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Masson’s tumor and calcifying aponeurotic fibroma: two rare softtissue lesions in the same finger. High-resolution ultrasound features
with histopathological correlations
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Fig 1. HRUS (16MHz), longitudinal view: a) greater lesion with increased vascularization (systolic flow) at power Doppler examination: nodular inhomogeneous solid formation of 1,7 cm and cleaved from the flexor tendons (red arrow); b) the smaller lesion (blue
arrow) with a calcification was in close relationship with flexor tendons; c) Masson’s tumor (Haematoxylin-Eosin-20x); d) Calcifying
aponeurotic fibroma (Haematoxylin-Eosin-20x)

To the editor,
A 71-year old man presented with two soft tissue
masses on the 3rd finger of left hand. The largest, with
soft consistency, was localized at the level of the palmar aspect of the proximal phalanx, and the smaller
one, with hard consistency, was localized at metacarpophalangeal joint level. High resolution ultrasound
(HRUS) examination showed the presence of a 1.7 cm
nodular inhomogeneous solid mass, cleaved from the
flexor tendons with an increased vascularization (systolic flow) on power Doppler examination (fig 1a). The
smaller lesion measured 1 cm and was partially vascularized with a calcification, and was in close relationship to the flexor tendons, that were sliding normally
on dynamic maneuvers (fig 1b). One month later the
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surgical excision was performed. The post-operative
histopathology examination confirmed the diagnosis of
Masson’s tumor for the greater mass (fig 1c) and of calcifying aponeurotic fibroma for the smaller lesion (fig
1d). No previous case with this association has been reported in literature.
Masson’s Tumor (or intravascular papillary endothelial hyperplasia- IPEH) is a rare vascular lesion (2-4% of
the vascular tumors of the skin and soft tissues) characterized by proliferation of endothelial cells in normal vessels that typically occurs in the head or lower and upper
extremities, with a predilection for fingers, as a palpable
soft-tissue mass [1-3]. In our case, thanks to HRUS we
were able to exclude a flexor tendon cyst and a giant cell
tumor of the tendon because the lesion was cleaved from
the flexor tendon and was vascularized (differently than
a tendon cyst). The definitive diagnosis is histopathological and IPEH should be distinguished from angiosarcoma, pyogenic granuloma, glomeruloid haemangioma,
and Dabska tumour.
Calcifying aponeurotic fibroma is a rare, benign soft
tissue neoplasm, that is generally found in the palm of the
hand and in the sole of the foot [4,5]. This tumor is local-
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ly aggressive with the tendency to infiltrate the surrounding soft tissue and the predilection for local recurrence
after the surgical excision, with a rate of recurrence of
50% [4,5]. HRUS is useful for highlighting the presence
of calcified tissue and to study the cleavage from the surrounding tissues (tendons, bone). It should be included
in the differential diagnoses of any mass with calcification in the palm of the hand like fibromatoses, plantarpalmar fibromatosis, nodular fasciitis but also parosteal/
soft tissue chondroma, synovial sarcoma, and calcified
epidermoid.
In conclusion, this case underlines the importance
of HRUS and recalls the existence of these two rare
lesions that should be included in the differential diagnosis.
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To the Editor
The axillary nerve originating from the posterior cord
of the brachial plexus, provides sensation to the inferior
glenohumeral joint, and innervates teres minor and deltoid muscles [1,2]. The nerve is generally entrapped due
to repeated overhead activities, humeral head fracture
and improper use of the axillary crutch.
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Ultrasound guided injection of the axillary nerve
through the posterior shoulder has been widely used
[3]. The target is the quadrilateral space bordered by the
teres minor (cranially) and teres major (caudally) muscles, long head of the triceps (medially) and humeral
shaft (laterally) [4]. However, the axillary nerve might
also be entrapped more proximally, before its emergence
from the quadrilateral space. Very few papers mention
the detailed sonoanatomy of the axillary region, making the proximal intervention on the nerve challenging.
The present report aims to introduce a novel approach to
visualize the axillary nerve and intervene it in the inferior axilla.
First, the subject is positioned comfortably with full
shoulder abduction, exposing the whole axilla (fig 1a).
The linear transducer is placed horizontally on the axillary fold. The latissimus dorsi muscle is seen superfi-
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Fig 2. Illustration of the neuromuscular anatomy in the inferior axilla (a); sonoanatomy of the muscles at the level of the distal axillary
fold (b) and at the lesser tubercle of the humerus (c); power Doppler imaging of the posterior circumflex artery around the humeral
head (d); the long axis view of the axillary nerve in the inferior axilla (e); ultrasound guided axillary nerve block using the inferior axilla technique (f). TM, teres major; LD, latissimus dorsi; TR, triceps; CT, conjoint tendon; black arrow – posterior circumflex humeral
artery; asterisk – inferior glenohumeral recess; white arrow – axillary nerve; black arrow heads – needle.

