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Summary

Tuberculosis of the breast is rare and
tuberculosis of the male breast is not a
recognised entity. We describe a man with
tuberculosis of the breast which was
clinically thought to be a malignancy.
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The differential diagnosis of a swelling of the
adult male breast is either gynaecomastia or
carcinoma. We present a case of adult male
tuberculous mastitis who presented to us with
a lump in the breast, clinically suspicious of
malignancy. Attention to the tuberculous
nature of the lump was drawn by fine needle
aspiration cytology, later confirmed by histo-
pathology. To our knowledge this is the first
case report of ‘male’ breast tuberculosis.

Case report

A 43-year-old man presented to us with a
mildly painful lump in the right breast of three
months duration. On examination it was
mobile, hard, mildly tender and retro-areolar
in position, 4x4 cm in size with nipple
retraction. Ipsilateral lymph nodes were en-
larged, discrete, non-tender, mobile and 1-
2cm in size. No history suggestive of
tuberculosis was obtained. The clinical picture
was suggestive of malignancy, but fine needle
aspiration cytology revealed a epithelioid cell
granuloma with lymphohistiocytic aggregates
(figure 1). The routine haemogram was within
normal limits. The erythrocyte sedimentation
rate was 42 mm/h by Wintrobes’ method.
Plain X-ray of the chest did not reveal
stigmata of past or present pulmonary tuber-
culosis.

Excision of the lump by a peri-areolar
incision was done under local anesthesia and
subsequent histopathologic examination re-
vealed a tubercular granuloma with Langhan’s
giant cell reaction in the breast parenchyma
confirming tuberculosis of the breast (figure 2).

Figure 1 Fine-needle aspiration cytology revealing
epithelioid cell granuloma and lymphocytic aggregates
(Pap stain x 125)

Figure 2 Photomicrograph showing epithelioid gran-
uloma and mammary ducts (H&E x 50)



Male breast tuberculosis

Learning points

e not all lumps in adult male breast are
gynaecomastia or carcinoma

o a chronic inflammatory pathology should be
kept in mind for male breast lesions

The patient was put on a four-drug regime for
two months (rifampicin 450 mg, isoniazid
300 mg, pyrazinamide 1500 mg and ethambu-
tol 1000 mg per day) followed by rifampicin
450 mg and isoniazid 300 mg for the next four
months. The axillary lymph nodes had resolved
at follow-up and the patient is symptom-free at
present.

Discussion

Breast enlargement is a common clinical
condition in adult men with the peak incidence
of gynaecomastia in the 5th to 8th decade.! The
two common diagnoses of an adult male breast
lesion are gynaecomastia and carcinoma.?
Inflammatory lesions are also recognised but
are usually acute inflammation.? Tuberculosis
of male breast is not a recognised entity. Even
in the large series of 185 cases by Das ez aP> and
809 cases by Lilleng et al* none of the case was
reported as tubercular.

Tuberculosis of the breast is a rare malady
(incidence 0.025% of all breast diseases treated
surgically) and tuberculosis of the male breast
has not been reported. It is usually manifest as
a unilateral mass suggestive of a carcinoma or
an abscess. Mammography is usually sugges-
tive of a carcinoma or an abscess. The
discovery at excision of necrotic debris or an
abscess may lead to a suspicion of an infectious
or an inflammatory pathology. The clinical
appearance of a pyogenic breast abscess is also
very similar to tuberculosis. The most common
presentation is that of a lump in the breast with
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or without ulceration or it may present as
diffuse nodularity with or without axillary
lymph node involvement, or with multiple
sinuses. Exceptionally, it may present as
bilateral breast masses, a unilateral mass with
bilateral axillary swellings, or as a recurring
breast abscess. It may co-exist with malignancy
of the breast.’

It may occur as a primary lesion, without any
preceding history suggestive of tuberculosis
elsewhere in the body in the great majority of
cases, or as a secondary manifestation. It
should be considered in the differential diag-
nosis of all cases of primary pulmonary
tuberculosis together with a breast lump and
especially where fine needle aspiration cytology
has failed to reveal the expected tumour cells.

There are three recognised modes of spread
of tuberculosis to the breast: haematogenous,
lymphatic and by direct extension. The second
mode of spread gives credence to Cooper’s
theory that the breast becomes involved secon-
darily by lymphatic extension. There are three
types of mammary tuberculosis: nodular mas-
titis, disseminated or diffuse type and scleros-
ing types clinically mimicking a fibro-adenoma,
a carcinoma or fibrocystic mastitis.’

The diagnosis may be established by the
demonstration of acid-fast bacilli in excised
tissue or guinea pig inoculation (the more
reliable), by fine needle aspiration cytology
and/or histopathology.>* The treatment of
choice is surgery followed by chemotherapy
for at least six months.® Some suggest only
chemotherapy, surgery being reserved for
residual masses.

In a study of 185 cases of male breast lesions
only five turned out to be inflammatory, three
of which were acute, one fat necrosis and the
other an epithelioid granuloma (nature unspe-
cified).? In another similar study of 809 cases of
male breast lesions only eight were found to be
inflammatory/abscess lesions, but their nature
was not specified.*
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