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Original Article 
 
 

Tuberculous Mastitis- Presentation 
and Outcome in our Setup 
 
Objective: To find out the different presentations of tuberculous mastitis and to highlight 
the importance of tuberculosis as a cause of breast disease in young unmarried girls. 
Study Design: Case series 
Place and Duration: The study was conducted in Surgical unit-I, Rawalpindi General 
Hospital, RMC and Railway Hospital, IIMC over a period of 8 years from January,1999 to 
January, 2007. 
Materials and Methods: All female patients of any age presenting with lump/ulcer in the 
breast, multiple sinuses or cold abscess with clinical/FNAC suspicion of chronic 
granulomatous mastitis were included in the study. 
A Proforma was designed containing bio-data, clinical history and examination details 
regarding name, age, marital and lactational status. Investigations included routine 
hematological tests like CP, ESR, blood complete examination, erythrocyte sedimentation 
rate in all patients and biochemical tests as indicated during the course of therapy, 
ultrasonography of the breast, fine needle aspiration cytology (FNAC) and histopathological 
evaluation. 
Results: 17 patients were diagnosed as suffering from various forms of tuberculous 
mastitis, with an age range of 15 years to 70 years and an average age of 32.8 years. Of 
these, 9 patients (53%) were married and 8 patients (47%) unmarried girls with an age range 
of 15-30 years (average age of 20.5 years). Left side was involved in 59% cases and right 
side in 41%.The commonest presentation was lump in breast in 16 patients (94.1%), non-
healing ulcer/sinuses in 2 patients (11.8%), in one patient it was an ulcer with an underlying 
lump in breast. Lump in breast alone was present in 10(59%) patients. Three patients 
(17.7%) also had purulent discharge from the affected side nipple. Other complains were 
pain/discomfort in affected breast, general malaise, decreased appetite and low grade fever. 
Loss of weight in 12 patients (70.6%) was a common symptom. Only one patient had 
productive cough. Ipsilateral axillary lymph nodes were enlarged in 6 patients 
(35.3%).Lower half of breast was involved in 59% patients, upper half in 29.4%, nipple and 
areola in 11.8% and in one patient (5.9%) axillary tail was involved. Lump size ranged from 
2-12cm with an average of 6.25cm, with firm consistency in 47.1% of patients and 52.9% had 
mixed consistency with areas of fluctuation. All the 17 patients (100%) responded well to 12-
15 months anti-tuberculous treatment with complete healing of ulcer, disappearance of 
lump and axillary lymph nodes. 
Conclusion: A painless lump or a non-healing ulcer in the breast accompanied by a 
history of generalized weakness, weight loss and low grade fever are the common 
presentations of tuberculous mastitis. Early diagnosis based on clinical features and 
supplemented by FNAC is suggested. Anti-tuberculous therapy is effective. 
Key words: Tuberculous mastitis, clinical features and investigations in lump breast in 
young girls. 
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Introduction 

 
The mammary gland is an infrequent site of tuberculous 
disease. Granulomatous mastitis is an uncommon 

recently recognized condition which is characterized 
pathologically by extensive involvement of breast 
lobules by non caseating epitheliod granulomas, some 
with giant cells and with micro abscess formation. 
Granulomatous mastitis was first described in 1972 by 
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Kessler and Wolloch in five women.¹ Historically, the 
earliest description of the condition as scrofulous 
swelling at the bosom of young women suffering from 
the enlargement of cervical glands is attributed to Sir 
Astley Cooper in 1829. 2 The overall incidence in 
developing countries is 3-4.5% but it is rare in 
developed countries, being 0.6-1.6%.3 
        Granulomatous mastitis occurs predominantly in 
women of reproductive age (17-42 years), with a mean 
age of about 32 years.1 Most women present with a 
unilateral mass or area of induration, tenderness and 
erythema may be present, skin edema, skin and nipple 
retraction and fixation to the chest wall are reported 
which increase the clinical suspicion of breast 
carcinoma in such cases. Such a multifaceted 
manifestation of tuberculosis have caused some 
controversy in the criteria for diagnosing tuberculous 
mastitis.4 The diagnostic criteria are the presence of 
granulomatous infiltrate and / or tubercle with central 
caseation on FNAC or histology, or bacteriological 
culture of the aspirate. 5 Tuberculosis of the breast can 
mimic carcinoma, whereas in the young patients, it can 
be mistaken for a pyogenic breast abscess, thus labeled 
“great masquerader” in recognition of its multifaceted 
presentation. Young and non-lactating girls are not 
immune to this disease, and no consistent association 
with lactation or use of oral contraceptive has been 
found. 6 

The tuberculosis of the breast has been 
variously classified into different types according to 
morphology as miliary, nodular, disseminated, 
sclerosing and oblitertive mastitis7, or as primary and 
secondary tuberculous mastitis.8 

The present study was undertaken to document 
the presentation and outcome of tuberculous mastitis in 
our setup. 

