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Tuberculosis of the chest wall: unusual 
presentation as a breast lump 
Teo T H P, Ho G H, Chaturverdi A, Khoo B K J 

ABSTRACT 
A 33 -year -old woman presented with a painless 
right breast lump of four weeks' duration. There 
were no symptoms such as fever or night sweats. 
Mammogram revealed an elliptical lesion in 

the retromammary region. Ultrasonography 
showed a hypoechoeic collection deep in the right 
breast. As the lesion was localised to the chest 
wall, computed tomography of the thorax was 

performed. This confirmed a fluid collection in the 
right anterior chest wall and also bilateral upper 
lobe consolidations, suggestive of pulmonary 
tuberculosis with an abscess in the anterior chest 

wall. Ultrasound -guided core needle biopsy 
confirmed a Mycobacterium tuberculosis infection. 
It is unusual for a tuberculous abscess of the chest 
wall to present as a painless breast lump. We also 

present a companion case of tuberculous mastitis 
to illustrate their distinct imaging features. 
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INTRODUCTION 
Tuberculosis (TB) of the chest wall constitutes 1%-5% 

of all cases of musculoskeletal TB,(1-4) which in turn is 

far less frequently encountered than pulmonary infection 

alone, and represents between 1% and 2% of TB 

overall.(5-7) The low incidence may be because the breast 

tissue, along with the skeletal muscle and spleen, appears 

to be relatively resistant to TB.°8) TB abscesses of the 

chest wall are most frequently found at the margins of 

the sternum and along the rib shafts, and can also involve 

the costochondral junctions, costovertebral joints and the 

vertebrae.(9) Constitutional symptoms of fever, weight 

loss and night sweats were present in 21% of patients 

with mammary TB in a series by Khanna et al." The 

duration of the presenting symptoms in breast TB is 

usually less than a year but may vary from a few months 

to several years. (11,12) 

CASE REPORT 

A 33 -year -old female factory worker, with no past medical 

history of note, presented to her general practioner with a 
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Fig. I Bilateral medial lateral oblique mammograms show an 

elliptical density (arrow) in the retromammary area of the right 
breast. 

painless right breast lump of four weeks' duration. There 

was no constitutional symptom such as fever or night 

sweats. Clinical examination revealed a firm 3.5 -cm lump 

in the lower inner quadrant of the right breast. The nipple 

and skin were normal. Systemic examination revealed no 

significant abnormality. Mammography showed a well- 

defined crescenteric density in the deep retromammary 

space, adjacent to the chest wall (Fig. 1). Supplementary 

ultrasonography (US) showed an elliptical hypoechoeic 

collection deep to the right mammary layer in the lower 

inner quadrant of the right breast, which corresponded 

to the mammographic abnormality and the clinically - 

palpable lump (Fig. 2). Further evaluation with computed 

tomography (CT) of the thorax revealed a necrotic mass 

in the right anterior chest wall extending through the 

fourth and fifth intercostal space into the anterior pleura. 

Patchy airspace consolidations were seen in both upper 
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PALPABLE LUMP 

F.g. 2 US image of the right breast shows an elliptical 
hypoechoeic collection deep in the right mammary layer in the 
lower inner quadrant of the right breast. 

Fig. 4 CT image of the thorax shows a hypodense collection 
in the right chest wall (asterisk), corresponding to the fluid 
collection seen on US. 

lobes and in the superior segment of the right lower lobe. 

Ultrasound -guided 14 -gauge core needle biopsy was 

performed and this revealed necrotising granulomatous 

inflammatory tissue with rare acid -fast bacilli, consistent 

with a tuberculous infection. 

DISCUSSION 
TB of the chest wall usually presents with a painful mass. 

In our case, the clinical presentation of a painless breast 

lump is unusual. Moreover, TB of the chest wall occurs 

eight times more frequently in men than in women.(13) 

The palpable mass is frequently described as doughy 

or soft, and may fluctuate but it may sometimes be 

firm,(14) as in our case. Another related but distinct entity 

is TB of the breast or tuberculous mastitis. The overall 

incidence of tuberculous mastitis is reported to be 0.1% 

of all breast lesions, while in developing countries, this 

constitutes approximately 3.0% of surgically -treated 

breast disease.(15) There is, however, a recent increase 

in incidence in both developed and developing countries, 

and this is thought to be related to migration from endemic 

areas and the increased numbers of immunocompromised 

patients. Patients with TB mastitis also usually present 

Fig. 3 Craniocaudal mammogram of the right breast of a 

companion case of TB mastitis in a 32 -year -old woman shows 
an ill-defined mass. 

with a painful lump,'8"L61 most often in the central or 

upper outer quadrant of the breast.'17 The lump is often 

indistinguishable clinically from breast carcinoma, being 

irregular, hard, and at times, fixed to either the skin or 

muscle, or even the chest wall.' 18i 

As a companion case, we present the right 

mammogram of another patient, a 32 -year -old woman 

with TB mastitis. The mammogram showed an ill-defined 

density in the right breast (Fig. 3). This is in contrast to 

the mammogram of our first patient who had chest wall 

TB, where the well-defined abnormality was clearly in 

the retromammary space. While mammography has 

enabled us to identify the clinical abnormality to be 

arising from the chest wall and not from within the breast, 

it is often of limited value in distinguishing TB mastitis 

from breast carcinoma.(18,19) The disseminated variety can 

also mimic inflammatory carcinoma and the radiographs 

also show a dense breast with thickened skin.(9) This is 

further compounded by the fact that breast TB is usually 

found in young women 20-40 years of age, and the dense 

fibroglandular tissues often make the interpretation of a 

mammogram difficult. 

US of the breast is cheap, easily accessible and there 

is no radiation risk.(19) In our patient, US confirmed the 

mammographic finding of a chest wall abnormality and 

identified it as a fluid collection rather than a solid mass. 

Youk et al has recently demonstrated the usefulness of 

using US in evaluating chest wall lesions in the breast.(2°) 

US may sometimes identify a fistula or sinus tract which 

can be seen in cases of TB mastitis.(19,21) CT is seldom 
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required in the investigation of TB mastitis other than 

to define the involvement of the chest wall in patients 

presenting with a deeply adhered breast lump.(22) In our 

case, CT showed the extent of the collection in the chest 

wall and also the concomitant consolidation in the lungs 

that are typical of pulmonary TB (Fig. 4). The association 

of breast TB with pulmonary TB is variable, and ranges 

from 17.4% to 62.5%.(13,23,24) The diagnosis of chest wall 

TB must be based on bacteriological or histological 

confirmation. An initial needle aspiration of the mass is 

necessary to establish a diagnosis and to exclude other 

diagnoses, such as malignancy and other infectious 

diseases like actinomycosis. (25'26) 

Medical treatment consisting of a four -drug regimen 

forms the basis of treatment Surgical intervention is 

reserved for the aspiration of cold abscesses, and the 

excision of residual sinuses and masses. In refractory 

cases with destruction of the breast, a simple mastectomy 

may be performed. Extrapulmonary TB occurring in 

the breast is rare and presentation as a painless breast 

lump, as in our case, is unusual and rarely reported in 

the literature. As TB mastitis and chest wall TB are 

uncommon, even in countries where the incidence 

of pulmonary and extrapulmonary TB is high, it can 

be mistaken for more common entities such as breast 

cancer or a pyogenic breast abscess. Our case report 

illustrates how the complementary imaging modalities 

of mammography, US and CT contribute toward the 

diagnosis and management of this uncommon disease. 
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