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Supernumerary Axillary Breast Cancer

To the Editor:

This case report presents an opportunity to discuss

the treatment of supernumerary breast cancer which is

seldom mentioned in the surgical literature, and sug-

gests some novel therapeutic considerations. Supernu-

merary breast may present characteristics analogous

to normal breast tissue in terms of function and, more

importantly, pathologic degeneration although treat-

ment option can differ (1). We describe a case of

supernumerary axillary breast cancer who needed a

reconstruction with latissimus dorsi flap.

Accessory breast tissue has a very rare incidence in

population with incidence rates of 1–2%. Further-

more, having an accessory breast with concurrent

breast cancer is extremely rare with only few articles

published in the literature (2).

The exact incidence of breast cancer in supernu-

merary breast tissue is unknown but estimates range

in 0.3–0.6%.

Both the rarity of the pathology and its sometimes

unusual clinical presentation of lumps without nipple-

areola-complex makes diagnosis very challenging, and

the first contact physician is not often including super-

numerary breast cancer as part of the differential diag-

nosis (3).

The approach to supernumerary breast cancer

should follow the same sequence of clinical examina-

tion, mammography, sonogram, and fine-needle aspi-

ration cytology or core needle biopsy as performed

usually for anatomic breast cancer. Standard mammo-

grams do not usually show axillary supernumerary

breast because of its high location, but with special

positioning of the patient, however, ectopic breasts

are sometimes imaged.

Therapeutic options are also based on standard

breast cancer treatment of anatomic breast. Surgical

removal is the mainstay of treatment with either mas-

tectomy or wide local excision for a conservative

approach, and axillary staging with sentinel lymph

node biopsy according to actual evidences (4–7).
Some authors recommended radical mastectomy of

the ipsilateral breast if the regional lymph nodes are

diagnosed with carcinoma (8). However, Evans and

Guyton (9) concluded that ipsilateral mastectomy in

addition to axillary lymph node dissection was not

superior to local excision with node dissection. Thus,

it has been proposed that the surgical procedure of

choice for ectopic breast carcinoma is wide local exci-

sion of the tumor including the skin and the surround-

ing supernumerary breast tissue, sentinel lymph node

sampling and axillary clearance if appropriate (1).

Mastectomy of the ipsilateral normal breast gland is

not indicated if clinical examination, mammography,

and ultrasound of the anatomic breast show no signs

of disease, and should only be considered in cases

where the differential diagnosis is confusing (2).

In all cases careful follow-up is necessary to

exclude any late manifestation of an occult primary

neoplasm of the breast. Postoperative adjuvant ther-

apy should be based on clinical stage, tumor biology,

and patients characteristics. Radiotherapy, chemother-

apy regimens, antibodies, and endocrine therapy are

usually based on standard treatment for anatomic

breast cancer. The exact prognosis of such cases is not

known due to the limited data on follow-up and sam-

ple size.

We discuss a case of a 42-year-old female with can-

cer arising in supernumerary breast. The patient was

seen in our Institution because of complaint regarding

a mass located in her right axilla. At her clinical

examination a �2 cm hard mass with irregular bor-

ders in the right supernumerary breast was detected

(Fig. 1). Imaging with mammography and high defini-

tion ultrasound revealed a suspicious 1.5 cm hypo-

echoic mass in the right supernumerary breast, with

increased vascularity. The rest of the glandular breast

tissue appeared to be normal. Fine-needle aspiration

cytology of the tumor was performed, resulting in a

C5 category lesion. An interdisciplinary team

approach recommended wide local excision of the

mass including the involved supernumerary breast,
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sentinel lymph node biopsy and excision of the con-

tralateral supernumerary breast. Immediate recon-

struction with local advancement flaps using the

latissumus dorsi muscle and the anatomic breast was

proposed and agreed by the patient. The patient

underwent wide local excision with an upper outer

quadrantectomy. Sentinel node biopsy revealed 2

metastatic lymph nodes and I–III level axillary clear-

ence was performed as routinely done in our Institu-

tion. Reconstruction of the defect was primarly

achieved by dissecting the latissimus dorsi muscle to

cover the defect (Fig. 2). Lateral and posterior under-

mining of the subcutaneous tissue was performed

through the same axillary incision to reach the latis-

simus dorsi muscle, the pedicle was identified and a

15 cm flap was mobilized sparing the skin at the dor-

sal aspect. Advancement of the latissimus dorsi flap

was performed without any rotation and it was

attached to the lateral border of the major pectoral

muscle and inferiorly to the serratus. In this way both

adequate coverage of the defect and free movement at

the level of the armpit and shoulder was accom-

plished. Postoperative course was uneventful and the

patient was discharged from the hospital the following

day. The final pathologic report revealed a pT1c (m)

1.9 cm invasive lobular carcinoma, grade 2, negative

margins, pN1a with 2 sentinel lymph nodes positive

for metastasis and 25 lymph nodes free of disease.

Hormonal status showed receptor positivity for ER

95%, PgR 95%, negative Her-2/neu and Ki-67 19%.

The contralateral supernumerary breast was negative

of cancer.

Our patient received both adjuvant endocrine ther-

apy and external beam radiotherapy to further

increase the local control of the disease and diminish

the local recurrence rate.

The patient continued adjuvant therapy with intra-

muscular LH-RH analogue and tamoxifen for 5 years.

Figure 1. The right axilla showing the areola and nipple.

Figure 2. Latissimus dorsi flap for covering of the defect. Figure 3. postoperative outcome.
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Radiotherapy was delivered at the whole breast and

axillary region until completing 45 Gy. After

15 months of follow-up the patient has no evidence of

recurrent disease, free movement and rotation of her

right arm-shoulder is functional and she refers a good

cosmetic outcome (Fig. 3).

Supernumerary axillary breast cancer is very rare.

This entity can be easily misdiagnosed if not considered

in the differential diagnosis. Management can be ori-

ented using conventional guidelines and treatment pro-

tocols for anatomic breast cancer. Reconstructive

techniques can be accomplished by using local flaps of

healthy breast tissue and the mobilization of the latis-

simus dorsi muscle for coverage and filling of the space.
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