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that typically presents in adolescents or young adults. 
The symptom of progressive muscle weakness, with 
or without obvious atrophy occurs more frequently 
than sensory disturbance.[1] Commonly affected sites 
include the large peripheral nerves of the extremities 
such as the ulnar, median, or sciatic nerves.[3]

The location of the primary tumor in a cutaneous 
site is extremely rare and we found only one 
other similar published report.[2] This first case of 
cutaneous intraneural perineurioma was described 
by Santos-Briz A et al., whose patient was a 42-year-
old man.[2] Both the previous case and our patient 
presented multiple asymptomatic dermal papules on 
the glabrous skin of the fingertips and the lateral aspect 
of distal phalanges. In the previous case, the patient’s 
right second finger was affected and showed an 
enlarged diameter, whereas our patient’s right second 
and third fingers were affected with medial deviation 
and deformity visible on the third finger. The glabrous 
skin of the hands is one of the most sensitive areas in 
the human body. Studies have shown that the density 
of nerves and mechanoreceptors increases markedly in 
a proximo-distal direction in the hands.[4,5] This might 
explain the predilection for the affected sites in both 
reported cases of cutaneous intraneural perineurioma.

Neither patient complained of motor dysfunction or 
sensory disturbance. These symptoms are usually 
noted in patients with intraneural perineurioma 
involving the peripheral nerve of the extremities. 
The reason for this difference between the cutaneous 
form and traditional lesions has yet to be determined. 

Although cutaneous intraneural perineurioma is 
benign, a slowly progressive course resulting in 
various degrees of deformity may occur.
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Figure 2: (a) Concentric proliferation of spindle-shaped tumor 
cells displaying an onion-like appearance in superfi cial and middle 
dermis (arrowed), low power view (H and E, ×40). (b) High power 
view (H and E, ×200). (c) Epithelial membrane antigen (EMA) 
positivity in the tumor cells (Immunohistochemistry, EMA, ×200). 
(d) Only central myelinated axons were highlighted by S-100 
protein (Immunohistochemistry, S-100 protein, ×200)
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Mondor’s diseaseMondor’s disease

Sir,
Henry Mondor first described superficial vein 
thrombosis involving the subcutaneous veins of the 
anterolateral thoracoabdominal wall in 1939.[1] It is a 
relatively rare entity, especially in males.[2] Most  cases 
are idiopathic, although varied etiologies such as 
trauma, surgery, exercise, jellyfish sting, procoagulant 
states, and breast cancer have been proposed.[3] Herein, 
we report a case of Mondor’s disease in a male patient 
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but the cause is idiopathic in the majority of cases. 
An association with underlying breast cancer has 
also been proposed.[5] The pathogenesis includes 
formation of thrombus in a superficial vein with 
partial to total occlusion and vascular recanalization 
causing fibromuscular hyperplasia of vessel wall and 
fibrosis of surrounding subcutaneous cellular tissue. 
Knowledge of this infrequently presenting clinical 

Figure 1: Two closely placed, bead-like, tender swellings palpable 
above the right nipple

Figure 2: Sonography of the swellings reveals two superfi cially 
located noncompressible tubular structures with echogenic 
contents within

with a typical clinical presentation and imaging 
findings.

A 57-year-old male, a patient of vitiligo for the past 
6 months, presented with right-sided chest pain and 
vague swelling over the right anterior chest wall of 
10 days duration. There was no history of accidental 
or iatrogenic trauma to the breast, infection, or any 
strenuous exercise involving the upper limb. There was 
no history of any hypercoagulable state in the patient. 
The patient, however, was applying a topical medicine 
prescribed by an ayurvedic practitioner to the vitiliginous 
patches present over neck, chest, and both axillae for a 
week prior to the onset of his symptoms. Evaluation of 
the right breast revealed two closely placed, bead-like, 
tender swellings with overlying erythema and raised 
local temperature just above the right nipple [Figure 1]. 
There was no other lump palpable. In addition, he had 
variously sized, depigmented macules of vitiligo with 
overlying erythema in both axillae, neck, and sternum.

