
Introduction
Human beings and tuberculosis (TB) bacilli have 

existed together as far back as 5000 BC, as reported in 
studies of TB spines from Egyptian mummies [1]. In 
1829, Sir Astley Cooper cited the first case of breast 
TB and called it “Scrofulous swelling of bosom” [2]. 
Though the prevalence of pulmonary TB is very high 
in India, it was been reported that breast TB among the 
total number of mammary conditions varies between 
0.64% and 3.59% only [3]. With the increased spread of 
HIV infection, incidence of TB has also risen in devel-

oped countries [3]. The TB bacilli can neither survive 
nor multiply in body organs like the mammary gland, 
thyroid gland, spleen and skeletal muscles [4], hence, 
the primary involvement of the breast by TB remains a 
clinical curiosity. Since breast TB can resemble breast 
malignancy or breast abscess, clinically and radiologi-
cally, it poses a diagnostic dilemma [5]. This paper pre-
sents five cases to high-light that breast TB should be 
considered as a differential diagnosis of breast lesions 
like breast carcinoma, especially in endemic regions 
like India.
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Abstract

Objective: To evaluate the changes in the number of Langerhans Cells (LC) observed in the epithelium of 
smokeless tobacco (SLT-induced) lesions. 
Methods: Microscopic sections from biopsies carried out in the buccal mucosa of twenty patients, who were 
chronic users of smokeless tobacco (SLT), were utilized. For the control group, twenty non-SLT users of SLT 
with normal mucosa were selected. The sections were studied with routine coloring and were immunostained 
for S-100, CD1a, Ki-67 and p63. These data were statistically analyzed by the Student’s t-test to investigate the 
differences in the expression of immune markers in normal mucosa and in SLT-induced leukoplakia lesions. 
Results: There was a significant difference in the immunolabeling of all markers between normal mucosa 
and SLT-induced lesions (p<0.001). The leukoplakia lesions in chronic SLT users demonstrated a significant 
increase in the number of Langerhans cells and in the absence of epithelial dysplasia. 
Conclusion: The increase in the number of these cells represents the initial stage of leukoplakia. 
Key words: Smokeless tobacco, leukoplakic lesions, cancer, langerhans cells, chewing tobacco.

Introduction

Among tobacco users, there is a false be-
lief that SLT is safe because it is not burned, 
which leads many people to quit cigarettes 
and start using SLT [1]. However, SLT con-
tains higher concentrations of nicotine than 
cigarettes and, in addition, nearly 30 carci-
nogenic substances, such as tobacco-specific 
N-nitrosamines (TSNA), which is formed 
during the aging process of the tobacco, [2-4] 
and which presents high carcinogenic poten-
tial. Moreover, because the tobacco has direct 

contact with the oral mucosa and creates a 
more alkaline environment, its products may 
even be more aggressive to tissue [5]. The 
percentage of SLT users is lower compared 
to cigarette users; however, usage is increasing 
among young individuals and it is therefore a 
significant and disturbing danger [6,7]. 

Initial studies on the effects of SLT on the 
oral mucosa demonstrated the formation of 
white lesions induced by chronic exposure to 
tobacco, characterized by epithelial thicken-
ing, increased vascularization, collagen altera-
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ABSTRACT 

Background: Primary mammary tubercular swelling poses a clinical diagnostic dilemma owing to its atypical clinical pic-
ture which may mimic breast malignancy or breast abscess. In all the three condition axillary lymph nodes are involved no 
doubt their consistency is variable. Keeping this in mind this study was carried out. 
Material and Methods: In our study, we report five patients with mammary tuberculosis who presented with painless mass 
during one year period. One patient was having involvement of ipsilateral axillary lymph nodes. Clinical diagnosis was 
confusing as all patients were in late twenties or late thirties. Fine-needle aspiration cytology proved the diagnosis. 
Results: Mainstay of treatment was Antitubercular drug therapy. In all the five patients lump resolved completely. None of 
our patient required surgical intervention. 
Conclusion: Breast Tuberculous is uncommon in countries where incidence of pulmonary and extrapulmonary tuberculo-
sis is very high. It continues to pose a diagnostic challenge due to its rarity, atypical clinical features and non confirmatory 
radiological modalities. Unnecessary mastectomy can be avoided if we keep this rare but medically treatable condition on 
back of our mind.
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Materials and Methods
This study was done in a medical college from Jan-

uary 2013 to 2014 in the northern part of India. Five 
women presented with mass breast. The mean age of 
the patients was 33  years (range: 28-44). The disease 
affected the right breast in three patients and the left 
breast was involved in two cases. The commonest clini-
cal feature was breast lump, which was observed in all 
patients. The size of lumps ranged between 3 and 5 cm. 
The lump was located in upper outer quadrant in all the 
five patients. There was no nipple retraction. Clinical-
ly, there was no lymphadenopathy except in one case. 
Clinically, the patients were diagnosed malignancy or 
breast abscess (Figures 1A-E).

