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Introduction

Mondor’s disease is a  rare condition character-
ised by thrombophlebitis affecting subcutaneous 
veins of the chest and/or abdomen without an ac-
companying inflammatory response. The course 
of the disease is benign; the condition tends to be 
self-limiting and to heal spontaneously. It was first 
described by Faage in 1869 as a kind of scleroderma 
– a  chronic skin disease. Only in 1939 was it rec-
ognised as a separate disease by a French surgeon, 
Henri Mondor. Since then the disease has taken his 
name [1]. This paper describes the case of a patient 
with Mondor’s disease in the thoracoepigastric re-
gion after an ultrasound-guided mammotome biop-
sy of a breast.

Case report

A 32-year-old patient underwent an ultrasound-
guided mammotome biopsy of a solid lesion located 
in the superior lateral quadrant of the left breast. It 
was a single, well-delineated 12 × 10 mm lesion, and 

it was classified as BI-RADS 4a. A  follow-up mam-
mogram was not performed due to the young age 
of the patient and the dense glandular tissue of the 
breast. The lesion was removed during the biopsy. 
In the histopathological examination the lesion was 
diagnosed as fibroadenoma. 

The patient came to the clinic on the 7th day after 
the procedure due to an ongoing, severely painful, 
cord-like induration on the skin on the left side of the 
thoracoepigastric region. She did not report fever or 
a history of co-existing diseases, bleeding disorders, 
breast trauma (apart from the biopsy) or intensive 
physical activity. She did not take any medications 
on a regular basis. A physical examination revealed 
painful, linear induration spreading from the inferior 
lateral quadrant of the left breast through the area 
under the left ribs to the wing of the ilium, which is 
consistent with the anatomical location of the thora-
coepigastric vein. The lesion was particularly visible 
when the left arm was raised. The skin was not red 
or warm. The blood pressure was 125/75  mm Hg, 
the pulse 84 beats per minute, while the tempera-
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A b s t r a c t

Mondor’s disease is a rare, benign condition characterised by thrombophlebitis affecting subcutaneous veins of the 
chest and/or abdomen without an accompanying inflammatory response. The disease has a multifactorial etiology 
and its course is benign. It is usually self-limiting or it is eliminated by local treatment. Mondor’s disease in the tho-
racoepigastric region may be a rare complication of mammotome biopsy. The case presentation describes a 32-year-
old patient with Mondor’s disease in the thoracoepigastric region after an ultrasound-guided mammotome biopsy 
of a  breast. In the histopathological examination the lesion was diagnosed as fibroadenoma. Regardless of the 
disease’s etiology, it is recommended to carry out diagnostic examinations to exclude co-occurring breast cancer.
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ture was 36.6°C. A Doppler ultrasound examination 
detected deteriorated blood flow in the altered ves-
sel. Symptoms subsided after 6 days of application 
of heparin ointment. In order to exclude the possibil-
ity of other breast pathology, especially cancer, a fol-
low-up magnetic resonance imaging examination 
was performed after 30 days, which showed only 
scar tissue after the biopsy. Follow-up ultrasound 
examinations after 6 and 12 months showed no re-
currence of fibroadenoma or new focal lesions.

Discussion

Lesions in Mondor’s disease are usually found 
on thoracoepigastric veins and lateral thoracic veins. 
They are less common on inferior epigastric veins 
or superficial veins of the breast. Lesions are rare-
ly found on the penis, upper arms, arm pits or the 
groin area [2]. The disease is also know as superfi-
cial thrombophlebitis. It usually affects middle-aged 
women aged 30 to 60. 

The etiology of the disease is not well known. It 
is believed that the most common causes include 
mechanical trauma; surgery of the chest, abdomen, 
or the breast; vascular malformations, pregnancy, 
central line insertion, severe dehydration, use of va-
soconstrictor drugs, intensive physical activity, infec-
tions, wearing too tight clothing and tight bandaging 
of the chest [2]. The disease sometimes co-occurs 
with breast cancer, especially inflammatory type [3]. 
However, in many cases the cause remains unclear. 
The main symptom of Mondor’s disease is painful 
induration under the skin which runs along a blood 
vessel. When the arms are raised, a  longitudinal 
groove can be seen. An ultrasound examination al-
lows confirmation of the disease and exclusion of 
external pressure on the vessel. The altered vessel is 
visible in the form of a superficially located, longitu-
dinal, anechoic lesion which looks like rosary beads, 
without blood flow in a  Doppler ultrasound exam-
ination [4]. Within the breast, detected lesions are 
usually longer than milk ducts (up to 30 mm), and 
they are most often located in the superior lateral 
quadrants of the breast. Diagnosis is based on as-
sociation of clinical symptoms, the etiological factor 
and an ultrasound examination. It is not necessary 
to perform any other examinations in order to diag-
nose the disease. The differential diagnosis includes 
subacute phlebitis, nodular dermatitis, metastatic 
cancer of the skin or skin cancer infiltration, erythe-

ma nodosum, lymphangiectasia, lymphangioma and 
drug-induced inflammation of veins. Mammograms 
usually do not detect lesions, although sometimes 
a rope-like shade is visible. However, a mammogram 
is recommended to exclude cancer [5]. In blood tests 
coagulopathy is evaluated. Treatment depends on 
the advancement of the observed lesions. In a ma-
jority of cases the symptoms subside spontaneously 
within 2 to 6 weeks. They are most often treated 
with non‑steroidal anti-inflammatory drugs and hep-
arin ointment. Some doctors recommend low molec-
ular weight heparin [6–8]. With general symptoms, 
fever and leukocytosis it is recommended to admin-
ister an antibiotic. Sometimes, when symptoms last 
longer, it is necessary to remove the blood clot or 
perform a subcutaneous excision of the altered vein 
[9]. Mondor’s disease rarely occurs in patients with 
breast diseases, but it should be remembered that it 
may be related to occurrence of breast cancer [3, 10, 
11]. The disease sporadically occurs after surgical 
procedures performed in this area of the body. 

In recent years the vacuum-assisted core biopsy 
is increasingly common because it is an efficient and 
minimally invasive procedure to diagnose and treat fo-
cal lesions in the breast [12]. That is why Mondor’s dis-
ease in patients who underwent this procedure may 
be observed more frequently. Although the described 
case had well-documented etiology, we believe that 
it was not permissible to refrain from supplementary 
diagnostic examinations to exclude cancer. With glan-
dular breast tissue or diagnostic uncertainty in the 
mammogram or ultrasound examinations, magnetic 
resonance imaging should be considered.

Conclusions

Mondor’s disease in the thoracoepigastric region 
may be a  rare complication of mammotome biop-
sy. Regardless of the disease’s etiology, it is recom-
mended to carry out diagnostic examinations to ex-
clude co-occurring breast cancer.
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