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Abstract 
Introduction: The coexistence of tuberculosis with axillary lymph node me-
tastasis in breast carcinoma is uncommon. Observation: We report a case of 
a patient aged 59 years presenting a painless nodule in the right breast for one 
year. The scan and mammography revealed a long-axis node of 3 × 2 × 1 cm 
in the upper outer quadrant of the right breast ranked stage IV by the Ameri-
can College of Radiology (ACR), associated with a set of axillary lymph nodes 
and the largest one measuring 15 × 15 × 20 millimeters (mm). The breast bi-
opsy helped diagnose a Scarff Bloom Richardson (SBR) grade II non-specific 
invasive carcinoma, modified by Ellis and Elston. A right mastectomy asso-
ciated with a lymph node dissection was performed. We noticed a not well 
defined and whitish 5 mm tumor mass associated with 16 lymph nodes re-
moved. The histological examination confirmed the diagnosis of SBR grade II 
non-specific invasive carcinoma with invasion of 7 lymph nodes (N+ = 7/16). 
In 3 metastatic lymph nodes, there were epithelioid and gigantocellular gra-
nulomas with full central necrosis. The Ziehl Neelsen staining had hig-
hlighted acid-fast bacilli. The tumor was oestrogen and progesteron receptor, 
without an overexpression of the oncoprotein human epidermal growth fac-
tor receptor 2 (HER2), which corresponds to a 0 score and the Ki 67 prolife-
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ration index assessed at 10%. The patient was given an anti-tuberculosis treat-
ment combining Rifampicin (H), Isoniazid (I), Pyrazinamid (Z), Ethambutol 
(E) over 2 months and secondly a combination of Rifampicin and Isoniazid 
over 4 months (2RHZE/4 RH). The anti-tumor chemotherapy used a protocol 
combining 3 FAC60+ 3 Docetaxel (F = Fluorouracil®; A = Adriblastin®, C = 
Cyclophosphamid). Conclusion: This coexistence is uncommon, of inciden-
tal discovery and necessitates a multidisciplinary care. 
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1. Introduction 

The coexistence of breast cancer and tuberculosis is very uncommon and less 
reported in the literature [1] [2] [3] [4] [5]. The clinical features of mammary 
tuberculosis may reveal nodules and ulcerations with the appearance of lym-
phadenopathies leading us to suspect a malign tumor. It is the histological ex-
amination that enabled making the differential diagnosis. We report an un-
common case of non-specific infiltrating breast carcinoma with metastatic ho-
molateral lymph node associated with lymph node tuberculosis that was inci-
dentally discovered during the histological examination.  

2. Anatomo-Clinical Case 

We report the case of a patient of 59 years, 7 pregnancies, 5 parities, menopausal 
since 12 years, without cancer disease history in her family, who presented a 
painless and moving nodule discovered in the right breast after a self-breast ex-
amination. The nodule had been evolving for one year. The scan and mammo-
graphy revealed a nodule of 3 × 2 × 1 cm in the upper outer quadrant of the 
right breast ranked ACR IV, associated with a group of axillary lymph nodes in-
cluding the largest one measuring 15 × 15 × 20 mm. A breast biopsy had helped 
diagnose a Scarff Bloom Richardson (SBR) grade II non-specific invasive breast 
carcinoma, modified by Ellis and Elston. 

A right mastectomy associated with a lymph node dissection was performed 
and presented a not well defined and whitish 5 mm tumor mass of large axis 
with 16 lymph nodes.; the largest one was measuring 3 cm.  

The histological examination had confirmed the diagnosis of SBR grade II 
non-specific invasive breast carcinoma with an invasion of 7 lymph nodes over 
16 (N+ = 7/16). In 3 metastatic lymph nodes, there were epithelioid and gigan-
tocellular granulomas centered by a full necrosis (Figure 1 and Figure 2). The 
Ziehl Neelsen staining had highlighted acid-fast bacilli (AFB) (Figure 3). There 
were no vascular emboli or peripheral nerve sheathing. 

The immunohistochemistry examination carried out in paraffin section had 
revealed a high expression of estrogen and progesterone receptors assessed at  
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Figure 1. Breast carcinoma and lymph node tuberculosis. Hematein Eosin (HE) stain, 
Magnification ×100. Carcinomatous proliferation (star) infiltrating a lymph node paren-
chyma which is the site of a granulomatous inflammatory reaction with central necrosis 
(arrow). 

 

 
Figure 2. Breast carcinoma and lymph node tuberculosis. Hematein Eosin (HE) stain, 
Magnification ×100. Granulomatous inflammatory reaction with complete central necro-
sis (star) and giant Langhans cells (arrow). 

 

 
Figure 3. Breast carcinoma and lymph node tuberculosis. Hematein Eosin (HE) stain, 
Magnification ×100 and in cartridge Zielh Neelsen staining. Carcinomatous proliferation 
infiltrating a lymph node parenchyma which is the site of a granulomatous inflammatory 
reaction with central necrosis and highlight of Acid-Fast Bacilli (AFB) with Zielh Neelsen 
staining (cartridge). 
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90% each (Figure 4 and Figure 5), without an overexpression of the oncoprote-
in HER2 (Score 0). The Ki 67 proliferation index was assessed at 10% (Figure 6). 

