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Abstract
r N
Nodulocaseous tubercular lymphadenitis is a rare entity presenting with ill-defined
breast lump, accompanied by non-specific systemic presentation. We present a case
report of a young female patient presenting with breast lump and no definitive clin-
ical diagnosis. The radiological investigation like ultrasound breast revealed mul-
tiple enlarged nodulocaseous lymph nodes in all four quadrants of breast. The pres-
ence of epitheloid cell granuloma with necrosis on fine needle aspiration cytology

established primary diagnosis of intramammary tubercular lymphadenitis.

Nodulocaseous tubercular lymphadenitis breast often presents with atypical presen-
tation and primary diagnosis is often difficult to establish. The case establishes the
role of ultrasound breast and fine needle aspiration cytology being rapid and cost

effective way of diagnosing this lesion.
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Introduction
Primary breast tuberculosis is a rare form of tubercu-

lar lymphadenitis with very few cases being reported
in literature. ™ The incidence of breast tuberculosis is
said to be less than 0.1% of breast lesions in the de-
veloped world,*® but in developing countries like
India the incidence is expected to be quite high.[* The
diagnosis of breast tuberculosis is often missed or
over-diagnosed as carcinoma because of its atypical
presentation like carcinoma or pyogenic ab-
scess.PeIThe ultrasound breast and fine needle aspira-
tion cytology provide an easy and definitive diagno-
sis.

Case Report
A 17-year-old female was referred to cytology section

of pathology department of our tertiary care hospital
with complaint of right breast lump for past ten
months with no associated signs and symptoms. On
physical examination the lump was diffuse and nodu-
lar involving whole of right breast with normal over-
lying skin. A definite primary clinical impression
could not be made as the findings were different from
common breast lumps of this age like fibroadenoma,
adenosis and fibrocystic disease of breast. The patient
was investigated for hemogram, ultrasound breast,
chest X-ray and fine needle aspiration cytology
(FNAC).

The ultrasound right breast was done and it showed
multiple well-defined hyperechoic and hypoechoic
lesions involving all the four quadrants of breast sug-
gestive of numerous enlarged nodes showing central
necrosis. Some of the nodes were completely replaced
by necrosis (Figure 1). The draining axillary lymph
nodes of ipsilateral axillary side also showed similar
findings. The anterior posterior view of chest X-ray
was unremarkable. The ultrasound of another breast
was unremarkable. A presumptive diagnosis of mixed
heterogeneous lesion with a strong suspicion of no-
dulocaseous tuberculosis was made.

The FNAC was done from right beast lump and the
axillary swelling. The aspirated fluid was blood mixed
pus. Because of aspirated pus a ZN stain was simul-
taneously performed along with routine Giemsa stain.
On microscopy the Giemsa stained smear showed
well-defined granuloma consisting of epitheloid cells
in a necrotic background (Figure 2). The ZN stain
showed the magenta-colored rod-shaped bacilli con-
firming ZN stain positive for acid fast bacilli (AFB)
(Figure 2 inset).
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The axillary swelling also yielded pus like material
with similar findings. A final diagnosis of tubercular
lymphadenitis was made based on available radiolog-
ical and cytological findings.

Figure 1: Ultrasound right breast upper outer qua-
drant showing multiple well-defined hyperechoic
and hypoechoic lesions involving all the four qua-
drants of breast suggestive of numerous enlarged
nodes showing central necrosis.

Figure 2: Giemsa stained cytological smear showing
ill-defined granuloma with epitheloid cells. Inset
showing AFB positive bacilli in the smear by mod-
ified Zeal Nelson stain.

Discussion
Primary breast tuberculosis is a rare form of tubercu-

lar lymphadenitis. Like skeletal muscle and spleen,
breast provides an infertile environment for tubercu-
losis and thus proves to be a rare site for it. /) Differ-
ent authors from time to time had proposed regarding
the primary and secondary nature of breast tuberculo-
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sis. Primary breast tuberculosis is defined when breast
is the only site of involvement by tuberculosis with no
demonstrable tuberculosis anywhere. Vassilakos®
strongly supported that primary breast tuberculosis is
extremely rare and another focus is usually missed by
the clinician due to its rare site. The usual mode of
spread of breast tuberculosis is said to be lymphatic
from lungs.”! As in our case, reproductive females are
the most common affected age group presenting with
history of breast lump from few months to years.

The patients with primary tuberculosis usually present
with painful breast lump™ with overlying skin in-
volvement in form of multiple discharging sinus or
ulceration and peau’d orange-like appearance with
extensive axillary involvement.'! Unlike abovemen-
tioned clinical presentation our patient presented with
painless, ill-defined vague lump with normal overly-
ing skin giving a clinical impression of benign fibro-
cystic breast disease.

Breast tuberculosis is often misdiagnosed and a very
high index of clinical suspicion along with ra-
dio-pathological and microbiological confirmation is
required for diagnosis.'"!Ultrasound is one of the
cheapest investigations which can establish the solid
and cystic nature of lesion, and prevent multiple
puncture during FNAC without any radiation expo-
sure. The cytological examination of breast tuber-
culosis gives a reliable and rapid method of diagnos-
ing breast tuberculosis with presence of epitheloid cell
granuloma and necrosis.™*!

Although we find AFB in our cytology smear, the
presence of AFB is not mandatory for diagnosis if
epitheloid cell granuloma and necrosis is present.!*
Thus FNAC can obviate the need of other diagnostic
tests like histopathology, culture and PCR™!in diag-
nosing breast tuberculosis. The treatment modalities
include ATT and surgery for draining sinuses, but
ATT is sufficient in most cases.

Conclusion
Intramammary tubercular lymphadenitis is found

rarely and with atypical presentation which makes it a
difficult clinical diagnosis. A high degree of clinical
suspicion is required for diagnosing breast tuberculo-
sis. Investigations like ultrasound and fine needle as-
piration cytology provide rapid and easy means of
diagnosis. The presence of epitheloid cell granulomas
and necrosis on cytology establishes the diagnosis,
and provides a rapid and convenient way for diagnos-
ing breast tuberculosis.
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