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Introduction
1% of all known breast neoplasms are phyllodes. In 
1838, Johannes Muller of Germany suggested the term 
cystosarcoma phyllodes to describe them. Breast phyl‑
lodes tumour (BPT) is a tumour of fibro‑epithelial cells 
with classically deep “leaf‑like” projections into cystic 
spaces and sarcomatous stroma[1]. As 70% of theses 
lesions are benign, and only rarely demonstrate cystic 
features. World Health Organization (WHO) currently 
recognised the term Phyllodes tumour as the most 
appropriate nomenclature. The tumour size is variable, 
ranging from 1 cm to 50 cm [2]. The histological clas‑
sification is determined by different elements includ‑
ing stromal atypia, stromal overgrowth, mitotic count 
and tumour margins. After the analysis of these crite‑
ria the tumour will be given a grade from a spectrum 
of benign, borderline, borderline/malignant and malig‑
nant features [3]. This is a paper reporting a very large 
phyllodes tumour with unusual skin manifestations, 
due to large tumour size, rapid growth, high body mass 
index (BMI) and large breast size the patient developed 
skin rupture.

ABSTrACT

Large phyllodes tumours may behave in a rare way, in this paper we present a case of large phyllodes tumour 
with a female lady aged 42. The tumour caused a skin rupture due to rapid growth. 
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C A S E  R E P O R T

Figure 1. Mammogram revealed diffuse density of the whole 
breast



246 Journal of Medical Science 2017;86(3)

Case report

A 42‑year‑old previous fit female patient present‑
ed a two weeks history of palpable mass on the left 
breast, with accelerated growth pattern. There was no 
personal or family history of breast or ovarian cancer. 
Clinically in spite the patient has high BMI, there was 
obvious breast asymmetry the whole left breast was 
occupied by large lobulated firm mass and stretching 

Figure 2. CT scan showing a large lobulated soft tissue mass in the left breast

Figure 3. Mastectomy specimen with tumour protrusion through skin rupture

the skin over. There were no signs of axillary lymphad‑
enopathy.

Breast imaging with mammogram (Figure 1), breast 
ultrasound and CT scan (Figure 2) reported, a large 
lesion with internal vascularity and a heterogene‑
ous echo texture is seen encompassing the entire left 
breast. In the axillary tail adjacent to the mass there are 
two cystic areas. Core biopsy was taken, the histology 
showed borderline phyllodes pathology. The patient in 
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Figure 4. Low grade phyllodes displaying complex epithelial arrangement, cleft‑like spaces and 
concentration of tumour cells beneath the epithelium

Figure 5. Low grade phyllodes with single mitotic figure in tumour cells beneath the epithelium

few days developed skin rupture ulcerations and the 
tumour protruded through the skin defect. An expedi‑
tious surgical management with mastectomy and sen‑
tinel lymph node biopsy performed after discussion in 
multidisciplinary team meeting. The postoperative his‑
tology showed fibro‑adenomatous growth pattern with 
a cellular stroma component. There is a surface ulcer‑
ation and areas exhibiting a leaf like growth pattern. 

This confirmed the pre‑operative diagnosis of border 
line phyllodes pathology (Figures 4, 5).

Discussion
The phyllodes tumor was first described in 1827 by 
Chelius [4], however in 1838, Johannes Muller was the 
first one who applied the name cystosarcoma phyl‑
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lodes, and described it as a huge neoplasia with a cys‑
tic lobulated section and rapid growth [5].Initially it 
has been attracted as totally benign, but Cooper and 
Ackerman, in the year 1943 reported on the potential 
malignant biological pattern of this tumour [6]. Breast 
phyllodes peak incidence between 35–55 years of age 
in white females [7, 8], also prevalent in Latin American, 
and Asian populations [6]. Usually are unilateral, single, 
nodular, painless masses with an insidious onset and 
slow progression [9] with size may grow up to 50 cm 
in neglected cases [6, 10]. A rare features as skin rup‑
ture, may be related to rapid growth of the lesion. Wije‑
yaratne in 2010 and Nabi et al, in 2013 reported a cases 
of breast phyllodes causing breast skin rupture [11, 12]. 
As as in our case, probably the obesity and high vol‑
ume of breast masked the breast tumor growth and 
contributed to skin rupture. 

