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Cardiac myxoma: benign, but deadly disease
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To the Editor,

A 56-year-old man, without previous diseases, was 
admitted due to suspicion of mitral valve (MV) infec-
tive endocarditis. Within several weeks before admis-
sion he was subfebrile, feeling weak and tired. Outpa-
tient transthoracic echocardiography (TTE) showed a 
mass attached to the anterior leaflet of the MV. There 
were no other abnormalities on TTE, examination and 
electrocardiography. Laboratory analyses revealed a 
microcytic anemia (Hb 118 g/L, MCV 78 fL), leukocy-
tosis (13x109/L) and elevated value of C-reactive pro-
tein (45.6 mg/L). Transesophageal echocardiography 
(TEE) confirmed a filiform mass, approximately 24x11 
mm, attached with a wide base to the atrial surface of 
the anterior MV leaflet (fig 1a,b). Motion was synchro-
nous with the leaflet without signs of MV obstruction or 
regurgitation. The most presumed diagnosis was a car-

diac myxoma (CM). Emergency cardiac surgery was 
planned. During the night patient suddenly died. Autopsy 
detected a stroke in the left frontal region (fig 1c) caused 
with an embolus originating from the tumor on the ante-
rior MV leaflet (fig 1d); histopathological confirmed as  
CM. 

CM, the most frequent primary tumor in adults, com-
monly occurs in the left atrium; its occurrence on the 
valves is extremely rare [1]. The patients may present 
with 1) symptoms or signs of mechanical outflow tract 
obstruction in about 60% of the patients, imitating clini-
cal presentation of valve stenosis, 2) general/ constitu-
tional signs and symptoms and laboratory abnormalities 
in 10-45% of patients and 3) embolization of the tumor 
fragments or thrombus adherent on the tumor surface in 
the 30-40% of cases [1]. A sudden cardiac death is very 
rare complication of the CM and may be caused by a 
valve obstruction, arrhythmia or embolization [1].

TTE allows rapid detection of heart mass [2,3] while 
TEE provides additional details including tumor binding 
points, shape, degree of motility, and its relationship to 
cardiac structures and hemodynamics [3].

CM grows by an average of 0.24-1.6 cm per year [1]. 
Therefore, this benign but potentially deadly disease can 
be detected by echocardiography several years before its 
potentially lethal presentation. This is one of the reasons 

Fig 1. Transesophageal presentation of cardiac myxoma (arrow) in (a) systole and (b) diastole; (c) stroke (arrow) and (d) tumor  
(arrow) detected at autopsy. LA - left atrium, LV - left ventricle
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why we recommend echocardiography as a standard part 
of periodic preventive examinations in the population 
older than 40 years.
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The histopathological and ultrasonographic features of 
myopericytoma
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To the Editor

A 56-year-old male presented a painful indurated 
subcutaneous nodule of his right thumb for 3 weeks. Ul-
trasonography (US) revealed one well-marginated heter-
ogenous hypoechoic nodule with tubular and ring-shaped 
hyperechoic structures with posterior acoustic enhance-
ment in subcutis area, measuring 1.39×0.72×0.56 cm (fig 
1a). Color Doppler US revealed increased intratumoral 
vascularity. The patient received excisional biopsy and 
the histopathology revealed a well-defined nodule com-
posed of mild dilated vessels with concentric perivascu-
lar proliferation of oval to spindle cells (fig 1b). Immu-
nohistochemical study showed diffusely positive result 
for α-smooth muscle actin (SMA) and caldesmon, and 
focally positive for desmin. The diagnosis of myopericy-
toma was made based on above findings. No recurrence 
has been observed in 12 months following up.

Myopericytoma is often a slow growing, well-cir-
cumscribed, solitary firm nodule and it commonly af-
fected limbs [1]. Histologically, the tumors are well cir-
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cumscribed unencapsulated nodule composed of oval to 
spindle-shaped myopericytes, with thin-walled vessels 
and a distinguishable concentric perivascular growth. 
These cells are usually positive for SMA and negative 
for CD34, cytokeratin, and S100 protein [1]. The stains 
for desmin and vimentin are rarely focally positive  
[1]. 

Only limited reports describing the US features of cu-
taneous myopericytoma, most of them report it as a well-
demarcated homogenous hypoechoic nodule with hyper-
vascularity in color Doppler [2]. In contrast to those, we 
found tubular and ring-shaped hyperechoic structures 
within the tumor and we speculated these structures may 
be correlated with the vascular structures of the tumor. 

