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ABSTRACT

Background: Breast cancer is one of the most common malignancy among women but it is not common in men.
Male breast cancer (MBC) is a rare disease and accounts for ~1% of all cancers in men. There is lack of data related
to MBC. The objective was to study the clinic-pathological characteristics and outcome of MBC patients at this
institute.

Methods: It is a retrospective study. Author analyzed clinico-pathological factors, management and follow up details
of all patients with MBC from 2012 to 2018 at the cancer centre.

Results: Total 20 patients were included in the study. No risk factor identified in any patient. The median age at
diagnosis was 57.5 years. Most common location was central quadrant. Most common stage at presentation was stage
3. Fifteen patients underwent upfront surgery while neoadjuvant chemotherapy was given to two patients. One patient
had complete pathological response (cPR). The median follow up was 24 months (4-60 months). Three patients
developed local recurrence (3 chest wall and 1 axilla). Two patients developed distant metastasis (lung, liver and
bone). Actual overall survival rate at 5 years was 67.5% with median disease-free survival was 55%.

Conclusions: Multicentric trials are necessary to understand the predictive and prognostic markers and to improve the

outcome in male breast cancer.
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INTRODUCTION

Breast cancer is one of the most common malignancy
among women, but it is not common in men. MBC is a
rare disease and accounts for ~1% of all cancers in men."
However, in the past 25 years, an increased incidence is
seen.? The incidence of MBC is higher in North America
and Europe as compared with other Asian countries.® The
highest overall

rates adjusted for age occur in Israel (1.08 per 100,000
person-years), while the rates are the lowest in Southeast
Asia, particularly in Thailand (0.14 per 100000 person-
years) Because of the rarity of the disease most of the
information is available in the form of case series and
case reports.* Pre- disposing factors for MBC include
family history (in the first degree relative), hormones

(high estrogen and prolactin levels), radiation exposure,
diseases associated with hyperestrogenemia like cirrhosis
of the liver and genetic syndromes, such as Klinefelter
disease.® About 90% of MBC are estrogen receptor (ER)
positive and triple negative tumors are rare. Objectives
were to study the clinic-pathological characteristics and
outcome of MBC patients at the institute

METHODS

It is a retrospective study. Author analyzed clinico-
pathological, management and follow up details of all
patients with MBC from 2012 to 2018 at cancer centre.
Kaplan-Meier survival analysis was used to find out
overall survival (OS) and disease-free survival (DFS),
and log-rank test was used to calculate p value. The
analysis was done using the Statistical Package for Social
Sciences 21.0 (SPSS Version 21.0). Overall survival (OS)
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was defined as the time period between diagnosis and
death from any cause. Disease free survival (DFS) (only
for non- metastatic patients) was defined as the time
period from diagnosis to the occurrence of relapse.

RESULTS
Total 20 patients were included in the study. No risk

factor identified in any patient. Clinicopathological
details are depicted in (Table 1). The median age at

diagnosis was 57.5 years (range:) Most common location
was central quadrant (12/20), followed by upper outer
quadrant (4/20). Most common presentation was lump
(16/20) followed by ulcer (4/20). The median clinical
tumor size was 3.5 cm. Most common stage at
presentation was stage 3. Stage shown in Table 1 is
pathological except for metastatic tumors for which
clinical staging was used. Three patients presented with
metastatic disease, (15%) ER, PR and HER2/neu
positivity rate was 75%, 50% and 35%, respectively.

Table 1: Clinicopathological factors.

Variable Results

Median age at diagnosis (years) 57.5 (30-76)
Risk factor -
Comorbidities

Diabetes 3
Hypertension 4
Coronary artery disease 1
Laterality

Right 8 (40%)
Left 12 (60%)
Symptoms

Lump 16 (80%)
Ulcer 4 (20%)
Duration of symptoms (mean) 7.9 months
Quadrant involved

Central 12 (60%)
Upper outer 4 (20%)
Lower outer 3 (15%)
Upper inner 1 (5%)
Tumor size (median) 3.5cm

T stage (n=20)

