
Abstract
Background: Tuberculous Mastitis (TM) is a rare form of tuberculosis, even in 
countries where the burden of tuberculosis is high. It may mimic other systemic illness, 
even carcinoma breast, a condition with which it may coexist. Objective: To disseminate 
the message to the concerned expertise that it can present a diagnostic problem on 
radiological and microbiological investigations, and thus a high index of suspicion is 
needed. Materials and method: This observational study was carried out in the 
department of Surgical Oncology of National Institute of Cancer Research & Hospital 
(NICRH), Dhaka, Bangladesh from January 2010 to December 2015. During the study 
period only five cases of TM were identified and all were included in the analysis 
purposively. Results: Mean(±SD) age of the patients was 27.2(±16.22) years. AFB in 
pus was found in one patient. Fine Needle Aspiration Cytology (FNAC) was done in four 
AFB negative patients and granulomatous lesions were found in each case. 
Histopathological examinations of two resected breast lumps also showed 
granulomatous lesions consistent with tuberculosis. Breast ultrasound showed 
multilocular abscess with ill-defined lump in two cases, solitary lump in two patients 
and cystic lesion in one patient. Axillary lymphadenopathy was found in one patient with 
solitary lump. Repeated image guided aspiration of the abscess was performed in 3 
cases. Two patients underwent lumpectomy operation. All five patients were given 
anti-TB chemotherapy for 6 months. All of them recovered fully after completion of 
Category I treatment. Conclusion: Though it is a great mimicker with proper evaluation 
the disease is curable with antitubercular drugs, and in some cases surgery is required.
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Introduction
Tuberculosis is the most prevalent human 
infection throughout the globe. The infection can

involve any organ and mimic other illness. 
Tuberculosis of the breast is an uncommon
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presentation of tuberculosis, even in countries 
where the burden of tuberculosis is high.1,2 
Tuberculous mastitis (TM) is a rare 
extrapulmonary presentation of tuberculosis 
which accounts for less than 1% of all diseases of 
the breast in the developed countries.1-5 Incidence 
of this disease is higher in countries endemic for 
tuberculosis, like the Indian subcontinent, where it 
may be as high as 4%.2

Sir Astley Cooper reported the first case of TM in 
1829.6 Tuberculous mastitis may be part of a 
systemic disease or may be the only manifestation 
of tuberculosis. It occurs far more frequently in 
women, especially in their reproductive age, and is 
uncommon in prepubescent and elderly women.7,8 
This could be because the female breast undergoes 
frequent changes during the period of childbearing 
activity and is more susceptible to trauma and 
infection.9

The risk factors associated with TM include 
multiparity, lactation, trauma, past history of 
suppurative mastitis, and AIDS.10,11 It may be 
difficult to differentiate from carcinoma breast, a 
condition with which it may coexist.12,13

Materials and method
This observational study was carried out in the 
department of Surgical Oncology of National 
Institute of Cancer Research & Hospital (NICRH), 
Dhaka, Bangladesh from January 2010 to 
December 2015. The study was approved by the 
Ethical Review Committee of NICRH and 
informed consent was taken from each patient 
before their enrollment in the study. During the 
study period only five cases of TM were identified 
and all were included in the study. Sampling was 
convenient and purposive. Results were expressed 
as proportions and mean(±SD).

Results
Five female patients of TM were included in the 
study. Mean(±SD) age of the patients was 27.2

(±16.22) years and the age ranges from 14 years to 
55 years. All of them were from average 
socio-economic status. Three out of 5 patients 
were married (Table I).

Table I: Socio-demographic characteristics of 
the patients

All the patients had raised ESR and increased 
lymphocyte counts. X-ray chest P/A view of all 
five patients revealed no abnormality. AFB in pus 
was found in one patient. Fine Needle Aspiration 
(FNA) was done in four AFB negative patients and 
granulomatous lesions were found in each case. 
Histopathological examinations of two resected 
breast lumps also showed granulomatous lesions 
consistent with tuberculosis (Table II). 

