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1. Background

The association of carcinoma and tuberculosis of the breast
is rare. The clinical situations that arise are the presence of
carcinoma and tuberculous mastitis, carcinoma of the breast
with axillarytuberculous adenitis or both.

2. Case Presentation

A 35 yrs old lady was seen in clinicfor a rapidly increasing
lump in the left breast which had been present for four
months. There was no nipple discharge or nipple retraction
and no family or past history of breast cancer or
tuberculosis.

Clinical examination revealed a Scm * 4cm hard mass in the
outer upper quadrant of left breast not fixed to skin or
muscle .There was also a 2cm *2cm palpable lymph node in
the left axilla location (TNM Staging stage 2B ). Ultrasound
of left breast revealed approximately 5*4 cm hypoechoic
lesion with irregular borders and there was also 1.3 cm *1.9
cm ieftaxillarylymph node.

Fine needle aspiration cytology of the mass was suggestive
of invasive carcinoma of the left breast.abdominal
ultrasound wasnormal , her liver function test, renal function
testwere normal. She underwent left sided modified radical
mastectomy with axillary lymph node dissection upto level
1. The HPR was suggestive of invasiveductal carcinoma (no
special type) grade 1 (2+2+1=5) according to Modified
Bloom Richardsons system and multiple
casseatinggranulomatous inflammation present in the breast
tissue suggestive of tuberculosis was seen. ZN stanning for
acid fast bacilli were negative in this specimen. Section
through axillary lymph nodes show no evidence of tumour
.Subsequently Patients investigated her Erythrocyte
sedimentation rate is 13 mm/h, Chest x-ray was with in
normal limit, sputum for acid fast bacilli is negative .
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Figure 2: Photomicrograph showing
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Patient was discharged on post operative day ten and she is
advised chemotherapy and category 1 anti tuberculous drugs
under DOTS.

3. Discussion

Originally described by Kessler and Wolloch in 1972,
idiopathic granulomatous mastitis should be differentiated
from other forms of periductal mastitis. Although the exact
aetiology remains unclear, associations with autoimmune
disorders, oral contraceptive use, pregnancy,
hyperprolactinemia, and alphal-antitrypsin deficiency have
been suggested (14). Granulomatous inflammation of the
breast is an inflammatory process with multiple aiteologies.
It can be caused by tuberculosis, idioathicgranulomatous

Volume 4 Issue 9, September 2015
WWW.ijsr.net

Paper ID: SUB158060

Licensed Under Creative Commons Attribution CC BY

mastitis  (GM),sarcoidosis,  fungal infections like
actinomycosis, parasite  like filariasis, =~ Wegener’s
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granulomatosis, duct ectasia, brucellosis, and traumatic fat
necrosis(3). The commonest clinical presentation is that of a
lump, , painful or not, most often located in the central or
upper outer quadrant of the breast. Based on radiological and
clinical characteristics the tuberculous mastitis can be
described by three forms: nodular, diffuse and sclerosing.
The nodular form is well circumscribed; slow growing, with
an oval tumor shadow on mammography, which can hardly
be differentiated from breast cancer. The disseminated form
is characterized by multiple lesions associated with sinus
formation. This form mimics inflammatory breast cancer on
mammography. The sclerosing form of the disease is seen in
elderly women and is characterized by an excessive fibrotic
process(11 12 13). The coexistence of carcinoma and
tuberculosis (TB) of the breast and the axillarylymphnodes
is rare and was first reported by Pilliet and Piatot in
1897(6,7) .TM is rare even in countries were tuberculosis is
still common, accounting for 0.1 % of all cases(7,10). This is
probably due to increased breast tissue restrains to the
survival and multiplication on mycobacterium bacilli,
antituberculous treatment, and under diagnosis of TM(10).
The breast can be involved by a penetrating wound of the
skin of the breast; the lactiferous duct via nipple; direct
extention from the lungs and chest wall; the blood stream
and the lymphatics(8). It is generally believed that
tuberculous infection of the breast is usually secondary to a
preexistingtuberculous focus located elsewhere in the body
such as pre-existing focus could be of pulmonary origin or
mammary or axillary lymph nodal basin(5).

Typically, the clinical picture is not one of active disease. In
a review of 100 cases of TB mastitis in India, constitutional
symptoms of fever, weight loss, night sweats, and failing
general health were present in 20% of patients only.
Pulmonary symptoms such as persistent cough with sputum
were found in only 2 patients. The chest radiograph was
normal in 94 patients, old calcific TB was evident in 4
patients, and 2 patients had active pulmonary TB(15). There
does not appear to be a casual link between mammary
tuberculosis and breast cancer, and there is no evidence that
TB is carcinogenic at any site(9). The simmultaneus
occurrence of carcinoma and tuberculosis can lead to many
problems regarding diagnosis and treatment as there are no
pathognomic symptoms or signs to distinguish breast
tuberculosis from breast cancer ,especially if the upper outer
quadrent is involed (8 ,10).An isolated breast mass with out
an associated sinus tract can commonly mimic the
presentation of breast cancer since the clinically palpable
breast mass is ussauly firm, ill defined ,irregular , and can be
associated with fixation to the skin(5). A unique finding
strongly suggestive of TM is the presence of a dense sinus
tract connecting an ill defined breast mass to localized skin
thickening and bulge(10). The key to proper treatment is
biopsy of the lesion(6). If breast cancer is operable , radical
mastectomy is indicated, followed by postoperative
antituberculous chemotherapy for 18 months and if the
cancer is incurable , palliative measures combined with
antituberculous drugs are indicated (6).

4. Conclusion

Breast TB is an obscure disease often mistaken for
carcinoma especially if well-defined clinical features are

absent. The existence of tuberculosis and carcinoma in the
breast is very rare. Their clinical and radiological
presentations are very similar Histology remains the
keystone in confirming the diagnosis. Full liaison between
surgeons, radiologists and pathologists is very important to
plan best management of such conditions.
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