The tender swellings were evaluated further. 
Radiograph of the chest was normal with no bony 
involvement. An ultrasound of the chest revealed two 
closely placed, superficially located, non-compressible 
tubular structures showing echogenic contents within 
them [Figure 2]. No flow was detected within the 
structure on Doppler interrogation [Figure 3]. No other 
focal lesion was noted in either breast. There was no 
axillary lymphadenopathy. A magnetic resonance 
imaging (MRI) of the chest wall revealed no abnormality 
of the anterior chest wall or the breast. Biochemical 
tests to rule out a hypercoagulable state were normal. 
A diagnosis of Mondor’s disease of the anterior chest 
wall affecting the right lateral thoracic vein was made. 
The topical ayurvedic medication being applied to 
the chest wall and the axilla was withdrawn and 
patient started on oral nonsteroidal anti-inflammatory 
drugs (NSAIDs). There was marked resolution of pain, 
tenderness, and swelling in the following fifteen days.

Mondor’s disease is an uncommon disease. It has various 
synonyms such as “Maladie de Mondor,” “antecubital 
strings,” “thrombophlebitis of superficial veins of the 
breast,” “sclerosing periangitis of the lateral thoracic 
wall,” “subcutaneous phlebitis of the breast and chest 
wall,” and “Kung-fu phlebitis,” essentially denoting 
an inflammatory involvement of characteristic vein 
segments. The most commonly affected vessels are 
the lateral thoracic, thoraco-epigastric, and superficial 
epigastric veins.[2] The dorsal vein of penis and 
antecubital veins have been less commonly involved.[2-4] 
This condition is three times more common in women 
than in men. Various etiologies have been proposed 

Figure 3: Color Doppler interrogation of the tubular structure 
reveals no fl ow within
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entity is essential to avoid over-investigation and/or 
aggressive treatment. Usually, diagnosis can be made 
from the history and physical examination. The use 
of imaging has not been routinely undertaken in 
previously reported cases. Ultrasonography with color 
Doppler being noninvasive, universally available, 
and diagnostically informative is recommended to be 
the modality of choice to establish the diagnosis by 
demonstrating venous thrombosis of the superficial 
veins in these patients and to rule out any abnormal 
breast masses when the disease is associated with 
breast cancer.[6,7] MRI does not reveal any abnormal 
findings. The disease follows a self-limiting course, 
generally resolving in 1-4 weeks spontaneously. 
Treatment with oral NSAIDs is sufficient in addressing 
the inflammation-associated pain, swelling, and 
erythema. In our case, the constituents of the ayurvedic 
medication applied to the chest wall and the axilla may 
have contributed to the inflammation in this patient.
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Treatment of multifocal epithelial Treatment of multifocal epithelial 
hyperplasia with imiquimodhyperplasia with imiquimod

Sir,
Multifocal epithelial hyperplasia or Heck’s disease 
is a rare benign disorder, characterized by small, 
soft, pink or white, slightly elevated papules on 
the buccal, gingival or labial mucosa.[1] It is an 
uncommon asymptomatic proliferation of the oral 
mucosa due to human papillomavirus (HPV) 13 or 32 
infection.[1] The lesions are often asymptomatic and 
show little propensity for spontaneous resolution. 
They can be irritated by accidental biting and can 
interfere with occlusion and mastication. However, 
most patients request treatment for aesthetic reasons.[1] 
Treatment is difficult. Destructive or ablative modalities 
such as electrocautery, cryosurgery, surgery, CO2 laser 
vaporization and trichloroacetic acid (TCA) are effective, 
but are associated with high recurrence rates.[1]

Recently, imiquimod 5% cream has been reported 
to successfully control lesions associated with 
Heck’s disease.[2-4] According to these reports, no 
recurrences have been observed after a follow-up 
period of up to 12 months.[2-4] We report a case of 
multifocal epithelial hyperplasia, successfully treated 
with topical imiquimod 5% cream. Despite evidence of 
partial recurrence after discontinuation of treatment, the 
final results were acceptable.

A 19-year-old girl was referred to our dermatology 
clinic with an over 10-year history of oral lesions 
that gradually increased in size and number. Family 
history revealed similar oral lesions affecting her 
13-year-old brother. Physical examination revealed 
multiple, firm mucosa colored papules situated 
on the buccal mucosa bilaterally and on the lower 
labial mucosa [Figure 1]. The lesions ranged in size 
from 2 mm to 10 mm in diameter and many of them 
had coalesced giving a cauliflower-like appearance. 
Histological examination revealed acanthosis, 
widening of rete ridges and koilocytic changes within 
the epithelium indicating HPV infection [Figure 2]. 
Polymerase chain reaction (PCR) confirmed the 
presence of HPV and it was positive for subtype 13. 
The clinical and histopathological features were 
consistent with multifocal epithelial hyperplasia.

Cryotherapy was applied at 2 weeks intervals but 
no significant reduction of lesions was observed 
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