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Summary

Background: Ectopic breast tissue usually develops
along the mammary ridges, and the incidence has been
reported to be 2-6% of the general population. Occur-
rence of primary carcinoma in ectopic breast tissue is
rare. Case Report: We report the case of 59-year-old
woman with accessory breast carcinoma in her left ax-
illa. Conclusion: Because an accessory areola or nipple is
often missing and awareness of physicians and patients
about these unsuspicious masses is lacking, clinical di-
agnosis of accessory breast carcinoma is frequently de-
layed. Therefore, a mass along the ‘milk line” should be
examined carefully, and any suspicious lesions should
be evaluated.

Introduction

Primary carcinoma of ectopic breast tissue has been report-
ed only in a small number of cases. Overall, 94% of ectopic
breast tumors occur in aberrant tissue and only 6% in acces-
sory breasts [1-3]. Embryologically, ectopic breast tissue de-
velops as a result of failed resolution of the mammary ridge,
an ectodermal thickening that extends from the axilla to the
external genitalia and has been found at sites as disparate as
the axilla, labium, and the posterior thigh of a male patient [2,
4]. In the classification of ectopic breast tissue by Copeland
and Geschickter [5], accessory nipple or areolar formation or

Schliisselworter
Akzessorische Brustdriise - Mammakarzinom - Axilla

Zusammenfassung

Hintergrund: Ektopisches Brustgewebe entwickelt sich
gewohnlich entlang der Milchleiste mit einer Inzidenz
von 2-6% in der allgemeinen Bevodlkerung. Das Auftre-
ten primarer Karzinome in ektopischem Brustgewebe ist
selten. Fallbericht: Wir berichten von einer 59-jahrigen
Patientin mit einem Mammakarzinom in einer akzesso-
rischen Brustdriise in der linken Axilla. Schlussfolge-
rung: Da akzessorische Warzenhofe oder Brustwarzen
zumeist nicht vorhanden sind und sowohl Arzte als auch
Patienten die meist unverdachtigen Knoten oft nicht zur
Kenntnis nehmen, ist die klinische Diagnosestellung bei
Mammakarzinomen akzessorischer Brustdriisen regel-
malig verzogert. Ein Knoten entlang der Milchleiste soll-
te daher eingehend untersucht und verdachtige Lasionen
genauer geprift werden.

both, with or without glandular tissue, is termed supernumer-
ary breast, as opposed to aberrant tissue referring to ectopic
breast tissue without a nipple or areolar complex. We named
supernumerary breast as accessory breast.

Case Report

A 59-year-old female patient had noticed a painless lump in her left axil-
lary area 1 month earlier. She was born with bilateral accessory nipples in
the axilla. During the lactational period, milk was also released from the
accessory nipple. She reported no previous menstrual irregularity, dys-
menorrhea, or menorrhagia. The patient had received no estrogen thera-
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py or oral contraceptive. There was no family history of breast carcinoma.
Physical examination showed a non-tender, poorly defined mass measur-
ing 2 cm in diameter and showing irregular margins (fig. 1). Routine he-
matological, biochemical parameters and tumor markers (carcinoembri-
onic antigen, CEA; cancer antigen, CA15-3) were within normal ranges.
Chest X-ray, abdominal computed tomography, and 99mTc-MDP whole
body bone scan were unremarkable. However, breast imaging findings
were interpreted as suspicious for accessory breast carcinoma, and ultra-
sound-guided biopsy was recommended (fig. 2). Histological examination
of the biopsy revealed invasive ductal carcinoma. The surgical option was
a left accessory breast mastectomy with axillary lymph node dissection.
Pathological examination revealed a 1.7 x 1.5 x 1.5-cm tumor confined to
the left accessory breast. The tumor was an invasive ductal carcinoma of
histological grade 2/3 and nuclear grade 2/3, and 1 of 18 lymph nodes was
positive for tumor (fig. 3). Estrogen and progesterone receptor proteins
were positive and focal positive, respectively, and CerbB2 was negative
by immunohistochemistry on paraffin sections. The postoperative treat-
ment included chemotherapy (cyclophosphamide, methotrexate, S-fluor-
ouracil, 6 cycles), radiotherapy of the axilla, and tamoxifen for 5 years.
Her postoperative course was uneventful.

