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ABSTRACT 
Male breast carcinoma is a type of cancer that affects the breast tissue in men. It is an unusual condition, 
accounting for an incidence of 1 in 1000,000 male population. The mean age of discovery of male breast 
carcinoma is approximately 67 years and that of invasive ductal carcinoma is  approximately 70 years. 
Multiple risk factors for male breast cancer including family history of carcinoma of breast, exposure to high 
levels of estrogen, and certain genetic mutations such as BRCA2 have been associated, but sporadic male 
breast cancers are much more rare. Treatment options for male breast cancer may include surgery, radiation 
therapy, and chemotherapy. Early detection and prompt treatment are important for improving outcomes for 
men with this condition. In this case report, we present a 52 year old male who presented to us 2 years ago 
complaining of a fungating growth in the left nipple for a year with no family history. Biopsy proved invasive 
ductal carcinoma and he underwent modified radical mastectomy, and is currently on endocrine therapy. This 
case report emphasizes the fact that due to the rarity of the condition, it can sometimes be missed. Any lump in 
the male breast has to be carefully investigated and treated thoroughly to avoid further complications. This 
case report also proved that men too undergo radical surgeries for breast alongside women for certain 
conditions. 

INTRODUCTION 
Male breast cancer (MBC) is a rare phenomenon accounting for about 1% of all breast cancer cases [1, 2]. A 
study shows that the estimated incidence is one for hundred thousand men in the general population. Though 
multiple reforms are present for screening and diagnosing breast cancer in women, in men this pathology is 
generally overlooked. But with newer emerging techniques and reforms, there is a better survival rate for 
breast cancer. Invasive ductal carcinoma is the most common male breast cancer with a peak incidence at 71 
years. This case report is of a 52 years old male with no family history who presented with a sporadic 
fungating growth of left nipple-areolar region was diagnosed with invasive ductal carcinoma (proven by 
biopsy), its management and follow-up. 

CASE PRESENTATION 
A 52 year old male was referred to the Surgery out-patient department with a history of a growth over the left 
nipple, with swelling in the left axilla for 2 years. Swelling of the nipple was insidious in onset, gradually 
progressing with no sudden increase in size, nipple distortion was present. It was not associated with pain, 
fever or local rise in temperature, trauma, nipple discharge, skin changes, chest pain, cough, hemoptysis, loss 
of appetite or weight. There were no features suggestive of metastasis. No similar complaints on the opposite 
side or in the past. Patient had a history of occasional alcohol consumption; non smoker, with no known 
comorbidities. A peculiar point to note was that there was no history of breast carcinoma in the family or any 
other cancer. No surgical or past treatment history. 

On physical examination, the general condition seemed fair with no pallor, icterus, clubbing, pedal edema or 
lymphadenopathy. Vitals were within normal limits. On local examination of both the chest regions, they were 
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similar with both nipple-areolar complexes at the same level. On the left side, a single 2x2.5cm 
ulceroproliferative growth over the left chest region involving the nipple-areolar complex was present with no 
evident bleeding or discharge from the growth. The nipple areolar complex was disrupted. The skin around 
the ulceroproliferative growth appeared normal. On palpation, there was no warmth/tenderness, hard, non-
tender lump with ulceroproliferative of size about 2x2.5cm did not bleed on touch, hard in consistency, not 
fixed to underlying structures or skin, and moving along with breast tissue (FIGURE 1 and FIGURE 2). The 
right breast and nipple-areolar complex were normal. There was a palpable hard node in the left axilla 
measuring 1x1.5cm; there were no palpable nodes in the right axilla, inframammary, infraclavicular or 
supraclavicular regions on either side. Other systemic examinations and external genitalia were normal. A 
provisional diagnosis of primary breast carcinoma or secondary from other occult carcinoma was made. 

