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Abstract: Inflammatory breast cancer in males is 
an uncommon but extremely aggressive form of the 
disease. It is often misdiagnosed as a benign skin dis-
ease since it manifests as erythema along the chest 
wall. The management guidelines are not specific, and 
treatment is based on the experiences of female cancer 
patients. Since there is limited information available 
about this illness, this review aims to fill that gap by 
conducting a thorough analysis of case reports pub-
lished in peer-reviewed journals since 2000.

Keywords: inflammatory breast cancer, erythema, 
metastasis, mastectomy, chemotherapy, hormone ther-
apy, radiation therapy, prognosis.

INTRODUCTION

Inflammatory breast cancer (IBC) stands as a rare 
yet highly aggressive variant of breast cancer, char-
acterized by its propensity for distant metastases and 
locoregional recurrence (1). Despite accounting for 
only 2% to 4% of all breast cancer cases in women, 
it contributes from 7% to 10% of breast cancer-relat-
ed deaths (2, 3). IBC is distinguished by the presence 
of florid tumor emboli that obstruct the dermal lym-
phatics of the affected breast, leading to swelling and 
inflammation (1). According to the 8th edition of the 
American Joint Committee on Cancer’s (AJCC) Tu-
mor, Node, Metastasis (TNM) staging system (1, 2), 
IBC is defined as a distinct clinicopathologic entity 
with the designation T4d, and specific criteria outlined 
in Figure 1 must be met for an IBC diagnosis.

Male breast cancer is exceedingly rare, constitut-
ing approximately 0.5–1% of all breast cancers glob-
ally (4, 5), rendering male inflammatory breast cancer 
(MIBC) an even more uncommon entity. Mimicking 
benign skin pathologies, MIBC often leads to treat-
ment delays. Given the scarcity of literature on this 
condition, this review article aims to analyze recent 
trends in MIBC.

MATERIALS AND METHODS

Methods

Electronic databases and scholarly platforms such 
as PubMed, ResearchGate, Google Scholar, and Sco-
pus were extensively searched for relevant articles, 
using key terms “inflammatory breast cancer in men” 
and “male inflammatory breast cancer.” Individual 
keywords were combined using Boolean logic (AND) 
to refine the search. Only articles published between 
2000 and 2023 were included in the study.

Criteria for Article Inclusion:
1. Study design: Peer-reviewed literature provid-

ing clear information on selected variables.
2. Participants: Male patients diagnosed with in-

flammatory breast cancer.
3. Language: Preference for English; articles in 

other languages considered if accompanied by full text 
translation or detailed abstract.

4. Type of Article: Case series and case reports.

Participants and Outcome Measures: Only cas-
es with a confirmed diagnosis of MIBC were analyzed.

Exclusion Criteria: Articles lacking sufficient in-
formation on variables of interest were excluded.

Risk of Bias/Limitations

Included articles were sourced from Open Access, 
personal requests to researchers via email, Research-
Gate, or subscribed journals available through the Sau-
di Digital Library. The possibility of missing articles 
due to unavailability through these sources exists.

Methodological Quality Check

Checklist elements were compared to those used 
in the Preferred Reporting Items for Systematic Re-
views and Meta-Analysis (PRISMA) Version 2020 
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Table 1. Patient characteristics in the included articles
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1. Moayeri & 
Rezagholi (6)

2022 53 L Chest lump 
with diffuse 

erythema over 
anterior chest 
wall extending 

to axilla

USG:  
10 cm x 5.3 
cm sub-are-
olar mass 

and multiple 
axillary nodes; 
MMG: Breast 

mass with 
cutaneous 

thickening; 
CT: Mass with 
necrotic areas, 
axillary lymph 

nodes

Multiple in 
left axilla

Solitary liver 
metastasis 
(12 mm)

Invasive  
ductal  

carcinoma

ER (-), PR (-), 
HER2/neu (-), 

Ki67 (-)

Neoadjuvant 
chemotherapy 

along with 
bisphos-
phonates, 
modified 

radical mas-
tectomy, with 
axillary nodes 
(Levels I, II) 

clearance, 
postoperative 

radiation 
therapy to 
chest wall, 
axilla and 

supraclavicu-
lar area.

