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Introduction
Ectopic Breast Tissue (EBT) refers to supernumerary and aberrant 

breast tissue [1, 2]. A classification of EBT has been offered by Copeland 
and Geschickter, in which accessory nipple formation, areolar formation, 
or both, with or without glandular breast, is termed supernumerary 
breast, as opposed to aberrant breast, referring to ectopic breast tissue 
without a nipple or areolar complex [1]. EBT without the presence of a 
nipple located beyond the periphery of the gland is defined as aberrant 
breast tissue and is frequently misdiagnosed as a subcutaneous lesion. 
EBT results from a failure of regression of the mammary ridges during 
embryogenesis [3]. It can be present anywhere along the milk line, 
from the axilla to the inguinal region [4-11]. The incidence of ectopic 
accessory breast is uncertain, but it is generally accepted to be found in 
1-2% of humans [12,13]. EBT is subject to all of the physiological and
pathological changes of the normal breast, including carcinoma [14],
although carcinoma of aberrant breast tissue is rare [15,16].

Case Report 
We report a clinical case of a 76-year-old post menopausal woman. 

Her past medical history was significant only for long-standing 
hypertension, not compromising cardiac function. She had not prior 
breast complaints or breast surgeries and her family history was 
negative for breast or ovarian cancer in a primary relative. 

She had discovered a small nodule of 2 cm of diameter, one year 
earlier located in pre-sternal area, which had maintained a stable 
clinical appearance, without palpable nodule in both breasts. No 
treatment measure was taken initially. The mass had been increasing 
rapidly in size; 3 months before therapeutic management. 

Clinical examination revealed a mid-chest, firm, fixed, burgeoning 
and inflammatory mass, measuring 15 cm of diameter in the length, 
11 cm in width and 7cm in height, located between breasts (pictures 
1, 2). No masses were found in both breasts and there was no palpable 
axillary or sus-clavicular lymphadenopathy. 

Ultrasonogram could not be done because of the inflammatory 
character of the mass, bleeding and discharge of pus clinically 
disseminated in the tumor. The patient underwent a biopsy of this mass. 
Histopathological and immuno-histochemical studies showed invasive 
ductal breast origin carcinoma, with positive CK7 antigen, negative 
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Abstract
Aberrant mammary tumors are ectopic tumors, which represent 0.3% of all breast cancers. These tumors often 

occur close to normal breast, near the sternum, epigastrum, subclavicular, and axillary area which is the most 
common. We report a 76-year-old woman, without history of disease, presenting one year ago, a nodule located 
between breasts, increasing rapidly in size. Clinical examination found an inflammatory mid-chest mass, measuring 
15cm of diameter, located between breasts. Axillary lymph nodes were not enlarged, and no masses were palpable 
in the breasts. Biopsy with immuno-histochemical study showed invasive ductal breast origin carcinoma, with positive 
CK7 antigen, negative CK20 antigen, positive hormone receptors and negative HER2/neu oncoprotein. Bilateral 
mammography showed invasion the left breast. Computed tomography showed bilateral pulmonary metastasis. 
The patient received 5 courses of palliative chemotherapy based on Anthracycline, with more than 80% of partial 
response obtained. The patient died from sepsis before receiving the sixth course of treatment. Aberrant mammary 
tumors originated from accessory fragments of breast tissue beyond mammary gland. These aberrant breast 
tissues can grow and cancerize, with or without involvement of the two normal mammary glands. In this case report, 
both normal breasts are free from any adjacent tumor proliferation, and it is the first case in literature, reporting a 
considerable size of aberrant breast tissue. 
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Picture 1: tumor front characteristic’s.
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CK20 antigen, positive both estrogene and progesterone receptors 
(figures 1, 2) and negative HER2/neu oncoprotein expression.

Bilateral standard mammograms and additional axillary projections 
showed invasion of the upper inner quadrant of the left breast by 
described lesion, and negative axillary lymph node involvement. 
Mass development in the pre-sternal area and the absence of clinically 
evident involvement of both breasts initially, evoked aberrant origin of 
the primary mammary parenchyma. 

Given the locally advanced character of the mass and suspected 
secondary pulmonary lesions in standard chest X-ray, Computed 
Tomography (CT scan) was performed and confirmed bilateral 

pulmonary metastasis. Bone scan was negative of any involvement. 
Breast magnetic resonance imaging was not performed given metastatic 
stage of the tumor. 

Neo-adjuvant chemotherapy to surgical excision was not 
considered because of presence of disseminated bilateral pulmonary 
metastasis. Given good performance status, the patient was then treated 
with reduced dose of chemotherapy protocol based on Anthracycline. 
Clinical tumor response was evident and partial radiological response 
greater than 80% was confirmed in CT scan after 3 courses of 
chemotherapy (picture 3, 4). 

The patient was hospitalized for febrile neutropenia after the fourth 
cycle which was well managed with antibiotics treatment. Granulocyte 
colony-stimulating factors were therefore indicated subsequently to 
cycles of chemotherapy, but injections were not received. The patient 
had presented then sepsis related to second episode of bacteriological 
undocumented febrile neutropenia. Clinically, tumor response was 
maintained and the patient died 7 months after diagnosis.

Discussion 
During gestation, EBT is formed if the mammary ridge does not 

 
Picture 2: tumor profile characteristic’s.

 
Figure 1: Microphotography showing positivity for estrogenic receptors.

 
Figure 2: Microphotography showing positivity for progesteronic receptors.

 
Picture 3: CT scan before treatment.

 
Picture 4: CT scan after 3 courses of chemotherapy.
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disappear normally. Failure of regression of the mammary ridge results 
on EBT with varying degrees of clinical expression  [3,7,10,17]. 