There was no history of smoking or a recent expo-
sure to TB in all the five patients. There was neither 
history of TB nor family history of breast cancer. The 
tuberculin skin test result (Mantoux) was negative in 
all cases. Their routine blood tests were normal, includ-
ing blood test for HIV. Erythrocyte sedimentation rates 
were normal in all the five patients. Chest X-rays were 
normal in all patients. Biopsies fine-needle aspiration 
cytology (FNAC) was done in all patients (Figure 2). 
The specimens were stained for acid-fast bacilli, and the 
result was positive (Figure 3), thus confirmed the diag-
nosis of mammary TB.

Results
All the five patients were treated with a 6 months 

course of anti-tubercular treatment (ATT), i.e.,  ri-
fampicin, isoniazid, ethambutol, and pyrazinamide for 
2 months followed by rifampicin and isoniazid for an-
other 4 months. Lumps resolved completely with ATT 
therapy and surgery was not required as there was no 
residual mass. Patients were followed up to 9 months, 
and there was no recurrence.

Discussion
Tubercular infection is prevalent all over the world 

with higher incidence reported in the developing coun-
tries. The cases have been reported from age 6 months 
to 73 years and it is more common in women between 
20 and 50  years of age. As the breasts of multiparous 
and lactating females are more sensitive to infection 
and trauma, tubercular mastitis is more common 
among them. Incidence of involvement of the right and 
left breast is equal, except in one study in which there 

is a slight higher tendency for the right breast to be af-
fected [6], as it was in our patient series. Usually the du-
ration of symptoms ranged from 6 months to 2 years. 
The clinical signs of mammary TB can be insidious and 
imprecise, and often imitate signs of breast carcinoma. 
Tubercular lumps are mostly irregular, ill-defined and 
mostly more painful than that seen in carcinoma. Pain 
is usually dull and constant in breast TB. Mammary TB 
may also affect males in 4.5% of cases [7].

The mammary TB being of five types, i.e. (i) nodu-
lar, (ii) disseminated, (iii) sclerosing, (iv) Tubercular 
mastitis obliterans, (v) Acute milliary tubercular mas-
titis, can clinically present as lumps, recurring abscess, 
multiple discharging sinuses or as ulceration. TB breast 
can mimic as fibro adenoma or as carcinoma and there-
fore can be misleading [2]. It affects the breast mostly 
during the reproductive age and more commonly dur-
ing the lactating period [4], but none of the cases here 
reported was lactating.

Breast TB can be of two varieties: Primary or sec-
ondary. It is considered as primary when there is no 
other focus of disease elsewhere in the body, as in our 
cases. Mycobacterium TB can infect breast directly 
or via hematogenous or lymphatic route. Lymphatic 
spread is in a retrograde fashion from mediastinal, cer-
vical or axillary nodes. Occasionally, tuberculous focus 
is not noticeable clinically or radiologically. Due to the 
proximity of axillary lymph nodes, the upper outer 
quadrant of the breast is the most frequently involved 
site [1]. Contiguous spread can occur from the chest 
and also intra-abdominal foci [8].

During lactation, susceptibility to the tubercle ba-
cilli varies between 7% and 30%, as described by two 
different studies [9]. During the lactation period, there 
is increased blood supply to be breast as well stress 
on the mother. Due to these two factors, there are in-
creased chances of breast infection. If there is coinci-
dental TB of the faucial tonsils of suckling infants, then 
direct spread of TB can also occur through nipple skin 
abrasions or through milk duct openings [2].

None of our patients had proof of active pulmo-
nary TB on X-ray chest. The main clinical feature was 
a breast lump, as in other studies [9,10]. The common-
est location of the lumps is the central or upper outer 
quadrant of the breast, as in our cases. Nipple and skin 
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retraction can also occur, but breast discharge and pain 
are uncommon [10-12]. In our patients, the masses 
were commonly located in the upper outer quadrant 
and nipple was not retracted in all the five cases.

