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Abstract
Mammary tissue, skeletal muscle, and spleen are less frequently affected by mycobacterium tuberculosis (TB).
The most common age for breast TB is between 50 and 70. On this article, we are reporting a 72-year-old woman who presented with chronic cough, lobar consolidation in right middle lobe (RML) on the CXR, and a mass
in her right breast revealed on the physical examination. Biopsy from the breast lesion showed granulomatous
changes and acid fast bacilli were detected by bronchoalveolar lavage. Treatment for TB was begun and the
patient showed significant improvement.
Based on the patient’s age, breast carcinoma was suspected first. Sinus formation was found on her breast ultrasound. This is a common finding and not diagnostic for TB. Our report is a reminder that although breast
masses in older women tend to be more malignant, tuberculosis should be considered in differential diagnosis,
especially in postmenopausal women. Moreover, breast TB can present with insidious growth without any
symptoms.
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Introduction
Many organs could be affected by Mycobacterium tuberculosis (TB). However,
mammary tissue, skeletal muscles, and
spleen are not usually affected because of
their exclusive protective process [1]. Due to
the importance of breast masses, breast carcinomas or pyogenic abscesses should be
considered as the differential diagnosis [2,3].
The incidence of mammary tuberculosis is
less than 0.1% worldwide. Mammary tuber-

culosis has been responsible for 3% of treatable breast lesions [4-7]. However, due to
the rise in the number of immunodeficient
patients and inclining rate of migration from
endemic countries with TB, there has been
an increase in the incidence of mammary
tuberculosis [8,9].
Despite some reports of breast TB in men,
there is a sex predominance of this disease in
women [4,6,7]. Constitutional symptoms
such as fever, night sweats, and weight loss
are reported in the majority of patients with
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Fig1. Air space lesion in RML.

Fig. 2. Lung and breast involvement.

mammary tuberculosis [4,6,7].
Sinus formation and retraction of the nipple could be seen in these patients. Moreover, lymphadenopathy has been reported in
15% of patients with mammary tuberculosis,
which can also be seen in breast malignancies [10-13]. While the average age of patients diagnosed for the first time with breast
TB has been between 50 and 70 [14], here
we report a 72-year-old, post menopausal
woman who presented with cough associated
with pulmonary and breast involvement with
tuberculosis.
Case report
A 72-year-old woman presented with
chronic non productive cough during the
past 6 months. Her cough did not cease with
usual antibiotics and corticosteroid therapy.
She did not complain from nocturnal sweating, fever, or shivering, but had significant

weakness and experienced about 15 kg of
weight loss during the course of past six
months.
Her past medical history included diabetes
mellitus for 30 years, hypertension, and coronary artery disease. She had no history of
using contraceptives, cigarette smoking or
significant trauma. She also had no physical
contact with an individual with known TB.
On the physical examinations, a mobile 3
X 4 cm non tender mass in supralateral region of her right breast was noted. Her right
nipple was a bit retracted. Based on patient’s
confession, this retraction appeared about 45
years ago. No significant lymphadenopathy
in the ipsilateral axillary region or the rest of
her body was detected.
Patient had a coronary angiography one
month earlier and considered to be a candidate for coronary artery bypass graft surgery
(CABG). A chest X-ray (CXR) was obtained

Fig. 3. Granulomatosis lesion in breast.

Fig. 4. Granulomatosis lesion in lung.
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as a part of pre-operative work up and revealed an airspace disease on the right middle lobe and ill defined infiltrates at both
apices of the lungs (Fig. 1). Lung involvements were confirmed by computed tomography (CT). The complete blood count
(CBC), liver function testing (LFT), ESR,
and CRP were all within normal range.

Mycobacterium tuberculosis [8,15]. Dilatation of lobular ducts during pregnancy and
lactation can increase the risk of breast TB
in women [4,16,17]. Pre-menopausal women
are more prone to breast tuberculosis. However, appearance of a breast mass in older
and post-menopausal women may imitate
malignancy. Due to the increase of immunodeficiency associated conditions, the mean
reported age of breast TB has decreased to
33 [11- 13,15].
Although our patient had history of previous pregnancy, but the age of discovering
the breast TB was on her eighth decade of
life. Furthermore, she had no specific symptoms and her disease was revealed incidentally during a preoperative work up on the
chest X-ray.
Breast involvement with TB is usually followed by involvement of other organs with
the disease as a part of secondary tuberculosis. However, a form of primary breast tuberculosis that involves breast tissue isolated
from other organs has also been reported.
Primary breast tuberculosis could be caused
by an infected foreign body during the lactation period. Secondary mammary TB regularly involves breast through hematogenous
route, axillary lymph nodes, or mediastinal
organs especially the lungs [1,8,18-20].
The most common symptom of breast tuberculosis is a painful mass in the supralateral part of the breast. The pain is caused by
cohesion of the mass to the chest wall muscles or skin and the resultant inflammation.
Skin involvement sometimes leads to nipple
retraction and sinus formation [11,12,21].
However, skin involvement is not common
in breast tuberculosis [22,23].
Other symptoms and clues consist of previously drained abscess, mastalgia (mastodynia), and multiple discharging sinuses.
Although there were coughs, weight loss
and CXR findings but no other organs involvement signs in the presented patient. A
nipple retraction was detected that was ignored by patient because it had no change in
shape or size since 45 years ago.
Based on our patient’s age, pulmonary infiltrates, and weight loss, a metastatic breast

Fig. 5. Lung and breast after treatment.