 

Materials and Methods 
 

The study was carried out from Jan 1999 to Jan 
2007 over a period of 8 years at Rawalpindi General 
Hospital, RMC and Railway Hospital  
Inclusion Criteria: All female patients of any age with 
lump/ ulcer in breast with clinical/ F.N.A.C suspicion of 
mastitis. 
Exclusion Criteria: Patients with proven acute infection 
Malignancy masquerading as chronic mastitis 

All patients were investigated regarding history, 
examination findings, laboratory and radiological 
reports. Record of all these details was entered into 
proforma. 

Results 
 

17 patients, all females were diagnosed as suffering 
from various forms of tuberculous mastitis, with age  

Table I: Clinical Features (n-17 patients) 
Symptoms No. of 

Patients 
(%) Duration of 

Complaints 
Pain/Discomfort 
 

8  47% 15 days-3 
months(average
= 1.25 months)

Swelling Breast 16  94.1% 15 days-12 
months 
(average= 4.3 
months) 

Non Healing Ulcer/ 
Sinuses 

2  11.8% 2.5 months-6 
months (average 
4.25 months)

Discharge from 
Nipple/Lump 

3  17.7% 3-12 months 
(average 7 
months)

Weakness/ 
Tiredness 

11  64.7% 1-2 months 
(average 4 
months)

Decrease Appetite 5/17  (29.5%) 1-4 months 
(average 2.6 
months) 

Loss of weight              12 
3 

70.6%* 
17.7% + 

 

Lowgrade fever 11  64.7% 15 days-6 
months (average 
1.9 months) 

Productive Cough 1 5.88%  

    * Not documented before presentation 
     + Severe Weight loss (>1/3rd of Weight) 
    Weight 38-75 kg (average 54.4 kg)                        
range of 15 to 70 years and an average age of 32.8 
years. Of these, 9 patients (53%) were married and 
8(47%) were unmarried girls with an age range of 15-30 
years (average age of 20.5 years). Left side (figure I) 
was involved in 59% cases and right side in 41% . 

 
 
 
 

 
 
 
 
 

Figure I: Tuberculous Mastitis in a young 
female 

 
The various presenting features of tuberculous mastitis 
are summarized in table I 

Lower half of breast was involved in 59% 
patients, upper half in 23.6%, nipple and areola in 
11.8% and in one patient (5.9%) axillary tail was 
involved. Lump size ranged from 2-12cm with an 
average of 6.25cm, with firm consistency in 47.1% of  
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Figure II: Non healing ulcer on Rt breast                

 

 
 
 
 

 
 
 
 
 
 
 

Figure III: Same patient after biopsy and 
debridement 

 
 
 
 
 
 
 
 
 
 

 
 
 

Figure IV. Cold abscess Rt breast in an 
unmarried girl 

 
patients and 52.9% had mixed consistency with areas of 
fluctuation (Figures II through VI). 23.5% patients were 
thin and lean with pallor in 41.2% patients. Ipsilateral 
axillary lymph nodes were enlarged in 35.3% patients. 
All patients (100%) responded well to 12-15 months 
anti-tuberculous treatment with complete healing of 
ulcer, disappearance of lump and axillary lymph nodes. 
 

 
 
 
 
 
 
 
 
 
 
 

 
 

Figure-V.Cold abscess Rt breast in an 
unmarried girl 

 
 
 
 
 
 
 
 
 

Figure VI. Abscess being aspirated  
 
One patient, 35 years old, died following C-

section for Gynecological complication, 2 year after the 
completion of A.T.T. 

 
Discussion 

 
The mammary gland is an infrequent site of 

tuberculous disease. Granulomatous mastitis is an 
uncommon recently recognized condition which is 
characterized pathologically by extensive involvement of 
breast lobules by non-caseating epitheliod granulomas, 
some with giant cells and with micro-abscess formation. 
6 Despite high incidence of pulmonary tuberculosis, only 
a few hundred cases of breast tuberculosis are reported 
in India, which is probably because of lack of awareness 
of manifestation of disease or misdiagnosis.9 The 
resistance to survival and multiplication of 
Mycobacterium tuberculosis offered by the mammary 
gland tissue may be a contributory factor to low 
incidence of tuberculous mastitis reported in the 
literature.10 

