A Five-Year Analysis of Male Breast Cancer: Insights and Trends from a Low- and Middle-Income Country (Nigeria)
 
Abstract
Background: Male breast cancer (MBC) accounts for less than 1% of all breast cancers. Despite its rarity, evidence suggests an increasing incidence globally and in Nigeria. This study reviewed the clinicopathologic characteristics, risk factors, and treatment outcomes of MBC cases managed at the Oncological Surgery Division of the University College Hospital, Ibadan, Nigeria.
Methods: A retrospective study was conducted on all histologically confirmed MBC cases treated between January 2019 and December 2024. Data were extracted from oncology registers and case files, including sociodemographic, clinical, histopathological, and treatment details. Findings were summarised using descriptive statistics and presented as frequencies and percentages.
Results: Twelve patients were identified, representing 2.0% of all breast cancer cases in that period. Ages ranged from 44 to 81 years (mean = 64.5). The left breast was more commonly affected (66.7%), and 75% presented with a painless lump. Most patients (58.3%) had symptoms for 1–3 years, with the majority diagnosed at stage III (58.3%). Invasive ductal carcinoma was the predominant histological subtype (75%), while Luminal A was the most common molecular profile (41.7%). Treatment modalities included mastectomy (41.7%), chemotherapy, and limited radiotherapy. All patients were alive at the last follow-up.
Conclusion: Male breast cancer (MBC) is uncommon but significant in Nigeria. Many cases are diagnosed at a late stage, with invasive ductal carcinoma being the most prevalent type. These findings highlight the importance of raising awareness, improving early diagnosis, and enhancing access to immunohistochemistry and other therapies to better support affected men.
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Introduction
Male breast cancer (MBC) is a rare malignancy, accounting for less than 1% of all breast cancers worldwide (1). The ratio of male to female breast cancer (FBC) is approximately 1:100 (2). Incidence is highest in Israel, with an age-adjusted rate of 0.08 per 100,000 personyears, and lowest in Southeast Asia, particularly in Thailand, at 0.14 per 100,000 person-years (3). The rarity of MBC is largely attributed to the small amount of breast tissue in men and the hormonal environment (4).
Although uncommon, recent data suggest that the incidence is gradually rising in parallel with female breast cancer (5). MBC is typically diagnosed at more advanced stages than FBC, with nearly half of men presenting late compared with about one-third of women (6,46). Consequently, men often present with larger tumours, greater nodal involvement, and a higher likelihood of metastatic disease, all of which contribute to poorer outcomes (7).
The clinical presentation of MBC is similar to that of FBC. The most common manifestation is a painless, firm, subareolar breast mass. Other features include nipple retraction, ulceration, and nipple discharge, while some men present with axillary lymphadenopathy or metastatic symptoms (2,8,9). Because the male breast has little parenchyma, tumours are usually detected close to the nipple–areolar complex (10). The mean age at onset is 60-65 years, with the risk increasing significantly in the seventh decade (10).
Diagnosis follows the triple assessment model used in women, consisting of clinical evaluation, imaging, and histopathology (2). Clinical examination typically reveals a hard, irregular, and poorly mobile mass fixed to breast tissue (2,11). Ultrasonography is recommended for men under 25 years of age, while mammography is used for those 25 years or older (12). Histological confirmation by core needle biopsy, with immunohistochemical testing for receptor status, is essential to guide therapy (13).
Several risk factors have been implicated in MBC. Advancing age remains the strongest risk factor, with most cases diagnosed after the age of 60. Black men appear to have a slightly higher incidence and worse prognostic profile compared to white men (14). A family history of breast or ovarian cancer is reported in up to 20% of cases, and BRCA2 mutations markedly increase susceptibility, as well as the risk of prostate and pancreatic cancers (15,16). Hormonal imbalance also plays a major role, with conditions such as testicular abnormalities, orchitis, orchidectomy, and Klinefelter’s syndrome significantly elevating risk. Men with
Klinefelter’s syndrome (47XXY karyotype) have a 50-fold increased risk of developing MBC (17,46). Other potential contributors include obesity, marijuana use, chronic liver disease, thyroid disorders, and exposure to estrogen-containing medications (18).
This study presents a five-year review of MBC cases managed at the University College Hospital, Ibadan, Nigeria, highlighting the clinical features, risk factors, management patterns, and outcomes in this population.

Methods
This was a retrospective descriptive study conducted at the Oncological Surgery Division of the University College Hospital, Ibadan, Nigeria, a tertiary health facility serving as a major referral center in Southwestern Nigeria. The study reviewed all histologically confirmed cases of male breast cancer managed at the hospital between January 2019 and December 2024. All male patients with a histopathological diagnosis of breast cancer within the study period were included. Female breast cancer cases and male patients with incomplete diagnostic information were excluded. A total of twelve (12) male patients met the inclusion criteria and were included in the analysis. Data were obtained from the oncology unit’s patient register and patient’s case files. Information retrieved included sociodemographic data (age, sex), clinical presentation (symptoms, duration, and laterality), risk factors, histopathological diagnosis, immunohistochemical profile, stage at diagnosis, treatment modalities and clinical outcomes. Data were collated and entered into Microsoft Excel 2019 for analysis. Results were summarized using descriptive statistics, and presented as frequencies and percentages. Findings were displayed in tables and figures for clarity. Ethical approval was waived due to the retrospective nature of the study, in accordance with institutional policy. Confidentiality and anonymity were maintained throughout data collation and analysis.