The patient was submitted to an anti-tuberculosis treatment associated with a 
chemotherapy protocole made up of 3 FAC 60 +3 Docetaxel. The FAC60 proto-
col followed by the Docetaxel protocol was given on a regular interval of 21 days 
at the same time with the anti-tuberculosis protocol: 2RHZE/4 RH (R = Rifam-
picin; H = Isoniazid; Z = Pyrazinamid; E = Ethambutol). The major side  

 

 
Figure 4. Breast carcinoma and lymph node tuberculosis. Immunohistochemistry Mag-
nification ×400. Intense and diffuse immunostaining with anti-estrogen receptor (RO) 
antibodies relevant to tumor cell nuclei. 

 

 
Figure 5. Breast carcinoma and lymph node tuberculosis. Immunohistochemistry Mag-
nification ×400. Intense and diffuse immunostaining with anti-progesterone receptor 
(RP) antibodies relevant to tumor cell nuclei. 

 

 
Figure 6. Breast carcinoma and lymph node tuberculosis. Immunohistochemistry Mag-
nification ×400 (H & E). Moderate and diffuse immunostaining with anti-Ki 67 antibody 
showing a proliferation index evaluated at 10%. 
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effect was a clinical anemia with a hemoglobin rate at 10.5 g/ml. This anemia 
was contained through the administering of anti-anemia drugs. The patient is at 
her 5th chemotherapy cycle.  

3. Discussion 

The coexistence of breast cancer and tuberculosis is very uncommon and less 
reported in the literature. This coexistence raises difficulties in the diagnostic 
and therapeutic care [3]. The first case was described in 1899 by Wharti, later 
followed by other authors [6]. The prevalence is estimated at 19/10,000 accord-
ing to the data in the literature [7]. Extra-pulmonary tuberculosis most often lo-
calizes in cervical, inguinal and axillary lymph nodes, but the coexistence with a 
cancer is very rare and of incidental discovery [6]. The histological examination 
of the removed lymph nodes revealed a non-specific invasive breast carcinoma 
associated with an epithelioid and gigantocellular granuloma with full central 
necrosis which is characteristic of tuberculosis. The giant cells are of Langhans 
type (Figure 2). The Ziehl Nielsen staining often highlighted AFBs (Figure 3). 
The histology enabled determining the conventional prognosis factors, especially 
the Nottingham score (SBR grade II), the number of lymph nodes invaded over 
the total number of lymph nodes removed (N+ = 7/16) and the presence of vas-
cular emboli. Other prognostic and therapeutic factors are determined by the 
immunohistochemistry with the dosage of estrogen (RO) and progesterone (RP) 
receptors, the HER2 oncoprotein and the Ki67 proliferation index. These ele-
ments have helped establish a molecular classification of the tumor as Luminal A 
(RO+, RP+, HER2-, Ki67 inferior to 14% [8].  

The patient was submitted to an anti-tuberculosis treatment associated with a 
chemotherapy protocol. The anti-tuberculosis protocol is based on polychemo-
therapy. The first-line drugs of tuberculosis used by the National Tuberculosis 
Plan (PNT) of Burkina Faso are five in number: Isoniazid H, Rifampicin R, 
Streptomycin S, Ethambutol E, Pyrazinamid Z. 

The treatment is made up of two phases. An initial phase of treatment or in-
tensive phase comprises four drugs that are Ethambutol (E), Rifampicin (R), 
Isoniazid (H) and Pyrazinamid (Z). The advantage of this phase is that it is very 
efficient in reducing bacilli and the resistance to anti-tuberculosis drugs. It takes 
two or three months. The continuation phase is necessary for the patient’s final 
recovery. It helps avoid the recurrence of tuberculosis when the treatment is 
stopped. It required 2 drugs over a period of four months.  

Tolerance and compliance with the treatment were good. They were regularly 
assessed through the Directly Observed Therapy (DOT) strategy. This strategy is 
recommended by WHO and consists in giving the drugs under control or veri-
fying at least 3 times a week if they are effectively taken. 

Chemotherapy is used as adjuvant and involves the 3 FAC + 3 Docetaxel pro-
tocol. It is currently recommended to give it before the radiotherapy. The treat-
ment usually takes six months.  
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Our patient did not benefit from radiotherapy and hormonotherapy, due to 
the lack of financial means. The 2 protocols (anti-tuberculosis treatment and 
chemotherapy) were given at the same time. There is no consensus over the si-
multaneous or separated combination of these two protocols. Anti-tuberculosis 
treatment is a determining factor in cancer prognosis and evolution. Thus, an-
ti-bacilli treatment must be initiated once the diagnosis is made, as there is a risk 
for the occurrence of serious forms of tuberculosis (miliary and meningitis tuber-
culosis) as the consequence of the immunodepression caused by the anti-cancer 
treatment [9]. However, the combination of the anti-tuberculosis treatment with 
anti-cancer chemotherapies may entail a multiplication of the risk of adverse ef-
fects through an exacerbation of toxicities or a modification in the efficiency of the 
anti-cancer treatment 10]. The side effect noted was a clinical anemia with a he-
moglobin rate at 10.5 g/dl, addressed through an anti-anemia treatment.  

The evolution still remains favourable without recurrence of cancer or the 
appearance of a tuberculosis disease.  

4. Conclusion 

This coexistence is uncommon and of incidental discovery, hence there is a need 
for a careful and full examination of lymph node dissections. The treatment re-
quires a multidisciplinary collaboration.  
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