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CASE REPORT

Invasive intracystic papillary carcinoma of the male
breast: A case report of a 79 year male with advanced
breast cancer at presentation
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ABSTRACT

Published data on male breast cancers (MBCs) are scare in Ghana. We report a case of breast cancer in a 79-year old man, who
presented at the Tamale Teaching surgical unit with a clinically advanced stage of the disease. He had modified mastectomy and
an invasive intracystic papillary cancer was diagnosed histologically. Immunohistochemically, this tumour was ER+/PR+ /HER2-
However, hormonal therapy could not be started, for the 79-year old before he died in the third week after being discharge from
the hospital.
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1. INTRODUCTION
Carcinoma of the male breast (MBC) is a relatively rare
disease world-wide.[1–7] For instance in 2003, it accounted
for 1% of all male cancers in the United States of America
(USA).[2] In contrast to the increasing incidence of female
breast cancer (FBC), the incidence of BC in men has re-
mained stable over the past years.[3] Very little data exist
in Ghana on male breast cancer.[8, 9] Therefore; issues con-
cerning MBC are under discussed worldwide compared to
daily discussions and efforts to control FBC. The earliest
reference to MBC dates from 3000–2500 BCE, on an Egyp-
tian papyrus,[10] and the first clinical report was by John of
Arderne[11] in the 14th century. The incidence of MBC is
higher in the USA, UK and parts of Africa, but and is lower
in Finland and Japan.[12] The reasons for the high incidence

of MBC in parts of Africa is unclear but could be explained
by an increased incidence of liver disease (a known risk
factor for male BC) in these countries.[12]

The median age of diagnosis of MBC is 68 years (range:
5–93 years), approximately 5–10 years later than in
women.[11, 13] The incidence increases with age and the bi-
modal age distribution seen in women is absent in men.[13]

The most common clinical presentation of male breast cancer
is a painless subareolar mass.[14]

There are very few previous publications of MBCs in Ghana
and these were based on core needle biopsies with little in-
formation on the prognostic factors. We report a case of
an advanced breast cancer in a 79-year old man that was
diagnosed in a modified radical mastectomy specimen.
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2. CASE REPORT
2.1 History
A 79-year-old man presented to the Surgical out-patients unit
of the the Tamale Teaching Hospital with slow growing left
breast lump. The lump started as a soft small swelling which
later became large and ulcerated. He denied any herbal treat-
ment. He noticed the lumps years ago, a first excision was
done but he cannot remember the date, but admitted that no
histopatholgical studies were conducted. He lives in Wurshe,
a suburb of the Tamale Metropolis in the northern region of
Ghana. He has no identifiable risk factors.

On examination the lump was ill-defined, measures 12.0cm
in its widest dimension, ulcerated, bleeds easily, fixed to
the chest wall and the skin (Clinically). The axillary lymph
nodes were enlarged and matted together.

Initial diagnostic core needle biopsy performed was reported
by the pathologist as an invasive papillary carcinoma of the

breast. Following this, he had a toilet mastectomy. At surgery
the tumour was found to have infiltrated the pectoraris mus-
cle, so some muscle fibres were resected to gather with the
tumour. Skin closure was difficult, so a skin grafting was
performed.

2.2 Histopathology
Macroscopy: We received mastectomy specimen measuring
14.0 cm × 8.0 cm × 3.5 cm with 2 attached sutures that were
not identified (Laterality). The skin measures 14.0 cm and
showed three ulcerated nodular areas (see Figure 1). No at-
tached axillary tail. Slicing the breast reveals a solid tumour
with cystic components. The tumour spans the entire breast
with involvement of the deep resection margin. The cysts
contain greenish gelatinous semi-solid material. The solid
component is nodular and cream coloured with projection
into the cystic cavities. There were areas of haemorrhages
(see Figure 1).