The CT findings revealed a large alveolar
consolidation with air boronchogram and a
thick wall cavity measured 18mm was detected in right middle lobe (Fig. 2). Diffused
reticulonodular pattern with centrilobular
nodules and tree-in-bud appearance were
detected in the right lung. Several similar
patchy lesions were also seen in left lower
lobe.
A needle guided biopsy was done from the
right breast mass which showed a necrotizing granulomatous process (Fig. 3). A similar granulomatous inflammatory pattern was
reported from the endobronchial biopsy of
the right middle lobe lesion of the lung. (Fig.
4) Additionally, acid fast bacilli were found
from the bronchoalveolar lavage (BAL).
Treatment for tuberculosis was initiated
with standard four-drug regimen. The chest
CT scan after 6 months of treatment showed
remarkable improvement (Fig. 5).
Nonetheless the result of bronchoalveolar
lavage culture for Acid fast bacilli was negative 2 month after treatment.
Discussion
Breast involvement is not common due to
mammary tissues presumed resistance to
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er lobe.
Treatment for breast tuberculosis includes
anti TB therapy and on occasions surgical
interventions. [27]

carcinoma was initially considered as the
most likely diagnosis. The mammography,
computed tomography and imaging magnetic resonance (MRI) findings usually cannot
differentiate a granulomatous lesion, so for
definite diagnosis needle aspiration or surgical biopsy should be done. Clinical clues
that may suggest TB, as opposed to a malignancy, included recurring abscesses despite
adequate drainage and antibiotic therapies.
Additionally, sinus formation could be accounted for TB although it is not diagnostic.
Serological tests, cultures, staining and histological findings following the biopsy are
the best suggested methods for confirming
TB or other benign conditions. The specimen culture could be negative for Mycobacterium tuberculosis [13,23-27]. In our patient, tuberculin skin test with purified protein derived (PPD) was negative.
None of the previous reported cases recognized before fine needle aspiration (FNA).
Therefore, increase awareness to this condition and its rare presentation may improve
management of the disease and expedite the
proper treatment. In our patient, granulomatous process was detected through biopsy.

Conclusion
Although all cases reported previously
were in women within the productive age
period, our patient did not follow this trend.
Moreover, breast TB may present with insidious behavior or without any symptoms, or
in the case of associated lung involvement
possibly such as the reported patient, could
be with none productive cough. Breast
masses in older women are more likely to be
malignant. However, tuberculosis of the
breast should also be considered in women
who are in post-menopausal period as one of
the uncommon, but yet important differential
diagnosis.

References
1. Tewari M, Shukla HS. Breast tuberculosis: diagnosis, clinical features, and management. Indian J
Med Res, 2005; 122: 103 – 110.
2. Domingo CH, Ruiz J, Roig J, Texido A, Aguilar
X, Morera J. Tuberculosis of the breast: a rare modern disease. Tubercle. 1990; 71: 221 – 223.
3. Green RM, Ormerod LP. Mammary tuberculosis:
rare but still present in the United Kingdom. Int J
Tuberc Lung Dis. 2000; 4: 788 – 790.
4. Khanna R, Prasanna GV, Gupta P, Kumar M,
Khanna S, Khanna AK. Mammary tuberculosis: report on 52 cases. Postgraduate Med J 2002, 78:422424.
5. Banerjee SN, Ananthakrishnan N, and Mehta
RB, Parkash S: Tuberculous mastitis: a continuing
problem. World J Surg 1987, 11:105-109.
6. Shinde SR, Chandawarkar RY, and Deshmukh
SP: Tuberculosis of the breast masquerading as carcinoma: a study of 100 patients. World J Surg 1995,
19:379-381.
7. Harris SH, Khan MA, Khan R, Haque F, Syed A,
Ansari MM. Mammary tuberculosis: analysis of
thirty-eight patients. ANZ J Surg 2006, 76:234237.
8. Hale JA, Peters GN, Cheek JH: Tuberculosis of
the breast: rare but still existent. Review of the
Literature and the report of an additional case. Am
J Surg 1985; 150:620-624.
9. Makanjuola D, Murshid K, Al Sulaimani S, and

