breast tuberculosis
was 33.71 year. One was male and 41 were female. Eight
female were lactating at the time of presentation. 12 patients
of tubercular mastitis were misdiagnosed clinically as
fibroadenoma, 17 patients as fibroadenosis and 8 patients as
carcinoma breast. The cytological pictures of tubercular
lump are shown in table 2.
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Figure 2

Table 2: The Cytological picture of tubercular breast lump
(n=42)

DISCUSSION
In India 9-10 million people suffers from pulmonary
tuberculosis but only few hundred cases of breast
tuberculosis are reported which is probably because of lack
of awareness of manifestation of disease or misdiagnosis
(7,8). The other cause of low incidence of breast lesions when
compared to other foci of tuberculosis may be result of high
resistance offered by mammary gland tissue to the survival
and multiplication of the tubercle bacillus, a resistance
similar to that offered by spleen and skeletal muscle (6,8). Sir
Astley Cooper made the first description of breast
tuberculosis in 1829 as the ‘scrofulous swelling of the
bosom' (9).
Breast tuberculosis is either of primary etiology, when no
demonstrable tuberculosis focus exists or secondary to
pulmonary tuberculosis. Breast tuberculosis usually affects
the younger women usually between 20-40 year of age (5). In
present study the mean age was 33.71 year. It is relatively
uncommon in older women and prepubertal girls (5). It can
rarely affect the male (4%) (10). One male patient has breast
tuberculosis in our study. Both breasts are reported to be
involved with equal frequency (11). Bilateral involvement is
rare, present in 3 % cases (8). None of the patient in our
series had bilateral involvement. Women during lactation
period are more susceptible since lactating breast is more
vascular and predisposed to trauma (8).
The lump is the commonest presentation in breast
tuberculosis (12). These breast lumps are mostly
misdiagnosed as fibroadenoma, fibroadenosis or
malignancy. Lump in breast tuberculosis is also common in
upper outer quadrant of breast as in carcinoma (13). Multiple
lumps are less frequent. Tubercular lumps are irregular, ill
defined, hard similar to that seen in carcinoma. Pain is
usually dull, constant ache and is more frequent than in
carcinoma patients (8, 11). In our series 12 patients were
clinically misdiagnosed as fibroadenoma, 17 as
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fibroadenosis and 8 as carcinoma. Nipple and areola
involvement is rare in breast tuberculosis but more frequent
in breast carcinoma. Nipple retraction and peaud'orange can
also be seen in breast tuberculosis.
X-ray chest may reveal evidence of active or healed lesion in
the lungs, but it is present only in few cases . Mantoux skin
test is usually positive in adults in endemic areas; therefore it
is of no diagnostic value. Mammogram is of limited use as
findings in breast tuberculosis are nonspecific. Furthermore
they are often indistinguishable from those seen in
malignancy. Ultrasonography is useful in characterizing the
ill-defined densities shown on mammography and
differentiating the cystic from the solid mass. It reveals
heterogeneous, hypoechoic, fluid containing masses with
internally floating and echogenic material in the breast
parenchyma or retromammary region (15,16). Ultrasound
guided fine needle aspiration can be done for cytological and
microbiological studies (16). CT- scan is used to differentiate
primary tuberculosis from secondary tuberculosis of breast
and to demonstrate contiguity of the breast lesion with the
pleural cavity (16). MRI may be useful in demonstrating the
extramammary extent of the lesion (17,18).
The definite diagnosis of breast tuberculosis is made by
cytological studies or bacteriological cultures of aspirate
from the lesion. The histological examination of tissue
obtained by biopsy can also give the diagnosis. The facility
of culture is not available in every hospital. Moreover it is
positive in only 25-30 % cases (19). Fine-needle aspiration
cytology (FNAC) is proving very useful in diagnosis of
breast lumps with or without nodes (20,21). The presence of
epitheliod cell granulomas and caseous necrosis is
diagnostic. The demonstration of acid-fast bacilli (AFB) is
not a must as for bacilli to be demonstrated microscopically,
their number must be 10,000-100,000/ml of material (22).
Failure to demonstrate necrosis on FNAC does not exclude
tuberculosis in view of small quantity of the sample
examined. Thus in the cases with only demonstrable
epitheloid granulomas on smears that are negative for AFB,
a diagnosis of granulomatous inflammation, possibly
tuberculosis could be made (20). In breast abscess like picture
dominated by acute inflammatory exudates, AFB positivity
or histological confirmation is mandatory to call the lesion
tubercular (21).
Tubercular mastitis is a type of granulomatous
inflammation. Kessler and Wolloch in 1972 (23) describe in
details about the granulomatous mastitis. In this condition,
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the granulomatous inflammatory reaction consisting of
epitheloid and giant cells is confined to the breast lobules in
which there is also leukocyte infiltration and abscesses but
no caseation. The other causes of granulomatous mastitis are
plasma cell mastitis, fat necrosis, mycosis mastitis, metazoal
mastitis, sarcoidosis and indigenous granulomas due to
rupture of milk cyst (24,25). In plasma cell mastitis, there is
inflammation in the breast tissue in response to the irritative
quality of fatty material accumulated is dilated ducts. The
granulomatous reaction in traumatic fat necrosis is confined
to the broken down fat globules (25).
Breast tuberculosis is still prevalent is developing countries.
Presentation may mimic benign lesion or malignancy of
breast. Diagnosis is made on high index of suspicion in
endemic area. FNAC or biopsy is required for definitive
diagnosis. The anti-tubercular chemotherapy is the sheet
anchor of treatment of breast tuberculosis.
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