Fig 1. a) Ultrasonography revealed one well-marginated het-
erogenous hypoechoic nodule with tubular (arrow) and ring-
shaped (arrowhead) hyperechoic structures with posterior 
acoustic enhancement in subcutis and increased intratumoral 
vascularity; b) A well-defined nodule composed of mild dilated 
vessels with concentric perivascular proliferation of oval to 
spindle cells. H&E 40X with 400X inserted at the corner.
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Ultrasound imaging and treatment in a rare case with bilateral 
supinator syndrome
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To the Editor,

A 72-year-old man with diabetes mellitus presented 
with acute left drop wrist, followed 2 weeks later by right 
drop wrist. There was no major traumatic event. The ac-
tive movement of bilateral wrist and finger extensors was 
not detectable at clinic. Nerve conduction studies in the 
bilateral radial nerve revealed normal compound mus-
cle action potential and sensory nerve action potential. 
Electromyography revealed active denervation in the 
right extensor indicis proprius, with no motor unit action 

The mixed component of vascular channel and neoplasia 
of myopericytes results in heterogeneity in US.

US is useful for differentiating myopericytoma from 
other vascular tumors. For example, angioleiomyoma 
is usually a well-defined homogenously hypoechoic le-
sion with posterior enhancement and hypervascularity in 
color Doppler [3]. On US, most glomus tumors present 
with well-marginated homogenous hypoechoic nodule 
and increased blood flow [4]. As for myofibroma, a bi-
phasic pattern with hypoechoic center surrounded by an 
isoechoic rim was described.

In summary, the present study demonstrated the his-
topathological and US correlation of myopericytoma. US 
is valuable for assisting us in diagnosing this tumor. 

potential observed. The workup for secondary causes of 
multiplex mononeuropathy, such as anti-neutrophil cy-
toplasmic antibody and cryoglobulinemia, revealed no 
specific abnormalities. In addition, the serum lead lev-
el was normal. Ultrasonography (US) revealed bilater-
al posterior interosseous nerve narrowing and proximal 
swelling at the arcade of Frohse (fig 1a). It was deter-
mined that the patient had bilateral posterior interosse-
ous neuropathy (PIN). The patient had a hydrodissection 
to the deep motor branch of the bilateral radial nerves 
under US guidance, just proximal to the supinator mus-
cles (fig 1b). Notably, 3 days after the procedure, the left 
drop wrist improved significantly. Furthermore, 3 weeks 
later, active movement of the right wrist extensor was  
detectable.

In the investigation of bilateral drop wrist, lead in-
toxication is the main consideration. Our patient had no 
history of lead exposure and the serum lead level was 
normal, implying that lead intoxication was less likely 
to be the cause in our patient. Another factor to consider 
is vasculitis-related mononeuropathy multiplex [1]. The 
vasculitis workup, on the other hand, was normal and 
our patient had no livedo reticularis or other systematic 
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vasculitis symptoms. In this case, entrapment by supina-
tor muscles as the cause of bilateral PIN was supported 
by ultrasonographic entrapment signs and a positive re-
sponse to hydrodissection [2]. Although bilateral radial 
nerve entrapment at supinator muscle was rare [3], it 
should be considered as a possible alternative diagnosis 
for bilateral drop wrist. In the case of peripheral entrap-
ment neuropathy, an US exam could precisely localize 
the compression site and provide accurate guidance 
for potential treatment options such as hydrodissection  
[4].
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Fig 1. Ultrasound image of radial nerve at level just proximal to 
supinator muscle (a) and further hydrodissection with dextrose 
solution under ultrasound guidance (b). Note that the deep mo-
tor branch of radial nerve (arrowhead) was swollen before en-
tering supinator muscle. Arrowhead, deep motor branch of ra-
dial nerve; Arrow, needle; asterisk, anechoic dextrose solution.
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To the Editor,

A 16-year-old woman was hospitalized following the 
diagnosis of thyroid nodules. The patient did not have 
an excessive drinking habit, increased appetite, and emo-
tional excitement.

Ultrasound revealed that the left thyroid lobe had 
scattered points. The mass had evident strong spots in 
the lower pole, with unclear boundaries (fig 1a). Color 
Doppler flow imaging (CDFI) showed a small blood flow 
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The patient underwent extended radical resection of 
the left thyroid cancer. Routine postoperative pathology 
revealed diffuse sclerosing thyroid papillary carcinoma 
(DSVPTC) with Hashimoto’s disease. Thirty center 
lymph nodes showed 11 papillary carcinoma metastases 
(fig 1c, d).