Discussion

Ectopic breast tissue has been reported to occur in up to 6%
of the population, more frequently in women and in the axilla
[6]. Inheritance may be autosomal dominant with incomplete
penetrance, but sporadic cases represent the more common
situation [7]. Accessory breasts appear most commonly along
the original distribution of the mammary ridge which spans
from the axilla to the groin; less commonly, accessory breasts
appear in locations outside of the mammary ridge, such as
the face, posterior neck, chest, middle back, buttock, vulva,
flank, hip, posterior and/or lateral thigh, shoulder, and upper
extremities [4, 8-10].

Primary breast carcinoma arising in accessory breasts of
the axilla is the most common clinical presentation, with 60—
70% of all ectopic breast tumors [1, 2, 11]. The most common
pathology, as with the normal breast, is invasive ductal carci-
noma [3]. There is no difference in diagnosis and symptoms of
accessory breast carcinoma compared with carcinoma of the
anatomic breast. The most common physical sign is a palpable
mass. Edema, tenderness, breast pain, and vague discomfort
are less often observed [12]. These tumors are diagnosed in
the same manner as anatomic breast carcinoma using mam-
mography and ultrasonography, followed by pathologic diag-
nosis via fine needle aspiration cytology or gross excision [10].
Differential diagnosis includes excess axillary fat, lymphaden-
itis, lymphoma, metastatic carcinoma, and hydradenitis sup-
purativa [13].

Some authors have recommended radical mastectomy of
the ipsilateral breast if the regional lymph nodes are diag-
nosed with carcinoma [14, 15]. However, Cogwells [16] has re-
ported that ipsilateral mastectomy does not result in a better
prognosis for ectopic breast carcinoma. Evans and Guyton [2]
have concluded that ipsilateral mastectomy in addition to axil-
lary lymph node dissection was not superior to local excision
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Fig. 1. Accessory
breast in the left
axilla.

Fig. 2. A Film mam-
mography shows an
approximately 2.0-
cm, lobulated mass
with spiculated
margin and pleo-
morphic, clustered
microcalcifications

in the left axilla. B
Ultrasonography of
the left axilla shows
an approximately
1.7-cm, ill-defined,
heterogenous, and
hypoechoic mass with
hyperechoic rim. C
Breast magnetic reso-
nance examination
shows an approxi-
mately 1.7-cm, round,
homogenous, and low
signal intensity mass
in the left axilla.

with node dissection. It has been proposed that the surgical
procedure of choice in ectopic breast carcinoma is wide resec-
tion of the tumor with surrounding tissue, covering skin, and
regional lymph nodes [1, 17]. Mastectomy is not indicated if
clinical examination, mammography, and ultrasonography of
the anatomic breast show no signs of disease, and should be
performed when differential diagnosis is difficult [3, 15, 18]. If
mastectomy is not performed, particularly careful follow-up
is, of course, necessary to exclude any later manifestation of
an occult primary neoplasm in the breast.

The principles of postoperative treatment are the same as
for anatomic breast carcinoma [18]. External radiotherapy
of the tumor site must be performed because it permits in-
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Fig. 3. A Photomicrograph shows moderately
differentiated invasive ductal carcinoma form-
ing glandular structures (hematoxilin-eosin
stain x100). B Photomicrograph shows tumor
component invading surrounding mammary
adipose tissue (hematoxilin-eosin stain x400).

creased local control. However, radiation of the homolateral
anatomic breast is not systematically performed [19]. Systemic
adjuvant therapy is more frequently required because lymph
node disease is usually found, and is performed following the
same rules as with anatomic breast carcinoma [15, 19].
Prognosis of accessory breast carcinoma is equally difficult
to establish, primarily due to absent or limited follow-up data
as well as small sample size [2]. Moreover, it is difficult to find
a clear histopathological and clinical distinction between ac-
cessory and anatomic breast carcinoma [15]. Some authors
have proposed that accessory breast tissue is more prone to

malignant change than normal breast parenchyma [20]. Oth-
ers report that carcinoma of accessory breast tissue may me-
tastasize to lymph nodes earlier and more frequently than
with anatomic breast carcinoma [3, 19]. However, accessory
breast carcinoma can be said to follow the same prognostic
indices as anatomic breast carcinoma [1].
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