Results
Prevalance and age distribution
During the study period, twelve male patients were managed for breast cancer, accounting for
2.0% of all breast cancer cases seen at the center (Figure 1). The patients’ ages ranged from 44 to 81 years, with a mean age of 64.5 years. The age group distribution is shown in Table 1, with the highest frequencies observed among those aged 40–49 years, 50–59 years, and 70–79 years (each 25%).
Table 1: Age group distribution of the patients
	Age group [years]
	
	Frequency
	Percent (%)

	40-49
	3
	
	25%

	50-59
	3
	
	25%

	60-69
	1
	
	8.3%

	70-79
	3
	
	25%

	80-89
	2
	
	16.7%
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Figure 1: Distribution of breast cancer cases by gender
Laterality and clinical presentation
Disease involvement was more common on the left side, affecting eight patients (66.7%), while four (33.3%) had right-sided disease. Most patients (75%) presented with a painless breast lump, while three (25%) presented with ulceration, and five (41.7%) had axillary swelling (Table 2). The majority of patients (58.3%) had symptoms for 1–3 years before presentation, while 16.7% presented within a year and 25% had symptoms for more than three years. At the time of diagnosis, two patients had stage II disease, seven had stage III, and one had stage IV disease, indicating that most patients presented at an advanced stage (Table 3).

Table 2: Distribution and duration of symptoms
	Variables
	Classification
	Frequency
	Percent (%)

	Symptoms
multiple tick question
	Breast lump
	9
	75

	
	Ulcer
	3
	25

	
	Axillary swelling
	5
	41.7

	Duration of symptoms
(years)
	<1
	2
	16.7

	
	1-3
	7
	58.3

	
	>3
	3
	25



Table 3: Identified risk factors and comorbidities
	Variables
	Classification
	Frequency
	Percent (%)

	Identified risk factors
multiple tick question
	Family history
	3
	25

	
	Age
	10
	83.3

	
	Other malignancies
	1
	8.3

	
	None
	2
	16.7

	Comorbidities
	Retroviral disease
	1
	8.3

	
	Prostate cancer
	1
	8.3

	
	None
	10
	83.3




Risk factors and comorbidities
Advancing age was the most prominent risk factor, with 10 patients (83.3%) older than 50 years (Table 3). Three patients (25%) reported a positive family history of breast cancer, and one patient (8.3%) had a history of another malignancy (prostate cancer) for which he had undergone bilateral orchidectomy. One patient (8.3%) was living with retroviral disease, while the remaining 10 patients (83.3%) had no comorbidity.
Histopathology and Immunohistochemistry
Invasive ductal carcinoma was the predominant histological subtype, diagnosed in nine patients (75%), while three cases were unspecified. Immunohistochemical analysis was available for eight patients: five (41.7%) were classified as Luminal A, and three (25%) as triple-negative breast cancer, while four (33.3%) did not undergo testing due to financial constraints (Table 4).
Table 4 : Immunohistochemistry and treatment received
	Variables
	Classification
	Frequency
	Percent (%)

	Immunohistochemistry
	Lumual A
	5
	41.7

	
	Triple negative
	3
	25

	
	None
	4
	33.3

	Treatment received
	Mastectomy
	5
	41.7

	
	Wide local excision
	1
	8.3

	
	Adjuvant chemotherapy
	3
	25

	
	None
	2
	16.7



Treatment and Outcome
Treatment modalities varied across patients. Three patients received neoadjuvant chemotherapy, five underwent modified radical mastectomy, one had a wide local excision, and three received adjuvant chemotherapy, while two did not receive any form of treatment (Table 4). This reflects the multimodal approach typically employed in managing breast cancer. At the time of the last documented follow-up via clinic appointment, all patients were alive, although one required repeated admissions for the management of malignant pleural effusion.


