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ABSTRACT

Introduction: Male breast cancer (MBC) is a rare condi-
tion usually diagnosed later and in more advanced stages
than female breast cancer. Methods: A 10-year retrospec-
tive review of MBC in our hospital. Results: Our series
included 13 cases. We analyzed the form of presentation,
way of diagnosis, BRCA mutation, histology of the tumor,
the type of treatment and survival. Discussion: The inci-
dence of MBC is currently increasing. The average age
of presentation is 62 years. They usually consult because
of a nodule or painless retroareolar tumor. Lymph node
involvement is often diagnosed. Diagnosis is usually late,
which contributes to the infiltration of the pectoralis major
muscle. There is no screening in males. Surgical treatment
consists of the removal of the primary tumor. The axillary
treatment is based on the selective biopsy of the sentinel
ganglion (BSGC) for its staging. The use of radio, chemo
and endocrine therapy is usually advised depending on the
axillary and distance staging, and the type of hormonal
receptors of the tumor. Overall and disease-free survival
in males are below the ones in the female population.
Conclusion: Most of the conclusions of this pathology
in the male derive from studies of female breast cancer.

RESUMEN

Introduccion: El cancer de mama en el varon (CMV) es
una entidad infrecuente cuyo diagnéstico es méas tardio y
avanzado que en la mujer. Métodos: Revision retrospectiva
en nuestro hospital durante 10 afios. Resultados: Nuestra
serie incluy6é 13 casos. Se analizaron la forma de
presentacion, modo de diagndstico, afectacion del BRCA,
histologia tumoral, tipo de tratamiento realizado y
supervivencia. Discusion: Actualmente la incidencia del
CMV esta aumentando. La edad media de presentacion es
de 62 afios. Consultan por nédulo o tumoracion indolora
retroareolar. Suelen presentar al diagndstico afectacion
ganglionar. El diagndstico suele ser tardio, lo cual
contribuye a la infiltracion del musculo pectoral mayor.
No existe tamizaje en el varon. El tratamiento quirargico
consiste en la extirpacion por este medio del tumor primario.
El tratamiento axilar se basa en la realizacion de la biopsia
selectiva de ganglio centinela (BSGC) para su estadiaje. Se
suele aconsejar el uso de radio-, quimio- y hormonoterapia
en funcion del estadiaje axilar, a distancia y el tipo de
receptores hormonales de dicho tumor. La supervivencia
global y la libre de enfermedad en varones son inferiores a
aquellas en la poblacion femenina. Conclusion: La mayoria
de las conclusiones de esta patologia en el sexo masculino
derivan de estudios de cancer de mama en la mujer.

INTRODUCTION

n 1307, surgeon John Ademe first described

breast cancer in the male (BCM).! It is an
uncommon condition, with an incidence
under 1% and accounting for 0.2% of all male
cancers.2®

The diagnosis of this condition in men
tends to be in a more advanced stage than
in women.? It presents as a firm, painless
subareolar mass." The diagnosis is most
frequently made by biopsy."

Treatment is based on locoregional surgery
followed by chemotherapy, radiotherapy or
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both plus hormone therapy, according to the
staging and tumor immunohistochemistry."

METHODS

We conducted a retrospective review at the
Hospital General Universitario de Ciudad
Real (Spain), between January 1, 2005, and
December 31, 2015. Statistical analysis was
performed using SPSS software, version 18.

RESULTS

Our review included a total of 13 cases, with
a mean age of 71 years (52-92). Ten patients
presented with a nodule, tumor or mass (77%);
one complained of breast pain (7.7%), another
had an axillary mass (7.7%), and a third one had
nipple retraction (7.7%).

In our 13-case series, two were brothers,
two had a positive BRCA gene mutation,
and four had a positive family history in first
or second-degree relatives. Thus, 46.5% (six
patients) in our male breast cancer population
had a positive family history of breast cancer.

The most frequent histologic finding was
infiltrating ductal carcinoma (85%), followed
by intraductal carcinoma (7.7%) and benign
phyllodes tumor (7.7%) (Table I).

