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Mondor’s disease is a self-limiting sclerosing angitis mostly affecting the superficial 
veins of the breast and chest wall. It is seldom diagnosed, and its etiology and 
epidemiology are speculative. However, numerous predisposing factors including 
breast cancer have been postulated. In Nigerian literature, only two cases have 
been documented to the best of our knowledge. This report is aimed at reminding 
breast specialists to include it as a diagnostic consideration in patients presenting 
with a breast lump in the appropriate clinical setting. Its imaging features are also 
highlighted because it may be incorrectly overlooked as mere ductal dilatation. We 
present the case of a 60-year-old woman who complained of a painful cordlike 
lesion in her right breast. Mondor’s disease was diagnosed based on the clinical 
and radiological findings. She had also been previously treated for invasive ductal 
breast carcinoma in the contralateral breast. Mondor’s disease is usually a benign 
entity, which may resolve spontaneously. On the other hand, it may also be the sole 
presenting symptom or clue of a breast malignancy; hence, a need for increased 
awareness.
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of Mondor’s disease rests mainly on clinical history 
and imaging. In Nigeria, the paucity of information 
on Mondor’s disease could be due to the fact that it is 
easily overlooked as ductal dilatation or simply due to 
lack of familiarity. We hope that this report will help 
increase our sensitivity to the condition and help guide 
management decisions.

Case Presentation
A 60-year-old postmenopausal woman presented to the 
breast unit of our surgical outpatient clinic complaining 
of a 3-day history of sudden palpable cordlike lesion 
in the upper outer region of her right breast. Pain was 
aggravated by touching the cord or by movement of 
the right arm. There was no skin redness. She also 

Introduction

M ondor’s disease is a chronic condition which is 
characterized by thrombophlebitis of superficial 

veins of the breast and anterior chest wall. Anatomically, 
the involved vessels are the lateral thoracic, 
thoracoepigastric, or superior epigastric veins.[1] It has 
also been described in the arm, abdomen, or penis.[2] Its 
etiology is speculative, however, it could be idiopathic 
or caused by direct or indirect trauma.[3-5] Mondor’s 
disease may occur after breast augmentation surgery, 
physical strain, tight dressings and tight fitting bras, 
axillary shavings, and blood dyscrasias.[1-7] Less common 
causes include oral contraceptives, and vasculitis.[8-10] 
In few reports, however, Mondor’s disease has been 
associated with malignancy,[3,11-14] although the exact 
relationship is uncertain. The pathologic features consist 
of venous thrombosis, sclerosis, and infiltration by 
inflammatory cells. With resolution of symptoms, there 
is recanalization of the affected vessel. The diagnosis 
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of chemotherapy (cyclophosphamide, methotrexate, 
promethazine) and external beam radiotherapy. She 
also had tamoxifen for 5 years. There was no previous 
history of a thromboembolic disease.

On examination, her general clinical condition was 
stable. Her right breast was large and pendulous 
with no obvious signs of trauma or redness. There 
was, however, a palpable tender cordlike lesion in 
the upper outer quadrant of the breast. No visible 
skin dimple was seen. There was also no associated 
lymphadenopathy. Her left chest wall showed a well-
healed post mastectomy scar.

Right breast 2-view (craniocaudal and mediolateral 
oblique) mammogram showed a heterogeneously 
dense parenchymal pattern, obscuring mammographic 
detail. However, on the craniocaudal view, a tubular 
density was noted [Figure 1]. Ultrasound examination 
of the breast showed a superficial (subcutaneous) 
tubular hypoechoic lesion which appeared beaded and 
contained intraluminal thrombi [Figure 2] and [Figure 
3]. The lesion measured 8.5 cm in length and 5 mm in 
diameter and it was noncompressible. There was no flow 
on color Doppler or spectral studies. The diagnosis of 
Mondor’s disease was made based on clinical history 
and imaging findings. Finally, a Birads 3 category was 
assigned. She was reassured and treated conservatively 
with nonsteroidal anti-inflammatory agents and hot wet 
compress. On follow-up 10 weeks later, her symptoms 
had subsided, and the repeat ultrasound scan of her right 
breast showed complete resolution of the initial lesion.

noticed that her breast had slightly increased in size. 
She could not recall any history of trauma or infection 
prior to her symptoms. The patient had been diagnosed 
10 years previously with stage II (T2 N1 M0) invasive 
ductal carcinoma in the contralateral breast. She had a 
modified radical mastectomy (Auchincloss), six courses 

Figure 1: Craniocaudal view of the right breast showing a tubular opacity 
(arrows)

Figure 3: The lesion show no color flow on Doppler interrogation

Figure 2: B-mode ultrasound of the right breast. (a) Longitudinal scan 
and (b) transverse scan showing a superficial tubular hypoechoic structure 
which appears beaded and contains intraluminal thrombus
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Mammography shows a tubular density, however, 
in most other cases it could be inconclusive or even 
negative. Nonetheless, Catania et al.,[12] recommend 
mammography, because in their report, 2 out of the 8 
patients with Mondor’s disease were diagnosed based 
on mammography alone. A negative mammogram 
would also be useful to exclude other differentials such 
as inflammatory carcinoma, which would have positive 
findings.

Laboratory studies are generally not required however, 
immunohistochemical staining for CD31 and D240 could 
help distinguish small veins from lymphatic vessels.[1]

Spontaneous resolution usually occurs in 2-10weeks.[4,12] 
Age and breast size could affect time to heal, with large 
pendulous breasts taking longer.[4] 

Management involves reassurance or treatment with 
analgesics and warm compress when required. The 
current advocate for systemic anticoagulant has not 
received widespread acceptance. However, surgery is 
indicated when treatment is ineffective or where there is 
recurrence.[20]

Conclusion
Mondor’s disease of the breast is rare. However, the 
diagnosis can be straightforward only if the physician 
is familiar with the condition. A correct diagnosis 
is mandatory for optimal treatment either to prevent 
unwarranted investigations or to uncover an occult 
malignancy.
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