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ABSTRACT 

Introduction: Male breast cancer (MBC) is an 
uncommon disease that makes up less than 1% of all breast 
cancer diagnoses worldwide. While breast carcinomas 
have some similarities in both sexes, there are significant 
differences.

Case Report: We present a case of breast cancer in a 
57-year-old man who had a left breast mass of 3.5 cm 
classified as breast imaging reporting and data system 
(BIRADS 4) by the American College of Radiology (ACR). 
The presence of invasive breast carcinoma of grade 
II Scarff–Bloom–Richardson (SBR) with a negative 
molecular phenotype B HER2 was confirmed by a tru-
cut biopsy. The axillary cytopuncture did not show any 
abnormalities. The patient was later treated for a left 
mastectomy with homolateral axillary dissection.

Conclusion: Male breast cancer represents a therapeutic 
dilemma. A multidisciplinary approach is mandatory.
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INTRODUCTION

Breast cancer in men is rare, accounting for only 
about 1% of all breast cancers and less than 1% of all male 
neoplasia [1]. The risk of developing another cancer is 
higher for men who have had breast cancer. Breast cancer 
metastases are mostly found in the bones, representing 
about 62% of cases [2, 3].

The causes of breast cancer in men remain largely 
unknown according to various documentary sources [3, 
4]. However, the risk factors identified include family 
history of breast cancer, a genetic predisposition affecting 
about 15% of cases of male breast cancer and associated 
with a genetic mutation inherited from the BRCA2 gene 
[5], radiation exposure, particularly in the thorax, as 
well as liver cirrhosis, which are also documented risk 
factors. Cirrhosis is suspected of increasing estrogen 
levels and decreasing androgen levels [1, 6]. Other risk 
factors include gynecomastia, obesity, excessive alcohol 
consumption, excessive smoking, and environmental 
factors [1, 7].

The most common symptom in breast cancer in men 
is pain, which often occurs around a mass that appears 
gradually [6]. The most common carcinoma in humans 
remains infiltrating ductal carcinoma, while other types of 
cancers are very rare [8, 9]. Symptoms and management 
of breast cancer in men are similar to those observed in 
women, as treatment generally follows the same regimen 
[10, 11].
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CASE REPORT

The patient was a 57-year-old man, married with 
three children, with a history of a mother being followed 
for breast cancer. He consulted for a self-palpation 
of a left breast mass evolving for three months. On 
clinical examination, a node of 3.5 cm was noted in 
the left external quadrant, without inflammatory signs 
or nipple discharge, associated with two left axillary 
lymphadenopathy (Figure 1). Breast ultrasound revealed 
lobulated, hypoechogenic, and homogeneous vascularized 
formation with color Doppler, in contact with the large 
pectoral muscle, measuring 25 mm × 25 mm × 17.5 mm 
(Figure 2). The left axillary nodes had lobulated contours, 
and were hypoechogenic and heterogeneous, with some 
having a central hilum loss and measuring 2  ×  4  cm, 
2 × 2.6 cm, and 1.6 × 3 cm respectively. This examination 
was classified BIRADS 4 according to the ACR. A tru-cut 
biopsy confirmed the presence of a non-specific invasive 
breast carcinoma of grade II SBR, with a negative 
molecular phenotype B HER2. Axillary cytopuncture 
is negative. Subsequently, the patient underwent a left 
total mastectomy breast tissue and involved skin was 
removed with axillary dissection. Pectoralis fascia was 
usually preserved; however, due to adhesion of the lymph 
node, it was sectioned (Figures 3 and 4) and the axillary 
nodes were removed through the same incision following 
the removal of the breast mound (Figure 5). Generally, 
patients are left with two drains in situ.

The most frequent clinical presentation is 
characterized by a retroareolar hard nodule, often 
accompanied by clinical cutaneous manifestations, 
although cutaneous histological alterations are less 
frequent [13].

Infiltrating ductal carcinoma predominates 
histologically, accounting for about 80% of cases in 
various studies [12, 14, 15]. Intra-canal carcinoma 
occupies the second position, while lobular carcinoma is 
virtually absent in humans, due to the non-development 
of the mammary lobules normally observed in the male 
breast. However, a few cases have been reported in the 
context of Klinefelter syndrome [15].

The etiology of male breast cancer remains largely 
enigmatic. Nevertheless, some risk factors seem to 

Figure 1: Clinical examination, a node of 3.5 cm is noted in the 
left external quadrant, with two left axillary lymphadenopathy.

Figure 2: Breast ultrasound reveals hypoechogenic, 
homogeneous vascularized formation with color Doppler, in 
contact with the large pectoral muscle.

DISCUSSION

Breast cancer in men is a rare occurrence, accounting 
for less than 1% of all cancer cases in men [1, 4]. Diagnosis 
is generally made at an average age between 59 and 66 
years, about a decade later than in women [1, 12].

Figure 3: Surgical incision.

Figure 4: The musculo-glandular detachment and mastectomy.

