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a b s t r a c t
INTRODUCTION: Phyllodes tumours are rare ﬁbro-epithelial lesions. The role of the pathologist in the
preoperative diagnosis of phyllodes tumours of the breast is critical to appropriate surgical planning. Wide
local excision or mastectomy with adequate margin remains the treatment of choice. Local recurrence
occurs in approximately 10- 16.1% of patients (Wei et al., 2014) [1] and distant metastases occurs in
6.3–31% of patients with malignant phyllodes tumours (Wei et al. (2014), Chaney et al., 1998) [1,2] but
only in 4% of all phyllodes tumours (Salvador et al., 1989) [3]. Emphasis should be given in early diagnosis
and intervention to decrease morbidity and mortality.
© 2016 The Author(s). Published by Elsevier Ltd on behalf of IJS Publishing Group Ltd. This is an open
access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

1. Case presentation
A 44 year old Indo-Trinidadian female was referred to the Breast
Clinic of San Fernando General Hospital of Trinidad and Tobago. On
examination there was a 24 × 20 cm ﬁrm lobulated mobile mass in
her right breast with no skin changes, no nipple discharge and her
axillary lymph nodes were not palpable. She had no associated risk
factors for breast cancer and no family history of breast and ovarian cancer. A bilateral mammogram of breast revealed 20 × 20 cm
lobulated mass on right breast with architectural distortion and
asymmetry (Fig. 1). Colour Doppler image shows increased vascularity of the mass but no speciﬁc features suggestive of malignancy.
A needle core biopsy revealed breast tissue with a stromal fragment
with occasional mitoses suggestive of phyllodes/ﬁbroadenoma. The
patient was counselled for mastectomy but she refused and sought
help from alternative remedies despite several attempts at counselling. The patient returned back after one year. At that time, she
was emaciated/malnourished and anaemic with a fungating mass
(approximately 50 × 50 cm) occupying over the entire right chest
wall with enlarged prominent cutaneous blood vessels (Fig. 2a,
b). The patient had palpable right axillary lymph nodes and her
left breast examination was normal. A repeat needle core biopsy
revealed a benign phyllodes tumour with extremes infarction. A CT
scan of the chest revealed a heterogeneous enhancing mass in right

breast with ill- deﬁned deep margin at the RUOQ with few enlarged
axillary lymph nodes with no suspicious features and there were
no obvious chest wall or pulmonary metastasis were noted (Fig. 3).
CT abdomen and pelvis showed no liver and bony metastasis.
Informed consent was obtained from the patient. Right wide
mastectomy with partial excision of pectoralis major with axillary
lymph nodes sampling (Figs. 4 and 5) and immediate latissimus
dorsi (LD) ﬂap closure (Fig. 6) was performed. The dissection was
very tedious as the blood vessels were grossly dilated under the
skin. The patient had a successful postop recovery (Fig. 7). Histology
of the specimen revealed a low grade (benign) phyllodes tumour
with scanty mitoses and minimal nuclear atypia (Fig. 8a, b). Six (6)
axillary lymph nodes were identiﬁed with reactive changes and no
metastasis. All resection margins were otherwise negative. The case
was discussed at our MDT meeting and decision was made for long
term follow up with no further adjuvant therapy.
After several months, the patient was readmitted with a massive pleural effusion on the contra-lateral side of the tumour.
Cytology of the pleural ﬂuid revealed malignant cells. The original
histopathology of the specimen was once again reviewed by two
senior pathologists, but failed to diagnose any malignancy. Despite
further treatment patient demised after 6 months from her initial
surgery.
2. Discussion
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Phyllodes tumours represent a broad range of ﬁbro-epithelial
diseases. They make up 0.3–0.5% of female breast tumours and have
an incidence of about 2.1 per million [4]. Most of the tumours arise
in women aged between 35 and 55 years, approximately 20 years

http://dx.doi.org/10.1016/j.ijscr.2016.07.022
2210-2612/© 2016 The Author(s). Published by Elsevier Ltd on behalf of IJS Publishing Group Ltd. This is an open access article under the CC BY-NC-ND license (http://
creativecommons.org/licenses/by-nc-nd/4.0/).

