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ABSTRACT

Male breast cancer represents <2 % of breast carcinomas, with invasive lobular carcinoma constituting <1% of all male breast cancer cases as
compared to females with 10-15% incidence .Invasive ductal carcinoma remains the most common subtype in both genders comprising 75-95% of
all cases. Though lobular breast cancer is second most common subtype seen in women, such cancers are extremely uncommon in men and its
related to lack of development of lobular and terminal duct epithelium in the male breast. Due to the paucity of this subtype, compounded by the
rarity of male breast cancer , current understanding of the pathogenesis of this disease is still uncertain. We report a case of 69 year old male who
presented with right breast lump, was diagnosed with Invasive lobular carcinoma. Histopathological study stated infiltrative neoplastic tumour
cells arranged in single file pattern. The tumour cells lack E-cadherin expression thus ultimate diagnosis was reached.
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INTRODUCTION

Breast cancer represents in order of frequency the first cancer
worldwide in females with 11.6% of total. Regarding mortality it
accounts for 6.6% worldwide (followed by lung cancer, colorectal
cancer, stomach & liver cancer).!" Carcinoma of male breast is
infrequent, accounts for less than 2% of all breast cancers and
constitutes <1% all malignancies in men.” Invasive ductal carcinoma
(IDC) of no special type is the most common type of male breast
carcinoma comprising 75-95% of all cases whereas lobular carcinoma
(LBC) is exceptionally rare to occur."”

This sex dependent discrepancy is presumed to be related to the
absence of lobular and terminal duct epithelium in males. Invasive
LBC of the male breast was first reported by Sanchez et alin 1986 in a
patient with Klinefelter syndrome.”’ According to the SEER
(Surveillance, Epidemiologic and End Result Program), mean age for
peak incidence is >50 years. Some of the risk factors found associated
with male breast cancer are age, familial history of first degree male or
female relative accounting to hyperestrogenism, obesity, Testicular
dystrophy, Exogeneous administration of hormones, radiation
exposure and genetic mutations (BRCA 2, CDH1 mutation,
Kleinfelter syndrome)."*” The main stay of and presentation in male
breast cancer is painless mass in the breast ,the skin may be ulcerated
nipple retraction is seen in majority of the cases."

Due to its extremely uncommon occurrence, we are greatly limited in
our understanding of the natural history of disease progression, clinical
presentation, best treatment management, and prognosis in men. Since
there are handful of lobular carcinoma cases in male breast in
published literature herein we would like to report case. The diagnostic
and therapeutic work-up doesn't differ from females. Mutli-
disciplinary endeavours are needed to establish the diagnosis
emphasising the main lay on the morphology

CASE REPORT

A 69 year old male patient presented with history of right breast lump
since 2-3 months with no other significant past and medical history.
General and systemic examination didn't reveal any findings however
on local examination a 2.5%2.5 cm firm nodule lesion was palpable in
retroareolar region of right breast. Mammography done outside stated
a suspicious lesion in right breast and outside reported cytology from
the representative area didn't reveal any necrosis, granuloma, atypical
cells.

The patient was then admitted and inhouse workup was done.
Hematological and Biochemical parameters were found within normal
limit. PET-CT imaging study was done and revealed heterogeneous
enhancing soft tissue lesion seen in nipple and retroareolar region

measuring 1.8%¥2.3 cm with FDG uptake. There was evidence of
surrounding skin thickening and retraction of nipple. Multiple right
axillary lymph nodes were seen largest measuring 1*1.2cm with FDG
uptake.

Trucut biopsy from the representative area was evaluated on
diagnostic frozen section that stated sheets of monotonous round cells
seen with extensive desmoplasia in the background suggesting
Lobular carcinoma. Subsequently Modified Radical Mastectomy
along with axillary tissue clearance was planned and conducted.
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Fig 1: A. Photomicrograph Of Tissue Specimens From Right
Breast Lesion Stained With Hematoxylin And Eosin Demonstrates
Discohesive Monomorphic Neoplastic Cells In A Single-file

Pattern. (Original Magnification 400x)
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Fig 1b. Immunohistochemical Stained Slide Demonstrates
Nuclear Er Positivity By Tumor Cells (Original Magnification
400x)

Histopathological study of the resected breast tissue revealed
Dyscohesive infiltrating tumour cells arranged in single files and
sheets depicting INDIAN FILE PATTERN with marked desmoplasia.
These tumor cells had variable-sized large nuclei containing
occasional nucleoli, and pale to slightly eosinophilic cytoplasm. No
tubule formation was noted. Tumour was reaching upto overlying skin
in nipple areola region. Multiple lymph nodes showed metastatic
carcinoma along with perinodal spread. Both lymphovascular and
perineural invasion were seen and it was categorized as pT2N3 post
operatively (CAP Protocol, Breast cancer, February 2020).