cially with the teres major muscle lying underneath (fig
1b). Relocating the transducer toward the lesser tubercle
of the humerus, the tendinous portion of the latissimus
dorsi muscle will become apparent. Thereafter, the teres
major muscle will be seen to blend with the latissimus
dorsi, becoming the conjoint tendon (fig 1c). The long
head of the triceps muscle emerges laterally to the latissimus dorsi and teres major muscles and its size enlarges
when the transducer approaches the lesser tubercle. The
transducer is then moved medially along the long axis of
the humerus until the humeral head, a spherical structure
with overlying hypoechoic cartilage, is visualized. The
posterior humeral circumflex artery is seen encircling the
humeral head and can be traced back to the brachial artery
(fig 1d). Paralleling the transducer to the posterior circumflex artery and slightly swaying it, the axillary nerve can
be found coursing around the inferior glenohumeral joint
capsule. The transducer can be relocated more medially to
see the axillary nerve emerging from the posterior cord of
the brachial plexus. Moving the transducer more laterally,
the axillary nerve should be found leaving the overlying
teres major muscle and coursing between the long head of
triceps and deltoid muscles (fig 1e). Of note, abduction of
the shoulder to nearly 180° aligns the teres minor muscle
along the lateral border of the scapula and to the long axis
of the humerus. Importantly, the patient can be positioned

side-lying with a pillow to support the posterior aspect of
the injected shoulder. The needle is introduced in-plane
laterally to medially and then the inferior axillary segment
of the axillary nerve can be fully hydrodissected along its
long axis (fig 1f, Video 1, on the journal site).
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To the Editor,
We recently conducted an ultrasound-guided sacroiliac (SI) joint intra-articular injection feasibility study.
We used six non-fresh formaldehyde-embalmed wholebody human cadavers (12 SI joints). The cadavers were
embalmed with a standard formaldehyde-embalming
method for anatomy dissection lectures (fig 1). All injections were performed by a board-certified physical medicine and rehabilitation physician who is familiar with this
method.
A portable ultrasound machine with 2-5 MHz curvilinear array probe was used (UGEO HM70A, Samsung,
Seoul, South Korea). For injection, we followed the protocol described by Chang et al [1]. However, we faced
few serious difficulties. Therefore, we feel obligated to
share our experience regarding our study. First, very lowquality ultrasound images were obtained. Although for
SI joint injection bony landmarks are especially crucial,
probe position was not always certain because of the unclear image. We also failed to improve the quality of images by injecting water on multiple tissue levels preceding the ultrasound examination. The likely explanation
is the strong alteration of the tissue properties due to the
embalming process. Another difficulty we experienced
was the high tissue resistance on introducing the needle,
having a tendency to bend and to get lost from the image.
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Fig 1. Cadaveric section of the sacroiliac joint. Arrow – dorsal sacroiliac ligaments; asterisks – sacrum; triangles – ilium; A – anterior; P – posterior;
M – medial; L – lateral.

Likewise, the latex dye injection delivery was more difficult (high resistance) compared to the resistance that we
previously found in our patients. When we dissected the
cadavers one week later, we failed to identify the latex
dye in four SI joints. The cause was most likely intraosseous application caused by the softening of the bone
surface during the embalming process. In seven joints
we found the dye peri-articularly and in one case, intraarticularly.
On the other hand, Tsui et al found the standard
protocol for embalmed cadavers to be viable for ultrasound needle guidance for nerve blocks of the trunk and
epidural space [2]. In a recent study Perry et al found
ultrasound-guided frozen-cadavers suitable models for
sacroiliac joint injection accuracy study [3]. Benkhadra
et al found suitable for ultrasound-guided interventional
studies [4] the embalming process according to Thiel’s
method (mixture consisting of monopropylene glycol,
ammonium nitrate, potassium nitrate, sodium sulphite,
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boric acid, chlorocresol, and a small amount of formaldehyde).
In conclusion, we suggest to not use the non-fresh
formaldehyde-embalmed cadavers for US-guided interventional studies.
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