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A massive malignant phyllodes tumor - case study

BARBARA MADEJ-CZERWONKA*

Department of Human Anatomy, Medical University of Lublin, Poland

ARTICLE INFO ABSTRACT

Received 20 December 2020
Accepted 31 December 2020

Keywords:
phyllodes tumour,
breast cancer,

The paper aims to introduce the case of an extensive breast malignancy - phyllodes
tumor. This type of breast neoplasm is relatively rare. Indeed, it accounts for only 0.3-1%
of all breast malignant tumours. In the paper, patient, disease, and treatment methods
were described and evaluated. The efficacy of surgical treatment and adjuvant therapy
(radiotherapy and chemotherapy) was assessed based on literature data. The authors

breast, concluded that late diagnosis of phyllodes tumor causes the necessity of mastectomy and
malignancy, . )

neoplasm. radiotherapy and aggravates the prognosis.

INTRODUCTION

Breast neoplasms are currently the most common cancer
diagnosed in female patients — and the incidence rate is
increasing dramatically. There are 18500 new cases of
breast cancer each year in Poland. The phyllodes tumour is
a relatively rare type of neoplasm and it accounts for only
0.3-1% of all breast malignant tumours, on average [1,2].
Histologically, it forms typically large, fast-growing masses
that originate from the periductal stromal cells of the breast.
Clinically characterized by rapid and expanding growth and
ability of creating distant metastases [3], it was described
for the first time in 1838 by Johannes Muller [4].

Phyllodes tumours may present different grades of malig-
nancy. Because of that fact, in 2003, the WHO developed
an international histological classification that divides
these tumours into three subtypes: benign, borderline and
malignant [3]. Qualification for a particular type is based
on histologic parameters: stromal cell atypia, interstitial cell
hyperplasia, mitotic activity and infiltration at the tumour’s
edge. It is estimated that the incidence of each of the types
are: benign — 58%, borderline — 12%, malignant — 30% [5].
The clinical course of malignant phyllodes tumour is similar
to sarcoma, demonstrating local recurrence at up to 40% of
all cases and can develop distant blood-borne metastases
(most common are the lungs, bones, soft tissues and pleura).
Progression through lymph vessels to lymph nodes is the
least common type of metastases [6].

The type of treatment depends on the type of the
neoplasm and might include partial breast excision, simple
mastectomy or modified radical mastectomy. First-choice
treatment is total excision of the lesion, mastectomy if
the subtype is malignant. In cases where lymph nodes are
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involved, lymphadenectomy is necessary as well. Due
to high local recurrence, which is a negative prognostic
factor, total tumour excision is essential [7,8]. Risk factors
of local recurrence are still not fully specified. It is certain
though, that the area of total excision, grade of histological
malignancy, atypia and mitotic activity are amongst these
factors [9-12]. The effectiveness of postoperative, adjuvant
therapy is unclear, there is no significant, statistical influ-
ence of adjuvant therapy with doxorubicin and dacarbazine
on survival rate [13]. Postoperative radiotherapy, however,
proved to be effective in decreasing chances of recurrence,
regarding highly malignant phyllodes tumours and tumours
of greater diameter (>2 cm) [14,15].

CASE STUDY

A female 44 year-old patient showed up at the onco-
logical surgery clinic suffering from a massive tumour
located in her right breast. According to the patient’s
medical history, the tumour appeared 14 months
before the visit. She was able to feel the protrusion:
2-3 cm in diameter and located at 12:00. Two to three
months after, another tumour was palpable — 2 cm
in diameter and located at 6:00 of the same breast — patient
was not sure whether the lesion was a new one, or an expan-
sion of the one discovered earlier. The patient did not seek
medical attention, hoping that the alterations would reverse
on their own.

The following next five months showed that the tumour
was growing rapidly, violet skin discolouration became
visible in the area, and the surface became uneven (Fig. 1).
The malignancy caused a significant bulge in the upper right
quadrant, nevertheless, both breasts were symmetrical at
the time. In the subsequent four months, the tumour grew
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even further, causing significant asymmetry and erratic
skin surfaces (Fig. 2). Three months later, convinced by

Figure 1. Massive malignant phyllodes tumour of the right breast.

Figure 2. Massive malignant phyllodes tumour of the right breast (lateral view)

her mother, the patient sought medical attention.