Early diagnosis is difficult. A high degree of clinical 
suspicion and familiarity with physical examination 
findings are necessary to facilitate an early diagnosis in 
suspected patients. No doubt, culture and polymerase 
chain reaction are the gold standard tests for diagnosis 
of TB but these tests are time-consuming and delay 
the treatment. FNAC is quick and reliable up to 100% 
as reported in one study of 52 cases by Khanna et al., 
[9]. All the smears may not be positive for acid-fast 
bacilli (AFB) as breast tubercular tissue may not have 
Mycobacterium TB bacilli as the mammary gland tis-
sue is resistant to the survival and multiplication of the 
TB bacillus. A newly developed T-cell-based, whole-
blood enzyme-linked immunosorbent interferon 
release assay detects interferon. This test has higher 
specificity than the tuberculin skin test [1] and results 
are available in 24 h. However, this test is not available 

Figure 1. Photographs of the five breast lump cases (A,B,C,D,E).

A B C D E

Figure 2. Fine-needle aspiration cytology slide of epithelioid cell 
granuloma with Langhan’s giant cells and lymphocytic aggregation.

Figure 3. Positive acid fast bacilli smear.

in our hospital.
Mammography is less accurate than ultrasonogra-

phy in the diagnosis of breast TB. Ultrasound is espe-
cially useful in the abscess form of the tubercular dis-
ease of the breast [1]. Histopathologically, presence 
of caseous necrosis, epithelioid cell granuloma with 
presence of Langhan’s giant cells and lymphocytic ag-
gregation is diagnostic. In countries like India, where 
TB is endemic, the finding of granuloma on FNAC 
necessitates empirical treatment for TB even in the ab-
sence of positive AFB and culture results [8]. Similarly, 
computed tomography (CT) and magnetic resonance 
imaging (MRI) are not confirmatory without histo-
logic evidence, but may tell the extent of disease which 
is required for surgery. We did not perform these tech-
niques (CT and MRI) in our patients as cytology con-
firmed the diagnosis.
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Medical treatment of mammary TB is similar to 
pulmonary TB and consists of four-drug regimen. Sur-
gical intervention is required for aspiration of cold ab-
scesses and excision of residual sinuses and masses.

Conclusion
Mammary Tuberculous is uncommon in countries 

where incidence of pulmonary and extrapulmonary TB 
is very high. It continues to pose a diagnostic challenge 
due to its rarity, atypical clinical features and non-con-
firmatory radiological modalities. Unnecessary mastec-
tomy can be avoided if we keep this rare but medically 
treatable condition in the back of our mind. 

Conflict of interest statement
The authors have no conflicts of interest to declare.
References

1. Sen M, Gorpelioglu C, Bozer M. Isolated pri-
mary breast tuberculosis: Report of three cases 
and review of the literature. Clinics (Sao Paulo) 
2009;64:607-10.

2. Tewari M, Shukla HS. Breast tuberculosis: Diagno-
sis, clinical features & management. Indian J Med 
Res 2005;122:103-10.

3. Prathima S, Kalyani R, Parimala S. Primary tuber-
cular mastitis masquerading as malignancy. J  Nat 
Sci Biol Med 2014;5:184-6.

4. Madhusudhan KS, Gamanagatti S. Primary breast 
tuberculosis masquerading as carcinoma. Singa-
pore Med J 2008;49:e3-5.

5. Khandelwal R, Jain I. Breast tuberculosis mimick-
ing a malignancy: A rare case report with review of 
literature. Breast Dis 2013;34:53-5.

6. Pal KD. Tuberculosis of breast- A retrospective re-
view of cases. Indian J Tuberc 1998;45:35-7.

7. Gulpinar K, Ozis S, Ozdemir S, Korkmaz A. Prima-
ry Breast Tuberculosis: Report of a Case. Surgical 
Science 2013;4,68-71.

8. Baharoon S. Tuberculosis of the breast. Ann Thorac 
Med 2008;3:110-4.

9. Khanna R, Prasanna GV, Gupta P, Kumar M, Khan-
na S, Khanna AK. Mammary tuberculosis: Report 
on 52 cases. Postgrad Med J 2002;78:422-4.

10. Harris SH, Khan MA, Khan R, Haque F, Syed A, 
Ansari MM. Mammary tuberculosis: Analysis of 
thirty-eight patients. ANZ J Surg 2006;76:234-7.

11. Kalaç N, Ozkan B, Bayiz H, Dursun AB, Demirağ F. 
Breast tuberculosis. Breast 2002;11:346-9.

12. Morsad F, Ghazli M, Boumzgou K, Abbassi H, El 
Kerroumi M, Matar N, et al. Mammary tuberculo-
sis: A series of 14 cases. J Gynecol Obstet Biol Re-
prod (Paris) 2001;30:331-7.

© SAGEYA. This is an open access article licensed under the terms of the Creative Commons Attribution Non-Commercial License (http://creativecommons.org/
licenses/by-nc/3.0/) which permits unrestricted, noncommercial use, distribution and reproduction in any medium, provided the work is properly cited.

Year 2015 | Volume 4 | Issue 3 | 153-156