Immunohistochemically, the neoplastic cells lacked E-cadherin and
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HER-2 NEU expression. Both Estrogen and progesterone receptors
were expressed in tumor cells with labeling index 90 %, 3+ for each.
According to this an ultimate diagnosis of Invasive LBC was made ina
male.
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Fig 1 C. Immunohistochemical Stained Slide Depicts Nuclear Pr
Positivity By Tumor Cells (Original Magnification 400x)
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Fig 1 D. Immunohistochemical Stained Slide Depicts Negative E-
cadherin Cytoplasmic Staining By Tumor Cells. (Original
Magnification 400x)

DISCUSSION

The histological picture of carcinoma of the male and female breast is
similar with the exception that male breast lacks lobules and acini,
lobular or small-cell carcinoma is an absolute rarity. Similar to other
cases in literature we also found in our case dyscohesive small round
cells arranged in INDIAN FILE PATTERN.""" There are handful of
cases reported in literature which shows invasive LBC as etiology.
Invasive LBC of the male breast was first reported by Sanchez et al"in
1986 in a patient with Klinefelter syndrome. Scheidbah et al in 1999"
reported LBC in 85 year old man.

The predisposing factors for male breast cancer are mostly unknown.
The majority of male breast patients present with a palpable mass
and/or visible nipple changes, with median age at diagnosis in 6th
decade."""” Numerous causative factors have been illustrated, such as
genetic mutation BRCA2, and conditions in association with
hormonal imbalance of estrogen and testosterone. Certain
medications, such as cimetidine'"” are hypothesized to raise the risk for
male breast cancer via an estrogenic mechanism. Other risk factors are
undescended testes, congenital inguinal hernia, orchiectomy, orchitis,
testicular injury, infertility and Klinefelters syndrome."*""¥ BRCA2
mutation is more frequent than BRCA1 mutation, have been found in
4-40% of male breast cancer cases."”

The most common invasive subtypes of breast cancer in men are IDC
ofno special type (85% of all tumours) and papillary carcinoma (5% of
all tumours)."" Invasive LBC is extremely rare in men , histological
appearance of dyscohesive cells infiltrating breast parenchyma, either
individually dispersed or arranged in indian file pattern, and IHC
based negativity for e-cadherin, are reliable diagnostic criteria. As in
postmenopausal women, breast cancer in men is most commonly
positive for hormone receptors."”

Screening mammography in male breast cancer is not advisable due to
the low incidence of this disease entity. Mammography is the foremost
imaging method for a clinically suspicious mass, followed by
ultrasound (USG) and other techniques like MRI. Mammographic
features show a spiculated mass or area of architectural distortion, with
a minority of cases displaying an asymmetric density. Features
indicative for malignancy include eccentricity to the nipple,
speculation and microcalcifications. On the other hand, ultrasound
may show an irregular mass with a hypoechoic or heterogeneous
echotexture. In a fraction of cases, the tumour appear as a well-
circumscribed mass or an isolated shadow without a mass, or could be
unaccountable sonographically. "'

Treatment guidelines for male breast cancer are not well established.
However, the National Comprehensive Cancer Network states that

mastectomy with sentinel lymph node biopsy or axillary lymph node
dissection is recommended for surgical treatment in men, preferable to
breast conservation with radiation therapy. Adjuvant Chemotherapy
and hormone therapy may be used depending on tumor
characteristics.”” Anderson et al. conducted retrospective study and
propose that the tumor biology of male breast cancer is more similar to
that of postmenopausal women rather than premenopausal women,
breast cancers in men and postmenopausal women were more likely to
have lower histological grade and positive hormone expression
compared to those in premenopausal women. Several key differences
between breast cancer in men and women exist, including late
presentation, increased tumor size, positive nodal status and lower
incidence of Invasive LBC in men.”"*”

CONCLUSION

Incidence of male breast cancer is less, however it is necessary that
clinically it is suspected early when men present with suspicious
findings, such as any palpable lump in the breast or axillary regions,
bloody nipple discharge or nipple retraction/skin discoloration.
Routine screening for male with strong family history should be
emphasized. With major global burden of breast cancer it still remains
a largely treatable disease in both men and women but early detection
and awareness remains a major factor.
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