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INTRODUCTION 

Phyllodes tumours are rare fibro-epithelial tumours that 

constitute 0.3-1% of breast tumours.1 They commonly 

occur in women aged 45-49 years and are not common in 

adolescents and elderly women.  

Phyllodes tumours are firm, lobulated, and well-defined 

masses which are known to grow very rapidly in a short 

period, and can result in skin changes that are usually 

attributed to pressure and stretching. Nipple retraction, 

chest wall fixation, bilateral disease and distant metastasis 

though described, are very rare.2 The tumour is known for 

its propensity to recur locally.3⁠  

Despite adequate wide excisions and even mastectomies. 

We present the report of a woman who had a recurrent 

Phyllodes tumour in a peculiar location; we also present 

our management and relevant literature. 

CASE REPORT 

A 53-year-old postmenopausal Indian woman presented to 

our outpatient department with the chief complaint of a 

lump in the right upper abdomen for 5 months; the lump 

had initially increased in size gradually but had shown a 

rapid enlargement in the last 1 month. This was the fourth 

recurrence of the lump in the last 14 years. The patient had 

undergone mastectomy for an ulcerated right breast lump 

in 2006, wide local excision for recurrence at the previous 

surgical site in 2008, and wide local excision again in 2012 

for recurrence at the lower margin of the previous surgical 

site. She had no significant family history of similar 

disease.  

Physical examination revealed a 20×8 cm lobulated, 

smooth-surfaced, ill-defined firm mass in the right 

hypochondrium of the abdomen with a 16 cm long healed 

scar of previous surgery on the superior margin of the mass 
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on the right side of the chest (Figure 1). The overlying skin 

was tense with pressure changes. The contralateral breast 

was normal in size and without any palpable mass. 

Bilateral axillae and cervical regions were found to be 

normal, with no lymphadenopathy. 

 

Figure 1: 20×8 cm smooth-surfaced, ill-defined firm 

mass in the right hypochondrium of the abdomen with 

long-healed scars of previous surgery on the superior 

margin of the mass. 

Contrast-enhanced computed tomography (CECT) of the 

chest and abdomen showed a well-defined heterogeneous 

enhancing density measuring 98×83×66 mm within the 

region of the breast and extending into the subcutaneous 

tissue at the right hypochondrium and involving the rectus 

abdominus muscle adjacent to the 8th rib. The underlying 

pectoralis major muscle was not involved (Figure 2). 

Ultrasound-guided fine-needle aspiration was consistent 

with recurrence of Phyllodes tumour featuring moderate to 

high spindle cell tumour with an extensive myxoid matrix. 

The individual tumour cells were oval to spindle with 

moderate pleomorphism. No mitotic activity or necrosis or 

ductal epithelium was seen in the biopsy. 

 

Figure 2: CECT scan of chest and abdomen showing 

heterogeneous enhancing mass in the right lower chest 

and right hypochondrium region of anterior 

abdominal wall involving the rectus                            

abdominus muscle. 

The surgical plan was to excise the mass with free flap 

reconstruction to ensure adequate closure of the defect 

after resection. Wide local excision of the tumour was 

performed with a 2 cm margin along with underlying 

rectus sheath, muscle and overlying skin (Figure 3). 

Intraoperatively, the outer cortex of 7th rib directly under 

the tumour was also excised, as the mass was seen abutting 

the anterior aspect of the 7th rib. Skin hooks were not 

placed on the scrub trolley to prevent the raising of skin 

flaps, according to our surgical unit’s standard protocol as 

described by Goetz et al.4 The defect (Figure 4) was 

reconstructed using a carefully planned latissimus dorsi 

myocutaneous flap. The flap was transposed to the defect 

and sutured. The remaining raw area within the defect was 

covered using a split-thickness skin graft harvested from 

the right thigh. 

 

Figure 3: Images showing the specimen removed and 

the raw area formed after resection of specimen. 

 

Figure 4: Post reconstruction of the raw area with 

latissimus dorsi myocutaneous flap and split-thickness 

skin graft after repositioning patient in left lateral 

decubitus position. 

The final histopathology report revealed a diagnosis of 

malignant phyllodes. Gross examination of the cut section 

of the specimen revealed a greyish white tumour 
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measuring 12×12×8.3 cm with areas of haemorrhage and 

necrosis. Multiple sections showed mitotic activity of 

14/10 HPF with tumour cells exhibiting moderate nuclear 

atypia and marked stromal hyperplasia. Superior, lateral, 

inferior, medial skin and soft tissue resected margins are 

free of tumour. Immunohistochemistry revealed that the 

tumour cells are diffusely immunopositive for CD34, and 

negative for p63, CK, EMA, ER, PR, AR, and MIC-2. 

The patient did not experience any post-operative 

complications. Both the flap and the graft were healthy, 

and the patient was discharged on postoperative day 15 and 

was followed up in the outpatient department (OPD) on a 

regular basis. At the 6th month and 12th month clinical 

examination and ultrasonography did not show a 

recurrence of the tumour. 

DISCUSSION 

Phyllodes tumours of the breast are rare neoplasms with a 

high local recurrence rate of 8-36%.2 Local infiltration by 

the tumour is hypothesized to have deep extension into the 

normal tissue in the form of pseudopodia left behind 

despite adequate margins during excision, leading to 

recurrence. Phyllodes tumours are often difficult to 

diagnose, especially when they are of benign histology, as 

they can be mistaken for fibroadenoma. Recent 

recommendations include the use of a core needle biopsy, 

and not fine needle aspiration cytology, for accurate 

diagnosis.5  

Phyllodes tumours have been reported to involve the chest 

wall, lungs, and the contralateral breast, but infiltration 

into the anterior abdominal wall has not been reported 

previously.6 While several predictive factors for 

recurrence of phyllodes tumours such as younger age, 

larger size and aggressive histology have been described, 

one of the most important independent factors predictive 

of local recurrence and metastasis is a positive surgical 

margin.7 The adequacy of excision is of utmost importance 

to ensure negative margins, and this has sparked much 

debate. While some advocate a 1 cm margin according to 

the NCCN guidelines, others advocate a 2 cm margin⁠; it 

has also been suggested that the 1 cm margin 

recommended by the NCCN is overtreatment.4,8,9 

Adequacy of excision is vital, but the removal of excess 

normal tissue may pose an additional surgical challenge in 

the reconstruction of the exposed raw area. A multi-

disciplinary team approach is recommended to ensure the 

best closure and cosmesis for the patient. We enlisted the 

help of plastic surgeons for the latissimus dorsi flap 

reconstruction. 

The role of radiation therapy in phyllodes tumours is still 

a topic of controversy, due to inadequate data from large 

perspective clinical trials. It has been postulated that 

radiation therapy could extend the time to local recurrence 

and decrease the recurrence rate. In cases of malignant 

Phyllodes tumours, radiotherapy should be used as 

adjuvant therapy regardless of the type of surgery 

performed (mastectomy/breast conservation therapy).10 

The patient in this case defaulted from receiving adjuvant 

radiotherapy, and this is perhaps the cause of the several 

recurrences. Studies on the role of radiotherapy in 

borderline tumours and in cases with positive histological 

margins. are still ongoing. The current consensus, 

however, is to perform re-surgery for margin revision 

when margins are positive.11,12 

CONCLUSION 

This report highlights the varied presentation of a 

phyllodes tumour infiltrating into the anterior abdominal 

wall, the surgical management for a tumour typically 

associated with the breast and the reconstructive planning 

for the closure of a large defect. 
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