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1 | INTRODUCTION

We report an unusual finding of ductal carcinoma in situ
(DCIS) within a cystic lesion in a black man highlighting the
need for adequate workup, and timely follow-up for men with
breast/chest wall masses given the lack of screening in this
population. Furthermore, we will explore how race contrib-
utes to prognosis and health outcomes.

Breast cancer in men is rare accounting for <1% of all
breast cancers in the United States.' Given the rarity of this
disease, there are significant knowledge gaps pertaining to
the management of breast cancer in men, and even more so
when assessing the impact of race and other health dispari-
ties. The literature as it stands today consists only of small,
single-institution retrospective case series and many of the
clinical decisions regarding the management of breast can-
cer in men are not derived from randomized clinical trials
but rather are interpolated from breast studies in women.*
This poses a challenge as it has been noted that the presenta-
tion amongst men and women differ significantly with men

Ductal carcinoma in situ (DCIS) in males is rare, and there are limited data aimed
at understanding the adequate workup, imaging, and follow-up for men who present
with breast masses. Attention should be given to black men who have a higher cancer

risk and worse prognosis than white male counterparts.
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presenting at an older age, with an average of 67 years com-
pared to 62 years in women, more advanced stage, and lower
overall survival.’ The known risk factors associated with
male breast cancer include family history of breast cancer,
black or African ancestry, radiation exposure, predisposition
to germline genetic mutation, and hypoestrogenism.5 Here,
we report an unusual finding of DCIS within a cystic lesion
in an elderly black man with a delay in diagnosis. This case
highlights the need for adequate workup with diagnostic im-
aging and timely follow-up for men with breast/chest wall
masses to rule out a malignancy given the lack of screening
in this population. Furthermore, we will explore how race
contributes to prognosis and health outcomes.

2 | CASE DESCRIPTION

A 7l-year-old African American/black male presented with
a self-palpated left retroareolar breast mass. This was evalu-
ated with a bilateral diagnostic mammogram and left breast
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ultrasound demonstrating a complex cystic and solid mass.
Biopsy of the solid component of the mass was performed
along with cytologic evaluation of the fluid showing benign
fibroadipose tissue, without malignant cells identified. After
the procedure the mass reduces in size and the patient is lost
to follow-up until 5 years later when he again complains of
an enlarging left breast mass.

Subsequent repeat bilateral diagnostic mammogram
demonstrated an oval circumscribed hyperdense 4.5 cm mass
with an associated U-shaped biopsy clip (from prior biopsy
with benign pathology) at the lateral margin of the palpable
mass. Ultrasound demonstrated a cystic structure containing
dependent and mobile debris measuring 5.1 X 2.9 X 4.5 cm
(Figures 1 and 2). A core needle biopsy was again performed
showing atypical ductal hyperplasia involving a cystically di-
lated duct (Figures 3 and 4).

He was referred for surgical consultation where on exam
there was a ~5 cm well circumscribed, mobile, retroareo-
lar mass without associated skin changes. He was recom-
mended to have a left breast excision which was performed
through an inframammary incision, the lesion was excised
intact. Pathology revealed intermediate grade DCIS pattern
(Figure 5). The surgical margin was negative, but with mul-
tiple close margins (<1 mm). Biomarker studies showed the
DCIS was positive for estrogen receptor (95%, strong inten-
sity), and progesterone receptor (95%, strong intensity). Given
the close margins the patient was recommended to have a re-
excision which he declined. He was referred for radiation and
completed whole breast external beam irradiation. Endocrine

FIGURE 1
circumscribed hyperdense mass measuring approximately 4.5 cm, with

Diagnostic mammogram demonstrating an oval

previous biopsy clip in the area of palpable concern

therapy was also discussed and recommended which he also
declined.

The patient was last seen for six clinical follow-up and
remains without evidence of clinical or radiographic disease
benign 1 year after treatment.

3 | DISCUSSION
The majority of breast cancers diagnosed in men are classi-
fied as an infiltrating ductal carcinoma type.] The incidence
of ductal carcinoma in situ in women has increased primarily
due to screening, however, due to the fact that men do not
routinely screen for breast cancer the incidence of DCIS is
very rare. The majority of men only obtain a mammography
when symptoms arise. Most male DCIS will be diagnosed
after clinical findings develop yet, the time elapsing from
the appearance of symptoms until the diagnosis of DCIS of
the male breast can be as long as 20 years.6 Similar to the
patient in this case, the most common presentation of male
breast cancer is a unilateral, palpable, and painless subareolar
mass. On physical exam a male may present with a nodular
subareolar cystic lesion associated with serosanguinous nip-
ple discharge and additional gynecomastia.1 Although sub-
areolar cancers are common in men, they still are considered
more difficult to diagnose and often missed on mammogra-
phy and ultrasound.® Additionally, morphologically, DCIS
in the male breast displays different than women with most
common type being the intraductal papillary type and 43% of
men with DCIS are of intermediate grade. High grade lesions
are rare.’

