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ABSTRACT

The simultaneous occurrence of breast cancer and tuberculosis is rare. As there are no pathognomic clinical signs and symptoms,
it can create problem in diagnosis and treatment of both diseases. A 50-year-old female patient presented with right breast lump
diagnosed on histopathology as invasive breast carcinoma Grade lll, with extensive granulomatous right axillary lymphadenitis due
to tuberculosis. Thus, diagnosis helps in down staging of carcinoma of breast and further management of the case.
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CASE REPORT

A 50-year-old female patient presented to surgical oncology unit
with right breast lump of three month duration. Lump was gradually
increased in size with mild tenderness. It was associated with fever
and axillary lymphadenitis. Clinical examination revealed single,
large, hard, fixed right breast lump measuring approximately
3.5x2.5x2 cm. The nipple was retracted and surrounding skin was
inflamed. There was no history of nipple discharge. The contra-
lateral breast was normal. Right axilla showed 3.5x2.5x2 cm mass
with variable nodules. There was no significant family history. She
had history of tuberculosis 30 years back and had completed the
treatment.

Her systemic examination was normal. Her routine investigations
showed mild anaemia, mild lymphocytosis, raised Erythrocyte
sedimentation rate (ESR). Biochemical parameters were normal.
Radiological study showed normal chest X-ray, and ultrasonography
of abdomen-pelvis. On mammography, right breast showed irregular
increased density mass lesion with foci of multiple calcifications
[Table/Fig-1]. It was suspected case of malignant breast lesion.

[Table/Fig-1]: Right breast showed irregular increased density mass lesion with
foci of calcifications.

Fine needle aspiration cytology showed positive for duct
carcinoma cells. Patient underwent modified radical
mastectomy with axillary clearance. The specimen was sent
for histopathological examination. The gross specimen of
right modified radical mastectomy measured 28x21x4 cm
and weighed 1200 g. Skin was unremarkable and measured
11x5 cm. On cut section, breast specimen showed a tumour
mass measuring 3.5x2.1x2 cm situated in central retro-areolar
region. The tumour was irregular, grey white, firm to hard [Table/
Fig-2,3]. Right axillary dissection revealed 16 lymph nodes.
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Larger lymph node measured 1.8 cm. On cut section, caseation
necrosis was noted. The Ziehl-Neelsen (ZN) stain (20%) showed
numerous acid fast Bacilli in lymph node section.
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[Table/Fig-2,3]: Gross right modified radical mastectomy specimen cut section
showing tumour and caseating lymph nodes. (from left to right)

On microscopy revealed invasive breast carcinoma (NOS) Grade Il
(Modified RB score of 2+3+3=8), with DCIS-solid cribriform pattern
of right breast and right axillary tuberculous lymphadenitis [Table/
Fig-4-7]. There was no evidence of any metastasis in axillary lymph
nodes. On immunohistochemistry study tumour was positive for
Estrogen Receptors (ER) and Progesterone Receptors (PR) and
negative for Human Epidermal Growth Factor Receptor 2 (HER-2/
Neu) [Table/Fig-8-10].

7 SEhi LB

[Table/Fig-4]: Photomicrograph showing i
and Eosin, 40X).

The patient received treatment of surgical excision by modified radical
mastectomy, followed by four cycles of chemotherapy consisting of
two drugs regimen (Adriamycin and Cyclophosphamide) each cycle
after 21 days. Second regimen of paclitaxel was started. Patient



Sunil V Jagtap et al., Invasive Breast Carcinoma with Axillary Tuberculous Lymphadenitis

was given antituberculosis drugs. The specific nutritional care and
regular follow-up was advised.

[Table/Fig-5]: Photomicrograph showing invasive breast carcinoma (
and Eosin, 100X).

[Table/Fig-6]: Photomicrograph showing lymph node with multiple granulomas
(Haematoxylin and Eosin, 40X).

[Table/Fig-7]: Photomicrograph showing lymph node with multiple caseation
granulomas (Haematoxylin and Eosin, 100X).
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[Table/Fig-8-10]: Showing ER, PR positivity and HER-2/Neu negativity. (from left

to right)

DISCUSSION

Tuberculosis is a major public health problem and estimated to
affect one third of the world population with most in developing
countries. The co-existence of breast carcinoma and tuberculosis
may occur rarely. The pathology may be present as carcinoma
of breast with tuberculous mastitis, carcinoma in the breast with
axillary tuberculous lymphadenitis or both [1]. Though rare, both
are major diseases and may reach to problem in diagnosing as
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well as management of cases. We report a case of invasive breast
carcinoma with axillary tuberculous lymphadenitis, wherein no
evidence of tuberculosis was found elsewhere.

The co-existence of carcinoma of breast and tuberculosis of axillary
lymph node is rare and was first described in 1899 by Warthin AS
[2]. Tuberculous mastitis accounts for only 0.1% of cases even
in developed countries where tuberculosis is common [3]. Co-
existence of tuberculosis and malignancy have been reported in
various organs [4,5].

Most patient with tuberculous mastitis present with well defined
hard mass which may be associated with diffuse nodularity, nipple
retraction, skin fistula fixation to skin and underlying tissues [6].

The simultaneous occurrence of carcinoma and tuberculosis can
lead to difficulties regarding diagnosis and treatment as there are no
pathognomic symptoms and signs to distinguish breast tuberculosis
from breast carcinoma especially if the upper outer quadrant is
involved [1,4].

In a study by Kalpan MH et al., among 14,782 cases of breast
cancer, 28 cases had co existing tuberculosis with the breast
cancer [7]. Ballini A et al., observed that on clinical presentation it
is difficult to distinguish both the diseases [6]. As in both situation
patient present with breast lump, fever, anorexia, weight loss and
axillary lymphadenitis. Few cases may present with sinus formation.
It is essential to look for the presence of granulomas with or without
necrosis in association with malignancies particularly in geographical
regions with a high prevalence of tuberculosis, for the possibility of
coexistent tuberculosis [8].

Axillary lymph node enlargement in breast cancer patients may not
always point to a metastatic disease. In the present case, there
was significant right axillary adenopathy. On axillary clearance 16
lymph nodes were microscopically detected. All showed extensive
caseation necrosis with granuloma formation and on ZN stain
(20%) showed numerous acid fast bacilli. Interestingly there was no
evidence of metastasis of breast carcinoma. Thus, histopathological
diagnosis has helped in down staging of the carcinoma of the breast.
Primary axillary lymph node involvement by tuberculosis in adult is
uncommon. In present case, at present, there was no evidence
of any systemic tuberculosis. The existence of invasive breast
carcinoma and tuberculous mastitis may arise in clinical situation
when patient present with lump in breast and associated with axillary
lymphadenopathy. It is a diagnostic and therapeutic challenge [9,10].

There is no clear consensus on initiation and the duration of anti-
tuberculosis therapy and its association with chemotherapy. Alzaraa
A et al., recommend that a mastectomy should be performed for
operable breast cancer followed by 18 months of anti-tuberculosis
therapy [11]. To avoid effect ofimmunosupression, the chemotherapy
is recommended after four weeks of anti-Tuberculosis therapy.

CONCLUSION

The present case was a rare case of carcinoma breast with
tuberculous axillary lymphadenitis which was presented for its clinical
and pathological significance. Axillary lymph node enlargement in
breast cancer patient may not be a metastatic tumour. So, careful
evaluation of lymph nodes for evidence of tuberculosis will be helpful
for proper diagnosis and staging in such cases of breast cancer.
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