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Summary

Cases of coincidental phyllodes tumor (PT) of the breast and invasive breast cancer are extremely rare. This case report describes a
58-year-old women with simultaneous bilateral invasive breast cancer. On the left side, the carcinoma was associated with the epithelial
component of a PT and presented with lymph node metastasis. To the best of the present authors’ knowledge, this is the first report of
a PT with simultaneous bilateral breast cancer and equilateral lymph node metastasis. Moreover, associated axillary lymph node metas-
tasis with an invasive ductal carcinoma (IDC) arising from the epithelial component of a PT is extremely rare. In the absence of stan-
dardized treatment option, therapy recommendations should be tailored individually upon clinical presentation.
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Introduction

Cases of coincidental phyllodes tumor (PT) of the breast and
invasive breast cancer are extremely rare [1, 2]. Phyllodes tu-
mors (PT) are rare fibroepithelial neoplasms deriving
from intralobular or periductal stroma and ductal epithe-
lium of the breast and most present with a benign phe-
notype [3]. Any PT that has recognizable epithelial
elements may harbor ductal carcinoma in situ (DCIS),
lobular neoplasia or their invasive counterparts, although
this is an uncommon finding [4, 5]. An invasive ductal
carcinoma (IDC) occurring within a PT has usually less
aggressive clinical features, and association with lymph
node metastasis is extremely rare [2, 6].

Case Report

A 58-year old women from Malaysia presented with a sev-
eral-month history of growing mass in the left breast. She had
no family history of breast or ovarian cancer, and her personal
history revealed a diagnosis of thalassemia minor. On physical
examination, a large irregular palpable mass was noticed ex-
tending to all quadrants of the left breast, associated with a sig-
nificant asymmetry. Axillary lymph nodes were not enlarged.
Ultrasound of the left breast showed an inhomogeneous, lobu-
lated, partly cystic breast tumor approximately 12 cm in diam-
eter. The right breast showed an architectural disturbance
approximately 2 cm in diameter at 9 o’clock. Axillary lymph
nodes were inconspicuous.

MRI revealed a large, inhomogeneous tumor with signs of
hyperperfusion, involving nearly the entire left breast (Figure
1). On the right side a hyperperfused area, 2.3 cm in diameter
was identified, accompanied with additional small foci, con-
sidered suspicious but without typical signs of malignancy (BI-

Revised manuscript accepted for publication September 10, 2018

Eur. J. Gynaecol. Oncol. - 1ssn: 0392-2936
XL, n. 5,2019
doi: 10.12892/ejg04839.2019

7847050 Canada Inc.
www.irog.net

RADS 4).

Core-needle biopsy was performed on both sides with the
diagnosis of a benign PT on the left side and an intermediate-
grade IDC, no special type, with a lobular pattern on the right
side. The interdisciplinary tumor board recommended a bilat-
eral mastectomy and sentinel lymph node (SLN) biopsies be-
cause of the very large size of the PT and a IDC, potentially
multi-centric, on the right side. Surgery was performed accord-
ingly.

SLN biopsies showed three incidental micrometastases on

Figure 1. — MRI showing carcinoma of the right breast and PT
of the left breast.
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Table 1. — Publications of invasive ductal carcinoma associated with PT and equilateral lymph node metastasis.

Size of Hormone Her2 status Phyllodes (PT)  Size of Lymph node  Therapy Reference
carcinoma (mm) receptors of IDC PT (mm) metastasis
(HR) of IDC

Small focus - - Borderline 30 1/21 (mi)  Mastectomy, chemo, Wu D (2016) [12]
Radiation

Foci + - Benign 33 4/13 BCT, chemo, radiation, Parfitt R (2004) [13]
Tamoxifen

Small foci + n.p. Malignant 160 2/12 Mastectomy, chemo, Hennessy B (2008)[14]
radiation, tamoxifen

25 + - Borderline 100 12 Mastectomy, chemo, Yin-Ju Kuo (2010) [11]
tamoxifen

25 n.p. n.p. Malignant 155 11/11 Mastectomy, chemo, Muthusamy (2017) [5]
radiation

30% of tumor mass - - Malignant 240 16/16 Mastectomy, chemo, Shin Y D (2016) [16]
radiation

n.p. = not performed.

