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ABSTRACT
Phyllodes tumours are uncommon breast neoplasms constituting 1-2% of breast malignancies. Metastasis is usually haematoge-
nous, and axillary lymph node dissection is not routinely performed. A phyllodes tumour with concomitant invasive ductal carci-
noma (IDC) is even rarer. When IDCor ductal carcinoma in-situ (DCIS) is detected, the management of the condition changes
completely. We report a case of a 22-year female presenting with a mass in the right breast and palpable axillary lymph nodes.
The pathological examination demonstrated a malignant phyllodes tumour with concomitant IDC and DCIS. The patient elected
to  have modified radical  mastectomy,  and the pathological  examination showed metastasis  in  the axillary  lymph nodes.  The
patient was administered appropriate therapy. At the last visit,  she did not have the clinical signs of disease. This is the first
youngest case of axillary lymph node metastases with both DCIS and IDC on pathological examination in malignant phyllodes
tumour.
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INTRODUCTION

Phyllodes tumours are rarely encountered biphasic tumours
and are responsible for 2.5% of all fibroepithelial breast lesions
with an epithelial component arranged in clefts surrounded by
a hypercellular  mesenchymal  component.  They are  akin  to
fibroadenomas clinically and radiologically but have different
histological features. Phyllodes tumours typically have abun-
dant  stroma  with  varying  cellularity  and  mitotic  activity.
Although they can appear at any age, they are more common in
middle-aged women and usually occur in an older age group
than  fibroadenomas.1  Based  on  tumour  margins  and  the
degree of mitosis, stromal cell differentiation, and stromal over-
growth,  they are  classified into  three types;  i.e.  malignant,
benign or borderline.2
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The majority of phyllodes tumours are benign and about 10%
are malignant. These tumours greatly vary in size, and although
larger tumours are more likely to be malignant, the evaluation
of  their  biological  behaviour  is  based  on  their  histological
features.  Local  recurrence  rates  of  about  15%  have  been
reported and attributed to the extent of excision.3 In phyllodes
tumours,  malignant  transformation  generally  occurs  in  the
stroma and very rarely in the epithelium. Malignant phyllodes
tumours  comprise  approximately  1‑2%  of  all  the  breast
tumors.3 Wide resection is considered the primary treatment for
phyllodes tumours.4

We described a case of an invasive ductal carcinoma (IDC) with
an in-situ component occurring within a malignant phyllodes
tumour  in  a  22-year  female.  To  our  knowledge,  this  is  the
youngest patient with this type of composite tumour. This type
of combination of tumours with lymph node metastases is also
the first case in the medical literature.

CASE REPORT
A 22-year female presented to our institution with a hard and
well-defined tumour measuring 6-7 cm in size in the right breast.
On physical examination, there were enlarged axillary lymph
nodes, in which the tumour did not invade the skin and pectoral
muscles. Mammography and ultrasonography showed a well-
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defined tumour in the breast measuring 6×5 cm in dimensions
with  a  regular  border  and low echogenicity.  The patient  and
members of her family did not have a history of malignancy. Core
biopsy showed a biphasic neoplasm with an epithelial compo-
nent and a stromal element with a provisional diagnosis of phyl-
lodes tumour. Surgical excision was planned for the patient. The
pathological examination of the specimen from segmental resec-
tion revealed a malignant phyllodes tumour measuring 9×8 cm
in size with IDC and high-grade ductal carcinoma in-situ (DCIS)
(Figure 1a-c). There was positivity in some parts of the surgical
margins.  Therefore,  a  modified  radical  mastectomy  was
performed subsequently. The permanent section revealed a 3×2
cm IDC accompanied by high-grade DCIS and metastases in 4 out
of 19 lymph nodes (Figure 1d). The immune his to chemical exami-
nation demonstrated oestrogen receptor (ER)-positive, proges-
terone receptor (PR)-positive, and HER-2-neu-positive IDC. The
patient  received  chemotherapy  (Adriamycin  and  cyclophos-
phamide plus paclitaxel and Herceptin), and local irradiation,
followed by tamoxifen for hormone therapy. During her 6-year
postoperative follow-up, there was no metastasis or local recur-
rence.

Figure 1: Microscopic photographs of the tumour. (a) Phyllodes tumour
with  highly  cellular  stroma  and  long,  slit-like  spaces  lined  by  bland
epithelia (H&E, ×40). (b) Intraductal (left white arrow) and invasive (up
black arrow) carcinoma within the phyllodes tumour (H&E, ×200). (c)
Appearance of phyllodes tumour with severe nuclear atypia and brisk
mitosis (H&E, ×400). (d) Carcinomatous lymph node metastases with
tumor cells (H&E, ×40).