The patients commonly present with lump in 
breast and it is difficult to distinguish it from mammary 
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carcinoma in older patients.11 In younger patients lump 
is difficult to differentiate from pyogenic abscess. Breast 
lump alone is reported to occur in 14.2% of patients by 
Rubab and Faisal12 and in 57.1% patients there was 
breast lump with axillary lymph nodes, while Uzma et 
al13 report presentation as lump breast alone in 60% 
cases. In present study, breast lump alone was present 
in 59% and lump with axillary lymph nodes in 94.1% of 
patients. Only in one patient (5.9%) it was a non-healing 
ulcer without lump. Granulomatous mastitis occurs 
predominantly in woman of reproductive age (17-42 
years), with a mean age of 32 years,6 usually women 
are parous. No consistent association with lactation or 
use of oral contraceptive has been found. In our study, 
53% (9 patients) were younger than 30 years, only one 
(5.9%) patient was 70 years, 7 patients were between 
30-55 years. Of these, 9(53%) patients were married 
with an age range of 26-70 years (average age of 43.78 
years) and 8 patients (47%) were unmarried with age 
range of 15-30 years (average age of 20.5 years). 
Overall average age was 32.8 years. Uzma et al13 
reported 76% of patients as married with 90% of their 
patients were below 40 years, Puneet, S.T et al9  report 
average age to be 33.71 years, and they also report 
breast involvement to be more common during lactation 
because of its being more vascular and predisposed to 
trauma. Uzma et al13report 70% of their patients were 
parous, 52% multiparous and 18% primipara, while in 
present study all the 9 (53%) married patients were 
multiparous and rest were unmarried girls. Banni-Hani 14 
et al report tuberculous mastitis in 9 patients, 8 were 
multiparous, two lactating and one was male patient. 
Najamuddin and Shams report 7 cases with age range 
of 17-50 years and the majority were less than 30 years 
of age.15  Tuberculous mastitis is reported to be 
relatively uncommon in older women and pre-pubertal 
girls16, therefore it said to be more common in women 
who have borne children and lactated than in single 
women, but in our study, 47% of the patients were 
unmarried girls with age range of 15-30 years (average 
age of 20.5 years) and 33.4% (6 patients) of them were 
below the age of 21 years. Rubab et al12 report two 
nulliparous (age 14 & 45 years) in a series of 14 cases, 
the one with 14 year  old also had a left pleural effusion, 
discovered incidentally. Uzma. J et al13 report 26% 
(13patients) of their patients in the age of 15-20 years, 
and 24% (12patients) were unmarried, among the 38 
married women (76%) with breast tuberculosis,3 were 
nullipara, 9 were primipara and 26 multipara whilst 32% 
patients were lactating. With such a high percentage of 
unmarried girls suffering from tuberculous mastitis, no 
explanations are offered except for probably high 
prevalence of tuberculosis in some localities. 
     Tuberculous infection of the breast is usually 
secondary to tuberculous focus some where in the body 
which may not be evident clinically or by means of 

laboratory or radiological investigations.17 The major 
routes of spread are same as in carcinoma such as 
lymphatic, hematogenous and contiguous from adjacent 
structures, sternum or pleura, and may present as an 
infra-mammary cold abscess,18 in some cases, passage 
from tracheo-bronchial or internal mammary lymph 
nodes and thence to breast has been postulated.19  
Involvement of the breast in such cases is by 
hematogenous spread. In this study, 35.5% patients had 
ipsilateral axillary lymph node enlargement, one had 
ipsilateral pleural effusion and productive cough, in 6 
among the 8 young unmarried patients, the primary 
focus was not found, while one had ipsilateral axillary 
lymph node enlargement and the other had ipsilateral 
pleural effusion. As such, 41.2%of patients had 
secondary tuberculous involvement of breast, while 
58.8% of patients, especially younger age group, had 
primary tuberculous infection of the breast. In 80% of 
patients in a series of 25 patients by P.Sarada et al,18 no 
primary focus of tuberculosis elsewhere in the body was 
found, and in all the 23 patients (100%) studied by V.K. 
Pratap, Saxena and Samuel,20 no primary focus other 
than breast was found. It is debatable whether the 
axillary lymph node was the site of primary infection or 
was involved secondary to the mammary tuberculosis.17 
 Lactation is known to increase the susceptibility 
of the breast to tuberculosis, and the presentation of 
breast tuberculosis during lactation is reported in 7% by 
Shinde et al16, 30% by R.Khanna et al17 and 33% of the 
patients were lactating at the time of presentation in a 
study by Bannerjee et al.10 In present study only one 
(5.9%) patient was lactating at the time of presentation. 