 
Figure 1 - Gross Clinical Image of the Patient’s Left Nipple Areolar Complex - Anterior View 

 
Figure 2 - Gross Clinical Image of the Patient’s Left Nipple Areolar Complex - Lateral View 

On Sonomammogram, findings were of a high density noncalcified mass in the left breast. Ultrasound of both 
the breasts and axilla showed a 20x14x13mm irregular taller than wider hyperechogenic lesion involving the 
left nipple-areolar complex and the retro areolar region in the subcutaneous plane. Multiple subcentrimetric 
non matted lymph nodes present on the same side. Right breast and axilla did not show any significant change 
or nodes. Breast Imaging Reporting and Data System (BIRADS) score V - highly suggestive of malignancy. 
Subsequent Trucut biopsy of the lesion showed invasive ductal carcinoma. In February 2022, the patient 
underwent modified radical mastectomy of the left breast (Figure 3). 
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Figure 3 - Gross Specimen of Left Breast Post Left Sided Modified Radical Mastectomy 

Histopathology showed an island of neoplastic cells with increased N:C ratio, hyperchromatic nuclei and 
nucleoli along with comedo  necrosis-invasive ductal carcinoma, with negative surgical margins and no nodal 
involvement. Immunohistochemistry (IHC) markers were estrogen receptor positive, hence the patient was 
started on Tamoxifen therapy and was followed up regularly. 

DISCUSSION 
The presentation of carcinoma of breast in men is similar to that of women. Approximately half the cases of 
breast carcinoma in men are diagnosed in the late stages of stage III or stage IV [1] ev though the total 
incidence is less than one percent of all malignancies in male [2]. The treatment and management is similar to 
that of women with breast carcinoma [3]. In general, the presentation ranges from a mass or lump in the 
breast, thickening of skin over the breast,dimpling, puckering or scaling over the skin. In adolescents and 
young males, the presentation of a lump can sometimes be  misdiagnosed for gynecomastia leading to delay in 
treatment thus this age is shown to have poor prognosis [4, 5]. 

In men, the age when breast cancer is generally diagnosed is approximately 63 to 65 years [6]. Similar studies 
of invasive male breast carcinoma were reported by Madeira M et al. [7] and by Nielsen and Jakobsen [8]. 
Although in most male breast carcinoma cases BRCA2 gene mutation was considered an important link, in 
some reports the role of  BRCA1 mutation was found to be as high as 20% [9, 10, 11]. Cirrhosis of liver, 
external trauma to testis and exogenous estrogen and certain conditions such as Klinefelters syndrome and 
Cowden’s syndrome are related to male breast carcinoma [12, 13]. In certain studies, gynaecomastia was 
present in up to forty percent of male breast carcinoma cases [14], though it was absent in our patient. 
Interestingly, it was found that there was more risk involved for men with respect to contralateral breast 
cancer spread as compared to women [15]. 

Progesterone receptors were found to be positive in 8 out of 10 MBC cases and estrogen receptors in 9 out of 
10 cases making it more common in MBC. Due to limitations of data, all treatment modalities for women 
were comparable and followed for men.In patients with MBC  responsive to endocrine therapy, Tamoxifen is 
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considered an outstanding option. Similarly in our case, IHC was ER positive, PR and HER2 negative hence 
the patient was advised Tamoxifen therapy. Due to limited existing knowledge regarding adjuvant 
chemotherapy, its role in overall survival is debatable [8]. In the case of younger males, cryopreservation of 
sperm is a good choice due to the uncertainty of period  infertility after chemotherapy [16]. Due to a lesser 
volume of breast tissue, in MBC modified radical mastectomy is preferred over breast conservation surgeries. 

Although there is a general delay in diagnosis of MBC the overall survival is similar for men and women with 
breast cancer. The survival outcome is determined by the tumor size and stage, its nodal status and metastasis, 
similar to women [17]. 

CONCLUSIONS 
Invasive ductal carcinoma, a subcategory of MBC, is extremely unusual in middle age.It generally occurs in 
the seventh decade of life. Genetic mutations are the most likely etiology studied so far. MBC ranging from 
young males to elderly can be mistaken and misunderstood easily which can result in delay in treatment.Thus, 
this unusual condition needs further studies for better understanding and prompt treatment. 
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