Accessory breast tissue may take several forms and has been 
classified by Kajava as follows: complete breast with nipple, areola, and 
glandular tissue; supernumerary breast without areola but with nipple 
and glandular tissue; supernumerary breast without nipple but with 
areola and glandular tissue; aberrant glandular tissue without nipple or 
areola; pseudo-mamma with nipple and areola but without glandular 
tissue; polythelia; polythelia areolaris; polythelia pilosa [4,18,19]. 
Polymastia is the term used to describe the presence of more than 2 
breasts in human subjects; it is synonymous with ectopic, accessory, or 
supernumerary breast [7,10,20].

EBT includes supernumerary breasts and aberrant breast tissue 
[1,2]. Supernumerary breasts are most commonly present along the 
embryological milk-line, running from axilla to groin, but may also 
occur in other sites, including cheek, neck, shoulder, midline of chest or 
abdomen, flank, hip, thigh, and buttock. Aberrant breasts, in contrast, 
are found in proximity to the normal breast and consist of accessory 
fragments of breast tissue beyond the periphery of the gland. It may 
occur in the axillary, sternal, infraclavicular, or epigastric regions 
[12,13], among which the axillary site is the most common [2,13,21].

EBT can develop with any disease that affects the normal breast, 
including breast carcinoma [14,22]. They commonly respond to the 
hormonal stimulations of menses or pregnancy in terms of engorgement 
and discomfort [13]. 

Different varieties of breast cancer have been found in ectopic 
breasts, such as fibroadenomas, fibrocystic changes, atypical ductal 
hyperplasia, phyllodes tumors, mastitis and abscesses [5,6,8,22-27]. 
All benign or malignant tumors that occur in normal breast tissue may 
also arise in EBT. Ductal carcinoma is the most histological subtype 
reported. Other types of breast cancer have also been described such 
as medullary, papillary, and lobular carcinomas [5,6,8,18,23,28] (table).

Carcinoma of EBT is approximately 0.3% of all breast cancers [15], 
though only Badejo reported a 14% incidence in a series of 22 breast 
carcinomas [29]. True incidence of this type of breast cancer is not yet 
clear. It relates to the uncertainty about the incidence of benign ectopic 
axillary breasts and the disparate methods of reporting. De Cholnoky 
[27], for instance, reported a 3.8% incidence of carcinoma (actually only 
one case) in a series of 28 operated cases of ectopic axillary breasts. By 
contrast, Chiari [15] found only 3 ectopic occurrences in a series of 918 
cases of breast cancer for an approximate 0.3% incidence of all breast 
cancers. Cheong et al. [16] noted that only 4 cases (0.28%) of axillary 
breast cancer were found among a total of 1,430 cases of operated breast 
cancer during 10 years.

Most carcinomas of aberrant breast tissue occur near the axilla 
[2, 23, 30]. Evans and Guyton [23], in a summary of reported cases of 

ectopic breast cancer, noted that 64 of 90 cases occurred in the axilla 
while 26 occurred in the extraaxillary sites with 15 in the sternal area, 9 
in the subclavian region, and 2 in the labia. Copeland and Geschickter 
noted 7 of 9 cases in the axilla and 2 in the sternal region [1]. Chiari 
collected 57 cases of carcinoma of aberrant breast tissue from the 
literature and added 3 of his own. Of the 60 cases, 43 occurred in the 
axilla, 6 in the infraclavicular region, 6 in the sternal aera, and 5 in the 
epigastrium, close to the xiphisternal junction [15]. 

To the best of our knowledge, this is the first case report of 
carcinoma of aberrant breast tissue occurring in the extra-axillary site, 
particularly in the sternal region, and measuring a considerable size of 
15cm of diameter, with inflammatory character.

Carcinoma arising from EBT can be diagnosed in the same manner 
as regular breast carcinoma using clinical examination, ultrasonography, 
rarely mammography, core-needle biopsy, fine-needle aspiration biopsy, 
or gross excision and subsequent pathological diagnosis [20,31,32]. 
Special and appropriate evaluation method of axillary breast tissue 
is the physical examination and axillary ultrasonography. Standard 
mammograms do not usually show EBT because of its location [33]. 

There are no published series that evaluate the use of chemotherapy 
or radiation therapy in the treatment of EBT; only individual patients 
case reports exist. 

For located stage, the best treatment option is surgical excision 
of primary tumor with lymph node dissection followed by radiation 
therapy and chemotherapy or endocrine therapy [4], if no concomitant 
tumor in the breasts is associated. 

Disseminated EBT is extremely rare, and treatment is probably 
similar to metastasis normal breast carcinoma. 

Regarding the rareness of this disease and the limited follow-up 
data, no prognostic conclusions are available, but EBT seems to have 
a poorer prognosis than cancer in normal breast parenchyma [4,34]. 
The prognosis is thought to be poor because early diagnosis is difficult.

Conclusion
In summary, we can conclude that subcutaneous nodules of 

uncertain origin around the periphery of the breast, especially in the 
axilla and along the sternum, should always be viewed with suspicion 
for breast carcinoma of aberrant breast tissue. 

Careful follow-up of these patients is essential, especially because 
the natural history of this rare entity is not well defined.
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Gender Age Clinical 
presentation

Histopathological 
examination

Treatment 
received
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Right axillary firm 
mass with fluid 

secretion 

Invasive (juvenile) 
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Right 
lymphadenectomy 

with adjuvant 
chemotherapy
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in the right labia 
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with foul-smelling 
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Anterior radical 
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Table 1: Other location of ectopic breast tissue.
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