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INTRODUCTION 

Cystosarcoma phyllodes are fibro-epithelial tumors that 

account for less than 1% of all breast neoplasms, 

described by Johannes Muller in 1838.
1
 They are most 

commonly occurring non-epithelial neoplasm of the 

breast and have classical leaf like appearance on 

histological examination. The most common clinical 

presentation is a large solitary, unilateral breast mass, 

often found incidentally by the patient herself.
2
 The 

tumor has an average diameter of 4 to 5 cm.  These are 

fast growing tumors and can reach a median size of 4 cm 

and sometimes can grow up to 50 cm.
3
 Mammography 

shows round densities with smooth borders and is 

distinguishable from fibroadenoma. Phyllodes tumor 

were classified as benign (70%), borderline (15%), or 

malignant (15%) based on histologic tumor 

characteristics i.e., cellular atypia, stromal overgrowth, 

tumor margins, tumor necrosis and mitotic count. Surgery 

is the primary modality of treatment.
4
 Wide local excision 

with a margin of at least 1 cm is the surgery of choice. 

When the tumor size is large with respect to size of 

breast, total mastectomy may be required.
5
 Axillary 

lymph nodes can be identified clinically and by imaging, 

in up to 10-15% of patients but less than 1% has 

pathological positive nodes. Metastasis from malignant 

phyllodes tumor occurs via hematogenous route and 

common sites of metastasis are lung, bone, abdominal 

viscera and mediastinum. Recurrence rate of this tumor 

range from 15% and 20%. If tumor involves fascia or 

chest wall, or if the tumor is very large irradiation to 

chest wall is considered.
6 

CASE REPORT 

A 14-year-old female was brought in the department of 

general surgery with an enlargement of left breast. Her 

elder sister had noticed the enlargement of the breast. It 

had rapidly increased over period of two months. 

Physical examination revealed an enlargement of left 

breast five times as compared to right breast (Figure 1). 

There were no palpable lymph nodes. She had no 

symptoms of breast pain. The patient denied any 

thickening, nipple discharge, nipple inversion, and 

increase in size or any noticeable changes on the 

contralateral breast. There were no symptoms of bone 
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pain, rib pain, headache, and shortness of breath.  She had 

no family history of any breast disease. She got her 

menarche 6 months ago and the cycles were regular. No 

history of breast biopsy was present. Ultrasonography 

showed lobulated heterogeneous lesion with internal 

vascularity with no evidence of calcification in left 

breast. Right breast appeared normal. Mammography of 

left breast showed BIRADS classification III, probably of 

benign etiology. FNAC of left breast was done which 

showed fibro-collagenous tissue fragments with 

infiltrative cells composed of small round cells with 

hyper chromatic moderately atypical nucleus and scanty 

neoplasm. Patient underwent left breast simple 

mastectomy and the defect was primarily closed (Figure 2 

A, B and Figure 3). No breast reconstruction was done as 

the patient was young and thus, we waited for completion 

of her teenage. The patient has been doing well after 

seven months of surgery with no current signs of 

metastasis or local recurrence. 

 

Figure 1: Left breast phyllodes tumor. 

 

Figure 2 (A and B): Left breast simple mastectomy. 

 

Figure 3: Defect closed after tumor removal.                   

DISCUSSION 

Primary breast neoplasms are uncommon among 

adolescent females and may be misdiagnosed as a 

physiologic breast mass, as these are more common in 

this demography. Like fibroadenoma, phyllodes is 

composed of both epithelial and mesenchymal elements. 

Its characteristically has increased stromal cellularity as 

compared with fibroadenoma and is surrounded by a 

pseudo-capsule composed of compressed breast 

parenchyma. Although rare, the tumor can be diagnosed 

preoperatively by their large size, skin involvement and 

lack of axillary nodes involvement. The world health 

organization (WHO) classifies phyllodes tumors into 

benign, borderline and malignant categories based on the 

degree of stromal hyper cellularity, cytological atypia, 

mitotic activity appearance of tumor border and stromal 

overgrowth. Lu et al in China reported the pooled local 

recurrence rates for benign, borderline and malignant PTs 

to be 8, 13 and 18%, respectively.
7
 Phyllodes tumors 

constitute a rare subset of breast neoplasms (<1%), with a 

predilection for women in their late fifth to sixth decade 

of life. Here we report an adolescent female with large 

phyllodes tumor. Treatment of this tumor is 

individualized by considering many factors including 

tumor size and size of the patient's breast, extent of 

disease, tumor histology and aggressiveness. Hassouna et 

al recommend a simple mastectomy for malignant 

phyllodes tumor, whereas for borderline and benign 

phyllodes tumors treatment is based on wide excision 

with uninvolved margins.
8
 Enucleation should be 

avoided, since even small low-grade tumors can recur if 

inadequately excised. When tumor is large with respect to 

size of breast, total mastectomy is required. If 

mastectomy is performed and the margins are negative, 

radiation therapy is not recommended. And if margins are 

concerning or close, if the tumor involves the fascia or 

chest wall, or if the tumor is very large, irradiation of the 

chest wall is considered. Chaney et al found adjuvant 

radiotherapy to be beneficial in patients with adverse 

features (e.g., bulky tumors, close or positive surgical 

margins, hypercellular stroma, high nuclear 
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pleomorphism, high mitotic rate, presence of necrosis, 

and increased vascularity within the tumor and tumor 

recurrence) but the use is controversial.
9
 Here in our case 

simple mastectomy was planned as the tumor size was 

large. As the patient is adolescent, breast reconstruction is 

planned after attaining 18 years when the contralateral 

normal breast gains minimal possible growth. Latissimus 

dorsi flap is advised as the patient is young. TRAM flap 

is not advisable as there is scope of pregnancy. Mendel et 

al reported a case in which subcutaneous mastectomy was 

performed for a large phyllodes tumor, followed by 

immediate implantation of a breast prosthesis. They cite 

minimal interference with the detection of recurrent 

lesions and the minimization of emotional distress as 

advantages to the procedure.
10 

Local recurrence rates for 

phyllodes tumors are 15 to 20% and are correlated with 

positive excision margins, rather than with tumor grade 

or size.
11,12 

CONCLUSION 

Phylloides tumor are uncommon in adolescent age group 

so appropriate assessment and management must be 

achieved to prevent misdiagnosing this aggressive tumor. 

It is non-specific clinical and radiologic findings and can 

easily be confused with other similar breast masses, 

particularly fibroadenoma. Surgery is the primary 

modality of treatment. The role of adjuvant radiation 

therapy is still controversial; however, it should be 

always kept in mind that local recurrence can develop 

even after appropriate surgery. Therefore, these patients 

should be closely followed up at regular six months 

intervals after surgery for three years. 
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