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Introduction 

In today’s world, the concept of gender has been scrutinized 
and an appreciation for those who experience dysphoria 
with their birth sex and gender classification is becoming 
more commonplace (1). Gender reassignment is associated 
with a profound change in one’s well-being but is also 
related with unique healthcare needs and challenges (2). 
When providing care to transgender patients, it is vital 

to not only recognize their gender identity but to also 
keep in mind their birth sex. The utility of this thought 
process is particularly beneficial when assessing health 
conditions more prevalent in one sex, such as breast cancer. 
In this report, we present a case of an African American 
transgender female who developed metastatic breast and 
salivary carcinoma after chest irradiation for Hodgkin’s 
lymphoma and free silicone injections into the breasts. 
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The purpose of this case report is to not only highlight the 
uniqueness of this scenario but also to serve as a message 
regarding the necessity of thinking outside of the normal 
mindset physicians develop through their care of patients 
that adhere to the traditional gender binary. Therefore, 
we present the following case report in accordance with 
the CARE reporting checklist (available at https://tbcr.
amegroups.com/article/view/10.21037/tbcr-22-25/rc).

Case description 

The patient is a 51-year-old Male-to-Female (MtF) 
with history of chemotherapy and mantle-field radiation 
treatment for sub-clavicular and mediastinal Hodgkin’s 
lymphoma 24 years prior to presentation with a new left 
neck mass of 5-week duration. Twenty-one years prior to 
presentation, she underwent free silicone injections into 
both breasts to emphasize her desired gender. On physical 
examination, a hard lymph node-like mass was palpated in 
the submandibular region and was confirmed by ultrasound 
to be 2.1×1.3×1.7 cm3. The enlarged lymph node was 
subsequently removed revealing a metastatic salivary 
adenocarcinoma with features corresponding to metastatic 
breast carcinoma including estrogen receptor (ER) positive 
40%, progesterone receptor (PR) positive 5%, and human 
epidermal growth factor receptor-2 (HER2) negative 
receptors by fluorescence in situ hybridization (FISH). 
Computed tomography (CT) of the chest, abdomen, and 
pelvis detected nodular foci in the subcutaneous tissue 
of the pelvis and a few lucent bone lesions with similar 
morphology to the initial submandibular gland carcinoma. 
These lesions were treated with partial excision and 
radiation therapy. 

In addition to complaints associated with nodal and bony 
metastasis, the patient reported increasing breast pain for 
2 years preceding the current presentation. Review of the 
EMR showed that she had not received any imaging or 
screening testing during that 2-year period. She indicated a 
positive family history of breast cancer in her mother at the 
age of 70. Physical examination of the breasts showed large 
uniform, firm, and painful masses occupying the entirety 
of both breast mounts with tented and thin skin envelope 
(Figure 1). Magnetic resonance imaging (MRI) of the 
breasts revealed bilateral skin thickening and subcutaneous 
low signal material, which presumably represented the free 
silicone but no particular abnormal enhancement to suggest 
malignancy. Based on her history of metastatic disease and 
history of mantle radiation, it was determined that her 
previous cancer diagnoses were likely due to metastatic 
breast cancer that was obscured by silicone injections on 
chest imaging. Bilateral skin-sparing mastectomy was 
planned. Due to altered skin morphology and potentially 
impaired skin viability, meticulous sharp dissection was 
carried out to isolate the skin envelope from the underlaying 
silicone masses (Figure 2). The skin flaps appeared well 
vascularized. The skin flaps were reduced, and the wounds 
closed in a complex fashion. Gross tissue examination 
at the time of surgery showed significantly fibrotic and 
thickened tissue of the breast with silicone present in the 
dermis and extending posteriorly (Figure 3) with portions 
of silicone within the pectoralis muscle. Further pathology 
of tissue of bilateral breasts showed extensive vacuolated 
histiocytic reaction associated with hyalinized collagenous 
fibrosis, focal mild chronic inflammation and scattered 
multinucleated foreign body giant cells, and no evidence 
of malignancy. The patient recovered well. She continued 

Figure 1 A pre-operative photo displaying nonuniform breast size 
bilaterally as well as subcutaneous masses visible upon physical 
examination.