The treatment of choice for males with DCIS is mastec-
tomy and has been reported to be curative course of treat-
ment in virtually 99% of DCIS cases.! However, it has been

FIGURE 2 Diagnostic US at the area of palpable concern,
demonstrates a large cystic mass with some irregularity of the
anterior wall with some solid appearing areas along the wall that are
nondependent
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FIGURE 3 Scanning magnification (20x) from the breast core
needle biopsy specimen showing cystically dilated duct
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FIGURE 4 Medium power (200x) view from the breast core
needle biopsy specimen shows the cystically dilated duct is focally
lined by a proliferation of atypical ductal epithelial cells with
micropapillary growth pattern (atypical ductal hyperplasia)

demonstrated that men can undergo lumpectomy with radia-
tion therapy over mastectomy and some male patients actually
demand breast conserving surgery.7’8 In addition, endocrine
therapy is often recommended for patients presenting ER+ or
PR+ but similar to the patient presented in this case, there are
high rates of men refusing endocrine therapy. For example, in
a study investigating side effects of adjuvant tamoxifen treat-
ment, 63% of male breast cancer cases complained of one or
more side effects indicating low compliance with endocrine
therapy.® In regard to management of disease, it is important
to consider the genetic risk associated with male breast can-
cer. BRCA2 mutations account for up to 14% of breast care
cases in men and it is recommended that all male breast can-
cer patients should be tested for genetic mutations.'*!!
Lastly, it is important to consider how racial disparities
are associated with breast cancer in men. Studies have shown
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FIGURE 5 Medium power (200x) view from the breast excision
showing intermediate nuclear grade DCIS with solid and focal
cribriform pattern

that black men were more likely to present with advanced-
stage disease, larger sized and poorly differentiated tumor,
and positive lymph nodes compared with white men.* Black
men had a greater than three-fold increased risk of dying as a
result of their breast cancer compared to non-Black patients.4
In female breast cancer, racial disparities have been attributed
to advanced stage at diagnosis, negative HR status, higher
tumor grade, and other socioeconomic factors. It is possible

these factors also contribute to the reduced survival in black
24,12,13
men.

4 | CONCLUSION

Ductal carcinoma in situ is rare in men and the lack of stand-
ardized diagnostic procedures and evidence-based treatment
guidelines may contribute to poorer outcomes compared to
women. The research is limited, and a lack of randomized
control trials cannot inform standard of care. The manage-
ment and the overall outcome of male breast cancer can be
improved through early detection screening, genetic coun-
seling, and high-quality treatment.’ These changes may
help to guide challenging decisions and cases of male breast
cancer.

ACKNOWLEDGMENT
Published with written consent of the patient.

CONFLICT OF INTEREST
None declared.

AUTHOR CONTRIBUTION

All authors made substantial contribution to the preparation
of this manuscript and approved the final version for submis-
sion. BO: conceptualization, contributed clinical summary.



4of4 .
linical R
_I_Wl _E Y—Clinical Case Reports _

NDUMELE ET AL.

AN: literature search and drafted the initial version of the
manuscript. AK: provided diagnostic imaging. GT: provided
the pathologic images. AN, AK, GT, SO, BO: reviewed and
edited the manuscript for critically important intellectual
content.

ETHICAL APPROVAL
Written informed consent for publication was obtained.

DATA AVAILABILITY STATEMENT
Data sharing is not applicable to this article as no new data
were created or analyzed.

ORCID
Bridget A. Oppong "= https://orcid.
org/0000-0002-1696-4491

REFERENCES

1. Pappo I, Wasserman I, Halevy A. Ductal carcinoma in situ of the
breast in men: a review. Clin Breast Cancer. 2005;6(4):310-314.
https://doi.org/10.3816/CBC.2005.n.033

2. Ellington TD, Henley SJ, Wilson RJ, Miller JW. Breast can-
cer survival among males by race, ethnicity, age, geographic re-
gion, and stage — United States, 2007-2016. Morb Mortal Wkly
Rep.  2020;69(41):1481-1484.  https://doi.org/10.15585/mmwr.
mm6941a2

3. Miao H, Verkooijen HM, Chia K-S, et al. Incidence and out-
come of male breast cancer: an international population-based
study. J Clin Oncol. 2011;29:4381-4386. https://doi.org/10.1200/
JCO.2011.36.8902

4. Crew KD, Neugut Al, Wang X, et al. Racial disparities in treatment
and survival of male breast cancer. J Clin Oncol. 2007;25:1089-
1098. https://doi.org/10.1200/JC0O.2006.09.1710

5. Hassett MJ, Somerfield MR, Baker ER, et al. Management of male
breast cancer: ASCO guideline. J Clin Oncol. 2020;38:1849-1863.
https://doi.org/10.1200/JC0O.19.03120

6. Hittmair AP, Lininger RA, Tavassoli FA. Ductal carcinoma in situ
(DCIS) in the male breast: a morphologic study of 84 cases of pure
DCIS and 30 cases of DCIS associated with invasive carcinoma—a

10.