CASE REPORT – OPEN ACCESS
S. Islam et al. / International Journal of Surgery Case Reports 26 (2016) 96–100

97

Fig. 1. Initial mammogram shows lobulated mass on right breast with architectural
distortion.

later than ﬁbro-adenoma. The tumour is rarely found in adolescents
and the elderly [3,5]. It is more prevalent in the Latin American,
White and Asian populations.
Chelius in 1827 ﬁrst described this tumour [6]. Johannes Muller
was the ﬁrst person to use the term cysto-sarcoma phyllodes. It
was believed to be benign until 1943, when Cooper and Ackerman
reported on the malignant biological potential of this tumour. In
1981 the World Health Organization adopted the term phyllodes
tumour and as described by Rosen sub-classiﬁed them histologically as benign, borderline, or malignant according to the features
such as tumour margins, stromal overgrowth, tumour necrosis,
cellular atypia, and number of mitosis per high power ﬁeld [7].
Because of limited data, the percentage of benign versus malignant
phyllodes tumours is not well deﬁned. Reports suggest that approximately 85–90% of phyllodes tumours are benign and 10–15% were
malignant [8].
At present time, the exact aetiology of phyllodes tumour and its
relationship with ﬁbro-adenoma are unclear. It has been suggested
that, in a proportion of ﬁbro-adenomas, a somatic mutation can
result in a monoclonal proliferation, histologically indistinguishable from the polyclonal element, but with a propensity to local
recurrence and progression to a phyllodes tumor, which has also
been supported by clonal analysis [9].
Classically, patients present with a ﬁrm, mobile, well deﬁned,
round, macro-lobulated, and painless mass [10,11]. The median size
of phyllodes tumours is around 4 cm; however, <10% of tumours
grows larger than 10 cm which are rare and these have been
deﬁned as giant phyllodes tumour and very rarely they can be up
to 48 cm in diameter. In 10–15% cases axillary lymph nodes are
palpable but only <1% had pathological positive nodes. In recent
years several giant phyllodes tumour have been reported (Hsu et al.,
30 × 25 cm; Tarun et al., 50 × 25.2 cm; Juliana Alves De Suza et al.,
14 × 10 cm; Ramesh sarvanandan et al., 40 × 35 cm; Junaid Nabi
et al., 9 × 8 cm; Mohammed A. Sbeih et al., 25 × 20 cm; Tapanutt
Likhitmaskul et al., 20 × 20m; Dong Xia et al., 47.5 × 37 cm; Rumi
Khajotia et al., 24 × 22 cm; Banno A. et al., 30 cm) [12–21].
Our patient presented with one of the largest giant phyllodes
tumour in the English literature, measuring 50 × 50 cm. It was a
fungating mass, ﬁxed to the skin, but mobile over the underlying

Fig. 2. (a) Giant phyllodes tumour with prominent dilated subcutaneous vessels.(b)
The fungating giant phyllodes tumour. (a, b): The fungating giant phyllodes tumour
with prominent dilated subcutaneous vessels.

muscle and her axillary lymph nodes were palpable. There were
multiple hugely dilated feeding blood vessels to the tumour, which
can be a challenge surgically and have to be looked for especially
subcuatenous veins and perforating intercostal vessels.
A variety of techniques have been utilized to improve the
pre-operative diagnosis of phyllodes tumours, such as ultrasound,
mammogram, MRI and core needle biopsy. Ultrasound and mammography are the most commonly used ﬁrst line investigation for
this disease. There are no pathognomonic mammographic or ultrasound features of phyllodes tumour [22].
Core tissue biopsy represents the preferred means of preoperative diagnosis for giant breast tumours with a sensitivity of
99% and negative predictive value and positive predictive value 93%
and 83%, respectively [23].
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Fig. 3. CT chest showing heterogeneous enhancing mass in right breast with illdeﬁned deep margin.

Fig. 4. Chest wall after excision of phyllodes tumor.

Surgical management of the phyllodes tumour includes either
breast conserving surgery or mastectomy with or without reconstruction [24–26]. Most experts currently advocate that surgeons
obtain at least 1 cm margins on primary excision or re-excision of a
tumour removed with close margins, as long as the tumour to breast
size will permit [2,3,10,27,28]. Mastectomy should be reserved for
larger tumours between 5 and 10 cm in diameter [11–21,24,25]
and should be considered in recurrent tumours, and especially of
the malignant tumours [3].
Closure of wound after excision of a giant phyllodes tumor
remains a great challenge for the surgeons. There is no contraindication to immediate reconstruction after mastectomy in cases of
giant phyllodes tumour, and this decision can be made solely based

Fig. 5. Phyllodes tumor after excision.

Fig. 6. LD ﬂap to cover the anterior chest wall.

upon patient preference. Most often immediate reconstruction of
the chest wall was performed with prosthetic implant or chest wall
are covered with splits skin graft, marlex mesh or latissimus dorsi
muscular/myo-cutaneous ﬂap; if the fascia or muscle is inﬁltrated
[10–21,25,29–31].
The role of adjuvant radiotherapy and chemotherapy remains
uncertain, but consideration can be given for their use in cases of
malignant phyllodes tumours [2,32,33].
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Fig. 7. Photograph taken on postop follow up.

