
rare, but a number of cases have
been reported in the literature.1,2 We
report here a further case.

A 45-year-old perimenopausal
woman was referred to our institu-
tion after excisional biopsy of a long-
standing mass in the left breast that
had revealed infiltrating duct carci-
noma. Three months later there was
a recurrence at the same site.

There was no history of tubercu-
losis or other illness. General physi-
cal examination revealed nothing ab-
normal. Examination of the breasts
revealed a mass in the left breast,
measuring 8 × 6 cm around a hori-
zontal 5-cm scar in the central quad-
rant. The nipple-areola complex was
absent. The mass was nontender,
mobile, hard and fixed to the overly-
ing skin but not to the chest wall.
Ipsilateral fixed lymphadenopathy
was present. 

Mammography suggested that the
mass was malignant. Fine-needle aspi-
ration (FNA) of the mass revealed nu-
merous epitheloid cell granulomas
and Langhans giant cells in a back-
ground of inflammatory cells, capil-
lary fragments and necrosis. In addi-
tion, there were few atypical duct
cells. Staining for acid-fast bacilli gave
strongly positive results. FNA of the
axillary mass revealed fat mixed with
ductal epithelial cells, showing mini-
mal pleomorphism. An axillary
lymph-node biopsy showed metasta-
tic adenocarcinoma. A review of the
histologic findings obtained from the
previous surgery confirmed infiltrat-
ing duct carcinoma, grade I. The
Mantoux test gave positive results and
the erythrocyte sedimentation rate
was elevated. Work-up for metastatic
disease gave negative results. 

Combination chemotherapy was
begun (5-fluorouracil, doxorubicin
and cyclophosphamide) along with
combination-drug treatment for tu-
berculosis (rifampin, isoniazid, pyraz-
inamide and ethambutol) The
masses had disappeared by the third
cycle of chemotherapy. Total mastec-

tomy with axillary clearance was car-
ried out after 4 cycles of chemother-
apy, as is our protocol for locally ad-
vanced breast cancer. Histologic
examination of the excised tissue
showed areas of necrosis surrounded
by pallisading histiocytes, epithelial
cells, fibroblasts and Langhans giant
cells surrounded by lymphocytes. 
Areas of adenosis and epithelial hy-
perplasia and hemosiderin deposits
were also seen. All lymph nodes
showed reactive hyperplasia. There
was no evidence of malignancy in the
excised specimen, and staining for
acid-fast bacilli gave negative results.
Postoperatively the patient continued
with the antituberculosis treatment
and combination chemotherapy.

Comment

Sir Astley Cooper first described
mammary tuberculosis in 1829,3

and fewer than 700 cases have been
described to date.4 In 1925, Na-
gaskima5 showed that the breast
was the only organ to be spared in
34 patients who had disseminated
disease.

Mammary tuberculosis usually af-
fects young women (20 to 40 years
of age), especially lactating multi-
parous women. It is rare in men and
in elderly women and prepubertal
girls. Bilaterality is rare.3,4 The pri-
mary form is caused by blood-borne
organisms, and no other focus
should be present. Secondary inva-
sion of the breast can occur via
blood, lymphatics or by direct exten-
sion. Mammographic findings may
suggest malignant disease in many
cases.3,4

Our patient was treated with a
combination of antitubercular drugs
and combination chemotherapy,
which brought about a complete
pathological response. Neoadjuvant
chemotherapy is standard care for
locally advanced breast cancer, and
our experience shows that it can
also be used successfully with anti-

tuberculosis therapy to treat pa-
tients such as ours.
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Education versus service

After reading Waddell’s Editors’
View in the October 2000 issue

of the Canadian Journal of Surgery
(page 326), we are still searching for
the “controversial” theme, which
was extracted from it and translated
into a front-page story in The Ottawa
Citizen on Tuesday, Nov. 21, 2000,
by reporter Ian MacLeod. The front
page screamed the headline “Ethics
lessons rob surgeons of scalpel
skills.” 
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In the Canadian Journal of
Surgery, from which MacLeod is
quoting, Waddell argues rightly for
the need to learn the skills of surgery
“hands on.” In the last paragraph, he
points out the competing demands
on a resident’s time and advises those
in charge of training to lobby the
Royal College of Physicians and Sur-
geons of Canada to stop “increasing
demands for didactic teaching in
nonclinical areas such as ethics and
communication, which are much bet-
ter learned by direct observation of
role models in the clinical setting.”

Wouldn’t it be nice if we lived in a
world where ethics and communica-
tion skills were modelled by direct
observation of role models? Sadly,

and based on the facts, we still need
to teach it.

Reporter Ian MacLeod has sensa-
tionalized the discussion. MacLeod
misses the point about “didactic” ver-
sus practice-based teaching. Dr. Wad-
dell himself does not disagree with
learning ethics and communication
skills, he states later in the editorial.
He concedes there might be some ad-
vantages for a patient if the surgeon
has learned communication skills.

What might be argued is the
means to that end. Dr. Nadia
Mikhael, the director of education for
the Royal College, confirms in The
Ottawa Citizen article that it is the
surgeons themselves who are respon-
sible for training surgical residents and

who have identified the importance of
teaching communication skills and
ethics during surgical training. There
is absolutely no argument over the
fact that new trainees need to learn
ethics and communication skills and
that this should occur early in their
training. Why would such a headline
make the front page a newspaper such
as The Ottawa Citizen?
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CLINICAL PRACTICE GUIDELINES

FOR THE CARE AND TREATMENT OF

BREAST CANCER

In February 1998 CMAJ and Health Canada published 10 clinical practice guidelines for the care and treatment
of breast cancer, along with a lay version designed to help patients understand more about this disease and the
recommended treatments. These guidelines are currently being revised and updated, and the series is being 
extended to cover new topics. The complete text of the new and updated guidelines is available at eCMAJ:

www.cma.ca/cmaj/vol-158/issue-3/breastcpg/index.htm

REVISED:
Guideline 7. Adjuvant systemic therapy for women

with node-negative breast cancer [Jan. 23, 2001]
Guideline 8: Adjuvant systemic therapy for women

with node-positive breast cancer [Mar. 6, 2001]

NEW:
Guideline 11: Lymphedema [Jan. 23, 2001]

Update

http://www.cma.ca/cmaj/vol-158/issue-3/breastcpg/index.htm

