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Primary Fibrosarcoma of Male 
Breast: A Rare Entity
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ABSTRACT
Primary fibrosarcoma of the breast is a very rare tumor. However, amongst the Primary Breast Sarcoma (PBS), it is the most common 
subtype. We present a case of 28-year-old male with lump in right breast of 7 year duration. The unilateral multinodular mass 
showed well circumscribed but unencapsulated tumor composed of interlacing fascicles of spindle shaped cells with minimal atypia. 
Immunohistochemistry revealed positivity for vimentin in the tumor cells. Differential diagnoses and review of literature is discussed. 

CASE REPORT
Breast sarcomas are rare tumors with an incidence of <1% of all 
breast malignancy [1]. Primary breast sarcoma (PBS) is defined 
as malignancy originating from mesenchymal tissue of the breast 
and does not include those arising from skin, muscle, and adjacent 
bones. They are similar to soft tissue sarcomas elsewhere in the 
body. These include fibrosarcoma, liposarcoma, alveolar soft part 
sarcoma, clear cell sarcoma, leiomyosarcoma, rhabdomyosarcoma, 
angiosarcoma, malignant fibrous histiosarcoma. Although, the most 
common breast sarcoma is cystosarcoma phyllodes, but it is not 
a true sarcoma (fibroepithelial lesion by definition) and is excluded 
from most recent studies on PBS. Primary fibrosarcoma of the 
breast is a very rare tumor described in literature, accounting for 
16% of all soft tissue sarcomas of the breast [2]. 

A 28-year-old male presented with lump in right breast of 7 year 
duration. It was increasing in size since 2 months. There was no 
previous history of trauma to the chest wall, radiation exposure or 
family history of breast cancer. Also, there was no history of nipple 
discharge. On examination, it was unilateral multinodular mass 
measuring 10 × 8 cm in size. It was free from the skin surface and 
underlying tissue. Nipple and areola showed no changes. There 
was a 1×1 cm right axillary lymph node. Fine needle aspiration from 
the breast mass was suggestive of a spindle cell sarcoma with a 
possibility of malignant phyllodes tumour. Radical mastectomy with 
right axillary dissection was done.

Macroscopically, two nodules protruding from the surface measuring 
4.5 and 2.5 cm in diameter were seen in upper outer and lower 
outer quadrant respectively. The overlying skin was stretched but 
intact and not fixed to the nodules [Table/Fig-1].

On serial sections another well circumscribed nodule was noted 
in the retro-areolar region measuring 4 cm in diameter. The cut 
surfaces of the nodules was firm grey white homogenous. Ten 
axillary lymph nodes measuring in size from 0.3 to 1 cm were also 
received in a separate container. 

Microscopic examination of the hematoxylin and eosin (H&E) stained 
sections from all the nodules showed a well circumscribed but 
unencapsulated tumor composed of interlacing fascicles of spindle 
shaped cells with prominent herring bone pattern [Table/Fig- 2a]. 
The tumor cells had scant cytoplasm and elongated nucleus with 
minimal atypia. Small foci of myxoid change were also noted. Mitotic 
activity was 1/10 HPF [Table/Fig- 2b]. The tumor had a pushing 
margin with normal breast parenchyma seen at the periphery of the 
tumor. No necrosis or heterologous elements were seen. Sections 
through the skin including the nipple and areola showed presence 
of tumor in subcutaneous tissue only with thinning of overlying 
epidermis. Underlying muscle was also not involved by the tumor. 
All lymph nodes were reactive. Since epithelial component was not 
appreciated in the sections from the tumor even after extensive 
sampling, cystosarcoma phyllodes with stromal overgrowth was 
excluded. 

Immunohistochemistry (IHC) revealed positivity for vimentin in the 
tumor cells. It was negative for cytokeratin, EMA, desmin, S-100, 
CD-10 and CD-34, HMB-45, ER and PR; thus ruling out epithelial, 
muscular, neural differentiation of the tumor.

A diagnosis of Well-differentiated Multicentric Primary Fibrosarcoma 
of the breast was rendered (Grade I according to French Federation 
of Cancer Centers Sarcoma Group grading system) [3].