In DSVPTC, typical microscopic histological features 
include diffuse lobe (one or both) involvement, obvious 
sclerosis, severe lymphoplasmacytic infiltration, abun-
dant sand particles, scattered papillary carcinoma islands 
with squamous/scaly differentiation, and occasionally, an 
independent mass and extensive lymphocyte infiltration.

Ultrasound diagnosis is a preferred, simple, conveni-
ent, rapid, noninvasive, and reproducible preoperative 
method for the diagnosis of thyroid diseases. Nodule 
absence and fine-needle aspiration cytological sample 
inadequacy make preoperative diagnosis challenging. 
Thus, ultrasound-guided pathological cytology is recom-
mended [1].

DSVPTC’s biological behavior differs from that of 
classical papillary carcinoma, which is more invasive 
and has a higher rate of lymph node and prominent dis-
tant metastases [2]. 
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Fig 1. a) The left lobe thyroid is seen with many divergent 
points and evident strong spot clusters with unclear boundaries. 
Color Doppler flow imaging showed small blood flow signal 
in the area; b) On the ventral side of the left thyroid lobe’s up-
per pole is a quasicircular, rough-edged nodule that vertically 
grew. Internally, it is solid and hypoechoic and had an enhanced 
peripheral echo; c) Microscopically, the lesions were diffuse 
(hematoxylin and eosin [H&E] stain, ×50); d) At high magni-
fication, the nuclear characteristics of papillary carcinoma and 
massive calcification are seen (H&E stain, ×400).

signal in this area. Vertically growing, irregular-edged, 
quasicircular nodules were found on the ventral side of 
the left thyroid lobe’s upper pole (fig 1b). They were sol-
id and hypoechoic with enhanced peripheral echo. CDFI 
showed no obvious blood flow signal in the mass. 
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Fig 1. A) The ultrasound examination revealed peritendinous 
effusion along the long axis of the flexor hallucis longus (FHL) 
tendon and rupture of the posterior ankle joint capsule (arrow); 
B) The magnetic resonance imaging confirmed a ruptured ankle 
joint capsule with effusion extending to the FHL tendon sheath; 
C) The ultrasound imaging on the normal side with the trans-
ducer placing along the long axis of FHL tendon. The right low-
er insert indicates the transducer position. White arrowhead, 
posterior ankle joint; black arrowhead: posterior subtalar joint; 
asterisk: posterior capsule of the ankle joint; star: posterior cap-
sule of the subtalar joint; Cal, calcaneus. Tal, talus; Tib, tibia.

Peritendinous effusion of the flexor hallucis longus tendon as a sign of 
ankle joint capsule injury
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To the Editor,

A 26-year-old male, with acute right ankle sprain two 
weeks ago, came to the clinic with limping gait. Pain and 
swelling were noted over the right ankle, where anterior 
talofibular ligament and calcaneofibular ligament (CFL) 
partial tear were shown on the ultrasound (US) images. 
Peritendinous effusion was identified surrounding the 
flexor hallucis longus (FHL) tendon with a likely rupture 
of the posterior ankle joint capsule (fig 1A). The dynamic 
US examination demonstrated communication between 
the posterior ankle joint and FHL’s tendon sheath (Video 
1, on the journal site) and the diagnosis of ankle capsule 
rupture was confirmed by magnetic resonance imaging 
(fig 1B). The patient received twice a platelet-rich plas-
ma injections with splinting for six weeks and had 80% 
of symptom improvement thereafter. 

The FHL is the largest muscle at the posterior ankle 
with the tendon coursing distally across the ankle and 
subtalar joint. The FHL tendon serves as the floor of the 
tarsal tunnel with the medial and lateral plantar nerves 
passing above it [1]. Effusion surrounding the FHL is 
often associated with stenosing tenosynovitis [2]. How-
ever, severe ankle sprain may cause effusion besides the 
FHL derived from a communicative tract between the 
tendon sheath and the ankle joint with a ruptured capsule. 
Likewise, patients with CFL tears may present with fluid 
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within the peroneal tendon sheath [3], whereas effusion 
surrounding the toe flexor tendon sheath can be visual-
ized in those with plantar plate tears [4]. 

