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Abstract
Tuberculosis of breast is a rare disease usually affecting young women in developing countries.
In western countries it occurs most commonly in women of Asian origin. It is usually unilateral.
It mimics pyogenic inflammatory disease and carcinoma of the breast. A 18 year old female
patient presented with multiple discharging sinuses in left breast and fever for last four
months. She had been treated with non-specific antimicrobials by physicians with no response.
She neither had previous coexistent evidence of tuberculosis elsewhere in the body nor family
history of tuberculosis. Pus was collected from discharging sinuses and subjected to Cartridge
Based Nucleic Acid Amplification Test (CBNAAT). It detected Mycobacterium tuberculosis
and Rifampicin resistance tuberculosis (RR-TB). Liquid culture and Drug susceptibility testing
(LC-DST) confirmed it as a case of multidrug-resistant tuberculosis (MTB isolate Rifampicin
and Isoniazid resistant).
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Introduction
Mycobacterium tuberculosis (MTB) resistant to Rifampicin and
other anti-tuberculosis drugs is a matter of global concern as
it challenges the patient survival and public health. 3.9% of
new Tuberculosis (TB) cases and 21% of previously treated TB
cases worldwide had RR/MDR-TB (Rifampicin resistant/Multi
Drug resistant TB). The corresponding figures for India being
2.5% and 16% respectively. [1].
Breast is an uncommon site for Extra- pulmonary tuberculosis
(EPTB) with an incidence of less than 0.1% of all breast diseases
in the western countries and 3% to 4% in TB endemic countries
(India, China and Russia federations). It usually affects young
lactating multiparous women. [2].
We present a rare case of breast TB in young, unmarried, nonlactating female due to resistant strains of Mycobacterium
tuberculosis.

Case Report
A 18 year-old female reported in Pulmonary Medicine
outpatient department of Darbhanga Medical College and
Hospital, Bihar with complaints of purulent discharge from
multiple sites in the lower part of left breast and fever for the
last four months. History revealed that the number of sites of
discharge gradually increased from one to five and fever was of
low grade, intermittent with evening rise of temperature. The
nature of the discharge was spontaneous and intermittent. She
had been treated with several non-specific antimicrobials by
family physician but there was no relief.
Breast examination revealed five sinuses in the lower half of the
left breast [Figure 1]. These sinuses were discharging purulent
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secretions. The breast skin overlying them was thickened and
discoloured. There was no tenderness, lump or nodularity over
left breast on palpation. Right breast was normal. Axillary and
cervical lymphnodes were not enlarged. Systemic examination
revealed no abnormality.

Figure 1: Sinuses in the lower half of the left breast.

Laboratory investigations viz. complete blood count, liver
function tests, renal function tests, thyoid profile, plasma glucose,
HIV serology, X-ray chest, CT-scan of chest, Ultrasonography
(USG) of abdomen were normal.
Purulent discharge (Pus) was microscopically examined after
Gram’s, fluorescent and PAS staining with normal results.
Purulent discharge revealed no microorganism on routine
culture. It was also culture negative for fungi. Discharge was
then subjected to MTB/RIF assay (CBNAAT) [Figure 2],
which detected Mycobacterium tuberculosis and Rifampicin
resistance.
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Liquid culture and Drug susceptibility testing (LC-DST) of
pus specimen by Bactec MGIT 960 system confirmed it as a
case of MDR-TB [Figure 3]. The isolate (MTB) was resistant
to Rifampicin (R) and Isoniazid (H). It did not show additional
resistance to any other anti-TB drug.

Figure 2: Gene Xpert equipment with cartridges, monitor and scanner
for CBNAAT.