Discussion
Male breast cancer (MBC) is a rare malignancy, accounting for less than 1% of all breast cancers globally and about 0.3% of cancers in men (19), though its incidence appears to be gradually increasing. In Nigeria and other parts of sub-Saharan Africa, the reported prevalence of MBC varies widely across regions, reflecting potential differences in genetics, environmental exposures, and access to healthcare. Against this background, our study provides an updated account of the clinicopathologic features, immunohistochemical profiles, and treatment patterns of male breast cancer in a tertiary institution in Southwestern Nigeria, contributing valuable data to the evolving understanding of this uncommon disease.
In this study, male breast cancer accounted for 2.0 % of all breast cancer cases. This prevalence is lower than that reported in Zaria (20,21), Jos (22), and Oshogbo (23), where higher proportions of male breast cancer have been documented. However, it is comparable to findings from Benin (24), Lagos (25,26), Ile-Ife (27), and Enugu (28), where the reported prevalence ranges from 1.6% to 2.4%. The result differs slightly from the previous report by Ajani et al. (29) from this same facility between 2009 and 2018, which documented a prevalence of 1.7%, suggesting a modest upward trend in this centre, possibly reflecting increased awareness and improved diagnostic reporting.. When compared with international data, the prevalence observed in our study is higher than that reported in Korea (30) and the United States (31), reflecting the geographical, genetic, and environmental variations in the epidemiology of male breast cancer. The higher prevalence reported in some Northern Nigerian centers may also be related to the greater burden of chronic liver disease in those regions, as hepatic dysfunction is known to increase circulating estrogen levels and predispose to male breast carcinogenesis (20).
This study shows a wide age range among patients affected (44 to 81 years), with a mean age of 64.5 years. Compared to the earlier study by Ajani et al. (29), which reported 22 years as the youngest age in their cohort, our study recorded 44 years as the youngest. This is notably higher than reports by Akosa et al., Kidmas et al., Ezeome et al., and Dogo et al., who documented age ranges of 32–79, 12–85, 25–84, and 19–80 years, respectively (22,28,32,33). The mean age observed in this study is higher than that of the earlier cohort from this facility, where a mean age of 60.3 years was reported (29), and also higher than findings by Oguntola et al. and Ezeome et al. (23,28), who documented mean ages of 60.5 years, and by Ahmed et al. and Kidmas et al. who reported 59 and 57.9 years, respectively (20,22). However, it is similar to the reports by Adisa et al. and Olu-Eddo and Momoh, who found mean ages of 64.7 and 64.4 years, respectively (24,27).
Our study showed a predominance of left-sided involvement among male breast cancer cases. This contrasts with the report by Ajani et al. (29) from this same center, where 52% of cases were right-sided. However, it is consistent with the observations of Ahmed et al., Ezeome et al., and Olu-Eddo and Momoh (20,24,28), who also reported a higher frequency of left-sided disease. In contrast, Kidmas et al. (22) documented right-sided predominance in their series. Notably, Olu-Eddo and Momoh (24) also reported bilateral involvement in some of their patients, highlighting the variability in laterality patterns across Nigerian studies.
Age, family history of breast cancer, and other malignancies were identified as major risk factors which is consistent with established evidence (34). Multiple studies have demonstrated a strong genetic predisposition in male breast cancer, with BRCA2 mutations being particularly implicated (35–37). The predominance of invasive ductal carcinoma—although three cases were unspecified—aligns with the findings of Ajani et al. (29), who documented 88% of cases as invasive ductal carcinoma, and with other reports (20,28,34). This pattern also mirrors that of female breast cancer in Nigeria, where invasive ductal carcinoma predominates (38,39). Although four patients in this study could not undergo immunohistochemistry due to financial constraints, the predominance of the Luminal A subtype (41.7%) aligns with findings from Kornegoor et al. (40), emphasizing the hormone receptor–positive nature of most male breast cancers.
All patients in this study presented with clinical stages II to IV, with stage III disease being the most common, consistent with the findings of Ahmed et al., Ihekwaba, and Hassan and Mabogunje (20,21,41). Most of our patients presented with a painless breast lump (75%), while ulcerated masses and axillary swelling were observed in 25% and 41.7% of cases, respectively. These findings are similar to those of Ahmed et al., who reported breast lump (79%), breast ulceration (43.9%), and nipple discharge (8.8%) as the commonest presenting symptoms (20), although no case of nipple discharge was recorded in our series. In contrast, a study among Tanzanian patients documented breast ulceration in up to 90% of cases (42), reflecting regional variation in presentation and diagnostic timing.
Treatment modalities varied among the patients. Three patients received neoadjuvant chemotherapy, five underwent modified radical mastectomy, one had a wide local excision, and three received adjuvant chemotherapy, while two patients did not receive any form of treatment. This variation underscores the multimodal approach commonly adopted in the management of breast cancer, combining surgery, chemotherapy, radiotherapy, and hormonal therapy as appropriate (20,22,43–45).
Strengths and Limitations
This study contributes to the limited body of literature on male breast cancer in Nigeria, particularly as it builds upon previous data from the same institution, allowing for trend comparison over time. It also provides a comprehensive analysis encompassing clinical presentation, histopathological subtypes, and treatment modalities. On the other hand incomplete immunohistochemistry data due to financial constraints among some patients may have introduced bias in the subtype distribution analysis. Despite these limitations, the study offers meaningful insights into patterns of presentation and management within the continent.
Conclusion
Male breast cancer, while rare, poses a significant clinical challenge in Nigeria, with a prevalence rate of 2% as shown in this study. The findings confirm that invasive ductal carcinoma is the most common histological subtype, while Luminal A is the leading molecular subtype. Unfortunately, most patients are diagnosed at an advanced stage, highlighting the ongoing issue of late presentations. This situation emphasizes the urgent need to boost public and professional awareness, promote earlier diagnoses, and enhance access to both diagnostic and treatment facilities. Additionally, strengthening cancer registries and fostering multi-institutional collaborations will help identify and address the gaps in the understanding and management of male breast cancer in sub-Saharan Africa.
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