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Abstract 

Background: Although breast carcinoma had many targeted biomarkers 

for its treatment, it is a heterogenous disease with different outcomes and 

needs new markers especially for the triple negative group when estrogen, 

progesterone receptors and Her2/neu are negative. Androgen receptor is a 

new target with unclear role. The aim of this study was to examine the 

prevalence of androgen receptors in invasive duct carcinoma and to 

elucidate its relation to breast carcinoma subtypes and established 

clinicopathological factors. Material and Methods: One hundred and 

eleven cases of invasive duct carcinoma were evaluated for age, grade, 

tumor size, stage and node status. Also, they were analysed 

immunohistochemically for estrogen receptor, progesterone receptor, 

Her2/neu and androgen receptor expression. Androgen receptor expression 

was correlated with histopathological factors, breast cancer subtypes and 2-

years DFS. Results: Androgen receptor was expressed in 72.1% of cases. It 

was significantly associated with hormone receptor(s) expression. It was 

also expressed in a significant number of triple negative breast carcinoma 

(44%). AR positive breast cancer cases have better prognosis than those with 

AR negative breast cancer (80% versus 67.7%). Conclusion: Although the 

impact of androgen receptor on breast cancer outcomes had not been clearly 

established, this result may provide evidence that androgen receptor is a 

good prognostic and predictive marker. AR could be a new target for the 

treatment of TNBC group.  
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