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Male breast cancer is rare and accounts for 1% 
of all malignant breast neoplasm cases.1,2 Male breast 
cancer has many differences from female breast can-
cer in terms of age of diagnosis, frequency of histo-
logical subtype and hormonal receptor expression 
frequency.3 Male breast cancer has a peak incidence 
at the age of 71 years in comparison to female breast 
cancer, which shows bimodal age frequency distri-
bution with a peak incidence at the age of 52 and 72 
years respectively.4,5 Oestrogen and progesterone re-
ceptor expression are higher in men (90% and 81%, 
respectively) than women (with 90% and 81% in men 
whereas 76% and 66.7%, respectively).4 Due to the 
absence of lobules in men, invasive lobular cancer is 
uncommon with an incidence of about 1%.6 

Several risk factors including genetic, hormonal, 
occupational and/or environmental exposure are as-
sociated with male breast cancer.1,2,7 Nearly 15% of 
male breast cancers are familial with BRCA2 is the 
strongest.5 Apart from that, gene mutation of andro-
gen receptor (AR), CHEK 2, and PTEN have been 
reported as well.5 Other associations of male breast 
cancer such as anti-androgen therapy in prostate can-
cer, liver cirrhosis, obesity, exposure exogenous es-
trogen and testicular trauma or abnormality which 
alter estrogen-testosterone ratio have increased the 
risk of developing breast cancer in men.7 Men with 
Klinefelter’s syndrome, which are associated with 
low testosterone level, carry a 50-fold increase in the 
risk of developing breast cancer and had contributed 
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ABS TRACT Male breast cancer is a rare disease and has contributed 
to <1% of all cancers in the male population. Delay in diagnosis is 
common, due to its rarity and lack of awareness of the disease among 
the male patient and physicians. Most cases were detected at an ad-
vanced stage and up to 30% of them were diagnosed with metastasis 
on the initial presentation. The authors presented a case of a 60-year-
old man who presented with seizure and right hemiparesis. In addi-
tion, he also has left breast mass for one year. Computed tomography 
of the brain showed a left frontal intra-axial brain lesion and biopsy 
of the breast lesion confirmed triple-negative invasive breast cancer. 
He was planned for whole-brain radiotherapy, however, he suc-
cumbed prior to the treatment. 
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ÖZET Erkeklerde meme kanseri nadir bir hastalıktır ve erkek nüfusta 
tüm kanserlerin %1’inden azına katkıda bulunur. Nadir görüldüğü için 
ve erkek hastalar ve doktorlar arasında farkındalık olmadığı için tanıda 
gecikme sıktır. Olguların çoğu ileri evrede tanı alır ve %30’u ilk olarak 
metastazla karşımıza çıkar. Yazarlar nöbet ve sağ hemiparezi ile baş-
vuran 60 yaşında bir erkek hastayı sunmuştur. Ayrıca, hastanın bir yıl-
dır sol memede kitlesi vardır. Beynin bilgisayarlı tomografisinde sol 
frontal intra-aksiyal beyin lezyonu saptanmış olup memedeki lezyonun 
biyopsisi sonucunda üçlü negatif invazif meme kanseri tanısı doğru-
lanmıştır. Tüm beyin radyoterapisi planlanmıştır ancak hasta tedaviye 
başlamadan önce hastalığa yenik düşmüştür. 
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FIGURE 1: Examination showing an anterior (A) and lateral (B) view of left breast lesion which measures 10x10 cm, without ulceration and satellite nodules.

to 3% of all male breast cancer cases.7 Prolonged ex-
posure to high ambient temperature may also lead to 
testicular failure and an increased risk of male breast 
cancer.7 Exposure to external radiation such as treat-
ment of Hodgkin disease had been identified as one 
of the risk factors also.5 

Subareolar mass is the most common clinical 
presentation and accounted for 80-95% of the cases. 
Skin ulceration and nipple discharge have been re-
ported in 45% and 10% of the cases respectively.1 
These symptoms are more common in males due to 
the unique male breast anatomy.5 Herein, we describe 
a 60-year-old man with left breast triple-negative in-
vasive ductal carcinoma who presented with seizure 
and right hemiparesis. 