T1 2

T2 4

T3 3

T4 10

TX 1

N stage

NO 5

N1 9

N2 4

N3 2

Stage 1 2

Stage 2 5

Stage 3 10

Stage 4 3
Histology

Infiltrating Ductal Carcinoma (IDC) 18
Mucinous carcinoma 1
Apocrine carcinoma 1

Grade of tumor

Grade 1 3

Grade 2 10

Grade 3 7
Lymphovascular emboli (LVE) 5
Perineural invasion (PNI) 4

Continued.
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Hormone profile
ER + 15 (75%)
PR + 10 (50%)
Her 2 neu + 7 (35%)
TNBC 4 (20%)
Table 2: Treatment related factors. Neoadjuvant chemotherapy (NACT) was given to two
patients. One patient had complete pathological response
(cPR). Adjuvant chemotherapy, radiotherapy and
Initial treatment = hormonal therapy were received by 13 (76.5%),12
Upfront surgery 15 (70.6%) and 13 (76.5%) patients respectively (Table 2).
II;I:I\I(i:;t-ive chemotherapy é The medign follows up was 24 months (4-60 months).
Type of surgery (n=17) Three patients develop_ed local recurrence (3 chest Wa_II
yp gery 0 and 1 axilla). Two patients developed distant metastasis
MRM 15 (88.2%) (lung, liver and bone). Total 4 patients expired during the
BCS 2 (11.8%) follow up (2 with metastatic cancer at initial
Adj uvant treatment presentation).
Chemotherapy (CT) 13
Radiotherapy (RT) 12 Actuarial OS at 5 years was 67.5% with median DFS was
Hormonal therapy (HT) 13 55%. Hormone receptor (HR) negative status and higher
Lymph nodes harvested (mean) 15.17 stage at the time of diagnosis were associated with poor

All patients without metastatic disease (17/20) underwent
definite treatment with curative intention. Fifteen patients
underwent modified radical mastectomy (MRM) while
breast conservation surgery (BCS) was done in two
patients. Fifteen patients underwent upfront surgery while

OS (<0.05). OS rate at 3 years was 100%, 100%, 66.25%
and 0% in Stage I, Stage Il, Stage Il and Stage IV
respectively (log rank test, p <0.05). Node positive
patients have lower survival, but it was not significant
(Figure 1). The DFS was not significantly associated with
nodal status, hormonal status and stage of the disease.
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Figure 1: (A) Overall survival (OS); (B) OS in relation to stage; (C) OS in relation to hormone status;
(D) OS in relation to nodal status; (E) disease free survival (DFS).
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DISCUSSION

Approximately 15%-20% of men with breast cancer
report a family history of breast or ovarian cancer. It is
estimated that approximately 10% of men with breast
cancer have a genetic predisposition, and BRCAZ2 is the
most clearly associated gene mutation.®® In this study no
family history was found. Men with a family history of
breast cancer in a female relative have 2.5 times the odds
of developing breast cancer.’ Prior radiation as in case of
mantle field for Hodgkin lymphoma also increases the
risk of a subsequent breast cancer.’® Alcohol use, liver
disease, obesity, electromagnetic field radiation, and diet
have all been proposed as risk factors, but findings have
been inconsistent across studies.**™**

Review of surveillance, epidemiology and end result
(SEER) data indicate a rise in the incidence of MBC,
from 1.0/100,000 men in the late 1970s to 1.2/100,000
men from 2000 to 2004."® This study showed that the
median age of MBC diagnosis is 57.5 years (range:
28- 80 years), which is 10 years earlier than other
studies.’®*" Analysis from the SEER cancer registry show
that 93.7% of MBCs are ductal or unclassified
carcinomas and only 1.5% are lobular.*®

Invasive ductal carcinoma was the most common
histological subtype in this study and rest were apocrine
and mucinous carcinoma. Approximately, 90% of MBCs
express the ER, 81% express the PR and 2- 15% over
express HER2/neu.'* In this study, ER positivity rate of
78%, PR positivity rate of 75% and HER2 positivity rate
of 28%.

Staging of MBC is the same as that in women using the
TNM system.?” The most important

prognostic indicators are stage at diagnosis and lymph
node status. MBC most commonly develops in the central
retro-areolar/nipple area which has the greatest lymphatic
drainage in the breast. In this study also the most
common location was central quadrant. Since 1970,
radical mastectomies have been replaced with the MRM
Thus, the MRM is the standard treatment for MBC at
present.”?® A total of 17 patients underwent surgery at
the center; one of them had lumpectomy at private sector
and completion MRM was done at the centre. MRM was
the most common procedure at the institute. BCS was
done in two patients (11.8%). In this study, hormone
receptor status and stage of tumor were the main
prognostic factors.

On reviewing the literature, it was found that most of the
articles on MBC are review articles, case series and case
reports. It is because of the rarity of the disease. The main
limitation of this study was the less number of patients as
with other studies.

CONCLUSION

In this study, the patients had a longer time to
presentation and advanced disease at presentation. Stage
and hormone receptor status were main prognostic factors
in this study. Multicentric trials are necessary to
understand the predictive and prognostic markers and to
improve the outcome.
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