In a routine US examination, only the anterior ankle 
pouch and the lateral subtalar joint are inspected [5]. 
When FHL peritendinous effusion is noted, as demon-
strated in this case, we recommend to additionally scan 
along the long axis of the FHL tendon at the tarsal tun-
nel to evaluate adjacent joint capsule integrity (fig 1C). 
Based on the close anatomical relationships, examination 
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what to expect and how to avoid!
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To the Editor,

A focal liver lesion (FLL) was detected in a 55-year-
old female patient undergoing CT. Contrast-enhanced 
ultrasound (CEUS) was requested for characterization, 
showing peripheral arterial enhancement, iso-enhance-
ment on venous phase and central delayed wash-out (fig 
1). A second microbubbles dose was administered as 
these features were suspicious for metastasis. Maximum 
intensity projection (MIP) visualized discontinuous pe-
ripheral nodular arterial enhancement. Intermittent scan-
ning to prevent microbubbles destruction, demonstrated 
no wash-out. MRI also confirmed the diagnosis of hae-
mangioma.  

Ultrasound (US) is useful for investigating FLL, with 
CEUS being a well-established technique [1]. In detail, 
CEUS is recommended for patients with inconclusive 

CT/MRI, or in incidentally detected FLL in patients 
with no history of cirrhosis or malignancy [1]. Liver in-
cidentalomas are found in a third of radiological stud-
ies and in half of the autopsies of adult patients; thus a 
common indication for imaging [2,3]. Imaging features 
of liver haemangioma on CEUS are equivalent to CT/
MR; arterial peripheral nodular enhancement, centripetal 
partial or complete enhancement and sustained delayed 
enhancement. Central regions of thrombus remain non-
enhancing throughout the scan. Contrarily, wash-out 
on CEUS is suggestive of malignancy, thus necessitat-
ing further characterization with imaging or biopsy [1].  
A meta-analysis confirmed 92% sensitivity and 90%  
specificity of CEUS for this indication [4]. Pseudowash-
out is a crucial artifact encountered in liver CEUS, de-
scribing the appearance of wash-out, artifactually caused 
by the destruction of slow-flowing microbubbles inside 
the lesion due to the prolonged and continuous scanning 
in the same plane. The longer a microbubble stays within 
the plane, the likelier it is disrupted. A hint for the iden-
tification of this artifact is simultaneous destruction of 
near-field microbubbles. This artifact can be mitigated 
by reducing the mechanical index and frame rate or by 
employing an intermittent pattern of scanning, hence bet-
ter preserving microbubbles. The use of a second dose of 
microbubbles is useful as the arterial wash-in can be bet-
ter appreciated using MIP, while the presence of wash-

of the posterior ankle and subtalar joint capsule is man-
datory before attributing the peritendinous effusion of the 
FHL to tenosynovitis.
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Ultrasound examination for a heel scar: seeing/treating the painful 
superficial fascia
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To the Editor,

A scar impacts the patient’s quality of life and the 
actual reason why it does so, needs to be elucidated by 

clinicians [1]. We report the use of ultrasonography (US) 
in the management of a disabling scar.

A 32-year-old woman was seen due to pain and lim-
ited motions in the right ankle (worse in the morning and 
during walking) for the last two months. She reported a 
ragged wound over her right Achilles tendon after a bicy-
cle accident seven yeawrs ago. She was not able to fully 
dorsiflex her ankle due to severe pain. Plain radiographs 
had been negative and medical/physical treatment had 
been ineffective. 

Physical examination revealed mild limitation in 
the right ankle dorsiflexion and tenderness over the scar  
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out is more confidently studied by using intermittent and 
low-MI scanning with longer time intervals between 
scanning periods [5].
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Fig 1. CEUS of a liver haemangioma with pseudo-washout. Early arterial phase (a) showing lesion (arrowheads) rim arterial hyper-
enhancement. Late venous phase (b) demonstrating homogeneous hyper-enhancement. Delayed phase (c) showing homogeneous 
mild wash-out. Second-dose early arterial phase temporal maximum intensity projection (d) evidencing the peripheral nodular pat-
tern of enhancement (asterisks). Delayed phase image (e) showing no wash-out.
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(fig 1A). Ankle US examination (6-15 MHz, Sonosite 
Edge II, FUJIFILM) was performed [2]. US demon-
strated thickening of the subcutaneous tissues pertaining 
to the superficial fascia and retinacula cutis superficialis  
– with hyperechoic thickenings (fig 1B). Sono-palpation 
of the scar stretched the retinacula cutis and caused sig-
nificant pain. Power Doppler imaging was normal. 

