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A rare case of bilateral axillary accessory breast tissue
coexisting with prolactinoma in an adolescent girl
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ABSTRACT

Background. Unlike polythelia, which is typically identified at birth by the presence of an areola or nipple,
accessory axillary breast tissue is rarely observed in children and adolescents. Nevertheless, it can affect this age
group and should be considered in the differential diagnosis of an axillary mass.

Case Presentation. A 15-year-old girl with a diagnosed prolactinoma, receiving cabergoline treatment, presented
with a week’s history of tender, bilateral axillary masses. Ultrasonographic evaluation and subsequent surgical
excision confirmed the diagnosis of bilateral accessory axillary breast tissue. To the best of our knowledge,
this is the first reported case of co-existing bilateral accessory axillary breast tissue and prolactinoma in an
adolescent girl.

Conclusion. This case highlights the importance of thorough physical examination in adolescents with
prolactinomas. Accessory breast tissue may become more prominent during puberty or in hyperprolactinemic
states, and it may be misdiagnosed. Recognizing this rare occurrence is key to avoiding unnecessary
investigations or interventions.
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Accessory breast tissue consists of normal of accessory breast tissue are present at birth,
breast tissue located outside the breast. This  whereas others may become apparent later in
ectopic breast tissue can develop anywhere life during periods of hormonal change such as
along the mammary ridges due to incomplete pregnancy or menstruation.® It affects between
involution (the ‘milk line’). It includes a range 0.4% and 6.0% of the general population.® The
of conditions characterized by the presence of diagnosis of accessory axillary breast tissue is
glandular tissue (polymastia), supernumerary rare in children and adolescents, with only a

few detailed cases in these groups reported in

nipples without breast tissue (polythelia),
the literature.>®

areolas, or combinations of these features.!

Kajava proposed a classification system in Prolactin (PRL) plays a key role in the

1915 that remains widely used today (Table I). development of mammary glands within breast
Polytheliais mostoften found onthe chest,upper  tissue and in milk production. Prolactinomas
abdomen, or just below the normally positioned are the most common organic cause of
breast, whereas the most common site of  hyperprolactinemia and represent the most
accessory breast tissue is the axilla, whereitmay  prevalent type of pituitary adenoma in children
occur unilaterally or bilaterally.? Some forms and adolescents.® The clinical manifestations of
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prolactinomas vary according to the patient’s
sex and age at onset, as well as tumor size.
Where emergency surgery is not indicated,
the first-line treatment for prolactinoma is
dopamine agonists, which both normalize PRL
levels and reduce tumor size.”

Hyperprolactinemia, particularly when caused
by prolactinomas, can stimulate mammary
gland development and milk production.
However, only a few well-documented cases
of bilateral accessory breast tissue in adults
with prolactinoma have been reported in the
literature.® Hyperprolactinemia, particularly
when caused by prolactinomas, can stimulate
mammary gland development and milk
production. Existing evidence is limited to
isolated adultcasereports, and prior publications
havenot conclusively clarified whether prolactin
exerts a direct proliferative effect on accessory
axillary breast tissue.®” The absence of pediatric
data and the lack of mechanistic evidence in
adult studies underscore the current gaps in the
literature.Here, we describe a case involving an
adolescent girl diagnosed with a prolactinoma
and bilateral axillary accessory breasts, with
the aim of providing clinicians with additional
diagnostic and treatment experience. Reports of
accessory axillary breast tissue in the pediatric
population are scarce, and, to the best of our
knowledge, coexistence with prolactinoma has
not been previously described in an adolescent.

