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Introduction

ABSTRACT

Breast cancer is the most commonly diagnosed malignancy in women in Poland. Rare, unusual forms of breast
cancer remain a diagnostic problem. The incidence of ectopic breast glandular tissue in the general population
varies between 0.4 and 6%. The same abnormalities and diseases as in the anatomical mammary gland may
develop in this tissue. Breast cancer may develop as well.

We present the case of a 36-year-old woman, who went to the doctor because of a nodule in the right armpit
presented for 2 years. The patient was referred to a surgeon with suspicion of an epidermal cyst. The lesion was
surgically removed and in the histopathological examination, the diagnose was: invasive breast cancer in ectopic
glandular tissue. After imaging diagnostics, discussion of a multidisciplinary diagnostic and therapeutic team,
the patient was offered a surgical procedure - widening of the excision margins to obtain oncological complete-
ness and axillary lymphadenectomy. After the surgery, due to the results of the histopathological examination,
complementary systemic treatment (chemo- and hormone therapy) and radiotherapy were used.

Doctors often do not consider the possibility of primary breast cancer occurring elsewhere than in the breast.
Breast imaging does not always make it possible to diagnose the disease, and doctors performing and interpret-
ing these tests often do not include primary armpit cancer in the differential diagnosis. This can cause a delay in
diagnosis and worsen the prognosis.
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In such an additional gland, abnormalities and diseases
characteristic of the anatomical mammary gland may

Breast cancer is the most commonly diagnosed
malignancy in women in Poland. It is also one of the
biggest threats to the premature mortality of women [1].
The growing awareness of doctors of various specialties
not only oncologists, allows more and more often to
detect this disease at an early stage, also preclinical.
Rare, unusual forms of breast cancer remain a diag-
nostic problem.

Ectopic breast glandular tissue occurs between
0.4 and 6% of the general human population [2]. Its
presence is a consequence of the incomplete disap-
pearance of the so-called mammary creasts (crestae
mammariae) [3]. Such remaining additional glandular
tissue is most often located within the axillary pits, but
other locations, such as supra and subclavian region,
subcutaneous region, and even anatomically distant
locations such as perineum and anus are possible [4].

occur. Cases of adenomas, fibro-cystic lesions, as well as
breast cancer are reported [5]. Typically, the patient is
not aware of the presence of such an incorrectly located
additional glandular tissue until a palpable tumor is
found, for example in the armpit.

A case report

A 36-year-old woman, without a significant medical
history, was referred by a primary care physician to
a general surgeon because of a nodule in the soft tissues
of her right armpit for more than 2 years. The lesion
has increased over the past few months. Due to the
incriminating family history (mother’s sister had breast
cancer), the patient regularly checked her breasts during
gynecological visits. Periodically performed breast ultra-
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sound showed no abnormalities. The consulting surgeon
found the relative movable tumor with a diameter of
2 cm and redness of the skin above it. The ultrasound
examination of the armpit described a hypoechoic, ir-
regular focal lesion with a diameter of 21 mm, involving
skin and subcutaneous tissue, as well as, lymph nodes up
to 8 mm in diameter next to the principal lesion. There
was suspicion of the inflammatory epidermal cyst or
inverted acne (hidradenitis suppurativa). The lesion was
surgically removed.

In histopathological report, invasive cancer no
special type (NST) with intermediate grade (G2) was
identified, with the presence of angio- and neuro-inva-
sion. The pathologist described the weaving of cancer
in the dermis and subcutaneous tissue, and in the
vicinity, structures corresponding to the residual weav-
ing of the mammary gland. In summary, it was found
that the whole picture corresponds to primary cancer
originating from ectopic breast glandular tissue. Along
with the major lesion, 4 lymph nodes were removed,
in which metastatic lesions up to 3 mm in diameter
were found with infiltration outside the lymph node
capsule. The degree of pathomorphological severity
was defined as pT1cN2a. In immunohistochemistry,
the strong expression of estrogen and progesterone
receptors, lack of HER2 receptor expression, and
Ki67 proliferation index of about 30% were found.
The cancer phenotype was defined as luminous B
HER?2 negative.

After diagnosis, the patient was referred to the
Opole Oncology Center, where spectral mammography,
chest X-ray and abdominal ultrasound were performed.

Figure 1. Contrast — enhanced spectral mammography of
the right breast

In spectral mammography (Fig. 1 and 2) no patho-
logical strengthening foci were found both in breasts and
axillary pits (the study was performed after a diagnostic
excision). The results of the chest and abdominal imaging
were normal. The patient’s case was discussed during
a multidisciplinary diagnostic and therapeutic team meet-
ing. Due to the presence of cancer stuck to the edges of
the surgical incision of the removed lesion and metastases
to four lymph nodes with infiltration outside the node cap-
sule, the patient was offered the surgery at first - widening
the excision of the lesion with the removal of right axillary
lymph nodes. In the pathomorphological examination
of the postoperative material, the edges of the prepara-
tion were free of neoplastic lesions. There were found
postoperative resorptive changes and ductal carcinoma
in situ (DCIS) with an intermediate degree of differen-
tiation present in individual ducts in the lodge area. In
four of the twelve lymph nodes assessed, metastases of
cancer up to 6 mm in diameter with infiltration outside
the lymph node capsule were found. After surgery, the
patient was offered complimentary treatment as part of
a multidisciplinary medical consultation. Chemotherapy
based on anthracyclines and taxoids was used, and then,
according to the expression of steroid hormone receptors,
pharmacological ovarian suppression and treatment with
nonsteroidal aromatase inhibitors were included. The
patient was also subjected to additional radiation therapy.
The breast was irradiated together with the nodal field up
to a dose of 50 Gy in 25 fractions with an additional dose
of 10 Gy in 5 fractions after the tumor resection using
3D conformal radiotherapy with intensity-modulated
radiation therapy (IMRT).