Figure 5: Axillary dissection. 
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be associated with this pathology. Family history of 
breast cancer [12, 14–18], as well as links to the genetic 
mutation BCRA2, was suggested [19, 20]. The presence of 
gynecomastia, as well as the use of drugs that may cause 
it, such as cimetidine, ranitidine, captopril, digoxin, 
verapamil or tricyclic antidepressants, has also been 
associated with breast cancer in humans. However, the 
exact nature of these causal relationships remains to be 
elucidated [12, 14, 16].

Hormonal imbalance, such as real or relative 
hyperestrogenism, as well as abnormalities in endogenous 
steroid metabolism and excretion, appears to influence 
the development of breast cancer in humans [12, 14, 
15, 21], especially in cases of liver dysfunction such as 
malnutrition, cirrhosis, and kidney failure. In addition, 
the impact of alcohol consumption is also suspected, as a 
study found regular alcohol consumption in 55% of breast 
cancer patients [16]. Another study reported excessive 
alcohol consumption in 9.6% of their patients, although 
the exact amount consumed was not specified [21].

The diagnosis of breast cancer in men is usually at 
more advanced stages, and tumors tend to be larger than 
those seen in women [22–24]. The tumor size in men 
often exceeds 2 cm, with an average of 2.4 cm, while in 
women, the average is about 2.2 cm [23]. Mammography 
and ultrasound are used with the same malignancy 
criteria as in women. However, screening for breast 
cancer in men is not an option. In a retrospective study 
conducted from 2001 to 2004 by Hines and colleagues, 
only 4% of the results were considered suspect, of which 
only 1% was confirmed as post-biopsy cancer cases.

Breast cancer in men is distinguished by its 
histological type which differs from that observed in 
women. Unlike women, where lobular carcinoma is the 
second most common histological type after infiltrating 
ductal carcinoma, it is rare in men [8, 9, 25]. According 
to the American database of Surveillance, Epidemiology, 
and End Results (SEER), 93.7% of male breast cancers 
are infiltrating ductal carcinomas, 2.6% are papillary 
carcinomas, 1.8% are mucinous carcinomas, and only 
1.5% are lobular carcinomas. Breast tumors in men are 
characterized by a strong hormonal propenepedance, 
although overexpression of HER2 is less common than in 
women [25, 26].

Many studies have shown that adjuvant hormone 
therapy improves survival prognosis and complete 
remission rate in male breast cancer patients. Therefore, 
many experts recommend routine hormone therapy for 
all N1 stages and cases of metastasis [12, 21, 27, 28].

The therapeutic management of male breast cancer 
differs from that observed in women. In women with 
invasive carcinoma lesion, treatment is primarily 
conservative or radical surgery in healthy margins, 
with sentinel ganglion analysis where possible [10, 11]. 
In contrast, unlike female breast cancer, mastectomy 
associated with homolateral axillary dissection remains 
the standard surgical treatment in men [11]. Due to a high 

incidence of axillary lymph node involvement in men, 
exploration of the axillary trough is considered necessary 
in the locoregional management of male breast cancer. 
Approximately 50–60% of male patients have axillary 
lymph node involvement [23]. A study by Boughey and 
colleagues of a population of 30 male breast cancer cases 
and 2,784 female breast cancer cases found that the 
sentinel ganglion detection rate was 100% in men and 
98.3% in women. When the sentinel ganglion is positive, 
complementary axillary dissection has a more massive 
invasion in men than in women, with proportions of 
62.5% in men and 20.7% in women [29], respectively. 
However, these results are based on a limited number of 
cases due to the recent development of this procedure and 
the rarity of male breast cancer. Larger scale feasibility 
studies would be needed to validate this approach in men.

Adjuvant radiotherapy remains a controversial topic, 
as studies have not shown any benefit in terms of overall 
survival. However, it reduces the risk of local recurrence, 
with a 5-year rate ranging from 3% to 20% [30]. Similarly, 
the use of chemotherapy remains discussed in the 
literature. It is considered beneficial in younger patients 
with lymph node involvement or in those considered at 
high risk, characterized by poor prognostic factors such 
as the absence of hormonal receptors [31].

In contrast, hormone therapy is of major importance 
in the adjuvant treatment of male breast cancer due to the 
high frequency of hormone receptor positivity [21, 22].

Breast cancer in men seems to have a worse prognosis 
than in women, which is attributable to a later detection, 
leading to a more advanced stage of the disease in men. 
However, when a comparison is made between men 
and women with identical stage and grade tumors, no 
difference is observed in terms of complete remission 
rate and survival [32].

A worrying observation from many studies is the 
prolonged delay between the onset of the first symptoms 
and medical consultation, with an average of 6–22 
months depending on the series. It seems that men 
consult more quickly for gynecomastia problems than for 
the appearance of a nodule [12, 13].

Very early forms of breast cancer are often detected 
in women thanks to the implementation of systematic 
screening in industrialized countries. Overall five-year 
survival varies across studies, ranging from 43% to 79%, 
while at 10 years it ranges from 10% to 56% [21–24].

CONCLUSION

Most cases of male breast cancer are sporadic, but 
genetic risk factors may also play a role. Clinically, it has 
similarities to that observed in women, including more 
frequent hormonal dependence. However, the overall 
prognosis is currently less favorable in men, partly due to 
the frequent presence of comorbidities and the occurrence 
of second cancers.
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