Case Presentation

A 15-year-old girl presented with heavy
menstrual bleeding. The patient experienced
menarche at the age of 12. During the first
year following menarche, her menstrual cycles
occurred approximately every two months,
after which they became regular on a monthly
basis. The amount of menstrual bleeding had
not previously been excessive, typically not
exceeding four sanitary pads per day. On
laboratory evaluation, her hemoglobin was 8.6
g/dL (normal [N]: 11.7-15), ferritin 3.9 pg/L (N:
12-140), luteinizing hormone (LH) 2.8 IU/L (N:
2.4-12.6), follicle-stimulating hormone (FSH) 7.2
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IU/L (N: 3.5-12.5), estradiol (E2) 32.2 ng/L (N:
22-341), and total testosterone 30 ng/dL (N: 20-
38). Her PRL level was 78 ng/mL (N: 5-20 ng/
ml) in tests conducted prior to the initiation
of combined oral contraceptive treatment.
Magnetic resonance imaging (MRI) revealed
a pituitary microadenoma measuring 7.5 x 6.0
x 7.0 mm. Evaluation of the other pituitary
hormones revealed an adrenocorticotropic
hormone (ACTH) level of 27.5 pg/mL (N:
7.2-63), a cortisol level of 11.3 pg/dL (N: 4.8-
19), and an insulin-like growth factor (IGF)-
1 level of 229 ng/mL (N: 151-485). According
to her medical history, other than asthma
treatment administered prior to puberty, she
had no exposure to medications associated
with hyperprolactinemia or abnormal uterine
bleeding. Following acute management of heavy
menstrual bleeding, the patient was monitored
while receiving cabergoline 0.5 mg/week. The
PRL level normalized (7 ng/mL) within the first
month, with an MRI at six months showing
initial adenoma shrinkage, and one-year follow-
up imaging confirming a reduction in size to
3.8 x 2.7 mm. A PRL level below 20 ng/mL was
maintained. At an outpatient visit, the patient
reported bilateral axillary swelling that had
developed over the preceding week, following a
month of irregular medication use. This episode
occurred during the first year of prolactinoma
treatment, when her PRL level had increased to
29 ng/mL. On examination, painful swellings
were present beneath both axillae, without
erythema, ulceration, or palpable fluctuation
(Fig. 1). No galactorrhea was observed. She had
no history of tuberculosis, cat-scratch disease,
or other systemic infection. There was no
evidence of pathological lymphadenopathy or
organomegaly. Laboratory tests showed a PRL
level of 28 ng/mL and a negative 3-hCG result.
At the time the axillary swelling developed, the
patient was menstruating. Gonadotropin levels
(LH and FSH) were not measured during this
episode. No palpable masses were found in
either breast. Bilateral mammary gland tissue
was detected on axillary ultrasound, with the
accessory tissue more prominent on the right
side. The accessory breast observed in this
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swelling, measuring 6 x 5 cm, without erythema.

patient corresponded to Class IV in Kajava's
classification system (Table I). There was no
reported family history of a similar condition.

The cabergoline dose was increased to 1 mg/
week. Echocardiography was normal. An
abdominal ultrasound performed to check for
associated anomalies revealed no abnormalities
in the kidneys or other organs. The patient was
referred to surgery with a pre-diagnosis of
bilateral axillary breast tissue, and the pediatric
surgeon recommended elective excision
(Fig. 2). Histopathological findings revealed

normal mammary tissue without atypia in the

Fig. 1. Patient’s left (A) and right axilla (B) and left axilla at the time p
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bilateral accessory breast tissues, confirming
the diagnosis of bilateral accessory axillary
breast tissue (Fig. 3). The incision healed well,
and no recurrence was observed during the
3-month follow-up period. Written informed
consent for publication of the case details and
accompanying images was obtained from the
patient and her legal guardian.

Discussion

To the best of our knowledge, this is the first
reported adolescent patient with co-existing
bilateral accessory axillary breast tissue and

Table I. Classification of accessory breast tissue as proposed by Kajava in1915°.

Clinical category Alternative name

Definition

Class I Polymastia A complete breast including glandular tissue, nipple, and areola
Class II Polymastia, supernumerary Only glandular tissue and nipple, without areola
breast without areola
Class IIT Polymastia, supernumerary Only glandular tissue and areola, without nipple
breast without nipple
Class IV Mamma aberrata Glandular tissue only
Class V Pseudomamma Nipple and areola but without glandular tissue (replaced by fat)
Class VI Polythelia Nipple only
Class VII Polythelia areolaris Areola only
Class VIII Polythelia pilosa Patch of hair only
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Fig. 2. The specimen dissected from the right axilla,
approximately 6.5 x 4.0 cm in size.

prolactinoma. Although numerous cases of
accessory axillary breast tissue have been
reported in adults, only a few have been
described in children and adolescents.>>'* In
one case series of 11 adolescents with axillary
accessory breast tissue, the youngest patient
was 13 years old.? Another case report described
a 9-year-old prepubertal girl with bilateral
axillary accessory breasts.?

The relatively small number of reported cases
in children may be due to the condition going
unnoticedeither because accessory axillary
breast tissue only becomes apparent and
symptomatic after hormonal stimulation, or
because the patient’'s body shape obscures
it. Hormonal changes (e.g. menstruation,
pregnancy, and lactation) can cause the masses
to become tender and fluctuate in size."

In this case, no complaints were reported at
the time of prolactinoma diagnosis, and no
axillary mass was palpable during the initial
physical examination. The findings only
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Fig. 3. Histopathology of the specimen excised
from the right axilla, demonstrating findings of
benign breast parenchyma (green arrow), including
mammary ducts (blue arrow) and stroma (black

arrow) (H&E staining, original magnification x100).