Figure 2. Contrast — enhanced spectral mammography of
the left breast
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Discussion

In case of a palpable tumor in the armpit, the most
often taken into account are enlarged lymph nodes,
which have been changed, reacted with inflammation or
cancer. In differential, diagnostics should be considered
such conditions as inflammation (abscess, boil, lipoma,
inverted acne), epidermal cyst, as well as soft tissue
tumors or peripheral nerve sheaths tumors [6, 7].

We should also remember about the possibility of
ectopic breast glandular tissue. In terms of histological
structure, one can distinguish an additional (supernu-
merary) breast and aberant breast tissue [8]. Additional
breasts most often occur in place of embryonic nipple
combs, so-called “milky line” from armpits to the groin.
The glandular structures of such an additional breast
are ordered, with a secretory system, as well as with
the possibility of an additional wart and areola. In the
breast tissue of the split breast, the glandular structures
are chaotic, with no ordered secretory system. They
are usually located near the anatomical breast as an
“islands” of glandular tissue [8].

Extrapodial glandular tissue undergoes changes
under the influence of hormones, analogously to the
anatomical mammary gland. It may develop various
abnormalities and diseases such as fibro-cystic lesions,
adenomas, papillomas, as well as breast cancers [9].
According to various authors, the incidence of breast
cancer in ectopic breast glandular tissue accounts for
0.2t00.6% of all breast cancers [5]. Because of the rarity
of the disease, doctors often do not consider the possi-
bility of primary breast cancer outside the anatomical
mammary gland. Imaging breast examinations do not
always make it possible to diagnose the disease. This
can cause a significant delay in diagnosis and worsen
the prognosis.

The treatment of cancer in the ectopic breast glan-
dular tissue within the armpit is generally subject to the
same principles as the treatment of cancer of the ana-
tomically located breast. However, some issues remain
controversial, especially regarding the extent of surgical
treatment. Some authors suggest mastectomy on the
same side as the tumor in the ectopic tissue if the axillary
lymph nodes are involved [10, 11]. Others argue that re-
moval of the anatomical breast does not bring additional
benefits to patients, and the prognosis is the same for
local, radical removal of ectopic tissue and amputation
[12, 13]. Therefore, the surgical treatment of choice is
a wide excision of the lesion with surrounding tissues
(including skin). Mastectomy is not indicated if breast
imaging does not indicate cancer within it. However, it
should be considered if the results of imaging tests are
not clear and differential diagnosis does not allow for
a reliable diagnosis [14].

In case of a primary lesion located in the ectopic
tissue of the breast and clinically unchanged regional
lymph nodes (which was not the case in this patient),
lymph node surgery is necessary. Does sentinel node
biopsy make sense in this case? Some authors show that
metastases in axillary lymph nodes occurred in about
50% of the analyzed cases, and therefore very often,
which could suggest the legitimacy of lymphadenectomy
in such a situation [4, 10, 11]. However, several published
papers indicate that lymphoscintigraphy allows accurate
localization of sentinel lymph nodes. Therefore, it is
possible to perform a sentinel node biopsy procedure
and to avoid mutilating lymphadenectomy [16, 17]. This
approach is particularly justified in cases of ectopic
tissue location outside the armpit, where the absorbent
flow down to the armpit on the same side is not obvious
[17]. The choice of the site for radioisotope injection
remains a technical issue. Will the retroareolar injection
on the same side as the axillary tumor be appropriate?
Considering lymphatic drainage and axillary location, it
appears that peritumoral or surgical site biopsy is more
appropriate in this case [17].

The scope of complementary radiotherapy also
raises some controversy. Due to the rarity of this
form of cancer, there is no clearly defined standard
of treatment. Most authors suggest qualifying patients
for complementary radiotherapy based on similar
criteria as in the case of breast cancer in a typical
location. There are differences regarding the scope
of radiotherapy. Some authors consider it appropriate
to irradiate the lodge after the removed tumor and
axillary pit, others suggest covering the breast on the
tumor side [18].

Systemic adjuvant treatment should be carried
out in accordance with generally accepted recom-
mendations for the treatment of patients with early
breast cancer.

In the presented case, after a discussion within
the multidisciplinary diagnostic and therapeutic team,
a decision was made on supplementary radiotherapy
for the lodge after the removed tumor and the armpit
due to the involved lymph nodes and skin infiltration.
Systemic treatment was adapted to cancer biology and
the degree of pathomorphological severity.

Conclusions

Ectopic breast glandular tissue is often not included
in routine mammography. Also, some physicians per-
forming breast ultrasound examination do not take into
account the possibility of cancer in the ectopic breast
gland tissue. This causes delays in the diagnosis and
treatment of additional breast cancer.
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