as breast lump [3,4,8]. or breast abscess. [4-7]. Our case report had
multiple discharging sinuses.
At present breast tuberculosis is classified as Nodulocaseous
tubercular mastitis, Disseminated/Confluent tubercular mastitis
and Tubercular abscess. The sclerosing tubercular mastitis,
tubercular mastitis obliterans and acute miliary tubercular
mastitis varieties are of historical importance only. Breast TB
may present as (a) lump in the breast, (b) Lump in the breast
with discharging sinus, (c) Multiple sinuses without underlying
lump, (d) symptoms of mastalgia and tender nodularity. [9].
Breast tuberculosis is classified as primary breast tuberculosis if
the breast tissue is primary foci of infection and secondary breast
tuberculosis if the breast is infected secondary to dissemination
from a primary source. In primary breast tuberculosis there is no
evidence of TB lesion elsewhere in the body except the breast.
In secondary breast tuberculosis there is evidence of TB lesion
elsewhere in the body in addition to the breast. Primary breast
tuberculosis occurs either through skin abrasion or through duct
opening on the nipple, while secondary breast tuberculosis develops
via retrograde lymphatic spread (from axillary lymph node or
pulmonary TB), contiguous seeding (from ribs, pleural space or
rectus sheath) or hematological spread (in disseminated TB).
Radiographic imaging is not a diagnostic in breast tuberculosis
but defining the extent of legion. Histopathological diagnosis of
breast tuberculosis is made by demonstration of epithaloid cell
granuloma with caseous necrosis in the specimen obtained by
Fine Needle Aspiration or Biopsy (core needle or open incision/
excision).

Figure 3: Bactec MGIT 960 (Automated liquid culture equipment).

Patient has been prescribed Shorter MDR-TB treatment regimen
and is taking it for last two months. She is doing reasonably well
at present. No adverse drug reaction (ADR) has been reported
till date.

Discussion
Primary tuberculosis of breast has been previously reported by
some authors from India. [3-9]. In most cases, diagnosis has been
made by histopathological examination of the breast tissue. [35,7,9].
On the basis of bacteriological diagnosis, there is only one
report of primary MDR-TB of the breast. [6].
The present case report of primary tuberculosis of breast is also
bacteriologically confirmed and Rifampicin as well as Isoniazid
resistant similar to Praveen and Nirat. [6].
Primary breast tuberculosis presented in most of cases either

Tools for microbiological confirmation of breast tuberculosis
are smear microscopy (Ziehl- Neelsen based microscopy/Light
emitting diode based fluorescence microscopy) for acid fast
bacilli (AFB), culture for mycobacterium tuberculosis (MTB)
on solid media (Lowenstein-Jensen media/Middle brook and
Cohn 7H10 media), or automated liquid culture system (Bactec
MGIT 960 system/Bac T/Alert 3D system/Versatrek system
and by rapid molecular diagnostic tests, Xpert MTB/RIF test
(CBNAAT) for MTB specific DNA.
Genotypic drug susceptibility test (DST) can be performed
rapidly for Rifampicin resistance (Rif’s resistance) by CBNAAT.
Phenotypic DST can be performed in liquid culture system or
solid media. The turnaround time for culture DST results by
Solid LJ media is around 84 days and by Liquid culture (MGIT)
is around 42 days. It takes around 2 hours by CBNAAT.
Mantoux test as well as serum interferon- gamma release assay
(IGRA) can determine tuberculosis exposure in such patients. [10].

Conclusion
Differential diagnosis of breast tuberculosis includes idiopathic
granulomatous mastitis (predominant neutrophil inflammation
and lack of caseation necrosis), actinomycosis (sulphur
granules in discharging pus, staining and culture for fungi),
sarcoidosis (non-caseating granuloma and normal serum ACE),
granulomatous vasculitis (autoantibodies and immunological
tests) and foreign body giant cell reaction with fat necrosis.
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Shorter MDR-TB treatment regimen consists of Intensive
phase (4-6 months duration) comprising of Moxifloxacin- high
dose, Kanamycin, Ethionamide, Clofazimine, Pyrazinamide,
High dose Isoniazid and Ethambutol; and continuation phase
(5 months duration) comprising of Moxifloxacin- high dose,
Clofazimine, Pyrazinamide and Ethambutol. Total duration of
treatment being 9 to 11 months. Dosage of drugs depend upon
body weight of patient and weight band (16-29 kg, 30-45 kg,
46-70 kg, and >70 kg) to which patient belong.
We conclude that primary multidrug-resistant tuberculosis
of breast should be considered in the differential diagnosis of
chronic multiple sinuses in the breast. Discharging pus should
be investigated for Mycobacterium tuberculosis and cultureDST should be done to find out the susceptibility pattern.
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