Figure 2 A post-operative photo displaying right breast tissue 
removed through meticulous sharp dissection.

https://tbcr.amegroups.com/article/view/10.21037/tbcr-22-25/rc
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with palliative care at follow up. All procedures performed 
in this study were in accordance with the ethical standards 
of the institutional and/or national research committee(s) 
and with the Helsinki Declaration (as revised in 2013). 
Written informed consent was obtained from the patient for 
publication of this case report and accompanying images. 
A copy of the written consent is available for review by the 
editorial office of this journal.

Discussion

Breas t  cancer  in  b i r th  sex  males  contr ibutes  to 
approximately 1% of breast cancer diagnosis (3). Data 
from 2020 indicated that of the approximate 2,620 men 
diagnosed, an estimated 520 men were expected to die from 
breast cancer (4). Although the incidence of breast cancer 
is lower in birth sex males, it is believed that men are likely 
to have a high chance of developing stage IV breast cancer 
with data showing a percentage of 5.8% of males and 3.8% 
of females ultimately developing stage IV breast cancer (5).  
In addition to this, a study conducted by Dr. Shu et al. that 
reviewed the National Cancer Database showed lower 
survival rates in men as compared with women, with a 5-year 
overall survival rate after a diagnosis of breast cancer of 
77.6% for men, compared to 86.4% for women. 

Even though there is significant data regarding the 
incidence of breast cancer in the separate female and 
male populations, review of the literature shows minimal 
information regarding incidence in the transgender 
population (6). A recent article published in December 2020 
performed an in-depth review of the literature regarding 
cancer screening guidelines and protocols for transgender 
individuals. Their report generated only 85 articles 

pertaining to this topic with an absence of any clear direction 
or information to formulate meaningful guidelines (7).  
The World Professional Association of Transgender Health 
(WPATH) has also made a statement that “In the absence 
of large-scale prospective studies, providers are unlikely 
to have enough evidence to determine the appropriate 
type and frequency of screening…Patients may find 
cancer screening gender affirming, or both physically and 
emotionally painful” (8). Furthermore, the use of large 
databases and directories, which has become more prevalent 
in recent years, fails to capture meaningful information 
for the transgender population since they often utilize 
binary genders when recording patient data (8,9). Specific 
screening protocols for breast cancer parallel that of cis-
females which recommends annual chest wall exams, 
mammography, and possible ultrasound or MRI. There is 
also a recommendation that MtF individuals over the age 
of 50 who have received 5–10 years of hormonal therapy 
should have mammograms every 2 years (10). However, this 
is currently not evidence based and surveillance can differ 
greatly based on different providers and patients. The use 
of hormonal medications to aid in the transitioning process 
for transgender individuals is suspected to influence the 
probability of developing breast cancer since most cases of 
breast cancer in females is due to an increased exposure to 
estrogen, however this has yet to be verified (11). A case 
study involving a MtF individual with a similar presentation 
to our patient, received intramuscular injections of estrogen 
and had breast implantation with silicone implants prior to 
presenting with low back pain which was later diagnosed 
as metastatic disease to the cervical, thoracic, and lumbar 
vertebral bodies (12). A case report from Pritchard et al., 
showed the development of a high-grade infiltrating ductal 
carcinoma in a 35-year-old who had received oral estrogen 
therapy for 10 years prior to the discovery of a mass in 
her breast. The report also sites an additional case where 
a transgender female in her 30s developed breast cancer 
following use of estrogen supplementation for gender 
transformation (1). Ganly et al.’s case report regarding 
a 36-year-old MtF patient painted a similar picture 
which involved gender reassignment surgery followed by  
14 years of oral estrogen therapy prior to the development 
of a painful breast mass which was identified as invasive 
ductal carcinoma (13). Even though there is no conclusive 
evidence, Teoh et al. suggested that in the few reported cases 
of breast cancer in MtF transgender patients, there appears 
to be a higher prevalence of hormone receptor-negative 
and triple-negative tumors (14). Due to limited population 

