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tuberculous therapy was started in view of active pulmonary
tuberculosis ,strong clinical suspicion of TB Myocarditis,
its association with sudden cardiac death and very low
likelihood of ATT altering the investigation results.

Discussion
Tuberculous myocarditis was first repoted in 1664 by
Maurocordat and the second case after 97 years in 1761
by Morgagni4. As such cases of tuberculous myocarditis
reported in literature are few and far between with maximum
reported live cases of about four.Tuberculosis commonly
affects pericardium and usually has a favorable course with
treatment. Myocardial involvement is extremely rare and
can present even as sudden cardiac death5. Presentation with
fulminant myocarditis as in our patient has been reported in
about four cases6 .Tuberculous infection of the myocardium
usually occurs through hematogenous, retrograde lymphatic
or spread from endobronchial tuberculosis. Horn and Saphir7
described three histological types of myocardial tuberculosis.
Nodular tubercles (granulomas), miliary tubercles of the
myocardium and Diffuse infiltrative types.
Myocardial tuberculosis can manifests as Acute fulminant
myocarditis, supraventricular arrhythmias, ventricular
tachycardia, varying degrees of conduction block, sudden
cardiac death, ventricular aneurysms, pseudo aneurysms,
aortic insufficiency, coronary arteritis. Myocardial
tuberculosis almost always shows evidence of tuberculosis
at other sites as in our patient8. Even though myocardial
involvement by tuberculosis is rare it should be suspected
as a cause of congestive cardiac failure in any patient with
features of tuberculosis. Prognosis of tuberculous myocarditis
is generally favorable4.
Antituberculous drugs INH, rifampicin and pyrazinamide
can cause eosinophilic myocarditis. Presenting characteristics
may include a rash, peripheral eosinophilia and multiorgan
dysfunction. Myocardial involvement varies but usually
does
not result
in fulminant heart failure as in
our patient. Corticosteroids and drug withdrawal usually
resolve this syndrome9.
Idiopathic giant cell myocarditis represents a rare but
distinct entity of unknown origin with unfavorable

prognosis. Typical IGCM affects young adults and histology
shows myocyte damage, eosinophils, foci of lymphocytic
infiltrates, and multinucleated giant cells. Although the
age and severity of cardiac symptoms in our patient makes
IGCM a likely diagnosis, presence of active parenchymal
tuberculosis, quick response to standard cardiac care,
absence of other extra cardiac autoimmune manifestations
in the patient makes it difficult to be certain without
Endomyocardial biopsy and myocardial gene expression
profiling. However Endomyocardial biopsy is not without
pitfalls like availability, poor sensitivity and intra-observer
variability and should not be the sole criteria for diagnosis10.
These factors and clinical scenario of active parenchymal
pulmonary tuberculosis led us to prudentially manage this
patient empirically as Tuberculous Myocarditis with AntiTuberculous therapy with which he stabilized and improved.
In summary here we present a patient with extensive
bilateral active pulmonary tuberculosis who presented with
clinical, electrocardiographic and echocardiographic features
of Acute fulminant myocarditis likely Tuberculous and is
recovering on standard cardiac care and Anti-tuberculous
therapy.
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Abstract 

 uberculosis of breast is rare in the west.It is rare even in developing countries where the
T
incidence of Extra Pulmonary Tuberculosis is high. Kancheepuram District in Tamilnadu is
known for its endemicity in Tuberculosis. Tuberculosis of breast occurring in young female
which is a rare site for Extra Pulmonary Tuberculosis is presented here.
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Introduction
Tuberculosis is broadly classified into pulmonary and extra
pulmonary tuberculosis based on the site of occurrence.
Extra pulmonary tuberculosis is seen in brain,bones,jo
ints,kidneys,testes,ovary, spleen, thyroid and breast.The
occurrence of tuberculosis in breast is rare1 among the
extra pulmonary lesions. It is also rare even in developing
countries like India,where the incidence is high2.This could
be due to the hostile environment of the breast,which
resists the proliferation of Tubercle bacilli –Mycobacterium
tuberculosis.Tuberculosis breast was first reported in the
west in 1829 by Sir Astley Cooper3.In India the first case
was reported by Choudary in 19574.The incidence in India is
between 0.64 to 3.59%5, 6.Tuberculosis of breast in western
countries is less than 0.1% of breast lesions.Tuberculosis of
the breast presenting as a lump is difficult in differentiating
it from carcinoma breast7.

