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Abstract 

Mammary Tuberculosis is rare, with an incidence of 4% of all breast diseases in TB endemic countries. 

of a middle-aged male patient presenting with an ulcerated lump of the breast, diagnosed as mammary 
tuberculosis. Breast tuberculosis is extremely rare in males. The clinical presentation is varied and a high 

Anti-tubercular treatment (ATT) is the mainstay of treatment, with surgery being required in few indicated 
cases.
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 Case Report

Introduction
Mammary Tuberculosis is rare, with an incidence of 
4% of all breast diseases in TB endemic countries.1 The 

malignancy of the breast. Tuberculosis of breast usually 

2 It may be primary or secondary as a result of 
haematogenous spread from axillary lymph nodes or direct 
extension from lung and mediastinum.3 This is a case report 
of a middle-aged male patient presenting with an ulcerated 
lump of the breast, diagnosed as mammary tuberculosis.

Case Report
A 42 years old male patient presented to the surgical OPD 
with a lump in the right breast involving the upper and lower 
outer quadrants, extending into the axilla with evidence of 
skin ulceration (Figure 1). As per history narrated by the 
patient, the lump had been present for the past four months 
and the skin involvement was evident for one week. The 

skin oedema. There was no clinical evidence of axillary 
lymphadenopathy. There was no history of fever, however, 

haemogobin value, total leucocyte count and chest X-Ray 
were normal. Fine Needle Aspiration Cytology (FNAC) 

from the lesion at the site of ulceration was then subjected 
to Ziehl-Neelsen staining and culture for acid-fast bacilli, 

which proved negative for the same. Considering the large 
size of the lesion and the ulcerated discharging lesion being 
present for four months, the lump was excised in-toto along 
with the adherent axillary tissue. The histopathological 
examination revealed typical granulomatous and Langhans 
giant cells (Figure 2) with the involvement of four axillary 
lymph nodes.

Anti-tubercular treatment (ATT) was administered to the 
patient for six months ( two months of intensive phase with 
Isoniazid, Rifampicin, Pyrazinamide and Ethambutol and 
four months with Isoniazid and Rifampicin). The patient 
has been asymptomatic during a follow-up of two years.

Discussion

Cooper in 1829, who called it “scrofulous swelling 
of bosom”.4 It may be primary when no demonstrable 
tuberculous focus exists, or secondary to a lesion elsewhere 
in the body.5 Breast provides an infertile environment 
for survival and multiplication of tubercle bacilli. The 
infection may spread via haematogenous, lymphatic 
routes, contiguous structures, direct inoculation and ductal 
infection. Communications between the axillary glands and 
the breast result in secondary involvement of the breast by 
retrograde lymphatic extension.6 In our case, involvement 
of four axillary lymph nodes was evident in the pathological 
examination. However, whether the axilla was the primary 
site of infection or secondary to breast involvement is a 
point of debate.
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Figure 1. Ulcerated lump involving right breast and 
axilla

Figure 2. H&E stained section showing Langhans 

Breast tuberculosis is extremely rare in males, with the 
7 Few case reports on 

male breast tuberculosis reveal that the presentation is 
of a unilateral breast mass with or without ulceration 
along with axillary lymphadenopathy.8  Discharging 
sinuses and purulent nipple discharge are rare presenting 
features.6 McKeown and Wilkinson5

tubercular mastitis, tuberculous mastitis obliterans and 

the category of disseminated form of tuberculous mastitis, 
with the overlying skin being stretched with an ulcerated 
lesion and involvement of axillary lymph nodes. Currently, 

and abscess varieties.6

The diagnosis of this condition warrants a high index 
of clinical suspicion along with pathological and 
microbiological evidence.  Khanna et al8  have mentioned 
FNAC or histology being 100% reliable in diagnosing 
tuberculosis, including patients who had tender nodularity. 
Bacteriological examination of discharge from the ulcers 
or sinuses was negative for  M. tuberculosis on staining as 
well as culture in most cases.9

Other imaging modalities like mammography or 

Mammography demonstrates a coarse stromal texture with 

and increased echogenicity in sclerosing variety. Computed 

added advantage in diagnosis, except for utility in assessing 
the extra-mammary extent of the lesion.6,8,10           

Treatment comprises of anti-tubercular therapy (ATT) 

to ATT, drainage of cold abscesses, and excision of 
residual lumps.6,11 Our case had a large painful lump with 
an ulcerative lesion which warranted excision, even for 
diagnosis. Standard ATT for 6 months usually results in 
good clinical response.1,6,11

Conclusion
Breast tuberculosis is rare, and in a male patient is a unique 
entity. The clinical presentation is varied and a high index of 
clinical suspicion is extremely essential for diagnosis with 

treatment is the mainstay of treatment, with surgery being 
required in a few indicated cases.
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