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suggested inflammatory lymphoid hyperplasia. Computerised 
tomography of chest showed the tumour invading the pectoralis 
major [Table/Fig-3].
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ABSTRACT
Phyllodes tumour is an uncommon tumour of the breast. It is fibroepithelial in origin and mostly benign. Giant phyllodes tumours are 
described as tumours with size more than 10 cm and are extremely rare. Differentiating malignant and benign tumours pathologically 
is difficult and needs clinical judgement and high index of suspicion. A 50-year-old female presented with complaint of swelling in 
the left breast. On further evaluation, it was diagnosed as phyllodes tumour on biopsy. She underwent left mastectomy and excision 
of pectoralis major muscle due to clinical and radiological suspicion of malignancy. Postoperative histopathology report revealed 
malignant phyllodes tumour. Cases of giant phyllodes tumour should undergo adequate imaging and image guided biopsy with 
high index for suspicion for malignancy. They should be operated as per the principles of oncosurgery as there is a high probability 
of such huge tumours harboring malignancy.

CASE REPORT
A 50-year-old female presented to the Surgery Department 
with complaints of swelling in the left breast for the last two 
years. The swelling was initially small but there was a rapid 
increase in the size of the swelling along with development of 
ulceration of overlying skin since last six months. There was 
no significant past history. On examination, there was a huge 
swelling of size 25×15×15 cm occupying the entire left breast 
with an ulcerofungating growth of size 13×10 cm over the skin 
[Table/Fig-1a and b]. On palpation, consistency of the swelling 
was variegated and the swelling was fixed to the underlying 
muscle. A single anterior axillary lymph node was palpable of 
size 2×1 cm. Mammography of the left breast was suggestive of 
Breast Imaging, Reporting and Data System (BIRADS) category 
3. Biopsy from the lesion showed leaf like epithelial pattern with 
stromal hypercellularity conclusive of benign phyllodes tumour 
[Table/Fig-2]. No immunohistochemistry markers were tested. 
Fine Needle Aspiration Cytology (FNAC) of axillary lymph node 
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[Table/Fig-2]: Histopathological image of the biopsy specimen of the tumour 100X 
(H&E staining) showing leaf like epithelial pattern.

[Table/Fig-3]: Computerised tomography of the chest. Arrow showing the  invasion 
of the pectoral muscles by the tumour.

There was a clinical dilemma because of discordant results 
between clinical and pathological diagnosis. Even though the 
biopsy report suggested benign phyllodes tumour authors had a 
strong suspicion of malignancy due to clinical features such as rapid 
growth of the tumour as well as fixity to the underlying pectoralis 
muscle. The differential diagnoses of malignant phyllodes tumour 
or co-existing invasive carcinoma along with phyllodes tumour 
was made.

The patient was operated as per oncological principles as there 
was a suspicion for malignancy. Patient underwent left mastectomy 
along with removal of underlying pectoralis major muscle. The soft 
tissue defect was large and was closed by harvesting lattismus dorsi 
myocutaneous flap from the trunk [Table/Fig-4]. The harvest site 
was closed primarily. The patient had an uneventful postoperative 
recovery. Postoperative histopathology report showed hypercellular 
stromal tissue with nuclear atypia pointing towards malignant 
phyllodes with pectoralis major invasion [Table/Fig-5]. All the margins 
were negative for tumour. The patient is presently undergoing 

[Table/Fig-1]: Pre-operative images of the breast swelling with ulcerofungating 
growth.
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epidermal growth factor receptor, c-kit and high Ki-67 index 
[8]. There are also many reported cases of co-existing invasive 
carcinoma along with phyllodes tumour [9]. Large tumours 
of breast with ulcerofungating growth are rare and should be 
differentiated from other conditions of breast presenting with 
swelling and ulceration [Table/Fig-6].

[Table/Fig-4]: Soft tissue defect which was closed with lattismus dorsi myocutaneous 
flap.

DISCUSSION
Phyllodes tumours accounts for <1% of breast tumours and 
consists of epithelial and stromal components [1]. These tumours 
are described as cystosarcoma phyllodes by Johannes Muller in 
1838 [2]. They are classified into benign, borderline or malignant 
as per the World Health Organisation (WHO) criteria 2013 which is 
based on stromal hypercellularity, mitotic figures, cytologic atypia, 
stromal overgrowth, and the nature of the tumour border [3]. 
However, the distinction between benign and malignant phyllodes 
tumour is difficult and does not always coincide with the clinical 
behavior [4]. Most of the tumours have a median size of 4 cm at 
presentation. Tumours of size more than 10 cm are referred as giant 
phyllodes tumour [5].

Surgery is the mainstay of treatment for phyllodes tumour. A wide 
local excision with 1 cm margin is usually recommended. The 
overall survival even for malignant tumours at five years is 82% [6]. 
Phyllodes tumours are known for local recurrence as high as 15%. 
Recurrences tend to have more aggressive growth and cellular 
atypia. This rare case of giant malignant phyllodes tumour which 
was a diagnostic challenge due to discordant clinical and biopsy 
findings and which had also tested our expertise to reconstruct the 
large defect left over after mastectomy.

Although most of the phyllodes tumours can be diagnosed by 
biopsy, there are limitations in accurately differentiating benign 
from malignant tumours [1]. The entire tumour may not harbor 
the malignancy. This is especially true in tumours with variegated 
consistency. There are also many case reports of malignant 
transformations in a benign phyllodes tumour [7]. Malignant 
transformation of a previously benign tumour progresses 
initially from a state of increased stromal cellularity to atypia to 
malignancy. On molecular analysis, malignant phyllodes tumours 
have decreased expression of Bcl-2, oestrogen receptor and 
beta-catenein. They have increased expression of p53, CD34, 

radiotherapy and regular clinical examination of bilateral breasts 
during follow-up visits.

S. no. Differential diagnosis characteristics

1. T4 breast carcinoma
Usually tumours are hard in 
consistency and accompanied by 
lymph node and systemic metastasis

2. Phyllodes tumour
Ulceration occurs due to rapid 
growth of tumour rather than true 
skin involvement

3. Soft tissue sarcoma

History of radiation exposure 
would be suggestive. Lymph node 
metastasis is very rare. Systemic 
metastasis is more common

4. Tubercular and fungal mastitis

Presents as swelling with ulceration 
and multiple discharging fistulae. 
Clinical and radiological similarities 
with T4 carcinoma 

5. Granulomatous lesions of breast
Chronic granulomatous 
mastitis, Sarcoidosis, Wegeners 
granulomatosis, etc

[Table/Fig-6]: Differential diagnosis of breast swelling with overlying skin  ulceration.

In various case series, the incidence of lympadenopathy in phyllodes 
tumours was 10-15%, although malignancy was detected in less 
than 1% of the nodes [10]. Hence, routine lymphadenectomy is not 
recommended unless they are pathologically proven lymph node 
deposits. The role of radiotherapy has been established in malignant 
phyllodes tumour with respect to local tumour control [11].

CONCLUSION(S)
All cases of giant phyllodes tumour should undergo adequate 
imaging and image guided biopsy with high index for suspicion for 
malignancy. Even if the biopsy is not suggestive of any malignancy 
they should be operated as per the principles of oncosurgery as 
there is a high probability of these tumours harboring malignant 
components in final histopathology. Also, if there are discordant 
finding on investigations, immunohistochemistry can be sought 
for better diagnosis as per literature which was not done for the 
above case.
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[Table/Fig-5]: Histopathological image 200x (H&E staining) showing the  hypercellularity 
and nuclear atypia.
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