3. Conclusion
The diagnosis of phyllodes tumor should be entertained in all
patients presenting with progressive enlargement of breast lump.
Emphasis should be given on proper health education on breast
cancer and the negative consequences of alternative or delayed
treatment. Excision should be done as soon as possible, as unnecessary delay can leads to diseases progression and increase morbidity
and mortality.
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Fig. 8. (a) Leaf like growth pattern with hypercellular stoma characteristic of benign
phyllodes. (b) Stromal cellularity with scanty mitoses and minimal nuclear atypia.

References
[1] J. Wei, Y.T. Tan, Y.C. Cai, Z.Y. Yuan, D. Yang, S.S. Wang, R.J. Peng, X.Y. Teng, D.G.
Liu, Y.X. Shi, Predictive factors for the local recurrence and distant metastasis
of phyllodes tumours of the breast: a retrospective analysis of 192 cases at a
single center, Chin. J. Cancer 33 (10) (2014) 492–500 (ISSN: 1000-467X).
[2] A.W. Chaney, A. Pollack, M.D. Mc Neese, G.K. Zagars, Adjuvant radiotherapy
for phyllodes tumor of breast, Radiat. Oncol. Invest. 6 (1998) 289–290.
[3] B. Salvadori, F. Cusumano, R. Del Bo, V. Delledonne, M. Grassi, D. Rovini, et al.,
Surgical treatment of phyllodes tumours of the breast, Cancer 63 (1989)
2532–2536.
[4] M.D. Rowell, R.R. Perry, J.G. Hsiu, S.C. Barranco, Phyllodes tumours, Am. J.
Surg. 165 (3) (1993) 376–379.
[5] L. Bernstein, D. Deapen, R.K. Ross, The descriptive epidemiology of malignant
cysto-sarcoma phyllodes tumours of the breast, Cancer 71 (1993) 3020–3024.
[6] M. Chelius, Neue Jahrbucher Der Teutschen Medicin and Chirurgie, Naegele
und Puchelt, Heidelberg Germany, 1827.
[7] P.P. Rosen, Rosen’s Breast Pathology, Lippincott, 2nd edition, William Wikins,
New York, NY USA, 2001.
[8] A.M. Jones, R. Mitter, R. Poulsom, et al., mRNA expression proﬁling of
phyllodes tumours of the breast: identiﬁcation of genes important in the

CASE REPORT – OPEN ACCESS
100

[9]

[10]

[11]
[12]

[13]

[14]

[15]

[16]

[17]

[18]

[19]

[20]

S. Islam et al. / International Journal of Surgery Case Reports 26 (2016) 96–100
development of borderline and malignant phyllodes tumours, J. Pathol. 216
(December (4)) (2008) 408–417.
S. Noguchi, K. Motomura, H. Inaji, S. Imaoka, H. Koyama, Clonal analysis of
ﬁbro-adenoma and phyllodes tumor of the breast, Cancer Res. 53 (1993)
4071–4074.
M. Reinfuss, J. Mitus, K. Duda, A. Stelmach, J. Rys, K. Smolak, The treatment
and prognosis of patients with phyllodes tumor of the breast: an analysis of
170 cases, Cancer 77 (1996) 910–916.
C.L. Chua, A. Thomas, B.K. Ng, Cysto-sarcoma phyllodes: a review of surgical
options, Surgery 105 (2I) (1989) 141–147.
S.D.1 Hsu, S.J. Chou, H.F. Hsieh, T.W. Chen, M.F. Cheng, J.C. Yu, Giant malignant
mammary phyllodes tumor: report of a case and review of the literature,
Onkologie 30 (February 1–2) (2007) 45–47 (Epub 2007 Jan 26).
Tarun Kumar, Mahesh D. Patel, Rexeena Bhargavan, Prabhat Kumar, Mahesh
H. Patel, Kiran Kothari, et al., Largest phyllodes tumor- case report and brief
review article, Indian J. Surg. Oncol. 2 (2) (2011) 141–144, http://dx.doi.org/
10.1007/s13193-011-0077-3 (April–June).
Juliana Alves De Suza, Elvira Ferreira Marques, Camilla Guatelli, Deise
Santiago Girao, Thiago Queroz, Luciana Graziano et al, Malignant phyllodes
tumor of the breast: case report, IMAGEM EM MEDICINA, 2011.
Ramesh Sarvanandan, Ramesh Thangaratnam, A.J. Chen Leong, Immediate
Latissimus dorsi pedicle ﬂap reconstruction following the removal of an eight
kilogram giant phyllodes tumour of the breast: a case report, J. Med. Case Rep.
5 (2011) 44.
Junaid Nabi, S.M. Quamrul Akhter, N. Fatema Anthony, A case of large
phyllodes tumor causing ruptures of the breast: a unique presentation, Case
Rep. Oncol. Med. 2013 (2013) 4 (Article ID 871292).
Sbeih A. Mohammed, Ryan Engdahl, Marina Landa, Oreoluwa Ojutiku,
Norman Morrison, Hector Depaz, A giant phyllodes tumor causing ulceration
and severe breast disﬁgurement: case report and review of giant phyllodes, J.
Surg. Case Rep. 12 (2015) 1–4.
Tapanutt Likhitmaskul, Wichitra Asanprakit, Sivinee Charoenthammaraksa,
Visnu Lohsiriwat, Surapong Supaporn, Wichai Vassanasiri, et al., Giant benign
phyllodes tumor with lactation changes in pregnancy: a case report, Gland
Surg. 4 (4) (2015) 339–343.
Dong Xia, Huaiquan Zuo, Yi Quan, Hongliang Dong, Liang Xu, Giant phyllodes
tumor of the breast: a case report, Chin. Ger. J. Clin. Oncol. 9 (11) (2010)
674–676, November, 47.5 cm × 37.0 cm × 28.0 cm and weighed 9.79 kg.
Rumi Khajotia, Sangeetha Poovaneswaran, Thamilselvam Pavadai, Subathra
Sabaratnam, Hanizah Khairan, Unusually large breast tumour in a