Alive at 6 
months follow 

up

2. Tanhueco & 
Youssef  (7)

2021 78 L Bilateral 
gynecomastia 
of three years 
with recent 
onset ery-

thematous and 
tender lump 
on left side

USG: Left 
sub-areolar 

abscess; 
Repeat USG: 

Irregular 
vascularised 
hypoechoic 

mass (5.5 cm) 
seen to di-

rectly invade 
the thickened 

overlying 
skin; multiple 
axillary lymph 
nodes. MMG: 
well-margin-

ated, round 60 
mm mass with 
overlying skin 
thickening on 
the left breast 

and simple 
gynecomastia 
on the right 

side.

Left axilla None Invasive duc-
tal carcinoma

ER (+), 
HER2/neu (-)

Neoadjuvant 
hormone ther-
apy (Tamox-

ifen with 
no impact), 
mastectomy 

with left axil-
lary clearance, 

adjuvant 
chemotherapy 

(5-Fluo-
rouracil, 

Epirubicin, 
Cyclophos-

phamide and 
Docetaxel), 

radiation 
therapy to 

chest wall and 
axilla and hor-
mone therapy 
(Gonadotropin 

Releasing 
hormone 

analogue and 
aromatase 
inhibitor).

Alive at 
the time of 
reporting
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1 2 3 4 5 6 7 8 9 10 11 12 13

3. Tashima et al.
(8)

2019 67 L Ignored breast 
lump of 

seven years 
with recent 

appearance of 
multiple small 
anterior chest 

wall lumps and 
erythema

CT : breast 
mass with 

multiple cuta-
neous masses; 
right iliac vein 

thrombosis, 
deep vein 

thrombosis of 
lower limbs

– – Invasive ductal 
carcinoma

Luminal Type 
A: ER (+), 

PR (+), HER2/
neu (-)

Chemotherapy 
(5-FU, epiru-
bicin, cyclo-

phosphamide) 
and Intensity 
Modulated 

Radiation Ther-
apy (IMRT) to 

chest wall.

Patient devel-
oped malignant 

hypercoag-
ulable state 
(Trousseau 

syndrome) and 
died at 1 year 6 

months.

4. Hyakudomi 
et al.
(9)

2013 85 R Erythema and 
induration over 
anterior chest 
extending to 

axilla

MMG: 8 mm 
spiculated 
sub-areolar 
breast mass 

with cutaneous 
thickening; 

CT: a centrally 
located ill-de-
fined breast 

mass with skin 
thickening 

and lymphatic 
oedema from 
anterior chest 
wall to axilla; 

bone scan-mul-
tiple areas 

of increased 
uptake.

Right axilla Bones Invasive ductal 
carcinoma

ER (-), PR (-), 
HER2/neu (-)

1st line 
(capecitabine) 
along with bis-
phosphonates, 
followed by 

2nd line(TS-1)
chemotherapy 
but both failed. 

With 3rd line 
(docetaxel + 
cyclophos-
phamide), 
cutaneous 

improvement 
was achieved 
but got com-
plicated with 
febrile neu-
tropenia and 
pneumonia.

Death at 2 
years 3 months

5. Loewen et al.
(10)

2013 51 R Breast mass 
with erythema, 
peau d’orange 
appearance, 

& nipple 
retraction.

PET scan: 
contralateral 

supraclavicular 
lymph node 
metastasis.

Right axilla 
and neck

Contralateral 
supraclavicular

Invasive ductal 
carcinoma

ER (+), PR (+), 
HER2/neu (-)

The patient 
refused 

chemotherapy 
and radiation 
and opted for 
hormone ther-
apy (aromatase 

inhibitor).

Alive at 12 
months with 

improvement in 
metastases seen 

on PET scan

6. Morita et al.
(11)

2005 72 R Erythema over 
anterior chest 
wall and lump

USG: Hy-
poechoic breast 
mass (1.5 cm)
CECT: Breast 
mass (2 cm)

Right axilla No Invasive ductal 
carcinoma

ER (-), PR (-) Modified 
radical mastec-
tomy, adjuvant 
chemotherapy 

(paclitaxel) 
and radiation 

therapy

Alive without 
recurrence at 
15 months

7. Choueiri
(12)

2005 56 R Erythema over 
anterior chest 
wall, breast 

lump

MMG: Marked 
cutaneous 

thickening over 
the chest wall.

