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Mondor’s Disease of the Breast
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A forty-six-year-old female presented with a history of left axillary pain, discomfort,
chronic fatigue and palpitations. Clinical examination revealed large, tender nodules in the
left axilla which were thought to represent enlarged axillary lymph nodes. Multiple dilated
veins were visible in the left axillary region. The patient was diagnosed with Mondor’s
disease based on the typical mammographic and ultrasound features.

Mondor’s disease of the breast is an uncommon, usually benign, self-limiting disease, which
usually requires conservative treatment and follow-up.
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Mondor’s disease, or superficial thrombophlebitis of the breast, is an uncommon condition. It is
usually idiopathic, but it might be associated with direct trauma to the breast, breast surgery,
thrombophilic conditions, strenuous physical activity and even breast cancer’™. The diagnosis is
usually made clinically by the presence of a palpable cord or ridge, which represents the
thrombosed superficial vein. The mammographic and ultrasound features of Mondor’s disease
are diagnostic. Familiarity with this disease will prevent unnecessary biopsy as it is usually a
benign, self-limiting disease™®.

The aim of this report is to present a case of Mondor’s disease to increase the awareness of
physicians for better diagnosis and management.

THE CASE

A forty-six-year-old female presented with a history of left axillary pain and discomfort, chronic
fatigue and palpitations. There was no history of breast pain or nipple discharge.

Clinical examination revealed large tender nodules in the axilla, which were thought to represent
enlarged axillary lymph nodes. Few small subcutaneous nodules were found as well. Multiple
dilated veins were visible in the left axillary region.



Bilateral mammogram showed beaded, serpiginous, tubular densities in the axillary tail of the
left breast extending into the lower axilla, see figure 1a and b. No calcification was detected and
no evidence of axillary lymphadenopathy. Breasts were otherwise unremarkable, see figure 2.

Ultrasound of the left axilla and axillary tail of the left breast showed mildly dilated superficial
veins, some with intraluminal thrombus and no flow on color Doppler. No axillary
lymphadenopathy, see figure 3.

Figure 1b

Figure 1 (a and b): Magnified View of the Axillary Areas, Showing Branching Tubular
Densities in the Left Axilla with Beaded Appearance



Figure 3: Left Axillary Ultrasound, a Few Normal Appearing Axillary Lymph Nodes with
Dilated Veins Extending into the Left Chest Wall, Some Appeared to be Thrombosed

DISCUSSION

Superficial thrombophlebitis of the breast was first described in 1939 by the French surgeon,
Henri Mondor®. The disease has since been named after him.

The pathophysiology of this condition is unclear. It is thought to be secondary to stagnation of
blood due to pressure on the vein by a breast mass, axillary metastasis, or tight clothing. Direct
trauma during breast surgery or biopsy could be another cause of Mondor’s*®. Mondor’s disease
usually involves one of three venous channels that drain the upper lateral and lower parts of the
anterior thoracic wall. The three veins are the thoracoepigastric, the lateral thoracic and the
superior epigastric veins, which drain the lateral and inferior areas of the breasts*®. Therefore,
the upper inner quadrants of the breasts are never involved. Mondor’s disease typically occurs in
middle-aged females; however, males and children might also be affected.



Two studies have shown a vague association between breast cancer and Mondor’s disease.
Catania et al reported 8 (12.7%) out of 63 patients with Mondor’s disease to have breast cancer™.
Six of the cancers were clinically palpable, but two were detected only with mammography.
Another study by Hou et al showed 2 (3.12%) out of 64 patients with Mondor’s disease to have
associated breast cancers. For this reason, mammography is highly recommended in all patients
with a clinical diagnosis of Mondor’s disease even if the physical examination is unremarkable.

Clinically, the patients typically present with sudden onset of a tender subcutaneous cord.
Perivascular inflammation may cause retraction of the overlying skin. With time, the cord
becomes painless and may be replaced by a tough fibrotic band. Eventually, complete resolution
of the clinical findings would occur.

Mammograms show dilated tubular or branching densities, which may be mistaken for dilated
ducts. Unlike ducts, however, the thrombosed veins tend to be longer, have a beaded appearance
and are commonly located in the upper outer quadrants. When the thrombosed veins involve the
subareolar area, they do not terminate at the level of the areola compared to dilated mammary
ducts which do terminate at the level of the areola”®.

Ultrasound, reveals thrombosed vein, dilated, non-compressible, anechoic tubular structure in the
superficial tissues with no internal blood flow on color Doppler®. Ultrasound is also helpful when
the mammogram is non-diagnostic, as when the breast tissues are mammographically dense, and
the thrombosed vessels are not visualized.

Conservative treatment is recommended. Anti-inflammatory and analgesic drugs for pain control
and warm compresses are prescribed. Antibiotics and anticoagulants are not indicated’. In most
cases, symptoms usually last for few weeks with complete resolution of the clinical findings in 6
weeks. Symptoms may occasionally last for up to 6 months. The resolution of abnormalities
should be confirmed clinically and radiologically”.

CONCLUSION

Mondor’s disease is an uncommon entity with typical clinical and radiological findings.
Although the disease is usually benign and self-limiting, a mammogram is advised as there
is a small risk of breast cancer. Conservative treatment and close follow-up are
recommended.
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