became apparent during the menstrual cycle
in the first year of treatment. This situation can
be explained as follows. Hyperprolactinemia
can lead to menstrual irregularity, estrogen
deficiency, and testosterone deficiency. In our
patient, treatment with cabergoline improved
gonadal function, and the accessory breast tissue
may have become more prominent as estrogen
levels returned to normal. PRL promotes the
growth of mammary alveoli and stimulates
breast alveolar epithelial cells to synthesize
milk components °. At the same time, the effects
of PRL on breast tissue may render accessory
breast tissue more noticeable. Our case is
noteworthy due to the delayed presentation
of accessory breast tissue following a period of
irregular cabergoline use, despite the patient
having previously achieved target PRL levels.
A plausible explanation is that normalization
of PRL may have permitted reactivation of the
hypothalamic-pituitary—gonadal axis, leading
to increased gonadotropin secretion; however,
the exact underlying mechanism remains
unclear. Accessory breast tissue originates
during embryological development and
typically becomes clinically apparent during
periods of hormonal fluctuation such as puberty,
menstruation, pregnancy, or lactation.? In this
patient, the transient rise in PRL or associated
hormonal imbalances may have triggered an
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earlier or more pronounced manifestation of
the accessory breast tissue.

Ultrasonography is the recommended imaging
method for children and adolescents suspected
of having accessory breast tissue. However,
histopathological examination is required to
confirm the diagnosis and to demonstrate
histological features characteristic of normal
breast tissue.*?

Polythelia often does not require surgery. By
contrast, surgical excision of axillary breast
tissue enables confirmation of the diagnosis,
relief of pain, and improvement of cosmetic
appearance.'>”*Accessory breast tissue is subject
to the same benign and malignant pathologies
as normal breast tissue, including pain,
swelling, lactation, mastopathy, fibroadenoma,
fibrocystic change, and carcinoma.'*'¢

Accessory breasts can be inherited as an
autosomal dominant trait with incomplete
penetrance, although they are more often
sporadic® In our case, there was no family
history of accessory axillary breast tissue. The
literature describes familial incidence, as well
as associations with cardiovascular or renal
anomalies and trisomy 21, but none of these
anomalies were present in our patient.'

The classical syndrome is characterized by
cyclic pain during menstruation, accompanied
by symptoms such as swelling, tenderness,
restricted shoulder mobility, and irritation from
clothing.

Possible  differential ~ diagnoses include
lymphadenopathy, hidradenitis suppurativa,
lipoma, malignancy, sebaceous cyst, plexiform
neurofibroma, neuroma, follicular cyst, slack
skin with granulomatous inflammation, and
vascular malformation.'**?*

Ultrasonography is the initial diagnostic
tool, typically revealing hypoechoic breast
tissue similar to orthotopic tissue. Bilateral
ultrasonography is recommended to rule out
contralateral involvement. Histopathological
examination is required to confirm the

The Turkish Journal of Pediatrics = Early View 2026

Axillary Breast Coexisting with Prolactinoma

diagnosis.? The risk of incision-site infection and
recurrence can be reduced by complete excision
of the lesion along with the surrounding skin.?

However, there is some controversy in the
literature regarding the optimal timing of
surgery. Many authors argue that the best time
is before pregnancy because the reoperation
rate is lower and patients are more satisfied
when the procedure is carried out at a young
age."®Monitoring and reducing serum PRL
levels may lessen disease severity, shorten the
treatment period, lower the risk of recurrence,
and help prevent or manage endocrine disorders
associated with hyperprolactinemia.

Children and adolescents with a supernumerary
nipple or areola should be made aware of
the possibility of underlying breast tissue.
Consequently, follow-up is recommended until
the end of puberty.’Although accessory breasts
are often asymptomatic, they may cause anxiety,
cosmetic concerns, pain, and restricted arm
movement. According to the literature, excision
of accessory axillary breast tissue has also
been associated with notable adverse effects.**
In the present case bilateral surgical excision
was performed because of persistent pain,
cosmetic concerns, and the need for definitive
histopathological confirmation. In the context
of the underlying hyperprolactinemic state
and the bilateral symptomatic presentation,
surgical management was deemed the most
appropriate approach to ensure symptom relief
and diagnostic certainty.

Gonadotropin levels (LH and FSH) were
not assessed at the time of detection of
bilateral axillary breast tissue; although such
measurements could have provided additional
insight into the hormonal milieu, they were not
obtained at that time. An important limitation
of this case is the relatively short postoperative
follow-up period of three months, which is
insufficient to thoroughly assess recurrence risk
or long-term cosmetic outcomes. An extended
follow-up would be necessary to better
characterize the long-term course and overall
surgical success.
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Conclusion

We have presented what we believe to be the
first case report of the co-existence of accessory
axillary breast tissue and prolactinoma in
an adolescent girl. Axillary accessory breast
tissue should be considered in the differential
diagnosis of axillary masses in pediatric patients.
Symptoms may arise before pregnancy and
prior to the end of puberty. The most common
are axillary swelling and cyclic pain coinciding
with menstruation. Bilateral ultrasonography
is widely recommended for diagnosis. Surgical
management is safe and effective in children
and adolescents. This case contributes to the
limited literature on the association between
prolactinomas and bilateral axillary accessory
breast tissue in adolescence.
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