No No Invasive ductal 
carcinoma

ER (-), PR (-), 
HER2/neu (-)

Systemic 
chemotherapy 
(5 fluorouracil, 
+ Adriamycin, 
+ Cyclophos-

phamide)

Death at 8 
months
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1 2 3 4 5 6 7 8 9 10 11 12 13
8. Spigel et al.

(13)
2001 48 R Erythema and 

thickening 
over anterior 

chest wall and 
lump

MMG: 
Increased 

breast density 
and spiculated 
mass (1.7 cm) 

USG: 
ill-defined 
hypoechoic 
mass (2 cm)

No No Invasive duc-
tal carcinoma 
with lobular 

features

– Neoadjuvant
chemotherapy
(Adriamycin 
+ Cyclophos-
phamide) and
Mastectomy

Alive at 
the time of 
reporting

9. Abner et al.
(14)

2001 69 L Erythematous 
rash over 

anterior chest 
wall and pain 

in back

MMG: 
Peri-areolar 
mass; Bone 

scan: - 
Multiple sites 
of increased 

uptake

No Bones Invasive duc-
tal carcinoma

– Hormonal 
therapy 

(tamoxifen); 
radiation 
therapy to 

spine.

Alive and 
significantly 

improved at 6 
weeks

MMG: Mammogram; USG: Ultrasonogram

and previously published literature reviews on the sub-
ject for quality assessment.

Data Synthesis 
(Extraction and Analysis)
A manual examination of the reference lists of ar-

ticles was conducted, and data pertaining to ten vari-
ables were extracted and organized in Table 1. The 
variables included the age of the patient, clinical fea-
tures, location of the lesion, imaging modalities used 
for evaluation, presence or absence of nodal involve-
ment or distant metastases, management, histopathol-
ogy, immunohistochemistry, and outcome. Microsoft 
Excel (Office Version 2019) was then utilized to ana-
lyze the retrieved data. Descriptive statistical analyses 
were employed to characterize the features of the in-
cluded cases, with information presented using mea-
sures of central tendency (mean), dispersion (range, 
standard deviation), and frequency. All discrepancies 
were resolved through consensus among the authors, 
and the review adhered to the principles outlined in the 
PRISMA statement.

RESULTS
Study Selection
The electronic database search yielded a total of 

25 publications, as depicted in Figure 2. Twelve du-
plicate articles were eliminated, leaving 13 articles for 
further examination based on their titles and abstracts. 
Subsequently, 12 potentially relevant papers were 
identified as meeting the qualifying requirements. Af-
ter excluding studies due to language and patient gen-
der discrepancies, the review ultimately included nine 
publications.

Study Characteristics
Nine patients were included in the analysis, with a 

mean age of 64.3 years (SD 12.96), ranging from 48 to 

Figure 1. Diagnostic criteria 
of inflammatory breast cancer

Figure 2. PRISMA flow chart 
of the literature search strategies
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85 years. Only one patient (11.1%) was younger than 
50 years old.

Clinical Presentation

Erythema over the anterior chest wall was the 
presenting complaint in all cases (n = 9; 100%). Addi-
tionally, four patients (44.4%) presented with a breast 
lump, and one (11.1%) had preexisting gynecomastia. 
The involvement of the right breast was observed in 
five cases (55.5%), while the left breast was involved 
in four cases (44.4%).

Imaging

Various imaging modalities, including mammo-
grams (MMG), ultrasonograms (USG), computed to-
mography (CT) scans, positron emission tomography 
(PET) scans, and bone scans, were utilized to assess 
the type and extent of lesions. Breast masses (single or 
multiple) were identified in seven cases (77.7%), bony 
metastases in two cases (22.2%), marked cutaneous 
thickening in three cases (33.3%), ipsilateral axillary 
lymph node enlargement in five cases (55.5%), and su-
praclavicular lymphadenopathy in one case (11.1%).