 CASE REPORT 

A 60-year-old male smoker presented with 6 episodes 
of generalized tonic-clonic seizures, each lasted for 
5 minutes and self-aborted before admission. He also 
complained of progressive right-sided body weakness 
for the past 1 month and required some assistance in 
daily activities. On further questioning, he was 
learned to have a left breast swelling for a 1-year du-
ration which had been increasing in size for the past 
5 months (Figure 1). He also had a loss of appetite 
and loss of weight. There was no family history of 
breast cancer and other risk factors. 

Upon examination, his vital signs were normal. 
There was a left breast mass measuring 10 x 10 cm in 
size with irregular surface, hard in consistency, fixed 
to both underlying muscle and overlying skin. There 
was no axillary lymph node palpable. Neurological 
examination showed hypertonia and hyperreflexia 

over the right upper and lower limbs. Muscle power 
over the right upper and lower limb was 1/5. Babin-
ski sign was positive and clonus was present over his 
right lower limb. 

Trucut biopsy of his left breast lesion was con-
sistent with triple-negative invasive breast carcinoma. 
Contrast-enhanced computed tomography (CT) 
showed a left breast lesion with an erosion of adja-
cent ribs, intrathoracic extension, and distant metas-
tases to the adrenal gland, lungs, and spine (Figure 
2). A CT of the brain revealed left frontal intraaxial 
lesion measuring 1.6 x 2.3 x 1.6 cm with perilesional 
edema (Figure 3).  

He was initially offered surgical resection of the 
brain lesion but he refused and subsequently dis-
charged against medical advice. Two weeks later, he 
presented again with fever and another episode of 
seizures. He was admitted and treated as hospital-ac-
quired pneumonia. He became confused and was un-
able to obey a command. His general condition 
deteriorated further. Repeat brain CT showed wors-
ening of cerebral edema with a midline shift of 2 cm. 
He was then planned for whole-brain radiotherapy 
(WBRT). Unfortunately, he succumbed to his illness 
before radiotherapy was rendered. 

 DISCUSSION 

It has been reported that about 93% of the male breast 
cancers were diagnosed at an advanced stage, in 
which 30% were diagnosed with metastasis as the 
first presentation.1 This was probably because of a 
lack of awareness among men leading to the delay in 
seeking treatment. The reported common sites of 
metastasis in male breast cancer are bones (48.78%), 



lungs (29.26%), liver (17.07%), spine (30%) skin and 
pleura.1 Metastasis to the brain (11.8%) had been 
reported in the study conducted by Uslukaya et al.6 
Due to the anatomy of the male breast, skin in-
volvement is common.4 In this case, the patient had 
a breast lump for a few months, but he sought treat-
ment only after he developed seizures due to brain 
metastasis. 

Brain metastasis in breast cancer carries signif-
icant mortality and morbidity rates. Hence, a few 
prognosis scoring systems have been developed to 
predict overall survival for breast cancer patients 
with brain metastasis in order to prevent overtreat-
ment in poor prognosis patients and allowing more 
aggressive therapy to be chosen for the patient with 

a better prognosis.8 These scoring systems were 
breast-specific Graded Prognostic Assessment 
(Breast-GPA) which was developed by Sperduto et 
al. and modified-GPA which was used in a study 
conducted by Subbiah et al. Breast specific GPA 
consists of age (<60 years old or above), tumour 
subtype (basal, luminal A, HER 2, luminal B) and 
Karnofsky perfor-mance status, whereas in modi-
fied breast-GPA index which includes number of 
brain metastasis (>3 or 1-3) as the variable into 
breast specific GPA.9-11 