Three sessions of manual therapy (Fascial Manipula-
tion®) were prescribed and one week after the last ses-
sion, her complaints improved significantly i.e. she could 
walk without any pain/stiffness. Repeat US also con-
firmed the decrease in thicknesses of the aforementioned 
superficial tissues (fig 1C).  

In this case, substantial US imaging (including sono-
palpation) uncovered the exact pain generator in the sub-
cutaneous tissues including superficial fasciae [1,3]. Ac-
cordingly, prompt management was done with in-depth 
understanding of the symptomatology and tissue biome-
chanics, as well as targeted intervention whereby reor-
ganization of the subcutaneous tissue caused mechanical 
stress on the fascial layers, triggering inflammation and 
stiffness during the healing process [4-6]. 
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Fig 1. Scar tissue at physical exam (A). Initial longitudinal 
scanning shows thickening of the subcutaneous tissue, in par-
ticular of the superficial fasciae and of the retinacula cutis su-
perficialis (B).  Repeat imaging demonstrated reduction of the 
thickness and restored normal tension (C). Ach, Achilles ten-
don; KF: Kager’s fat pad; CAL: calcaneus. 
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To the Editor

A 76-year-old man was hospitalized for gross hema-
turia without known cause. 

Ultrasound revealed multiple bright light masses in 
the right kidney, the larger one measuring approximately 
13x7 mm with acoustic shadowing. A slightly hyper-
echoic mass, approximately 51x42 mm, was seen at the 
lower pole of the right kidney, with a clear boundary 
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Fig 1. a) Renal ultrasonography image showing a slightly high 
echo mass which can be seen in the lower pole of the right kid-
ney, with clear boundary and uneven internal echo. b) Histopa-
thology showed the mass was mainly composed of spindle cells 
and pleomorphic tumor cells, with large cell atypia (hematoxy-
lin and eosin stain × 200). 

Ultrasound imaging for congenital bilateral absence of extensor 
pollicis brevis tendons
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and uneven internal echo (fig 1a). There was no obvious 
blood flow signal.

Computed tomography showed that the mass shad-
ow in the lower pole of the right kidney was very dense 
and strengthened after enhancing the upper edge of the 
mass. Contrast-enhanced magnetic resonance imaging 
showed a quasi-circular abnormal signal shadow in the 
right kidney. Both T1WI and T2WI showed mixed sig-
nals and patchy unevenness was observed after enhance- 
ment. 

Postoperative pathological results indicated sarco-
matoid renal cell carcinoma (SRCC) in the right kidney 
(fig 1b). Immunohistochemistry results were the follow-
ing: CK (+), Vimentin (+), CD10 (+), Pax8 (+), CK7 
(-), CK20 (-), p63 (-), MyoD1 (-), desmin (-), MSA (-), 
HMB45 (-), S-100 (-), CD34 (-), CD68 (-), p53 (+), Ki-
67 (+ 30%). 

SRCC rarely occurs in the kidneys, accounting for 
less than 1% of adult renal cell carcinomas. It is highly 
malignant with a poor prognosis, often spreading and 
metastasizing outside the kidney [1]. SRCC should be 
diagnosed and treated early, and radical nephrectomy 
remains the primary treatment method. Recent studies 
have found that immunotherapy might also be effective  
[2].

In our case, the preoperative imaging examination of 
this patient revealed find renal neoplasm, but it was dif-

ficult to judge the tissue subtype. After radical surgery, 
pathological examination confirmed SRCC with huge 
necrosis. 
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To the Editor,

A 17-year-old male was seen for inability to extend 
his 1st metacarpophalangeal joints bilaterally since he 
could remember (fig 1A, Video 1, on the journal site). He 
visited the orthopedic clinic where congenital absence 
of extensor pollicis brevis tendons was considered and 
he was referred for sonographic confirmation. The trans-
ducer was placed in the axial plane sequentially from the 
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distal radius, scaphoid, triquetrum and 1st meta-carpal 
base (fig 1B). At the level of right distal radius (fig 1C), 
only one tendon was seen inside the 1st extensor com-
partment. At the scaphoid level (fig 1D), the tendon was 
divided into multiple slips over the radial artery. At the 
triquetrum level (fig 1E), the separated slips converged 
and coursed radially to the triquetrum tubercle. More 
distally, the tendon was seen attached to the 1st meta-
carpal base and was verified to be the abductor pollicis 
longus tendon (fig 1F, Video 2, on the journal site). As 
ultrasound imaging also revealed similar findings on the 
left wrist, absence of bilateral extensor pollicis brevis 
tendons could promptly be validated. 