Management
Modified radical mastectomy was the primary 

surgical treatment modality in four cases (44.4%), 
with two cases (22.2%) involving axillary lymph node 
clearance and two cases (22.2%) without lymph node 
dissection. Neoadjuvant chemotherapy was adminis-
tered in two cases (22.2%), and neoadjuvant hormone 
therapy with Tamoxifen in one case (11.1%). Adjuvant 
chemotherapy was administered in two cases (22.2%), 
hormonal therapy in two cases (22.2%), and radiation 
therapy in four cases (44.4%). Systemic chemotherapy 
was received by three patients (33.3%), hormone ther-
apy by two patients (22.2%), and radiation therapy to 
the chest wall or spine by two patients (22.2%).

Histopathology 
& Immunohistochemistry
All cases were diagnosed as invasive ductal cell 

carcinoma, with one case being the scirrhous type. Tu-
mor embolization in dermal lymphatics was not con-
firmed in one case but, based on clinical features and 
a significant response to Tamoxifen, the patient was 
classified as MIBC. Immunohistochemistry analysis 
was available in seven cases, with five cases (71.4%) 
classified as triple-negative breast cancers (TNBC), 
one case (14.3%) as ER and PR negative, and one case 
(14.3%) as luminal Type A with ER and PR positive 
but HER2/neu negative.

Outcomes
Follow-up data were available for seven cases, 

with three patients (42.9%) documented to have died at 
8 months, 1 1/2 years, and 2 1/4 years, respectively. Four 
cases (57.1%) were alive at follow-up, ranging from 6 
weeks to 15 months (mean 8.6 months; SD: 6.05), but 
long-term outcomes and mortality were unknown.

DISCUSSION
Male inflammatory breast cancer (MIBC) is a rare 

condition; just nine cases that met the study’s criteria 
were found in the extensive search of peer-reviewed 
literature published after 2000. The cases ranged in 
age from 48 to 85 years (mean 64.3 years; SD 12.96), 
and there was only 1 case (11.1%) below 50 years of 
age. In comparison, women typically experience onset 
within the fourth and fifth decades of life (15). The 
mean age of patients with MIBC in the review under-
taken by Hyakudomi et al. (9) was 67.8 years.

Taylor and Meltzer in 1938 (16) classified IBC 
into two clinical groups: the primary form where the 
characteristics of IBC become evident in a previously 
normal breast, the secondary form, in which the clin-
ical characteristics emerge after an initial noninflam-
matory breast cancer has received appropriate therapy. 
This classification is still in vogue, and all the cases in 
our review were primary in nature.

Immunochemistry analysis revealed that cancers 
in 5 (71.4%) cases were TNBC. In one (11.1%) case, 
ER and PR were negative, though HER2/neu status 
was not documented. Only one (11.1%) cancer was 
found to have ER and PR positive and negative HER2/
neu (Luminal Type A). TNBC otherwise accounts for 
about 10–20% of invasive breast cancers and is char-
acterized by a distinct molecular profile, a greater ag-
gressive nature, a propensity for metastatic spread, and 
a lack of targeted therapies, thereby making it frustrat-
ing for researchers, physicians, and patients (17).

In our review, 7 cases had documented follow-up, 
and 3 (42.9%) patients had by 2 years, 3 months, 
whereas in 4 (57.1%) cases who were alive, the fol-
low-up period was short, ranging from 6 weeks to 15 
months (mean 8.6 months; SD: 6.05), and hence their 
long-term outcome and mortality were unknown. This 
dismal prognosis may be partly attributed to the cancer 
profile mentioned previously but may also be due to de-
lays in diagnosis and treatment. The case of a 78-year-
old man reported by Tanhueco and Youssef (7) had 
been diagnosed as a breast abscess and treated with a 
prolonged course of antibiotics when failure to achieve 
improvement led to imaging and diagnosis. Similarly, 
the 85-year-old patient presented by Hyakudomi et al. 
(9) had been following a dermatologist for six months 
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and being treated with antibiotics for a wrongly diag-
nosed chest wall infection. These cases point out the 
lack of awareness about MIBC even among certified 
healthcare providers and stress the need to promote ed-
ucational activities related to this disease.