Case History
A 28year old female came to the surgical outpatient
Department of Shri Sathya Sai Medical College and Research
Institute, with complaints of swelling in the left breast of
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one month duration. She had no history of pain or fever.
Her last child birth was two years ago on examination a
lump 6x 3 cms was made out in the upper outer quadrant.
No ulceration over the swelling. No nipple discharge. The
central axillary lymph nodes was enlarged .The following
investigation were done.
Haemoglobin -10.5g /dl
ESR-12 minutes 1hour
Xray chest- with in normal limits
FNAC breast and Lymphnode –Nonspecfic inflammatory
lesion.
The clinical diagnosis was considered as 1. Carcinoma of
breast.2. Pyogenic abscess.
Later the patient underwent lumpectomy. Lump was sent
for histopathological examination.

Pathological Findings
Gross examination of specimen showed skin covered
yellowish soft tissue mass 10x8.5x5 cm.
Cut surface of the mass was yellowish 6x3x3 cm,and firm
in consistency [Fig 1].
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TB Breast is classified as
Nodular Tuberculosis mastitis
Disseminated Tuberculosis

treated with anti Tuberculosis drugs. Residual lump can be
removed by surgery.If correct diagnosis is made mutilating
surgery like radical mastectomy done for breast carcinoma
can be avoided.

Breast abscess.
1. Nodular Tuberculosis Mastitis
Common variety,well circumscribed and painless.It is
difficult in the later stages to differentiate from breast
carcinoma10.
2. Disseminated Tuberculosis
It is a rare type. Multiple foci are seen in the breast.Lesion is
painfull, ulceration is seen in the skin.Multiple sinuses are
seen in the skin.The draining nodes are enlarged and matted.

Fig.1: Cut surface of the breast showing fat (yellow)
and whitish area – TB lesion

3. Breast Abscess
Sometimes TB breast present as breast abscess with pus
formation.

Microscopic examination showed breast tissue with
multiple epitheloid granuloma with central caseous necrosis
surrounded by Langhans giant cells and lymphocytes [Fig 2a
& 2 b].Based on these findings a diagnosis of Tuberculosis
breast was made.

Conclusion
Fig 2 b) Epitheloid granuloma with Langhan’s Giant
cells and surrounding lymphocytes (H and E X 40

Tuberculosis of Breast is rare.It is uncommon even in places
where the incidence of Tuberculosis is high. Tuberculosis of
breast is often misdiagnosed as carcinoma of breast.It can be
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The patient was put on anti tuberculosis drugs.

Discussion
Tuberculosis is rare in breast tissue. If at all seen, it is
observed in young lactating women. It is uncommon in
puerperal girls and older women. It is rare in males. The
more susceptible ones are pregnant and lactating women.
Lactating breast is easily affected due to increase vascularity
and dilated ducts with predisposition to trauma 8,which aid
in the spread of infection. The routes of spread are blood,
lymphatics and extension from adjacent tissue. Now it is
accepted the majority of TB breast is secondary .The primary
focus could be elsewhere in the body 8.The lesion is usually
seen in the upper outer quadrant 9 due to spread from axillary
node lesion. In our case all the above findings were present.

Fig.2 a) Multiple epitheloid granuloma in breast
tissue (H and E X10)
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However at times the lump may be hard, and fixed to
the underlying skin and muscle simulating malignancy.
Sometimesit can also discharge pus through sinuses
simulating pyogenic abscess.
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However at times the lump may be hard, and fixed to
the underlying skin and muscle simulating malignancy.
Sometimesit can also discharge pus through sinuses
simulating pyogenic abscess.
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