Figure 3 A post-operative photo displaying fibrotic right breast 
tissue interwoven with previously injected free silicone product.
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group and occurrence, the incidence of breast cancer in 
transgender females is not well documented. Through 
limited data, Hartley et al. found that the incidence of 
breast cancer in transgender females is comparable to natal 
males (15). However, the authors did not recommend any 
specific strategies to risk stratification or screening. In the 
absence of the population data necessary to develop robust 
screening methods, suggestions have been made that MtF 
transgender individuals who undergo mastectomy will 
likely incur the same 90% breast cancer risk reduction as 
biological females (16). Also, MtF transgender individuals 
are advised to adhere to mammographic screening protocols 
that are comparable to that of their female counterparts (16).

The probability of breast cancer development in our 
patient was extremely rare. The patients age when she was 
first diagnosed with metastatic cancer is also noteworthy 
since this age range is significantly lower than the typical 
age that breast cancer develops in the male population. 
However, this is in line with the findings of Hartley et al.  
systematic review that reported MtF patients being 
diagnosed at a younger age (median 51.5 years) versus natal 
male median age of 68 years (15). The patient’s history 
of mantle radiation is also of particular interest when 
assessing her risk of developing breast malignancy. In birth 
sex females, mantle radiation for Hodgkin’s lymphoma 
increases the risk for development of breast cancer to 4- to 
56-fold (17). Similarly, researchers have acknowledged that 
men are at an increased risk of developing breast cancer 
following radiation therapy (3). However, there is a lack 
of meaningful data to definitively support this statement. 
Salivary adenocarcinoma is rarely precipitated by radiation 
therapy for Hodgkin’s lymphoma. However, breast 
cancer is the most common secondary cancer found in 
individuals who undergo mantle cell radiation for treatment 
of Hodgkin’s lymphoma (17). The patient’s exposure to 
radiation therapy at a young age, along with her use of 
medical and procedural steps of transitioning, likely led to 
the development of metastatic breast cancer (18). 

In estrogen-receptor positive cancer, BRCA testing 
has been shown beneficial due to higher prevalence with 
genetic predisposition (19). Review of the patient’s health 
record did not show any testing for BRCA1 or BRCA2 
mutations which would be helpful in determining if her 
disease were due to genetic or environmental (estrogenic 
exposure) factors. As previously discussed, no guidelines 
for the transgender population exist, but correlating this to 
the cis female population may have provided an additional 
data point to quantify the patients risk profile. Her history 

of free silicone injections to aid in breast augmentation 
should also be considered when attempting to identify 
all factors that increase risk or interfere with imaging 
protocols that could have identified potential cancers. Free 
silicone injections although they themselves do not have a 
proven inherent risk, have been shown to manifest with a 
wide variety of complications. It is illegal to perform these 
types of injections in the United States, and they are often 
performed in unsupervised settings (20). A link between 
silicone injections and development of breast cancer has 
been suggested due to its potential to obscure malignancy 
on imaging (21). Guidelines for screening in patients who 
have received free silicone injections are not present in the 
literature. Some authors do suggest that water selective 
MRI is a superior method for investigating possible 
malignancy in breast tissue that is obscured due to its ability 
to suppress fat and silicone product for clearer images (22). 
However, the literature does not contain persuasive data 
regarding this and has yet to be verified. 

Based on the information discussed above, it is evident 
that breast cancer surveillance in transgender individuals is 
underrepresented. Still, physicians should consider genetic 
predisposition to cancer when offering gender affirming 
surgery as well as keeping in mind the development of 
disease later in life—according to genetic predisposition and 
biologic sex. Our hope is that this report will contribute to 
the current base of knowledge present in the literature while 
also bringing attention to the need for further investigation 
of sex-specific diseases in transgender individuals. 
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appropriately investigated and resolved. All procedures 
performed in this study were in accordance with the ethical 
standards of the institutional and/or national research 
committee(s) and with the Helsinki Declaration (as revised 
in 2013). Written informed consent was obtained from the 
patient for publication of this case report and accompanying 
images. A copy of the written consent is available for review 
by the editorial office of this journal.
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