DISCUSSION

Phyllodes tumours are rare breast neoplasms accounting for
1-2 % of benign and malignant breast neoplasms.1,3 They are
well-defined, biphasic tumours with two apparent components;
i.e. epithelial and stromal. The epithelial component of phyl-
lodes tumours can display various changes, including hyper-
plasia, epithelial proliferation, or metaplasia. Malignant change
is  rarely  seen  in  the  epithelial  component.5  The  reported
subtypes include non-invasive and invasive ductal and lobular
carcinomas, tubular carcinoma, and squamous carcinoma.6

Phyllodes tumours accompanied by foci of carcinoma are not
considered a metaplastic carcinoma and they are reported as
separate entities.7 Malignant phyllodes tumours with intraduc-
tal/invasive carcinoma are different from a metaplastic carci-
noma in terms of their behaviour, treatment, and prognosis.

Metaplastic  carcinoma  is  a  highly  aggressive  carcinoma
because of its sarcomatoid features and frequent metastasis.
However, malignant phyllodes have a high rate of recurrence,
and metastasis, which is less common.8 Metaplastic carcinomas
are almost always negative for hormone receptors.9 Foci of intra-
ductal/invasive carcinoma in malignant phyllodes show vari-
able ER/PR expression, based on their nuclear grades.10 In our
case, malignant phyllodes had an epithelial component positive
for ER and PR.

Malignant  transformation  in  the  epithelial  part  of  phyllodes
tumours has been described in approximately 33 cases in a
review published in 2016.6 The age of the patients with phyl-
lodes  tumours  accompanied  by  carcinoma  was  reported  to
range between 26 to 80 years with the most patients older than
50 years.6 The present case is the youngest one reported to
have this combination of tumours on presentation. Moreover, to
our knowledge, the case presented here is the first youngest
one to have axillary lymph node metastases with both DCIS and
IDC on pathological examination.

The surgical approach to phyllodes tumours is usually a wide
resection with 1-2 cm margins. Adequate margins prevent local
recurrences  during  the  excision  of  phyllodes  tumours.6,11

Distant metastases develop in 5%-10% of patients with malig-
nant phyllodes tumours. These tumours usually do not metasta-
size to axillary lymph nodes. When a phyllodes tumour is accom-
panied  by  a  carcinoma,  lymph  node  sampling  could  be
performed depending on the features of carcinoma and the
type of planned surgery.12

In the literature, there are only two case reports describing the
lymph node metastasis of the phyllodes tumour with concomi-
tant IDC and DCIS. The first case, reported by Parfitt et al.,12 was
a 26-year woman with a left breast mass found to be a benign
phyllodes tumour with nonspecific breast carcinoma and foci of
invasive  ductal  carcinoma  in-situ.  She  underwent  axillary
lymph node dissection due to palpable axillary nodes, and four
metastatic  lymph  nodes  were  detected.  After  the  patient
received chemoradiotherapy followed by tamoxifen treatment,
she  had  a  three-year  disease-free  survival.  The  other  case,
presented by Korula et al. was a 51-year woman with a fixed
mass of the left breast and multiple palpable hard nodes in the
axilla.9 After trucut biopsy, a modified radical mastectomy was
performed. The pathological examination of the obtained spec-
imen revealed DCIS foci within a malignant phyllodes tumour.
The  invasive  component  was  not  included  in  the  sections
obtained for pathological examination. Metastatic carcinoma
was  detected  in  two  lymph  nodes.  The  patient  received
chemotherapy, radiation, and tamoxifen treatment. During a
one-year postoperative follow-up, she did not have any clinical
disease.

We elected to perform modified radical mastectomy due to the
presence  of  IDC  and  clinically  palpable  nodes.  The  patient
received  four  sessions  of  chemotherapy  and  radiotherapy,
followed by tamoxifen. She seemed to have lymph node metas-
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tasis  from the IDC component within a malignant  phyllodes
tumour. Lymph node harvesting is not performed to manage
phyllodes tumours due to the rarity of axillary metastasis.13 The
treatment of the carcinoma component is as important as the
malignant  phyllodes  tumour  management.13  The  case
presented here supports this view as axillary lymph node status
provided guidance in predicting prognosis and deciding treat-
ment.

Axillary lymph node metastasis of invasive carcinoma within a
malignant phyllodes tumour is a very rare condition. Phyllodes
tumours and invasive carcinoma should be treated individually.
This case emphasizes the significance of evaluating phyllodes
tumours for simultaneous carcinomatous management of the
axilla and subsequent treatment options in such rare tumours.
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