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Introduction

The emigration of breast cancer—metastasis to the axilla 
normally follows a regular pattern from level I to level II and 
last level III, and the percentage of skipping metastases is 
low (1). Level I lymph nodes include lymph nodes lateral to 
the pectoralis minor muscle, level II lymph nodes are located 
posterior to the pectoralis minor muscle, and lymph nodes 
in level III consist of lymph nodes medial to the pectoralis 
minor muscle (Figure 1). Studies have shown involvement 
of interpectoral lymph nodes (IPN) in up to 14% of case 
of breast cancer at the time of operation (3,4). Little is 
known about the incidence of recurrence at this site, but 
one retrospective study showed 0.1% of recurrence in the 
IPN (5). The IPN are located between the pectoralis major 
and minor muscles in the interpectoral fascia, and were 
first described by Grossman and later by Rotter (Figure 1).  
The IPN are also known as “Rotter’s nodes” (6,7). 

Case presentation

A 54-year-old women underwent mastectomy in 2012 
due to a 19 mm invasive ductal carcinoma (IDC) located 
in the upper half of the left breast with micrometastasis 
to the axilla. According to guidelines axillary lymph 
node dissection was not performed. The patient had 

adjuvant treatment including chemotherapy, anti-estrogen 
treatment, and Herceptin treatment. In 2014, the patient 
had reconstruction of the breast with breast implant, 
nipple-areola complex reconstruction, and reduction of 
the contralateral breast. Due to unsatisfying symmetry at 
the final clinical assessment, the patient was offered a re-
reduction of the right breast. As a standard procedure, 
a mammography is performed preoperatively, and a 
malignant mass was discovered superior to the implant 
in the left breast. Ultrasound and positron emission 
tomography-computed tomography (PET-CT) verified 
4 malignant tumors located interpectoral also known as 
Rotter’s space, and fine needle aspiration revealed IDC. 
The biopsies, performed twice, were not able to verify 
lymphatic tissue. It was not possible to palpate defined 
tumor, only increased tissue filling. Surgically removal of 
the tumors was performed in cooperation with a plastic 
surgeon leaving the breast implant in situ. Five tumors were 
removed. Subsequently histological examination confirmed 
lymph node metastasis from IDC in all 5 tumors. Adjuvant 
radiotherapy of the breast is planned postoperatively. 

Discussion

This is a case of locoregional recurrence located in the IPN 
found on a routine mammography prior to reduction of 
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the contralateral breast. At the time of diagnosis there was 
not palpable tumors in the area. In a retrospective study, 
where 0.1% had recurrence in the IPN, lesions were not 
demonstrated on a mammography, but on the contrary to 
our case, all patients had palpable masses in the region (5). 
It is therefore important to notice that neither physical 
examination nor mammography can stand alone in the 
diagnosis of recurrence in the IPN. In this case, ultrasound 
was able to visualize and confirm the location of the 
recurrence, but the sensitivity of ultrasound detection of 
IPN involvement has earlier been reported to 33%, giving 
a false negative rate at 67% (8). It is earlier hypothesized 
that patients with tumors located in the upper half of the 
breast have a higher risk of developing regional recurrences 
in the IPN, but this hypothesis was not supported by a 
retrospective study of recurrence in the IPN (5). This case 
also raises the question whether IPN can be sentinel nodes. 
When axillary dissection of level I and II was considered 
gold standard of treatment of early-stage, ultrasound node-
negative cancer, it was proposed in one study that the IPN 
should be included in the axillary dissection (9). Now that 
sentinel node biopsy is the preferred procedure in patients 
with breast cancer without axillary metastases detectable 
by axillary ultrasound, it is important to acknowledge the 
possibility of IPN being sentinel nodes. Researchers found 
that the interpectoral nodes drain to level II and apical 
lymph nodes of the axilla, and therefore concluded that 
IPN could act as sentinel nodes without involvement of the 

level I lymph nodes (10). The most interesting cases are 
patient with IPN metastases without axillary metastases. 
Though the quantity of such cases is found low from 0.3% 
to 7% (3,4,11), it could contribute to the risk of axillary 
recurrence. Even though this localization of recurrence 
is rare, it is important to bear in mind because of difficult 
clinical presentation, and because it has shown not to 
be visible on mammography. Little is known about the 
incidence of recurrence at this anatomical location and 
not much research has been done. Further studies should 
be carried out as this site represents a potential site of 
locoregional recurrence.
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Figure 1 Schematic overview of the lymph nodes of the axilla (2).
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