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Summary: We report what we believe is the first recorded case of Mondor's disease associated with
metastatic lung cancer presenting in the breast. An association between Mondor's disease and primary
breast cancer has been described previously. In patients with Mondor's disease the possibility of underlying
carcinoma, either primary or secondary, must be considered.
Introduction
Mondor's disease is an uncommon condition of the

breast.' The clinical features are of tenderness in the
breast associated with the development of a palpable,
linear, cord-like swelling, which often appears branched. There is thrombosis of the lateral thoracic vein,
with perivenous fibrosis which causes bow stringing of
the vessel. Microscopically, at 2 weeks there is thrombus within the vein and at 4 weeks thickening of the
vein wall and a fibrous plug. The condition is usually
'burnt out' by 6 weeks.2 The aetiology is unknown but
patients often give a history of local trauma or
muscular strain.2'3
Mondor's disease has also been reported in association with primary breast cancer.4'5 Hogan6 suggests the
pathophysiological basis in Mondor's disease is due to
pressure on the lateral thoracic veins or results from
direct trauma. We report a case of Mondor's disease
associated with metastatic lung cancer presenting in
the breast.
Case report
A married woman, 59 years old, was seen in the
surgical clinic complaining of pain and a tender
cord-like swelling in the upper outer quadrant of the
left breast. There was no history of trauma or excessive
muscular effort preceding the appearance ofthe lesion.
She smoked 10 cigarettes a day.
On examination a cord-like tender swelling was
noted running along the lateral border of the left
breast, arising near the lateral end of the clavical and
ending just above the nipple. No discreet lumps were
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palpable within either breast but three small (less than
lcm) mobile rubbery nodes were palpable in the left
axilla. A mammogram showed no abnormality. The
patient was reviewed 6 weeks later and on this
occasion peau d'orange was noted in the lower medial
quadrant of the left breast. No breast mass was
palpable. Axillary lymphadenopathy remained but in
addition a node 0.5 cm in diameter was palpable in the
left supraclavicular fossa. The tender cord had now
disappeared. A provisional diagnosis of primary carcinoma of the breast with metastases was made, the
patient started on tamoxifen, and arrangements made
for admission for open biopsy. On admission 2 weeks
later, clinical examination revealed a 2.5 cm diameter
mass in the left breast inferior to nipple, the axillary
nodes were larger and the supraclavicular node was
now 1 cm in diameter. A chest X-ray showed a 2 cm
diameter lesion at the apex of the right lung and
further views with screening of the right apex
confirmed the lesion as intrapulmonary and demonstrated bilateral hilar lymphadenopathy. Open biopsy
of the breast lesion and axillary nodes was performed.
Histological examination showed a well demarcated
tumour mass composed ofsheets of large pleomorphic
tumour cells in which mitoses and necrosis were
prominent. The appearances were considered atypical
for a primary mammary carcinoma, and a diagnosis
of metastatic carcinoma suggested. Electron microscopy subsequently demonstrated dense-core
neurosecretory granules within tumour cells (Figure
1), and these findings strongly supported a diagnosis
of a metastatic lesion in the breast, with an oat cell
carcinoma of the lung representing the primary lesion.
The patient subsequently developed confusion,
euphoria, occipital headache and incontinence. A CT
scan performed at this time showed multiple cerebral
© The Fellowship of Postgraduate Medicine,

1989

Postgrad Med J: first published as 10.1136/pgmj.65.768.779 on 1 October 1989. Downloaded from http://pmj.bmj.com/ on October 3, 2022 by guest.
Protected by copyright.

Postgraduate Medical Journal (1989) 65, 779 - 780

CLINICAL REPORTS

metastases. The patient's condition deteriorated and
she died 3 weeks after her admission. Permission for
post-mortem was not obtained.

Discussion

tx

Figure 1 Tumour cells containing dense-core
neurosecretory granules (arrow). Magnification x 15,
600.

The association of Mondor's disease and breast cancer
has been previously described.4'7 In addition Miller et
al.8 reported a case where ipsilateral thrombophlebitis
heralded recurrent axillary metastasis from a breast
carcinoma. In our patient the thrombophlebitis was
the presenting feature of a highly aggressive, metastatic, oat cell carcinoma of the lung. Oat cell carcinoma is the commonest primary to metastasize to
the breast.9 It may be that the thrombophlebitis was a
manifestation of Trousseau's sign (migratory thrombophlebitis) but no other manifestations of this occurred. We believe this to be the first recorded case of
Mondor's disease associated with metastatic carcinoma in the breast. In patients presenting with
Mondor's disease, the possibility of underlying carcinoma, either primary or secondary, must be considered.
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