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Case Report

Interpectoral tuberculous lymphadenitis masquerading as carcinoma 
breast: A case report
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Mammary tuberculosis (TB) is a relatively rare condition 
comprising only 0.4% of all breast lesions. Until 
1982, over 500 cases were reported in the world 

literature [1]. Since then, sporadic case reports have added to that 
number. Çakar and Çiledag evaluated consecutive patients treated 
for TB in an 8 year period from 2006 to 2013. They suggested 
that the incidence of mammary TB constituted 1.08% of all the 
patients diagnosed [2]. In India, recent reports have found the 
incidence of this entity to be 3-4.5% of all surgically treated 
breast lesions [1,3,4].

Clinically, mammary TB can present in the nodular, 
sclerozing or disseminated form. While the disseminated 
variety has pathognomonic multiple discharging sinuses in 
the breast, the nodular and sclerozing variety closely resemble 
breast malignancy in their clinical presentation. Often, even the 
radiology and imaging of these lesions can be indistinguishable 
from malignancy. In this aspect, mammary TB can be difficult 
to distinguish from other benign or malignant lesions in the 
breast.

CASE REPORT

A 71-year-old lady presented to our outpatient department with a 
recently detected painless left breast lump. Clinically, there was 
a single, firm, mobile 3 cm lump at the 3 o’ clock position on the 
left breast. The overlying skin was normal. The ipsilateral axilla 

had a single discrete mobile 1.5 cm sized node. The contralateral 
breast, axilla, and supraclavicular fossa were unremarkable.

A bilateral digital mammogram revealed a lobulated lesion in 
the super lateral quadrant of the left breast (Figs. 1 and 2). The 
corresponding ultrasound demonstrated a 4.4 cm × 2.1 cm sized 
well defined hyper echoic lesion with internal necrotic foci at the 
2 o’ clock position - classified as breast imaging reporting and 
data system 4b. Furthermore, a 2 cm sized heterogeneously hypo 
echoic lesion was seen in the deeper plane of the axillary tail, 
which appeared to be a metastatic node. The ultrasound guided 
core biopsy was reported as necrotizing mastitis. Her chest X-ray 
and routine blood investigations were normal.

The clinical picture and the mammography features were 
strongly in favor of malignancy. In view of the high index of 
clinical suspicion, she was planned for an excision biopsy of the 
left breast lump under general anesthesia. The same was discussed 
and explained to the patient and consent was obtained.

A radial incision was taken directly over the palpable lump 
on the left breast. As the lumpectomy proceeded, the base 
of the lump was seen extending as a tortuous tract. It tracked 
behind the pectoralis major muscle into the interpectoral space. 
On further dissection, it appeared to dip in-between the fibers 
of the pectoralis minor. The dissection was carried down to 
the surface of the rib. However, the surface of the rib and the 
underlying pleura was grossly free of disease. The entire lump 
with the necrotic tortuous extension was dissected into and sent 
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for histopathology review (Figs. 3 and 4). The post-operative 
recovery was uneventful. On gross examination of the specimen, 
there was a 2 cm × 2 cm gray white nodular lesion. The sinuous 
part of the specimen consisted entirely of a matted lymph node 
(Fig. 5). On microscopy, the sections showed breast parenchyma 
with multiple granulomatous lesions consisting of lymphocytes, 
macrophages, epithelioid cells, and giant cells admixed with 
areas of caseating necrosis. Sections from the matted lymph node 
exhibited similar morphology with multiple granulomata and 
extensive caseating necrosis. Based on these findings, the final 
impression was granulomatous mastitis with granulomatous 
lymphadenitis most likely of Koch’s etiology.

To rule out any cold abscess tracking down from the spine, 
a post-operative computed tomography thorax was done. The 
spine and ribs were completely normal. The underlying lung 
showed old infective changes. No active TB lesion was seen. 
Her sputum test was negative. She was put under the care of 
a pulmonologist at our institute and was started on anti-TB 
medication. She received a four drug regimen for 2 months 
(rifampicin, isoniazid, pyrazinamide, and ethambutol) followed 
by a two drug regimen for 4 months (rifampicin and isoniazid). 
At 12 months follow-up, the wound has healed entirely, and the 
patient was asymptomatic.

DISCUSSION

Mammary TB is usually secondary to a focus in the underlying 
ribs or lungs or mediastinum. The spread can be contiguous or 
hematogenous. There are reports of cold abscesses tracking down 
from the spine along the ribs to present as a lump in the breast [5]. 
However, it is very rare for an interpectoral node to be the sole site 
of involvement. The caseation of an interpectoral node presenting 
as a breast malignancy is clinically challenging to diagnose. In 
the absence of any demonstrable focus in the body, mammary 
TB is considered to be primary in origin. It is speculated that this 
variety could be due to infection passed on from suckling infants 

Figure 1: Mammography mediolateral oblique view

Figure 2: Mammography craniocaudal view

Figure 3: Intra-operative specimen

Figure 4: Intra-operative view

Figure 5: Histopathology gross specimen
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through the duct openings in the nipple. Consequently, mammary 
TB is more common in multiparous women in the child bearing 
age group. The current classification of TB mastitis includes three 
variants - nodulocaseous, disseminated, and tubercular breast 
abscess [6]. As observed by Khanna et al. [3], in their series 
of 52 patients, the classic presentation of lump associated with 
sinus is seen in 39% patients, isolated breast lump in 23%, sinus 
without a lump in 12%, and tender nodularity in 23% patients.

Shinde et al., in their series of 100 patients observed that 
a lump with or without ulceration was the most common 
presentation. Furthermore, one-third of the patients may have 
associated palpable axillary nodes [7]. This resemblance to 
carcinoma in clinical presentation necessitates a histological 
confirmation of the absence of malignancy before instituting 
tubercular treatment. Mammography or ultrasound may be 
misleading in differentiating between TB and carcinoma of the 
breast. A fine-needle aspiration cytology or core biopsy can be 
attempted, but if the index of suspicion is high, and excision 
biopsy can confirm the diagnosis effectively. Caseous epithelioid 
granulomas with Langhan’s giant cells with lymphohistiocytic 
aggregates are characteristic of mammary TB. Other possible 
differential diagnoses for granulomatous mastitis include 
idiopathic granulomatous mastitis, fat necrosis, giant cell arteritis, 
actinomycosis, sarcoidosis, and Wegener’s granulomatosis [8]. 
Mycobacterial culture, the gold standard for the diagnosis of TB 
is often negative due to the paucibacillary nature of mammary 
TB [7]. Mammary TB responds well to a conservative line 
of management with anti- TB medications. In their series of 
100 patients, Shinde et al. [7] reported a simple mastectomy rate 
of 14%. The common reasons for surgical intervention include 
lack of response to anti-tubercular medications or large painful 
ulcers or sinuses.

CONCLUSION

TB mastitis continues to remain an important differential diagnosis 
for a woman presenting with a breast lump, especially in endemic 
countries. Although it is rare in an elderly postmenopausal woman, 
it should be kept in mind as a differential diagnosis for a breast 
lump with an atypical presentation. The clinical and radiological 
features can mimic malignancy and therefore, a histological 
confirmation of the same is a must before instituting treatment.
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