Figure 1. Sections of male mastectomy specimen showing tumour with solid and cystic areas with haemorrhages. The deep
resection marging is involved by the tumour

Microscopy: Sections of representative portions of the mas-
tectomy specimen show an ulcerated malignant tumour with
solid and cystic components. The solid component is com-
posed of a complex papillary lesion with projections into
the cystic cavities (see Figure 2). The fibrovascular cores
are lined by moderately pleomorphic cells with nuclei over-

lapping nuclei. The lesion involves the skin, the lateral and
medial margins, as well as and the deep (skeletal muscle)
resection margin. There was a single positive intra-mammary
lymph node at the lateral margin. So the diagnosis of inva-
sive intracystic papillary carcinoma,; pT4bN1Mx, with skin
infiltration was made.
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Figure 2. H&E section of a male breast showing papillary pattern of growth at x10 and x40

Immunohistochemical studies: We performed immunohis-
tochemical staining to determine the expression of steroid
hormone receptors according to J-score and Hercep TestTM
(DACO Corporation, Carpinteria, California, USA) to deter-

mine the expression of human epidermal growth factor. As
shown in the Figures 3-5 and table in Table 1, the tumour
was hormonal positive (ER+, PR+/HER2-).

Figure 3. Male breast showing estrogen receptor (ER) positive staining at x10 and x40

Figure 4. Male breast showing progesterone receptor (PR) positive staining at x4 and x40

Figure 5. Male breast showing lack of HER2 expression by tumour cells at x4 and x40
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Table 1. Immunohistochemistry result
 

 

 

% Tumour 

Score 

Intensity score of 

staining 

Membrane 

staining 

Total 

Score

IHC 

Result 

ER < 1% (1) Strong staining (3)        - 4 Positive 

PR < 1% (1) 
Moderate staining 

(2) 
     - 3 Positive 

HER        -         - 0 0 Negative

 

DISCHARGE: He was discharge on post-operative day 7th.
He however died on the third week after he was discharge
from the hospital and thus the hormone therapy was not
started.

3. DISCUSSION

The global burden of male breast cancer has generally been
estimated to be low and hence an uncommon disease.[1–5]

For instance, Anderson et al., (2005) reported the incidence
of male breast cancer to be 1 per 1,00,000 per annum glob-
ally.[5] Invasive papillary carcinoma of the male breast, a
histological subtype is also reported to be uncommon, more
so the intracystic variant, which reported in this current case
report, is found to be extremely uncommon with only a few
cases reported in the available literature globally.[6, 7]

The reported incidence of male breast cancer in Africa is
similarly very low and these are mostly from core needle
biopsy specimens compared to female breast cancer.[1, 5] The
incidence of the disease is relatively low in the developing
countries compared to the developed countries such as the
UK and the USA.[2, 3, 5] The low incidence in Africa may be
due to under reporting. Thus an accurate diagnosis of this
subtype is essential.

There are two previous studies in Ghana on male breast
cancer, but none reported invasive papillary cancer as a his-
tological subtype of male breast cancer.[8, 9] For instance,
Akosa et al., (2005) study at the Korle-Bu teaching hospital
in Accra, the largest referral hospital in Ghana, had no single
case of invasive papillary male cancer was identified. There
were (77.8%) invasive ductal carcinomas with 11.1% each of
invasive lobular and mucinous carcinomas respectively. This
further supports the fact that, this subtype of male breast is
extremely rare in our country Ghana.

The 79 years old man presented in this current case report
was diagnosed histologically with invasive intracystic papil-
lary carcinoma of the breast. Male breast cancers are com-
monly diagnosed in the elderly (Mean age of 68 years) and
the incidence has been found to increase with advancing
age. His age was thus a risk factor for his disease.[10–13]

He presented with a large ulcerated left breast lump (12.0
cm) of many years duration and this was found clinically
to be attached to the left anterior chest wall with enlarged