Tuberculous mastitis can be diagnosed reliably 
by cytological evidence of epitheliod granulomas, 
Langhan’s giant cells and lymphohistiocytic aggregates. 
The yield for FNAC for tuberculous mastitis is reported 
to range from 73% (Kakkar et al in 2000)21 to 100% for 
FNAC or histology (Khanna et al 2002)17. In our study 
FNAC was performed in 15(88%) cases and in 60% (9 
patients out of 15), the report was chronic 
granulomatous inflammation suggestive of tuberculous 
mastitis, non-specific chronic inflammation in 20% (3 
cases) and thick aspirate in other 20% (3 cases) without 
granuloma formation. The histopathology in 13 patients 
(76%) revealed chronic granulomatous mastitis with 
Langhan’s type giant cells and caseaus necrosis while 
in 2 patients (12%) it was chronic granulomas with 
epitheliod cells. The sensitivity of FNAC improved over 
the period of study, and in last two cases (freshly 
recruited), anti-tuberculous therapy was started on the 
result of FNAC alone, which revealed granulomas 
consisting of epitheliod cells with scattered multinucleate 
giant cells. In two patients with lump and axillary lymph 
nodes, FNAC smear of lymph nodes revealed discrete 
epitheliod and giant cell granulomas, suggesting 
tuberculosis. The FNAC was performed by different 
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pathologists in one private and three public institutes. 
The results from all the institutes improved over the 
period of study. The definite diagnosis of breast 
tuberculosis is made by cytological studies or 
bacteriological cultures of mycobacterium from the 
aspirates of the lesion.9 The culture is positive in only 
25-30% cases9, and is not essential for confirming the 
diagnosis of tuberculosis. In only one patient pus yielded 
growth of mycobacterium tuberculosis  detected using 
Bactac Radiometric system, sensitive to streptomycin, 
ethambutol, rifampicin and INH, even in this patient 
specimen was negative for AFB on Ziehl Neelson stain. 
None of the patients reported by Khanna17 and Kalac22 
had positive stains for AFB. Morsad 23 reported only one 
case with the positive Z.N stain in a series of 14 
patients, Rubab and Faisal12 detected AFB in five out of 
14 cases on  staining, with one growing mycobacterium 
in culture. 
X-rays chest may reveal evidence of active or healed 
lesion in the lungs, but it is present only in a few cases9. 
In one of our patients there was right pleural   effusion 
up to 25% of right sided chest space. Montoux skin test 
is usually positive in adults in endemic areas, therefore it 
is of no diagnostic value.9 Ultrasonography is useful in 
characterizing the ill-defined densities and differentiating 
the cystic from solid mass. In this study, 
ultrasonography was performed in 9 patients, which 
revealed subcutaneous fluid collection in 7 cases and a 
mass in 2 cases, abscess size ranged from 2cm to 
11cm. (average 5cm) 
    Excision of chronically infected tissues was the main 
treatment option in the past24, and most studies are on 
resected histopathological specimens18, 20 but today anti 
tuberculosis drugs are the mainstay of therapy while 
surgery is reserved for those cases which fail to respond 
to medical treatment or in case where there is extensive 
tissue necrosis. Khanna17 used anti tuberculosis therapy 
as mainstay while Bannerjee10 treated his patients with 
limited surgical resection and 18 months of anti 
tuberculosis therapy with excellent results. In the 
beginning we treated tuberculous mastitis with incision 
and drainage of abscess and biopsy of the wall in 13 
patients, excision of non-healing ulcer/sinuses in 2 
patients followed by anti-tuberculous therapy for 12-18 
months, therapy monitored by clinical course of the 
disease and ESR. In the latest 2 cases, after the 
diagnosis was confirmed, the abscess was aspirated 
and the patient put on anti-tuberculosis therapy following 
the result of FNAC alone. New regimens for anti-
tuberculous therapy are short, both for pulmonary or 
extra-pulmonary tuberculosis, ranging from 6-9 months, 
but it is recommended that bones, joint or meningeal 
tuberculosis or miliary tuberculosis be treated for at least 
9-12 months.25 Our patients received fixed combination 
4-drugs preparation for initial 3-months followed by 3-
drugs fixed combination preparation for 9-15 months. 

Prolonged treatment regimens were prescribed by 
Uzma Jallali et al4 on assumption of poor compliance 
and non-practicing of Directly Observed Treatment 
(D.O.T). All of our patients responded well with complete 
disappearance of symptoms, improvement in appetite 
and weight gain within 3-6 months of therapy. 
Normalization of E.S.R. started after 2 months of start of 
therapy up to 9-18months of therapy. 

 

Conclusion 
 

A painless lump or a non-healing ulcer in the breast 
accompanied by a history of generalized weakness, 
weight loss and low grade fever are the common 
presentations of tuberculous mastitis. Early diagnosis 
based on clinical features and supplemented by FNAC 
is suggested. Anti-tuberculous therapy is effective. 
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