There are lacking reports on male breast cancer 
with brain metastasis. Therefore, the treatment of it is 
deemed reasonable based on the information of fe-
male breast cancer treatments.4,11,12 Treatment options 
for brain metastasis in breast cancer patients are sur-
gery, radiotherapy (WBRT or stereotactic radio-
surgery), systemic therapy or a combination.13 
Surgery is recommended in large (>3 cm) solitary 
brain lesions with surgically accessible location.8,14 
Surgical excision is able to reverse neurological 
deficit rapidly, provides tissue diagnosis and able to 
reduce the duration of steroid dependency as well.14 
Stereotactic radiosurgery is used in multiple metas-
tases.1-4 with a diameter of 3 cm or less or inoperable 
tumour (deep eloquent brain area).8,14 For a patient 
with poor prognosis or poor performance status and 
multiple metastases, WBRT remains the standard 
treatment to control symptoms and improve neuro-
logical deficit. WBRT has also been used in the treat-
ment of disease with leptomeningeal involvement. 
Systemic treatment includes chemotherapy, HER-2 
targeted therapy for HER-2 positive breast cancer and 
endocrine treatment for the hormonal receptor-posi-
tive disease.14 

In the aforementioned case, the excision of the 
brain tumour was planned initially as it is a solitary 
lesion with significant perilesional oedema causing 
the neurological deficit. Surgery could reduce cere-
bral oedema rapidly after tumour removal, improve 
his hemiparesis and reduce the frequency of seizure, 
thus improving the quality of life. However, his gen-
eral condition deteriorated on the second admission 
and his modified breast-GPA index was 0.5 (Karnof-
sky score 20, triple negative, 60 years old and 1 brain 
metastasis). The overall survival for a patient with a 
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FIGURE 2: Contrast enhanced CT of the thorax showing a lobulated, hete-
rogeneously enhancing mass occupying the whole left breast measuring 
11.1x4.7x9.2 cm with ribs erosion and intrathoracic extension.

FIGURE 3: Contrast enhanced CT of the brain at axial cut showing a space-
occupying lesion measuring 1.6x2.3x1.6 cm over the left precentral gyrus 
with perilesional edema.



Bee Chen LUA et al. Turkiye Klinikleri J Med Sci. 2020;40(3):382-6

385385385

modified breast GPA score 0-1 is 2.6 months.11 In 
view of his poor performance state and poor progno-
sis, WBRT was planned. 

Mastectomy with axillary lymph node dissec-
tion is the primary local regional treatment for male 
breast cancer. Sentinel lymph node has been ac-
cepted as one of the treatments for a patient with 
clinically negative axillary lymph node disease.2,13 
Axillary lymph node involvement is a strong pre-
dictor for the risk of local and distant recurrence.6 
The 5 years overall survival rate in negative lymph 
node disease is 100%, whereas the overall survival 
rate reduced to 79.9% in N1 disease, 66.7% in N2 
and 25% in N3 disease.3 Post-operative radiother-
apy  reduces the local recurrence rate. It is recom-
mended for a patient with skin or pectoralis muscle 
or areolar involvement, inadequate surgical margin 
and lymph node involvement.5 Adjuvant or neoad-
juvant systemic therapy such as chemotherapy with 
or without HER-2 targeted therapy can be consid-
ered in male breast cancer. Tamoxifen or GnRH 
analog with aromatase inhibitor is the option of ad-
juvant endocrine therapy in male breast cancer. The 
use of an aromatase inhibitor alone is not recom-
mended because of its inferior outcome.13 Tamox-
ifen has few side effects such as venous thrombosis, 
cataract, hot flush and sexual dysfunction.2 

The patient, in this case, had triple-negative 
stage IV breast cancer, treatment for him was 
chemotherapy. However, initiation of chemotherapy 
depends on the patient’s general condition. The over-
all prognosis in male breast cancer is worse than fe-
male breast cancer due to the old age of diagnosis, 
multiple comorbidities and extent of disease at diag-
nosis.3,5  

 CONCLUSION 

Awareness of male breast cancer among physicians 
and populations is important in order to detect and 
treat the disease at an early stage. Late presentation 
correlates with poor prognosis. Tumour subtype in 
breast cancer is an important prognostic parameter in 
brain metastasis patients and it guides the treatment 
options as well.  
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