11.

12.

13.

preliminary report. Cancer. 1998;83(10):2139-2149. https://doi.
org/10.1002/(sici)1097-0142(19981115)83:10<2139:aid-cncrl
2>3.0.co;2-f

Deutsch M, Rosenstein MM. Ductal carcinoma in situ (DCIS)
of the male breast treated by lumpectomy and breast irradiation.
Clin Oncol. 1998;10(3):204-205. https://doi.org/10.1016/S0936
-6555(98)80073-3

Staruch RMT, Rouhani MJ, Ellabban M. The surgical management
of male breast cancer: time for an easy access national reporting
database? Ann Med Surg. 2016;9:41-49. https://doi.org/10.1016/j.
amsu.2016.06.001

Fentiman IS. Surgical options for male breast cancer. Breast
Cancer Res Treat. 2018;172(3):539-544. https://doi.org/10.1007/
$10549-018-4952-2

Ibrahim M, Yadav S, Ogunleye F, Zakalik D. Male BRCA mu-
tation carriers: clinical characteristics and cancer spectrum. BMC
Cancer. 2018;18:179. https://doi.org/10.1186/512885-018-4098-y
Pritzlaff M, Summerour P, McFarland R, et al. Male breast cancer
in a multi-gene panel testing cohort: insights and unexpected re-
sults. Breast Cancer Res Treat. 2017;161(3):575-586. https://doi.
org/10.1007/s10549-016-4085-4

DeSantis CE, Siegel RL, Sauer AG, et al. Cancer statistics for
African Americans, 2016: progress and opportunities in reducing
racial disparities. CA Cancer J Clin. 2016;66(4):290-308. https://
doi.org/10.3322/caac.21340

Sineshaw HM, Freedman RA, Ward EM, Flanders WD, Jemal A.
Black/White disparities in receipt of treatment and survival among
men with early-stage breast cancer. J Clin Oncol. 2015;33:2337-
2344, https://doi.org/10.1200/JC0O.2014.60.5584

How to cite this article: Ndumele A, Kerger A,
Tozbikian G, Obeng-Gyasi S, Oppong BA. Ductal
carcinoma in situ (DCIS) presenting as a cystic
retroareolar lesion in an African American man. Clin
Case Rep. 2021;9:e04166. https://doi.org/10.1002/
ccr3.4166



https://orcid.org/0000-0002-1696-4491
https://orcid.org/0000-0002-1696-4491
https://orcid.org/0000-0002-1696-4491
https://doi.org/10.3816/CBC.2005.n.033
https://doi.org/10.15585/mmwr.mm6941a2
https://doi.org/10.15585/mmwr.mm6941a2
https://doi.org/10.1200/JCO.2011.36.8902
https://doi.org/10.1200/JCO.2011.36.8902
https://doi.org/10.1200/JCO.2006.09.1710
https://doi.org/10.1200/JCO.19.03120
https://doi.org/10.1002/(sici)1097-0142(19981115)83:10%3C2139:aid-cncr12%3E3.0.co;2-f
https://doi.org/10.1002/(sici)1097-0142(19981115)83:10%3C2139:aid-cncr12%3E3.0.co;2-f
https://doi.org/10.1002/(sici)1097-0142(19981115)83:10%3C2139:aid-cncr12%3E3.0.co;2-f
https://doi.org/10.1016/S0936-6555(98)80073-3
https://doi.org/10.1016/S0936-6555(98)80073-3
https://doi.org/10.1016/j.amsu.2016.06.001
https://doi.org/10.1016/j.amsu.2016.06.001
https://doi.org/10.1007/s10549-018-4952-2
https://doi.org/10.1007/s10549-018-4952-2
https://doi.org/10.1186/s12885-018-4098-y
https://doi.org/10.1007/s10549-016-4085-4
https://doi.org/10.1007/s10549-016-4085-4
https://doi.org/10.3322/caac.21340
https://doi.org/10.3322/caac.21340
https://doi.org/10.1200/JCO.2014.60.5584
https://doi.org/10.1002/ccr3.4166
https://doi.org/10.1002/ccr3.4166