The tumor was located in the right breast in
eight patients and in the left breast in the other
five. An echogram of the nodule was obtained
in 92% (12) of cases.

A CAT scan was performed in 23% (3) of
patients, and fine needle aspiration (FNA) in
85% (Table II).

Regarding surgical management, nine
patients (69%) underwent radical modified
mastectomy, and three (23%), subcutaneous
mastectomy; one patient (8%) was not operated
on because he died before surgery could
be performed, due to his extensive baseline
comorbidity. As for late complications, we only
observed lymphedema in one case.

In the nine patients who underwent
lymphadenectomy, the anatomopathological
study corroborated lymph node involvement.

Chemotherapy and hormonal therapy were
administered to 11 patients; in 8 cases, they
were combined with radiotherapy.

Three patients had tumor recurrence. In
two cases, it was distant (lung and bone) and
in one, recurrence was locoregional (thoracic
wall), over a five-year period; the patients
died three to nine months after the diagnosis
of recurrence. These patients were given
chemotherapy that did not achieve tumor
regression, so they were transferred to palliative

Table I. Objective immunohistochemistry in our patient series.

Case ER PR Cerb-2 Bel2 P53  Ki67 E-cadherina CK 19 HER2  Mutation
1 95%  65% - No
2 50%  45% - 5% - 37% No
3 75 % - - No

4 90%  75% BRCA2 +
5 90%  90% - 100 % - 20 % No
6 - - 7% - - No
7 100% 100 % - 100% 50 % 6% + No

8 95%  70% 3 15% 45% + BRCA2 +
9 90%  50% -+ 10% 17% - No
10 90%  90% - No
11 95%  95% - 2% 7 % + 5 No
12 100% 98 % - + - No
13 95% 10% - 30 % + + = No

ER: Estrogenic Receptor; PR: Progesterone Receptor; CK19: Cytokeratin19
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Table II. Diagnostic tests in our patient series.

CT CNB (Core
Patient Mamography Sonography (Computed Tomography) needle biopsy)
1 No 27 mm Lymphadenopathy CDI
2 BIRADS 5: 33 mm 32,4 mm Affectation to distance (cerebral) CDI
3 BIRADS 5: 23 mm 22 mm Affectation to distance (bone) CDI
4 Microcalcification No Affectation to distance (lung) CID
5 No 14mm  Affectation to distance (thoracic wall) CDI
6 BIRADS IV 27 mm Without affectation to distance Mesenchymal
proliferation
7 BIRADS IV 15 mm Lymphadenopathy CDI
8 BIRADS 1II: 30 mm 28 mm Lymphadenopathy CDI
9 No 16 mm Without affectation to distance CDI
10 No No Lymphadenopathy CDI
11 BIRADS IV b 13 mm Without affectation to distance CDI
12 BIRADS IV b 14 mm Affectation to distance (multiple) CDI
13 BIRADS IV b 34 mm Lymphadenopathy CDI

care until their death. Four deaths occurred in
patients with no breast tumor recurrence. In
three cases, death was due to acute respiratory
failure; in the fourth, to a non-resectable
primary lung tumor. The remaining six patients
have had no recurrence to date.

DISCUSSION

The incidence of BCM in our hospital is 1.3
cases per year, i.e., 0.6% of the breast cancer
population; it is 0.1-0.2% in the literature.>
This incidence is currently increasing,® and
the disease has a similar mortality to that in
females.” It appears in men with an average
age of 62 years (10 years after the mean age
in women).8

Risk factors are advanced age and a family
history of breast cancer (BRCA2 mutation
carriers have a relative risk of 0.8 to develop
this condition).*

The reason for consultation in the patients
in our series was the appearance of a painless
nodule or tumor, usually retroaerolar, leading
to retraction, oozing and/or bleeding from the
nipple, as well as ulceration and skin retraction
due to the scarce mammary tissue.?'°

Lymph node involvement at diagnosis
is more frequent than in females.’® The
most frequent histological finding is ductal

carcinoma in 90% of cases, compared to lobular
carcinoma, present in 1.5% of cases.®> In our
study, 92% were ductal carcinomas and 8%
were phyllodes tumors.

