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Abstract
Breast tuberculosis is a rare form of tuberculosis; although cases of tuberculous
mastitis have been reported more frequently in India probably due to high prevalence
of tuberculosis infection. Incidence of tuberculosis is increasing in United States
especially in immuno-compromised hosts. It usually affects young and lactating
mothers and it is often confused with either carcinoma of breast or breast abscess.
Tuberculous mastitis is primary or secondary; here we report a case of primary
tuberculosis which was presented to tertiary care hospital in rural area.
Introduction

T

uberculous mastitis is a rare
condition accounting for one percent
of all diseases of breast; only 500 cases of
primary mammary tuberculosis have been
documented.3,4 Progress in antituberculous chemotherapy,
socioeconomic improvement and proper
isolation has lead to decline in the
incidence of tuberculosis during past few
decades. Recently tuberculosis has
increased in many industrialized
countries due to immuno-compromised
and AIDS patients. Sir Astley Cooper
documented tuberculous mastitis for the
first time in 1829 and described it as the
'scrofulous swelling of the bosom'.1,2,6

mastitis from breast abscess or carcinoma
breast.1,2,6
Case Report
A 25 year old female presented with lump in
breast, she did not have any past or present history of
Kochs or Kochs contact. There was no h/o any lump
or swelling in axilla. Physical examination revealed
the patient to be averagely built, averagely
nourished. There was no obvious lymphadenopathy.
On local examination lump of 5 x 4 cm, in upper
quadrant of breast, firm to hard, minimally tender,
skin over lump was reddish and no e/o nipple
discharge.
Clinical diagnosis of right breast mastitis with
differential diagnosis of carcinoma of right breast was
made. Other haematological investigations done

Though cases of tuberculous mastitis
have been reported worldwide, they are
more frequently reported in India; it is
extremely rare in the industrialized world
but is occasionally encountered in
developing countries like India.1,2,3,5,6 It is
difficult to differentiate tuberculous
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Fig. 1 Granuloma consisting of caseous
necrosis, epitheloid cell, Langhan's giant
cells, and lymphocytes
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were, Hb - 12 gm, total leucocyte count 7200 mm.3
Differential leucocyte count : P-58 %, L-38 %, E-2 %,
M-2 % and ESR - 28 mm at the end of one hour. X ray
chest was within normal limit. The patient was
referred to our institute for fine needle aspiration
cytology (FNAC).
FNA smears showed macrophages, lymphocytes
against necrotic background and diagnosis of non
specific chronic mastitis was given. Surgeon
performed biopsy in view of suspected malignancy
and biopsy showed breast tissue with granuloma
consisting of caseous necrosis, epitheloid cell,
Langhan's giant cells, and lymphocytes (Fig. 1).
Diagnosis of tuberculous inflammation of breast was
given. Patient started upon anti-tuberculous therapy
and after completing treatment on follow up she
recovered completely.

Discussion
In India, 9-10 million people suffer
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. 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
Breast tuberculosis usually affects
younger women between 20-40 years of
age.1,2,6 It can rarely affect the male.2,6
Bilateral involvement is rare. Women
during lactation period are more
susceptible since lactating breast is more
vascular and predisposed to trauma.
Breast tuberculosis is either of primary
aetiology, when no demonstrable
tuberculosis focus exists or secondary to
pulmonary tuberculosis.6 In our case there
is no history or focus of tuberculosis, so
primary tuberculosis of breast.
Lump in breast is the commonest
presentation in breast tuberculosis.1,3-7
These breast lumps are mostly
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misdiagnosed as fibroadenoma,
fibroadenosis or malignancy.6
Tuberculous mastitis lumps are also
common in upper outer quadrant of breast
as in carcinoma.1,6 Multiple lumps are less
frequent. Tubercular lumps are irregular,
ill defined, hard similar to that seen in
carcinoma. Pain is usually dull aching and
is more frequent than in carcinoma
patients. 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.6
Mckeown et al classified tuberculous
mastitis into three pathological varieties :
(1) Nodular - this is the most common
variety presenting as a localized mass, and
is characterized by extensive caseation
and little fibrosis. The case being reported
falls in this category. (2) Diffuse - second
most common variety, causes involvement
of the entire breast with multiple
intercommunicating foci of tubercles
within the breast, in which caseate leading
to ulceration and discharging sinuses. (3)
Sclerosing - in this variety extensive
fibrosis rather than caseation is present,
the entire breast is hard and the nipple is
retracted. Clinically this variety is often
mistaken for carcinoma breast.1,3
The portal of entry in tuberculous
mastitis can be either primary or
secondary.1,2,3,4 Primary route is rare and is
by direct inoculation of the bacilli through
abrasions in the nipple. Secondary route is
more common and is by lymphatic,
haematogenous or contiguous spread.
Lymphatic route is the most common and
occurs by retrograde extension from the
axillary lymph nodes (50 - 75%). 1 , 2
Haematogenous spread occurs in cases of
disseminated tuberculosis and is a very
unusual form of spread. Contiguous
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spread occurs from the ribs, pleural space
or rectus sheath from an intra abdominal
source. The likely portal of entry in our
case is a retrograde spread from axillary
lymph nodes.
This report aims to draw attention to
the fact that tuberculous mastitis can
mimic carcinoma breast1,2,6 and FNAC
alone is not sufficient to rule out
inflammatory lesion or carcinoma. This
can only be confirmed by an excision
biopsy.1
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PYRONARIDINE - ARTESUNATE FOR UNCOMPLICATED FALCIPARUM MALARIA
In The Lancet today, Antoinette Tshefu and colleagues report a phase 3 trial in children and adults with
uncomplicated falciparum malaria treated with “pyronaridine - artesunate”, a new artemisinin - combination
therapy (ACT), developed by the public - private partnership between Shin Poong Pharmaceutical Company
Ltd (Korea) and the Medicine for Malaria Venture (Switzeraland). This study was a non-inferiority efficacy and
safety comparison with artemether - lumefantrine.
The primary endpoint of the study was the PCR - corrected cure rate by day 28. However, the more interesting
endpoint for a clinician is parasitological efficacy beyond 28 days, in view of the different pharmacokinetic
properties of the two partner drugs : lumefantrine, a lipophilic fluorene derivative with a half-life of 3-6 days,
and pyronaridine, a water soluble acridine derivative with a longer elimination half-life (16-17 days).
Importantly, pyronaridine-arresunate seemed to have a better post-treatment prophylactic effect than did
artemether-lumefantrine.
In terms of safety, pyronaridine-artesunate was well tolerated, but a slight shadow remains over the risk of
hepatotoxicity of pyronaridine : more patients who received pyronaridine - artesunate had raised liver
enzymes.
FRANCOIS HENRI NOSTEN, THE LANCET 2010; 375 : 1413
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