Due to the rarity of the disease, there are no spe-
cific treatment protocols for MIBC, and, like in female 
counterparts, the treatment is multidisciplinary, in-
cluding neoadjuvant systemic chemotherapy, surgery, 
adjuvant chemotherapy, radiotherapy, and, in hormone 
receptor-positive disease, hormonal therapy (9, 18). In-
duction chemotherapy using anthracyclines followed 
by taxanes has been found to be effective in local dis-
ease control and improve overall survival. Similarly, 
for HER2/neu-positive cancers, targeted therapies like 
Trastuzumab and lapatinib have been found to be help-
ful (18). The patient described by Morita et al. (11) un-
derwent radiation and paclitaxel (PTX) treatment af-
ter a mastectomy. The patient lived for fifteen months 
without experiencing any recurrence. In the case re-
ported by Hyakudomi (9), 1st line (capecitabine) and 
2nd line (TS-1) chemotherapy had failed but with 3rd 
line (docetaxel + cyclophosphamide), significant cu-
taneous improvement had been achieved, though the 
regimen caused febrile neutropenia as a serious ad-
verse effect. A recent study by Johnson et al., however, 
found that there was no clear difference in pathologic 
complete response (pCR), but the survival outcomes 
in terms of overall survival (OS), relapse-free surviv-
al (RFS), and distant relapse-free survival (DRFS) 
are still dismal for IBC in comparison to the matched 
non-inflammatory controls (19). As a first-line adju-
vant hormone therapy for estrogen receptor-positive 
male breast cancer, tamoxifen has been found to be 
effective, though deep vein thrombosis may warrant 
discontinuation of treatment (20). In the case reported 
by Tanhueco and Youssef (7), Tamoxifen was adminis-
tered for three months as neoadjuvant therapy to down-
stage the cancer in anticipation of a surgical operation, 
but no real response was achieved. Due to insufficient 
suppression of oestradiol, men who get single-agent 
adjuvant treatment with an aromatase inhibitor have 
been shown to have worse results than those who re-
ceive only Tamoxifen (7). However, in this review, the 
patient reported by Loewen et al. (10), after refusing 

all forms of treatment, had been put on aromatase in-
hibitors and was alive at 12 months with improvement 
in metastases as documented by PET scan.

CONCLUSION
Male inflammatory breast cancer is a rare condi-

tion for which there is little published information in 
the literature. The illness has a dismal prognosis and 
a high mortality rate. As there are no distinct man-
agement procedures, the current course of treatment 
is consistent with that for female inflammatory breast 
cancer. Prognosis deterioration occurs with delayed 
diagnosis. Raising awareness through education can 
lead to early diagnosis and timely intervention, with 
potentially improved outcomes.

Abbreviation
IBC – Inflammatory Breast Cancer
MIBC – Male Inflammatory Breast Cancer
TNBC – Triple Negative Breast Cancers
MMG – Mammogram
USG – Ultrasonogram
CT Scan – Computed Tomography Scan
PET Scan – Positron Emission Tomography
ER – Estrogen Receptor
PR – Progesterone Receptor
Her2 – Human Epidermal Growth Factor Recep-

tor-2
pCR – Pathologic Complete Response
RFS – Relapse-Free Survival
DRFS – Distant Relapse-Free Survival
PTX – Paclitaxel 
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Inflamatorni karcinom dojke kod muškaraca 
predstavlja retku, ali izuzetno agresivnu formu bo-

Sažetak

INFLAMATORNI KARCINOM DOJKE KOD MUŠKARACA - ANALIZA
Alsalamah Ahmed Yasir, Salati Ahmad Sajad, AlSulaim Sulaiman Lamees

Univerzitet Qassim, Medicinski fakultet, Katedra za hirurgiju, Unaizah, Saudijska Arabija

lesti. Često se greši u dijagnostikovanju, te se pred-
stavlja kao benigno oboljenje kože, budući da se ma-
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nifestuje kao eritem duž grudnog zida. Uputstva za 
terapiju nisu specifična, i tretman se zasniva na isku-
stvima ženskih pacijentkinja obolelih od karcinoma. 
S obzirom na ograničene informacije o ovoj bolesti, 
cilj ovog rada je da ispuni tu prazninu analizom sluča-
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