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Case Report

Tuberculous mastitis: a rare case report
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ABSTRACT

Tuberculous mastitis is a granulomatous mastitis due to infection by mycobacterium tuberculosis. It’s a rare entity
witch is often confused with breast carcinoma or pyogenic breast abscess because of its clinical and radiological
aspect. The diagnosis is histological with identification of an epithelioid cell granulomas and necrosis. The treatment
is based on anti-tuberculous therapy with a good clinical issue. Authors report a case of tubercular mastitis in a post-
menopausal female diagnosed on adenectomy.
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INTRODUCTION breast cancer was recognized, the left breast was without
abnormality as was the rest of the clinical examination.

Breast tuberculosis is a rare form of extra-pulmonary
tuberculosis even in endemic countries. Its prevalence has
been estimated to be 0.1% of breast lesions examined
histologically.*

It’s often mimicking breast cancer or abscesses. Clinical
awareness is necessary during diagnostic work-up for
establishing the correct diagnosis and treatment. It
typically affects young lactating multiparous women It is
rare to see breast tuberculosis in a post-menopausal
female as seen in the presenting case.

CASE REPORT

A 61 years old female, with history of lactation presented
with a painless lump in her right axillary extension for 2
months duration and growth of mammary volume. There
were no other complaints like fever weight loss, loss of
appetite, and any cough there was no positive family
history of breast tuberculosis or cancer. On local
examination of right breast we had an breast enlargement
with orange peel appearance and no lump was identified,
an homolateral axillary lymphadenopathy of size 2 cm
non-tender freely mobile suggesting a locally advanced

Figure 1: The mammography imaging of dense right
breast with thickened skin.
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Figure 2: Ultrasound imaging of right axillary hollow
and it’s extension of lymphadenopathy.
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Figure 3: RIM T2 sequence revelling some focus
associated with a thickening and enhancement of the
areolo-mammalian plate.
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The breast mammography (Figure 1) shows dense breast
with thickened skin ultrasound imaging (Figure 2) revels
multiple lymphadenopathies in axillary extension and
axillary hollow of variable size, strongly hypo echogenic
with regular outline and sometimes speculate, the largest
of which is 21/11 mm classed BIRADS 4.

On RIM (Figure 3), the breast was classified BIRADS5
because of the infiltrated aspect of the gland which is the
seat of the abnormality of the linear signal and of some
focus associated with a thickening and enhancement of
the areolo-mammalian plate, right  axillary
lymphadenopathy of the axillary extension and the
internal breast chain.

A skin biopsy shows nonspecific chronic inflammatory
changes so we completed with a right lymphadenectomy
which  showed specific  granulomatous chronic
lymphadenitis with necrosis.

She was put on a 6-month course of anti-tubercular
therapy with a 2-month intensive phase of rifampicin,
isoniazid, ethambutol, and pyrazinamide followed by a
consolidation phase of rifampicin and isoniazid for
another 4 months. The orange peel appearance
disappeared and the size of the breast become similar to
the contralateral one.

DISCUSSION

Breast tuberculosis is a very rare form of tuberculosis. Its
frequency varies from 0.06% to 0.1% of tuberculosis
patients.t® Sir Astley Cooper in 1829 was the first one
who recorded the first case of mammary tuberculosis and
called it “Scrofulous swelling of the bosom.”*

It occurs more frequently in females especially in their
reproductive age and is uncommon in prepubescent and
elderly women.® Pregnancy, lactation and multiparity are
risk factors due to galactophoric ectasia during lactation.®

The infection can spread by different ways?

¢ Hematogeneous: in the case of tuberculous military

e lymphatic, an axillary lymphadenopathy is often
found

e Contiguous propagation

e ductal infection, the dilation of the milk ducts in
women during pregnancy or breastfeeding increases
the sensitivity of these ducts to infection by bacilli

e The direct route: exceptional, it is the penetration of
the Koch bacillus into the breast following a
cutaneous or galactophoric abrasion.

Breast TB may be considered primary when no other
demonstrable focus exists, and may be considered
secondary when a pre-existing lesion is located
elsewhere.® This case is a primary breast tuberculosis
because there was no evidence of another focus on
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physical or radiological examination nor there was prior
history of tuberculosis.

Fever, weight loss, night sweats, or failing of general
health as constitutional symptoms of tuberculosis are
infrequently found in the series by Khanna et al, Shinde
et al and Harris et al.”® The most commonly Clinical
presentations of tubercular infection of the breast the
form of a lump or an inflammatory mass mimicking
breast cancer.2® The lump can be fluctuated and is usually
covered with indurated tissue. It is usually fixed to the
skin and fistulation are frequent and oranges peel is often
seen in patients with extensive axillary nodal
tuberculosis. It can be suspected within the existence of
rebellious recurrent abscess to antibiotics.!!

There are no specific mammographic signs of mammary
tuberculosis, mammography can show irregular
heterogeneous opacities, not well limited with sometimes
calcifications pointing rather towards a malignant
etiology.'>'® On ultrasound, breast tuberculosis often
appears in the form of a hypoechogenic, heterogeneous
image, well or poorly limited, with minimal posterior
reinforcement.

The positive diagnosis is based on histological study of
biopsy of breast lump, ulcer, sinus, or from the wall of a
suspected tubercular breast abscess cavity and
identification of a characteristic epithelioid cell
granulomas with necrosis.*

Medical therapy is the mainstay of therapy with
antituberculous therapy.

CONCLUSION

Tuberculosis mastitis is a rare disease usually simulating
breast cancer or breast abscess. The diagnosis is difficult
due to the low clinical evidence and the lack of
specificity of the imaging results. Presence of epithelial
granulomas with caseous necrosis on histology is
confirmatory. Treatment of breast tuberculosis consists of
antitubercular drugs.
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