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ABSTRACT

Case Report

Giant Phyllodes Tumour in a Postmenopausal

Woman: A Case Report

Phyllodes Tumours (PT) of the breast are uncommon fibroepithelial lesions accounting for less than 1% of breast tumours. These
tumours commonly occur in females during the fourth and fifth decade of life. They have a morphological resemblance to the intra-
canalicular fibroadenoma. Their median size is around 4 cm, however if the size is more than 10 cm it’s called a giant phyllodes
tumour accounting to less than 10% of phyllodes tumours. Clinically and histologically, they are difficult to be differentiated from
fiboroadenoma and a wide local excision is the mainstay of treatment. Hereby, Authors are reporting a case of giant phyllodes
tumour in a 56-year-old post-menopausal female patient. She presented with a lump of 27x20 cm of two years duration occupying
the entire left breast. Since, the lump had rapidly increased in size in the last six months of presentation, a clinical diagnosis of
giant phyllodes tumour with malignant transformation was the provisional diagnosis. She underwent simple mastectomy with split-
thickness skin graft. The final histopathology was reported as borderline phyllodes tumour and the patient was on a regular follow-

up since the last 10 months.
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CASE REPORT

A 56-year-old female patient presented to the Out Patient
Department with a lump in the left breast of two years duration
which was slowly increasing in size. However, the lump increased
in size rapidly, associated with dragging pain in the last six months
affecting her day-to-day activities. She had no associated co-
morbidities or history of hospitalisation in the past. On examination,
there was a huge lump of 27x20 cm involving the entire breast, with
a bosselated surface and variable consistency. The skin over the
swelling was shiny, stretched and fixed at few places. It was not fixed
to the underlying muscles, with no axillary lymph nodes palpable.
[Table/Fig-1]. A clinical diagnosis of phyllodes tumour with probable
malignant transformation was made in view of her history and
clinical findings; however, sarcoma was also considered a possibility.
Routine blood investigations were within normal range, chest
X-ray and ultrasound abdomen was normal. Sonomammography
revealed a lobulated hypoechoic large lesion, 20.6x17 cm in upper
inner quadrant extending to lower quadrant and towards nipple of
left breast [Table/Fig-2]. Trucut biopsy showed linear tissue cores
showing proliferating spindle cells in fascicles, spindled nuclei and
bipolar cytoplasmic processes in cells, no significant nuclear atypia,
no mitosis and myxomatous stroma. No lobular or ductal structures.
She underwent simple mastectomy and the defect was covered
with split-thickness skin graft. The tumour was weighing 4.8 kg and
the postoperative period was uneventful.

The specimen of breast was measuring 27x18x12 cm [Table/Fig-3]
and the histopathology was reported as marked proliferation of
stromal cells, which were cellular with spindle-shaped nuclei showing
mild nuclear pleomorphism with mitotic count of 6-8 high power
field (hpf) and an extensive area of hyaline degeneration was seen.
Final impression was borderline phyllodes tumour of the breast and
the surgical margin was free from tumour [Table/Fig-4a,b]. Patient is
on a regular follow-up for the last 10 months and has not received
any treatment post-surgery.

DISCUSSION

The term “phyllodes” means leaf-like and refers to the papillary
projections [1]. Most of the tumours occur in women of a median
age of 42-45 years and approximately 10-15 years older than the
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[Table/Fig-1]: Preoperative clinical photograph.
Showing left breast PT with bosselated surface with stretched and shiny skin.

[Table/Fig-2]: Sonomammography showing lobulated hypoechoic large lesion
20.6x17 cm in upper inner quadrant, extending to lower quadrant and towards
nipple of left breast.
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[Table/Fig-3]: Excised breast tumour measuring 27x18x12 cm showing bosselated
surface, stretched and shiny skin with visible dilated veins.
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[Table/Fig-4]: a) Histopathological image showing Leaf like pattern with epithelial
and stromal components. (X100 magnification, haematoxylin and eosin stain);

b) Histopathological image showing spindle-shaped stromal cells proliferation and
mitosis. (X400 magnification, Haematoxylin and Eosin stain).

median age for fibro adenomas of the breast [2]. PTs accounts to
less than 1% of all breast tumours and has an incidence of 2.1 per
million with a median size of about 4 cm [3]. A giant PT is more
than 10 cm and they account to less than 10%. Giant PT of size
of 50x50 cm has been reported in the literature [2]. They have a
morphological resemblance to the intra-canalicular fibroadenoma at
the benign end of the spectrum and at the other end of the spectrum;
the malignant PT may be mistaken for primary breast sarcoma or
spindle cell metaplastic carcinoma [4]. Clinically and histologically,
they are difficult to be differentiated from fibro adenoma and a wide
local excision is the mainstay of treatment. In 1981 the World Health
Organisation (WHO) adopted the term tumour and are sub classified
as benign, borderline and malignant based on the degree of stromal
cellular atypia, permeative margins and mitotic activity of at least
10/10 hpf [1].

There are no pathognomonic mammographic or ultrasound features
of PT. Diagnosis is established through core needle biopsy which
has a sensitivity of 99% and negative predictive value and positive
predictive value 93% and 83%, respectively [5] and a 75% sensitivity
in differentiating from fibro adenoma. Stromal overgrowth was more
often seen in specimens from phyllodes tumour as compared to
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filoro adenomas [6]. In this patient true-cut biopsy was reported as
benign phyllodes tumour however the histopathological diagnosis
was borderline PT. Less than 1% have pathological lymph nodes.

The mainstay of treatment of PT tumour is surgical, wide excision
with adequate margins, a surgical margin of 1 cm is accepted [1].
If the tumour involves the entire breast tissue as in this patient, a
simple mastectomy is advocated. A routine axillary dissection is not
recommended as less than 1% have pathological lymph nodes.
Though malignancy was suspected in this patient, she had no
clinical or radiological enlargement of lymph nodes and a simple
mastectomy was done. As the tumour was occupying the entire
breast with skin involvement there was a wide defect requiring split-
thickness skin graft.

A close follow-up with frequent breast examinations and imaging
tests is recommended after surgery. They have a high recurrence
rate of 10-40% [1]. Recurrence is related to the histological grade
(33% for malignant tumour and 10% for benign). If the size of the
tumour is more than 10 cm, the prevalence of local recurrence is
four times greater than smaller tumours, if surgical margin is less
than 1 cm, there is an increase in the risk by five times and presence
of stromal overgrowth increased risk by seven times [7]. Malignant
potential though very rare, lungs are the most common metastatic
site followed by the skeleton, heart and liver [8]. Malignant PT has
haematogenous metastasis in 22% of cases [9]. Metastasis may
appear without local recurrence. According to multivariate analysis,
young age (<35 years), tumour necrosis and positive surgical
margins were the prognostic factors [10]. Young age was a favorable
prognostic factor in most of the studies.

Multiple studies have shown the use of postoperative adjuvant
radiation therapy is useful in reducing rates of local recurrence [11].
Few other studies have shown that adjuvant chemotherapy and
radiotherapy have not been proven to be useful in the treatment
of PT.

CONCLUSION(S)

Giant phyllodes tumours of the breast are a rare cause for rapidly
enlarging painless lumps in middle aged women. A core needle
biopsy is needed for diagnosis and has to be differentiated from
fioroadenomas. However, a definitive diagnosis is possible only after
excision. Surgical treatment though is the mainstay of treatment,
depends on the clinical and histological diagnosis as the extent
of surgery is very important in terms of further recurrence. The
patient should be counselled for the need of surgery, possibility of
malignancy and the need for adjuvant treatment if necessary and
most importantly the need for regular follow-up.
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