In mammography, three patterns can be
seen: 1) Nodular form is the simplest one
seen in the youngs. 2) Sinus form due to adjoining of nodular form to each other. 3)
Sclerosing form that is seen in older people
and is not accompanied by nipple retraction
[6,8,19,28].
In ultrasonography, sinus formation is regularly seen as a heterogeneous, hypoechoic,
and irregular bordered lumps which is not
diagnostic for TB [18,20].
In this case, mammography was not performed, but sinus formation detected by sonography.
The chest CT findings in the presented patient, revealed a large alveolar consolidation
with air boronchogram and a thick wall cavity measured 18mm in right middle lobe. Diffused reticulonodular pattern with centrilobular nodules and tree-in-bud appearance
were detected in the right lung. Several similar patchy lesions were also seen in left low50

MJIRI, Vol. 25, No. 1, May 2011, pp. 47-51

Downloaded from mjiri.iums.ac.ir at 12:18 IRDT on Monday June 25th 2018

R. Naghshin, et. al.
Al Salleh M. Mammographic features of breast tuberculosis: the skin bulge and sinus tract sign. Clin Radiol 1996; 51:354-358.
10. B.B. da Silva P.V. Lopes-Costa, C.G. Pires,
J.D. Pereira-Filho, A.R. dos Santos. Tuberculosis of
the breast: analysis of 20 cases and a literature review. Trans R Soc Trop Med Hyg. 2009 Jun;
103(6):559-63. Epub 2009 Mar 6.
11. Going JJ, Anderson TJ, Wilkinson S, Chetty U.
Granulomatous lobular mastitis. J Clin Pathol 1987;
40:535-40.
12. Donn W, Rebbeck P, Wilson C, Gilks CB. Idiopathic granulomatous mastitis: a report of three cases and review of the literature. Arch Pathol Lab Med
1994; 118:822-5.
13. Jorgensen MB, Nielsen DM. Diagnosis and
treatment of granulomatous mastitis. Am J Med 1992;
93:97-101.
14. Ikard R.W, Perkins D. Mammary tuberculosis:
a rare modern disease. South Med J 1977
, 70(2): 208-212.
15. Sharma AK, Sree S, Misra SK. Tuberculosis
mastitis: a pragmatic approach to its management.
Aust NZJ Surg 1993; 63: 263-5.
16. Alagaratnam TT, Ong GB. Tuberculosis of the
breast. Brit J Surg 1980; 67: 125-6.17.Mckeown KC,
Wilkinson KW. Tuberculous disease of the breast.
Brit J Surg 1992; 39: 420-9.
17. Mckeown KC, Wilkison KW.Tuberculous disease of the breast.Brit J Surg1992; 39; 420-9.
18. Zandrino F, Monetti F, Gandolfo N. Primary
tuberculosis of the breast. A case report. Acta Radiologica 2000; 41:61-63.
19. Schnarkowski P, Schmidt D, Kessler M, Reiser
MF. Tuberculosis of the breast. US, mammographic,
and CT findings. J Comput Assist Tomogr 1994;
18:970-971.
20. Oh KK, Kim JH, Kook SH. Imaging of tuberculous disease involving breast. Eur Radio 1998;
8:1475-1480.
21. Morsad F, Ghazli M, Boumzgou K, Abbassi H,
El Kerroumi M, Matar N, et al. Mammary tuberculosis: a series of 14 cases. J Gynaecol Obstet Biol Reprod. 2001; 30: 331 – 337.
22. Kalaç N, Ozkan B, Bayiz H, Dursun AB,
Demirağ F. Breast tuberculosis. Breast 2002; 11: 346
349.
23. Mohsen Fadaei-Araghi, Loabat Geranpayeh,
Shirin Irani, Reza Matloob, Soheil Kuraki. Breast
Tuberculosis: Report of Eight Cases, Arch Iranian
Med 2008; 11 (4): 463 – 465.
24. Osborne BM. Granulomatous mastitis by histoplasma and mimicking inflammatory breast carcinoma. Hum Pathol 1989; 20: 47-53.
25. Wilson JP, Chapman SW. Tuberculous mastitis.
Chest 1990; 98:1505-9.26.Arslan A, Ciftçi E, Yildiz
F, Cetin A, Demirci A. Multifocal bone tuberculosis
presenting as a breast mass: CT and MRI findings.
Eur Radiol 1999; 9: 1117 – 1119.
27. Meral S, Canan G, Mikdat B. Isolated primary
MJIRI, Vol. 25, No. 1, May 2011, pp. 47-51

breast tuberculosis: report of three cases and review
of the literature. Clinics (sao paulo) 2009; 64(6):60710.
28. Romero C, Carreira C, Cereceda C, Pinto J, Lopez R, Bolanos F. Mammary tuberculosis: percutaneous treatment of a mammary tuberculous abscess. Eur
Radiol 2000; 10:531-533.

51