Figure 2. — A) Slice of the mastectomy specimen showing the firm,
well-demarcated and polylobulated phyllodes tumor of 12 cm in
diameter surrounded by normal, fibro-adipose breast tissue. B)
Overview (HE) showing a dense area with the small invasive car-
cinoma on the left upper quadrant and on the right upper quadrant
leaf like architecture of the benign phyllodes tumor. C) Her2 im-
munohistochemistry showing the corresponding area of A. D) High
power of the invasive ductal carcinoma with atypical azini. E) Her2
immunohistochemistry showing the corresponding area of C, in-
terpreted as Score 2 compared to the positive control (inset).

the left side and a negative SLN on the right side. Macroscop-
ically, no suspicious areas were found within the PT. Extensive
sampling of PT surgical specimen was performed and a focal,
low-grade IDC, NST, 12 mm in diameter, associated with mul-
tifocal, intermediate-grade DCIS within a benign PT, 12 cm in
diameter, was identified: pT1c pN1mi (sn)(3/3). Histologically,
the right breast showed a multi-centric, intermediate-grade
IDC, NST with lobular pattern, associated with low-grade
DCIS of solid type: pT2 (m), pNO (sn) (0/1). Both IDCs were
estrogen receptor positive (100 and 80%), progesterone recep-
tor positive (100 and 10%), Her2/neu negative, and prolifera-
tion rate Ki-67 was low (5% and 2%, respectively) (Figure 2).

A decentralized EndoPredict test performed on the collision

cancer revealed a EPclin class of low risk with an estimated
ten-year risk of distant metastasis of 10% if a five-year en-
docrine therapy is warranted. An endocrine therapy with aro-
matase inhibitor was initiated four weeks after surgery.

Discussion

PTs correspond to less than < 1% of breast neoplasms
and show benign or borderline histology in about 70%
of cases [4, 7]. Invasive carcinoma evolving from an ep-
ithelial component of a PT is a rare phenomenon, as ma-
lignant transformation mostly develops in the stromal
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component, typically presenting with sarcomatous
changes, and a rather hematogenous metastatic spread
[8, 9]. Although a higher-grade epithelial transformation
within a PT may be focal, extensive sampling of all PTs
should be performed [4].

PTs harboring a carcinoma are usually benign or bor-
derline tumors[10]. Carcinomas arising within a PT
seem to show considerably less aggressive behavior than
other carcinomas of the breast [10], and have to be dis-
tinguished from true collision tumors, lacking a transi-
tional area between invasive carcinoma and PT [6]. In
some cases, especially in a progressive tumor state, it
might be unclear, whether the invasive carcinoma is a
result of a malignant transformation process of the PT's
epithelial component or a rather coexisting collision le-
sion.

In the literature, approximately 40 cases of invasive
ductal carcinoma (IDC) occurring within a PT have been
documented, and in most cases the PT was classified as
benign or borderline [11, 12]. Lymph node metastasis of
carcinoma within a benign PT is so far described in only
one single case [13]. Most reported cases regarding
biphasic malignant PTs with carcinoma and lymph node
metastasis could also be interpreted as metaplastic sar-
comatoid carcinomas of the breast [14, 15] (Table 1). To
the present authors’ knowledge, the present case is the
first with simultaneous bilateral invasive breast cancer
in the presence of a PT and equilateral lymph node
metastasis.

Surgical treatment with wide excision margins is the
gold standard for PT. Because of insufficient data con-
cerning malignant epithelial transformation within a PT,
there is no recommendation concerning surgery of axil-
lary lymph nodes. In most cases, there is no indication
for axillary dissection, and sentinel node biopsy associ-
ated with low morbidity may be acceptable. Decisions
concerning adjuvant treatment should be based on tumor
biology and staging.

Conclusions

Malignant epithelial transformation within a PT is rare
and may be focal. Clinical features are less aggressive,
and axillary lymph node metastasis are extremely rare.
As in the present case, imaging methods cannot suffi-
ciently show heterogeneity of a PT [16], which has to be
considered when planning a surgical treatment. Further-
more, even a benign PT with a carcinoma component
can cause lymph node metastasis. Thus, SLN biopsy
should be considered as a standard surgical procedure,
especially in PTs of larger size.
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