Congenital absence of bilateral extensor pollicis bre-
vis tendons is rare. The pertinent literature contains re-
ports more regarding absent extensor pollicis longus [1], 
abductor pollicis longus, flexor pollicis longus and flexor 
pollicis brevis tendons and muscles [2,3]. The extensor 
pollicis brevis muscle originates from the radius and in-
terosseous membrane and becomes a tendon inserting on 
the proximal phalanx. It is innervated by the posterior 
interosseous nerve [4], the integrity of which should be 
evaluated in patients with inability to extend the 1st meta-
carpophalangeal joint. Ultrasound imaging has readily 
been applied for the confirmation of congenital absence 
or variants of tendons in the wrist/hand [2,5]. This case 
highlights the usefulness of ultrasound examination for 
wrist/hand tendon abnormalities. 
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Fig 1. Arrows indicate the patient’s inability to extend the 
proximal phalanges bilaterally (A). White dashed lines show 
the levels for the transducer placement in the axial view (B). 
Axial ultrasound imaging at the distal radius (C), scaphoid (D), 
triquetrum (E) and base of the 1st metacarpal (MC) (F) lev-
els. Asterisks, abductor pollicis longus tendon; A, radial artery; 
APB, abductor pollicis brevis muscle. 
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Clinical and imaging findings of invasive papillary carcinoma of  
the breast
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To the Editor

A 70-year-old female noted a right breast mass gradu-
ally increasing in size for one year, up to the size of an 
adult’s fist. Ultrasound (US) revealed a huge mass in the 
superolateral quadrant of the right breast with a clear 
boundary, cystic interior and thick internal fluid. No ob-
vious blood flow signal was found on color Doppler flow 
imaging (fig 1a).

On chest MRI, a high-signal (T1W1) mass (11.8×8.0 
cm) was noted in the right breast superolateral quadrant. 
The T2W lipid-suppression sequence was uneven and 
had a high signal. The lesion was capsulated. On diffu-
sion weighted imaging, lesion stratification was noted. 
On enhancement, the lesion edge was prominent (fig 1b). 
Thus, the possibility of a benign lesion (fibroadenoma 
with bleeding), BI-RADS 4a, was considered.

The patient underwent a simple right mastectomy. 
Postoperative routine pathology revealed invasive papil-
lary carcinoma (IPC) with hemorrhagic cystic changes. 
Immunohistochemistry results were as follows: CK5/6 
(-), 34βE12 (-), p63 (-), calponin (-), SMA (-), ER(3+), 
PR(2+), CerbB-2 (2+) and Ki67 (+10%) (fig 1 c,d).

IPC of the breast is a very rare invasive cancer with a 
fibrous vascular axis papillary structure. It has a unique 
histopathological morphology, molecular typing, clini-
cal features, treatment, and prognosis. Most patients can 

self-identify the mass, and the incidence of nipple over-
flow is high. Nipple retraction is common, usually on one 
side; however, it may occur bilaterally. IPC is more com-
mon in middle-aged and elderly women after menopause 
and is very rare in men. Ko et al [1] reported a 56-year-
old female patient with IPC with hemorrhagic cysts after 
breast trauma.

Breast molybdenum targets are characterized by 
nodular density and can be multiple and often lobulated. 
Intrapapillary or cystic carcinoma is sometimes difficult 
to distinguish from papillary carcinoma [2].

IPC prognosis is relatively better than that of ordinary 
invasive ductal carcinoma, with few lymph node metas-
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Fig 2. A huge mass in the right breast lateral quadrant, as noted 
on a) ultrasound, with clear boundary and cystic contents, and 
b) MRI; c) The tumor tissue showed a papillary structure, and 
the nipple surface was covered with multiple layers of tumor 
cells, showing invasive growth (hematoxylin and eosin stain, 
×100); d) The tumor cells were negative for myoepithelial 
marker p63 (immunohistochemistry ×200).
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tases. Vani et al [3] reported a 45-year-old female with 
IPC with a good prognosis after a simple mastectomy; 
they stated that IPC was a rare and special subtype of in-
vasive cancer with excellent prognosis and overtreatment 
should be avoided.

Our case supports a simple mastectomy as the first 
choice of treatment for IPC. Endocrine drugs can be 
administered according to the postoperative molecular 
classification. Radiotherapy, chemotherapy, and targeted 
drugs can be selected according to the clinical stage.
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