Phyllodes tumours of the breast arises from the 
fibroepithelial component of the breast and are rare in 
general and their incidence ranges from 0.3–1% of all 
breast tuomors [13], also they form a rate of 2% to 3% 
in all breast fibrous epithelial tumors. Rowell in 1993, 
reported the incidence is about 2.1 in one million [14]. 
They are characterised by local recurrence which the 
most important prognostic feature of this condition 
where the nodal or distant metastases are rare. The 
local recurrence incidence rate is about 15%, it is has 
been reported that, the incomplete excision is a con‑
tributary factor to the recurrence [13]. Borderline and 
malignant phyllodes tumor metastasis rate is about 
25% to 31%, however The overall rate of all phyllodes 
tumor metastasis being 4% [15, 16]. The modes of 
tumor metastasis are primarily via blood, rarely lymph 
nodes. Chest wall soft tissue was the most frequent‑
ly affected site of distant metastases, followed by the 
lungs, thoracic cavity, bones, and pleura. A rarer sites 
for metastatic lesions as vulva also has reported [17]. 
Chest wall soft tissue lesions may be related to incom‑
plete local tumour excision and most patients with dis‑
tant metastasis had progressed from local recurrence. 
The predictive factors for local recurrence were age, 
tumor size, histotype, and margin status. It is gener‑
ally advised that the resection margin distance should 
be at least 1 cm for adequate surgical resection [18]. In 
addition to local recurrence, other risk factor for dis‑
tant metastases are stromal overgrowth [19] and the 
tumour histological subtype. Kim et al. reported that 
the expression of stromal matrix metalloprotein‑14 
(MMP‑14) was associated with a higher rate of recur‑
rence [20]. There is a clinical diagnostic dilemma, as 
the history and clinical findings often mimic that of 

the common benign presentation of fibroadenoma or 
even cancerous lesions in rare occasions. The impor‑
tance of phyllodes tumours today lies in the need to 
differentiate them from other benign breast lesions. 
The most common presentation is a solitary and uni‑
lateral breast lump, as do fibroadenomas. There are no 
pathognomonic radiological features could be detected 
in the mammogram or breast ultrasound for phyllodes 
tumour [21].Features that may indicate phyllodes diag‑
nosis are: a large mass, 3rd and 5th decade of life, an 
increase in size of a previously stable mass and a rapid 
growth pattern. Other non‑specific features as dilated 
skin veins, blue skin discolouration and nipple retrac‑
tion [8]. This rare presentation should raise strong sus‑
picion for Phyllodes. This is essential to differentiate 
it from fibroadenomas to avoid incomplete excision 
and local recurrence, also to differentiate it from breast 
cancer to avoid over treatment. Malignant transfor‑
mation of a phyllodes tumour is a rare form of breast 
cancer, accounting for just 0.1–3% of all breast cancer 
cases [3, 8].

The tumour rarely shows cutaneous manifesta‑
tions which may be confused with a cancer fungation. 
In this case the fast growth of the tumour exceeds the 
skin ability to stretch. This results in skin rupture and 
tumour protrusion through the skin defects. Also the 
tumour had expanded so rapidly that bleeding, infarc‑
tion, necrosis and degenerative changes result in cyst‑
ic lesions [22].

The histopathological morphology of the dis‑
ease presents a continuum from benign to malignant 
nature. In 1981, the World Health Organisation (WHO), 
adopted the term phyllodes tumour. WHO classifica‑
tion of the phyllodes tumour into benign, borderline 
and malignant phyllodes, is based on amalgamation 
of various histopathological characteristics, including 
stromal cellularity, nuclear atypia, mitotic activity per 
high power field (HPF), stromal overgrowth, and tumor 
margin appearance [23, 24], see Table 1.

Surgery has been agreed the gold standard in the 
management of the phyllodes tumours ever since they 
were first described. Breast conservation surgery for 
small tumours and reasonable breast size. A clear 
margin of 1 cm is required to improve the outcome and 
reduce the risk of disease recurrence. Mastectomy is 
advisable in large tumours or small breast size. Imme‑
diate or delayed reconstruction still can be offered for 
mastectomy Adequate surgical excision with clear 
margins is the most essential preventive measures to 
minimize the disease recurrence. Using adjuvant treat‑
ment as radiotherapy or chemotherapy is debetable, 
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however some authors advise to use them in cases of 
malignant phyllodes [25, 26].

Conclusion
The patterns of phyllodes tumour are widely varied, 
making the clinical diagnosis. There should be a high 
index of suspicion for this diagnosis if there is a rap‑
id progression of the tumour. It may causes rupture of 
the breast skin and presents as an external fungating 
breast mass, a presentation which is exceedingly rare. 
High body mass index or large breast size may mask 
the large tumour size and skin rupture may happens 
also. In spite it is a benign entity in most of the cases, 
an adequate clear surgical margins are very essential 
to minimise the recurrence and radical tumour removal 
remains the most crucial preventive measure against 
disease recurrence. Simple mastectomy is advisable 
if breast conservation will not secure a clear margin. 
Nodal metastases are rare and routine auxiliary dis‑
section is not recommended.
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