axillary lymph nodes. The commonest clinical presentation
of male breast cancer is a palpable lump,[8] as in this case,
but the size of his tumour although within the range of values
(0.5–12.5 cm) found in the literature[11–13] was very large
for this elderly male and this may have to do with long du-
ration of the disease before final diagnosis. Furthermore,
the large tumour size, ulceration, fixation to anterior chest
wall with difficulties encountered in separating the breast
tissue from the skeletal muscles, and the palpable axillary
lymph nodes in the current case report were all features of a
clinically advanced and neglected disease, judging from the
normal size of a non-neoplastic male breast. These findings
however, are similar to the advanced presentation of female
breast cancer in Ghanaian women.[14] The duration at pre-
sentation of this case was very late (years), judging from
the fact the initial lesion was excised sometime in the past
without histopathological examination. Late presentation of
malignant tumours in Ghana, particularly the FBC has been
reported decades ago,[15] for which several reasons have been
attributed.[16, 17] For instance, Ohene et al.,[11] study on the
spectrum of complaints presented at a specialist breast clinic
in Kumasi Ghana identified the painless nature of BC and
the fact that the disease may disappears as the major reasons
for the late presentation. Again, Clegg-Lamptey et al.,[17] in
their study on presentation of BC in Ghanaian women identi-
fied bad experience from previous medical consultation and
ignorance about the disease; going to prayer camps and the
use of herbal treatments by the women as the major similarly
have accounted for the advanced presentation of the breast
cancer in this case report. The location of BC in this current
case was on the left breast, similar to other publications.[18]

Several risk factors have been identified in the published
literatures that are implication in the pathogenesis of MBC.
These include; hormonal receptor mutation, testicular ab-
normalities, liver disease, benign breast diseases, drugs and
environmental factors.[19, 20] Identifiable risk factors were
lacking in this current case report, except the advanced age
at diagnosed.

Histologically, the tumour was diagnosed as invasive intracys-
tic papillary carcinoma with nodal involvement and positive
tumour margins. The tumour was also found by immunohis-
tochemical studies to be ER+/PR+/HER2-. Nodal involve-
ment by malignant tumour and the presence of positive tu-
mour margins are indicators of systemic disease, recurrence
after surgery and treatment failure.[21–23] The immunohisto-
chemical profile of this case is in keeping with a previous
study conducted at the Korle-Bu teaching Accra Ghana on
MBCs.[9, 24] The breast cancer by pathological staging was
of a high stage (pT4bN1M), in keeping with reports on male
breast cancer.[25, 26]
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Markers of poor prognosis in male breast cancer have been
reported decades ago to include: large size of the primary
tumour, high histological grade and stage, and hormone re-
ceptor status.[25, 26] The others are the advanced age of patient
at diagnosis, late stage at presentation with skin ulceration
and inflammation leading to increased lymphatic flow tumour
spread.[25, 26] Furthermore, the innate difference in biological
aggressiveness of the male tumour has also be attributed to
the proximity to the chest wall, with shorter lymphatics drain-
ing into the internal mammary nodes, thus allowing rapid
dissemination of tumour.[27]

Our patient has most of these poor prognostic indica-
tors.[22–28] For instance, he was 79-years with large tumour
size, skin ulceration, fixation to the anterior chest wall with
high pathological stage at diagnosis and hence the poor out-
come (death) in this case.

3.1 Conclusion

MBCs are uncommon, but may presents very late with ad-
vanced clinical features suggestive of a neglected disease as
in this case. The advanced stage of presentation of MBC
may be attributed to lack of information on the disease, low
perception of its existence by clinicians and the availability
and accessibility of alternative medicine that prevent seeking
orthodox medicine. Educational campaign and awareness
creation on the existence of MBC at all levels of education
and social gathering on self-breast examination, early re-
porting of detected abnormalities and early and appropriate
management are required to reduce the morbidity and mor-
tality associated with the disease.

3.2 Limitations
(1) Patient should have had six cycles neoadjuvant chemother-
apy but this was not possible because the hospital had ran
out of the chemotherapy drugs.

(2) Patient had skin graft immediately after surgery for a
tumour that was incompletely excised.

(3) Patient could not be followed-up because he died in the
third post-operative week.

3.3 Recommendations
(1) Health education on the occurrence of male breast cancer,
the risk factors should be in-cooperated into the ongoing
female breast cancer campaign.

(2) Males should be encouraged to do self-breast examination
and report any abnormality to a health facility for diagnosis
and appropriate management.

(3) Patients and patient relatives should be education on the
need for early reporting btreast abnormalities.

(4) The importance of histopathological examination of tis-
sues/lumps surgically remlove from patients should be care-
fully explained to clinicians, patients and their relatives.
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