[21]

[22]

[23]

[24]

[25]
[26]

[27]

[28]
[29]
[30]

[31]

[32]
[33]

middle-aged woman, Can. Fam. Physician 60 (60) (2014) 142–146 (february •
février 2014.).
A.1 Banno, A.1 Shimada, K.1 Aga, H.1 Harada, T.1 Kaburagi, H.1 Seki, N.1 Yasui,
H.1 Matsumoto, Total mastectomy and chest reconstruction for a rapidly
progressing giant phyllodes tumor with skin necrosis: a case report, Surg.
Case Rep. 1 (September (14)) (2015) 82 (e Collection 2015).
C. Cole-Beuglet, R. Soriano, A.B. Kurtz, J.F. Meyer, D.B. Kopans, B.B. Goldberg,
Ultrasound, x-ray mammography, and histopathology of cysto-sarcoma
phyllodes, Radiology 146 (1983) 481–486.
I.K. Komenaka, M. El-Tamer, E. Pile-Spellman, H. Hibshoosh, Core needle
biopsy as a diagnostic tool to differentiate phyllodes tumor from
ﬁbroadenoma, Arch. Surg. 138 (9) (2003) 987–990.
M.I. Liang, B. Ramaswamy, C.C. Patterson, et al., Giant breast tumours: surgical
management of phyllodes tumours, potential for reconstructive surgery and a
review of literature, World J. Surg. Oncol. 6 (2008) (article 117).
A.A. Mangi, B.L. Smith, M.A. Gadd, K.K. Tanabe, M.J. Ott, W.W. Souba, Surgical
management of phyllodes tumours, Arch. Surg. 134 (5) (1999) 487–493.
O. Contarini, L.F. Urdaneta, W. Hagan, S.E. Stephenson Jr., Cysto-sarcoma
phyllodes of the breast: a new therapeutic proposal, Am. Surg. 48 (1982)
157–166.
G. Cohn-Cedermark, L.E. Rutqvist, I. Rosendahl, C. Silfversward, Prognostic
factors in cysto-sarcoma phyllodes: a clinic-pathologic study of 77 patients,
Cancer 68 (1991) 2017–2022.
J.R. Hines, T.M. Murad, J.M. Beal, Prognostic indicators in cysto-sarcoma
phyllodes, Am. J. Surg. 153 (1987) 276–280.
G. Singh, R.K. Sharma, Immediate breast reconstruction for phyllodes
tumours, Breast 17 (2008) 231–296.
M.A. Mendel, R.G. De Palma, C. Vogt, J.W. Reagan, Cysto-sarcoma phyllodes:
treatment by subcutaneous mastectomy with immediate prosthetic
implantation, Am. J. Surg. 23 (1972) 718–721.
A. Orenstein, H. Tsur, Cysto-sarcoma phyllodes treated by excision and
immediate reconstruction with silicone implant, Ann. Plast. Surg. 18 (1987)
520–523.
S.C. Carabell, R.L. Goodman, Radiation therapy for soft tissue sarcoma, Semin.
Oncol. 8 (2) (1981) 201–206 (10 ISRN Surgery).
S.C. Joshi, D.N. Sharma, A.K. Bahadur, R. Maurya, S. Kumar, N. Khurana,
Cysto-sarcoma phyllodes: our institutional experience, Australas. Radiol. 47
(4) (2003) 434–437.

Open Access
This article is published Open Access at sciencedirect.com. It is distributed under the IJSCR Supplemental terms and conditions, which
permits unrestricted non commercial use, distribution, and reproduction in any medium, provided the original authors and source are
credited.