First medical examination revealed that the whole
right breast was twice the size of the other one and filled
with tumours. Neither axillary nor supraclavicular lymph
nodes were enlarged. There were no tumours present in the
left breast, and the patient did not suffer from any other
symptoms. The patient was urgently admitted to the Breast
Unit of Stefan Cardinal Wyszynski District Hospital in
Lublin for further tumour examination. Initial diagnosis
was made — malignant phyllodes tumour. The following
day, she was admitted to the hospital. Chest, abdomen and
pelvic CT were carried out, in order to determine the grade
of the tumour and the presence of any metastases on lymph
nodes or solid organs. Mammography of the left breast
and diagnostic biopsy of the right breast were performed.
Right breast mammography was held up to prevent too
much pressure on the tumour. Histopathological examination
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confirmed borderline phyllodes tumour mammae dextrae,
mitotic index: 5/10 high-power fields (HPF).

CT results showed: massive right breast
tumour; polycyclic outlines 17x18x20cm. After
administering intravenous contrast agent, the
tumour image was fortified and revealed that it
bordered the chest muscles, but did not infiltrate
them. Axillary lymph nodes on the left-hand side
were not enlarged — The CT scan displayed a
dominance of longitudinal dimension and 8mm
in short axis. There were no focal lesions to be
found in the left mammary gland. Left axillary
and both subclavicular lymph nodes were also
of physiological size. No pathological changes
were found in other tissues, including lung, liver,
bones, pancreas, spleen and kidneys.

Left breast mammography showed no patho-
logical changes — categorised as BIRADS 2.
Neither morphology nor biochemistry of plasma
showed any aberrations. Based on clinical history
and additional examinations, the patient was
qualified for simple mastectomy of the right
mammary gland. Removal of the right breast,
with a fraction of pectoralis major muscle was
carried out under general anaesthesia. Excised
tissue amassed to 4.1 kilograms. Full histopath-
ological examination of the tissue was carried
out. Postoperative status of the patient was good,
no complications were recorded. Postoperative
examination confirmed that the lesion was indeed
a phyllodes tumour. The patient was qualified for
adjuvant radiotherapy.

DISCUSSION

Due to the rarity of the phyllodes tumor,
current treatment recommendations are mainly
based on retrospective studies. The primary
method of treatment of phyllodes tumor is
surgical treatment [16]. The preferred treatment
is a tumorectomy with a margin greater than
1 cm. For a tumor of large size where margin
preservation is impossible, a simple mastectomy is recom-
mended. In the case of clinically unchanged lymph nodes,
there is no indication for axillary lymphadenectomy. Best
adjuvant therapy is under discussion. According to current
recommendations, chemotherapy does not affect overall
survival and does not reduce the risk of local relapse. In
the case of local relapse, the gold standard of treatment is
surgery by local excision [17].

The risk factor of local relapse in this patient definitely
was the size of the tumor. According to the literature, the
tumor being of small size is a factor that significantly
improves the prognosis. The average size of the tumor
ranges from 4 to 8 cm. There are also cases of tumors 40 cm
[18]. In the study of Belkacémi, Yazid, et al. tumor below 3
cm was a favorable prognostic factor of local control [19].
Kapiris et al. add that the tumor size and free surgical margin
were found to be the main risk factors of local relapse. For
a tumor with a high malignancy and a large tumor size, a
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mastectomy is recommended [20]. Other prognosis factors
are the age and mitotic activity of neoplasm cells [21]. In
the study published by Chen et al. age, type of surgery treat-
ment, large margin and mitotic activity were correlated with
local relapse [22].

One of the main problems in breast cancer diagnosis is
the fact that it is done not soon enough. The main reason is
low attendance at prophylactic screenings. Mammography
screening effectiveness in Poland is at the level of 37%,
whereas in western Europe, it is at the level of 47%-70%.

Effective prevention is extremely important regarding
phyllodes tumours for they show time-dependent tendency
to change their stage to a more malignant subtype. The con-
sequence of this fact is radical deterioration of the prognosis.

Despite numerous clinical studies on the use of adjuvant
therapy, surgical treatment is still decisive in final results
of the therapy.

CONCLUSIONS

This case shows that low health awareness, fear and
emotional limitations of patients can affect the treatment.
Moreover, patient negligence for early diagnostics may
cause long-term complications, such as relapse or negative
consequences of radiotherapy. With this patient, due to delay
of the diagnosis, extensive mastectomy and invasive radio-
therapy was necessary, whereas in the early stages of the
disease, the patient could have preserved her breast and be
subjected to observation alone.
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