Table II: Diagnostic characteristics of the 
patients

Breast ultrasound showed multilocular abscess 
with ill-defined lump in two cases, solitary lump in 
two patients and cystic lesion in one patient. 
Axillary lymphadenopathy was found in one 
patient with solitary lump (Table III).

Table III: USG findings of the patients

ValuesVariables
Age in years

Mean±SD
Range

Married (n, %)
Average SES (n, %)

SES= Socio-economic status

27.2 ±16.22
14-55
3 (60) 
5 (100)

ValuesVariables

Raised ESR (n, %)
Raised lymphocyte count (n, %)
Positive pus for AFB (n, %)
Granulomatous lesion on FNAC (n, %)
Granulomatous lesion on HP (n, %)

FNAC= Fine needle aspiration cytology; HP= Histopathology 

5 (100)
5 (100)
1 (20)
4 (100)
2 (100)

ValuesVariables

Multi-locular abscess with ill-defined
lump (n, %)
Solitary lump (n, %)
Cystic lesion (n, %)

USG= Ultrasonography

2 (40)
2 (40)
1 (20)
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widely used initial invasive method for diagnosis 
of breast tuberculosis. Approximately 73% of the 
cases of TM can be diagnosed on FNAC when 
both epithelioid cell granulomas and necrosis are 
present.5,19 In the present study FNAC was done in 
four cases and granulomatous lesions were found 
in all instances. In tuberculosis-endemic countries, 
the finding of granuloma in fine needle aspiration 
warrants empirical treatment for tuberculosis even 
in the absence of positive acid fast bacilli (AFB) 
and without culture results.5,20 We performed 
repeated image guided aspiration of the abscess in 
3 cases. Lumpectomy was done on two patients as 
FNAC was not conclusive. Most importantly all 
five patients were given Category I anti-TB 
chemotherapy for 6 months and all of them 
recovered fully after completion of the treatment.

Tuberculosis of the breast is called the great 
mimicker. It can present a diagnostic problem on 
radiological and microbiological investigations, 
and thus a high index of suspicion is needed. 
Incorporating a highly sensitive technique like 
PCR may be helpful in confirming the diagnosis 
early. However in our cases no GeneXpert test or 
PCR based DNA study was done for confirmation 
of TB. The disease is curable with anti-tubercular 
drugs, and in some casessurgery is required.

Repeated (once in each month) image guided 
aspiration of the abscess was performed in 3 cases. 
Two patients underwent lumpectomy operation. 
But all five patients were given anti-TB 
chemotherapy for 6 months (2 months of 
Isoniazid, Rifampicin, Pyrazinamide, and 
Ethambutol and months of Isoniazid and 
Rifampicin). All five patients recovered fully after 
completion of Category I treatment (Table IV).

Table IV: Clinical characteristics of the patients

Discussion
In tuberculous mastitis a solitary, ill-defined, hard 
lump is often found in the central or upper outer 
quadrant of a breast.7,14,15 Multiple lumps and 
bilateral involvement are uncommon and occur in 
less than 3% of the patients.14,16 In a series of 30 
patients reported by Tewari & Shukla17, 22 
patients presented with lump in the breast; 11 of 
these had tubercular ulcer, and 4 had multiple 
discharging sinuses in the overlying breast skin. In 
the present study multilocular abscess with 
ill-defined lump were in two cases, solitary lump 
in two patients and cystic lesion in one patient on 
breast ultrasound was found.

The gold standard diagnosis of TM is by 
bacteriological culture of breast tissue or by Ziehl 
Neelsen (ZN) stain.10 However, in TM the bacilli 
are isolated in only 25% of cases, and acid-fast 
bacilli (AFB) are identified only in 12% of the 
patients. Therefore, demonstration of caseating 
granulomas from the breast tissue and involved 
lymph nodes may be sufficient for the 
diagnosis.5,17,18 In our study, in one patient out of 
five (20%) AFB was identified in pus. Fine needle 
aspiration cytology (FNAC) is the most

ValuesVariables
Treatment

Repeated image guided aspiration of the
abscess with anti TB (n, %)
Lumpectomy with anti TB (n, %)

SES= Socio-economic status

3 (60)
2 (40)
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