[Table/Fig-1]: Slice of serially sectioned mastectomy specimen showing a large nodule protruding from the surface
[Table/Fig-2a]: Interlacing fascicles of spindle shaped cells (H&E:100X)
[Table/Fig-2b]: Spindle cells show elongated nuclei with minimal atypia (H&E: 400X)

Fig-2a Fig-2b
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DISCUSSION
Pure sarcomas of the breast are rarely described and review 
of literature revealed less than 1% of all the breast malignancies 
comprised of soft tissue sarcomas. C. Adem et al have quoted 
an incidence of 0.0006% [4]. Sammy Al-Benna reviewed English 
literature and found that 98.5% of breast sarcoma occurred in 
women and 1.5% in men [5].

Male breast sarcomas comprise <1% of all breast cancers [1]. 24% of 
the 25 cases of breast sarcomas were fibrosarcoma in series studied 
by C Adem et al., [4]. Pollard et al., found incidence of fibrosarcoma 
to be 16% amongst the 25 cases studied [2]. Twenty-two out of the 
32 cases of breast sarcomas turned out to be fibrosarcoma in series 
described by Norris et al., [6]. Male breast fibrosarcoma have been 
described rarely in these case series. Callery et al., reported single 
male fibrosarcoma out of a total of 9 in their 25 case series as PBS 
[7]. The incidence of fibrosarcoma reported by them is higher at 
32% as they excluded angiosarcomas from PBS in the series. The 
only study exclusively on male breast malignancies by Kidmas et 
al., reported an incidence of 7.7% amongst all male breast cancers 
including infiltrating duct carcinoma and lymphoma [8]. 

Review of literature from India revealed few case reports [9-11].
However, none of them have been reported in male.

Although rare, it is important to accurately diagnose the sarcomas of 
the breast as its mimic namely, malignant phyllodes or metaplastic 
carcinoma carry different prognosis and need different therapeutic 
interventions. Absence of epithelial components on extensive sec
tioning ruled out the possibility of cystosarcoma phyllodes in this 
case. The absence of cytokeratin reactivity on IHC ruled out the 
possibility of metaplastic carcinoma. 

Stromal sarcomas of the breast were first described by Berg et al., 
[12]. Breast sarcomas are usually painless, mobile and large without 
nipple discharge, or skin involvement. Sarcomas rarely involve 
axillary lymph nodes. Callery et al., reviewed 25 patients with breast 
sarcomas, all were negative for regional lymph node metastasis [7]. 
Pollard et al., found only 7 cases with regional lymph node involve
ment and one with lymph node metastasis out of the 25 cases they 
studied [2]. The present case too did not show any lymph node 
involvement by the tumor. 

Age incidence is higher than Invasive Duct Carcinoma breast 
involving 5th-6th decade [8]. Prognosis of these tumors depends 
upon the type of margin, degree of cellularity, atypia, and mitotic 
figures. Less than 5 cm tumors usually have better prognosis [13].
Metastasis from the primary soft tissue sarcoma of the breast can 
involve lung, peritoneum, retroperitoneal lymph nodes, bone, skin, 
rib cage, brain, liver, pleura. Mainstay of treatment is surgery with 
few subgroups opting for adjuvant radiotherapy [9]. Confavreux 
et al., divided and compared three groups: (1) phyllodes tumour  
(2) primary breast sarcoma and malignant phyllodes tumour and 
(3) angiosarcoma and found the 3-year disease-free survival of, 57, 
45 and 7% respectively [14]. In the present case, local recurrence 

or distant metastasis did not occur even after more than one year 
post surgery.

Fibrosarcoma of the breast is a rare tumor. However, amongst the 
PBS, it is one of the common ones. The present case is unique 
in many respects. The tumor presented in a very young male at 
28 years of age. (Most PBS reported in women >40 years of age). 
The tumor was multicentric (very few PBS are multicentric; that too 
mostly angiosarcoma). In PBS including fibrosarcoma, adequate 
surgical excision of the tumor, tumor size, and histological grade are 
the most important prognostic factors. Wide local excision is usually 
sufficient for low grade tumors <5 cm in size. Mastectomy may be 
required for larger tumors. Multicentric tumors like the present case 
may even warrant radical mastectomy. Axillary dissection is usually 
not required unless palpable lymph nodes are present. Even then, 
metastasis in lymph nodes is frequently from sarcomatoid carcinoma 
rather than from PBS. The role of radiation and CT in the treatment 
of PBS is unclear.

In conclusion, a breast lump that is clinically benign but has under
gone recent rapid growth should alert the clinician to the possibility 
of an underlying sarcoma.
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