These tumors usually harbor positive
estrogen and progesterone receptors. According
to Chévez-Macgregor et al., 82% have positive
hormone receptors, 15% HER2+ (in younger
patients) and 4% are triple negative.>'°

Prognostic factors depend on tumor’s
size, lymph node status and lymphovascular
invasion by the neoplasia.’ The diagnosis
is usually delayed because the patient
underestimates the symptoms.® This delay
contributes to the infiltration of the pectoralis
major muscle.?

There is no study on this condition in males
due to its low incidence.!"1?

As in females, surgical treatment consists
of the removal of the primary tumor by
mastectomy or, in unusual cases, a broad local
excision associated to axillary node dissection.*
Although there is a tendency to perform radical
modified mastectomy (which was carried out
in 70% of cases in our series), given that node
involvement is usually present at diagnosis,
conservative surgery is also effective.>13

The management of node involvement
is important when determining the type of
surgery to be performed. The American Society
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of Clinical Oncology (ASCO) suggests that
selective biopsy of the sentinel node (SBSN) for
nodal staging is acceptable in men, although it
may have less power due to the low incidence
of this condition in the male population.’

Axillary surgery in males with a positive
SBSN is controversial, although studies on the
subject are scarce; hence, the same rules apply
as in female breast cancer.’”

Adjuvant radiotherapy on the chest
wall is usually recommended, as well as
axillary lymphadenectomy in case of axillary
involvement, in order to decrease locoregional
recurrence,'® although some authors (Yoney et
al.) have suggested that the use of radiotherapy
in males with breast cancer is controversial and
offers no benefits.” The use of chemotherapy
and hormone therapy also has advantages in
terms of increasing disease-free survival.'18

In patients with locally advanced disease
(T3NOMO or stage Ill) or inflammatory breast
cancer, neoadjuvant chemotherapy followed
by surgery is offered, just as in females; when
compared with the classic surgical protocol
followed by adjuvant therapy, it is associated
with both a higher rate of clinical response and
a more conservative surgical procedure.’

The approach based on chemotherapy
follows the same patterns as in female breast
cancer, since there are no clinical trials that
have evaluated the specific benefits of adjuvant
chemotherapy in male breast cancer.°

Immunohistochemical studies performed in
these patients allow treatment with hormones
based on markers; an increase in disease-free
survival was observed when compared with
historic cohorts in which it was not used.
Therefore, in surgically treated patients,
tamoxifen should be administered for five years
if hormone receptors are positive.'3

Hormone therapy in males began in
1940, when orchiectomy was described as an
approach for skeletal metastases, leading to
rapid pain relief.?!

The use of tamoxifen in breast cancer began
in 1970 and has proven to achieve tumor
regression in 37.5% of males,?? although this
treatment causes several adverse effects, such as
impotence, hair loss, decreased libido, weight
gain, hot flashes, depression, and insomnia,
among others, with an incidence of 62%.23

11

The use of aromatase inhibitors in
postmenopausal women with positive estrogen
receptor breast cancer has led to a decrease
in the risk of recurrence when compared
with the use of tamoxifen.2* However, studies
conducted in males have not shown such a
response to treatment.?® If a gonadotropin-
releasing hormone agonist is added to this
therapy, it increases the effect of aromatase
inhibition and achieves regression in tumors
resistant to aromatase inhibitors.2°

According to Yu et al., overall survival
and disease-free survival in males with breast
cancer are half of those in females with this
condition.?’

CONCLUSION

Most conclusions on this condition in males
result from breast cancer studies in females.
Therefore, it is important to publish data on this
disease in men, which is infrequent and has a
different prognosis than in females, particularly
after a delayed diagnosis in an advanced stage.
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