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Fig. 1. Sonographic features of a pathologic lymph node (LN).
Pathologic LNs were differentiated from the normal nodes by
the long to short axis ratio (L/S ratio), hilar echogenicity, corti-
' cal thickening, hypervascularity and intranodal calcification.
LNs with L/S ratio< 1.5, no hilus, and eccenteric cortical thick-
ening are suggestive of a malignancy, whereas LNs with L/S
ratio>1.5, wide hilus and concentric cortical thickening are

suggestive of reactive lymphadenopathy. Benign lymph nodes
show focal hypervascularity in the central hilar portion, but a
malignant lymphoma shows diffuse hypervascularity in the
2007 6 17 2007 10 25 . central and peripheral portions of LN.
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Fig. 2. Tuberculous lymphadenopathy in a 39-year-old female with a right axillary palpable mass.
A. Mammogram shows multiple enlarged axillary lymph nodes with central calcifications (arrow) in the right axilla.
B. Ultrasonography shows enlarged hypoechoic lymph node and central echogenic portion with echogenic surrounding fat due to

inflammatory changes.

C. An excisional biopsy of the right axillary masses was performed. Photomicrograph shows central caseous necrosis, epithelioid
cells and multiple Langerhans-type giant cells, which are compatible with tuberculous granulomas (x 40, H-E stain). The acid-fast

organisms were positive (AFB stain, not shown).
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§ Fig. 3. Kikuchi's disease in a 37-year-old female at both axillae.
A, B. Ultrasonography shows round conglomerated lymph
nodes with concentric cortical thickening, but with central fatty
hila remaining. The color doppler scan shows focal hypervascu-
larity in central fatty hilar portion.

C. Sonography-guided core biopsy was performed. Photomi-
crograph shows necrotic debris in Kikuchi's lymphadenopathy
(x 200, H-E stain).




Fig. 4. Dermatopathic lymphadenitis in a 64-year-old female
with psoriasis and both axillary masses.

A. Chest PA shows multiple calcified lymph nodes located along
both chest walls (arrows).

B. Mammogram shows multiple dense calcified lymph nodes in
both axillae (arrows).

C, D. Ultrasonography reveals the multiple calcified lymph
nodes to show cortical thickening with the remaining central
fatty hila. The color doppler scan shows focal hypervascularity
in the central fatty hilar portion of lymph node.

E. An excisional biopsy of the right axillary masses was per-
formed. Photomicrograph shows an enlarged germinal center
and an enlarged paracortical center (x 40, H-E stain).
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Fig. 5. Primary Hodgkin's lymphoma in an 85-year-old female
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' Fig. 6. Secondary Non-Hodgkin’s lymphoma in a 46-year-old fe-
male with masses in the right axilla and right breast. This pa-
tient has multiple lymphomas in the bilateral ovaries and cervi-
cal lymph nodes.

A. Ultrasonography of the right axilla reveals several round hy-
pervascular lymph nodes without central fatty hila.

B. Ultrasonography of the right breast shows several indistinct
margined heterogeneously hypoechoic nodules with peritu-
moral hyperechoic halo (arrows) and ductal extensions in the
right upper outer quadrant.

C. Sonography-guided core biopsies were performed for the
right axillary and breast masses. Photomicrograph shows dif-
fuse infiltration of large atypical lymphoid cells (Diffuse large B
cell lymphoma) (H-E stain, x 400).
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Fig. 7. Epidermal inclusion cyst in a 37-year-old female at the
right axilla (A) A circumscribed ovoid mass with skin thickening
(arrows) was noted on the mammography.
B. Ultrasonography shows circumscribed oval shaped heteroge-

neous echoic mass in the right axilla with skin thickening in the ?

subcutaneous fat layer and adjacent dermis. This mass is in
front of the anterior layer of superficial fascia.

C. An excisional biopsy of the right axillary mass was per-
formed. Photomicrograph shows a cyst lined by stratified squa-
mous epithelium (x 100, H-E stain).
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Fig. 8. Cavernous hemangioma in a 37-year-old female with pal- |
pable masses at the left axilla and left breast.

A. Mammogram shows a single microlobulating hyperdense
nodule in the left axilla (arrow). Mammogram also shows two
microlobulating nodules with calcification in the left breast up-
per mid portion (arrows).

B, C. Ultrasonography shows an ill defined heterogeneously hy-
poechoic nodule with vascularity within the hypoechoic portion
in subcutaneous fat layer in the left axilla.

D. An excisional biopsy of left axillary mass was performed. = &
Photomicrograph shows cavernous spaces containing RBCs in
the cavernous hemangioma (x 100, H-E stain).
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A B
Fig. 9. Fibroadenoma in a 53-year-old female at the right axilla. A. Ultrasonography shows an ovoid circumscribed hypoechoic
nodule in the right accessory breast.

B. An excisional biopsy was performed for the axillary mass. Photomicrograph shows a sharply demarcated mass with intra-
canalicular growth pattern of fibroadenoma (x 100, H-E stain).

B

: i Fig. 10. Abscess in a 42-year-old female at the right axilla.

A. Mammogram shows a spiculated hyperdense mass and in-
creased subcutaneous fat density with skin thickening (arrow)
in the right axilla.

B. Ultrasonography shows an irregular shaped hypoechoic le-
sion with skin thickening and echogenic surrounding fat (ar-
¥ rows) due to inflammatory changes.

5 C. Photomicrograph shows granulation tissues with numerous
{ neutrophils are noted (x 400, H-E stain).
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Fig. 11. Phyllodes tumor in a 33-year-old female at the left axil-
lay accessory breast.

A. Mammography shows huge circumscribed hyperdense mass
in the left axilla.

B. Ultrasonography shows large lobulated solid mass containing
central hypoechoic linear cystic septae.

C. MRI shows a large axillary mass with central septations,
{ showing heterogeneously low signal intensity on T1lweighted
image (left), high signal intensity on the fat-suppressed T2
weighted image (center). Gadolinium-enhanced dynamic MR
shows a diffusely enhanced axillary mass with non-enhanced
% central septae (right). The time/signal intensity curve revealed a
rapid-raise and plateau pattern (not shown).

i D. An excisional biopsy was performed for the left axillary
mass. Photomicrograph shows leaf-like processes lined by bland
epithelium with hypercellular stroma without atypia and mitot-
ic activity (x 100, H-E stain).
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Axillary disorders originate from an axillary lymph node, subcutaneous fat layer, accessory breast, nerve,
vessel and muscle. The most common causes of a palpable axillary mass are a lymph node pathology contain-
ing a benign axillary lymphadenopathy, and malignant lymph nodes such as a metastatic lymphadenopathy
from breast cancer and a malignant lymphoma. For the detection of masses in the axilla, mammography and
sonography are the imaging modalities of choice. We present a spectrum of various axillary masses with cor-
relative radiological imaging and pathological findings in this pictorial essay. Knowledge of the radiological
findings of various axillary disorders is useful for a differential diagnosis and for preventing unnecessary inva-
sive procedures.
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