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Abstract
Tuberculosis of the breast is an extremely rare form of extra-pulmonary tuberculosis. Bilateral involvement is 

even rarer. We report a case of secondary bilateral breast tuberculosis in a young female, who responded to first line 
anti-tuberculosis drugs.

Keywords: Bilateral breast TB; Sinus breast; Antitubercular therapy

Introduction
Tuberculosis involvement of the breasts was first described by Sir 

Astley Cooper in 1829. The incidence of breast tuberculosis, among 
all breast lesions, has been computed by various authors as between 
0.54%-1.87% [1,2]. It more often involves married women, and those 
who have borne children. Haemotogenous infection appears to be the 
most plausible of all the routes of infection. The diagnosis is difficult 
because of nonspecific clinical and radiologic findings. The diagnosis 
is hampered by the identical signs and symptoms for breast carcinoma 
or breast abscess. We present a case of bilateral breast tuberculosis with 
bilateral breast lumps having suspicion of malignancy [3].

Case Report
We report a 32 years old lady with lumps in both side of breast, on 

the right side there was sinus in the breast connecting the lump. No 
history of pain, fever but she gave history of loss of weight and loss of 
appetite. She did not have family history or exposure to tuberculosis. 
On examination lumps in both breasts were firm in consistency, non 
tender and all the borders were well made out. Lumps move along 
with breast tissue, skin over the swelling was normal and pinchable. 
She has no other system involvement by tuberculosis. FNAC revealed 
granulomatous mastitis. Trucut biopsy yielded tubercular mastitis, 
mammography revealed distorted borders, speckled calcification 
(differential diagnosis of malignancy). Patient was started empirically 
on antitubercular therapy depending on the trucut report for which 
the patient responded to therapy and both lumps disappeared (Figures 
1-3).

Discussion
It is possible that this condition may have been overlooked in 

India. High resistance offered by the breast tissue to the survival and 
multiplication of tubercle bacilli has been postulated to be the cause of 
the rarity of breast tuberculosis. Breast tuberculosis is more common 
in females since they undergo frequent hormonal changes during their 
reproductive life and are more susceptible to trauma and infections [4], 
although very rarely, tuberculosis of male breast has also been reported. 
In reproductive and lactating women the prevalence of tubercle bacilli 
in faucial tonsils of feeded infants could be the cause of primary 
tuberculosis. In one study, 29 out of 38 breast tuberculosis cases were 
in the 21 to 40 years age group and the remaining 9 in the 41 to 70 years 
age group [5]. The extremely rare primary bilateral or unilateral breast 
tuberculosis is thought to occur due to direct inoculation through skin 
abrasions or duct openings in the nipple [6]. 

Secondary involvement of breast by haematogenous or lymphatic 
route is much more common; lymphatic spread by retrograde 
extension from axillary lymph nodes (rarely cervical and mediastinal) is 

considered to be the most common mode of spread. Rarely, contiguous 
spread from the ribs and pleural space can occur. Diagnosis is ideally 
by bacteriological confirmation from the breast tissue by Ziehl-Neelsen 
stain or culture. However, the bacilli are isolated in only 25% of cases; 
therefore demonstration of caseating granulomas from the breast 
tissue and involved lymph nodes is usually sufficient for the diagnosis. 
Bilateral breast TB has been reported in 30%, multifocal TB with breast 
involvement is reported in 10% of cases.

Radiological imaging modalities like mammography or 
ultrasonography are unreliable in distinguishing it from carcinoma 
[7,8] because of the variable pattern of presentation of such an 
inflammatory lesion. The number of cases of PNHL (Primary Non 
Hodgkin’s Lymphoma) of the breast reported to date is around 250. 

Figure 1: Sinus and ulcer over breast.

Figure 2: Mammography of left breast.
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Most of these cases have involved the right breast, and almost all 
the patients were females. Non Hodgkin’s Lymphomas of the breast 
typically present as unilateral mass; the frequency of bilateral disease at 
first presentation ranges from 5-25%.

 Clinical presentation may be as a lump, an abscess or as single or 
multiple discharging sinuses with bluish undermined edges. Previous 
reports have suggested that active or healed tuberculosis in other parts 
of body may be present in 25-84% of patients with breast tuberculosis 
[4,9-16]. Tuberculosis of the breast is rarely diagnosed by clinical 
methods alone but merits attention because it is of surgical importance 
as a lump in the breast which may be mistaken for carcinoma.

Fine Needle Aspiration and Cytology (FNAC) establish the 
diagnosis in most cases. Khanna et al. [17] reported a success rate of 
100% in his series while Kakkar et al. [18] reported a success rate of 73%. 
Tse et al. [19] has emphasized the presence of Epithelioid histocytes 
as the single most common indicator of granulomatous inflammation 
[12,17-23], in the absence of Granulomas, which were absent in half the 
cases reviewed by them. Treatment is by institution of antituberculous 
therapy using standard regimes. Surgical intervention may be required 
for patients with abscess, sinuses or a need to exclude malignancy in a 
patient with high index of suspicion.

Conclusion
Bilateral breast tuberculosis is a rare entity, needs high index 

of suspicion which has good prognosis. In our case managed 
conservatively and healed with complete recovery.
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Figure 3: Granulomas circled in ducts and lobules.
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