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ABSTRACT

Phyllodes tumour of the breast, earlier called cystosarcomaphyllodes, is a rare fibroepithelial breast neoplasm that occurs in all age
groups from adolescents to elderly. Phyllodes tumour occurring during pregnancy and associated with lactating breast is extremely
rare. Giant phyllodes tumours or giant fioroadenomas are those measuring more than 10 cms in diameter and weighing more than 500
gm. Phyllodes tumour typically exhibits an exclusive intracanalicular growth pattern of fibroepithelial cells with classical, deep leaf-like
stromal projections into dilated lumens from which its name “phyllodes” is derived. A 32-year-old primigravida at 38 weeks of gestation,
presented with massive and heavy swelling of the left breast, growing over the last eight months. Physical examination revealed a
massively enlarged left breast with palpable, firm, nodular mass measuring 10 x 20 cm and occupying whole of the left breast. A trucut
biopsy demonstrated a fibroepithelial lesion suggestive of benign phyllodes tumour. Simple mastectomy was performed six days after
the delivery of the baby by caesarean section. The histopathological report confirmed the diagnosis as benign phyllodes tumour with
ductal hyperplasia and no atypia. We are reporting this case because of its massive size, associated with lactating breast and difficulty

in histopathological differentiation from Giant fioroadenoma.
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CASE REPORT

A 32-year-old female, primigravida, at 38 weeks of gestation, pre-
sented with a large swelling of the left breast growing for the last
eight months. The mass was small in size when she first noticed
eight months back and rapidly increased in size during the course
of pregnancy. The mass was associated with severe discomfort
because of its size and weight and was painful. There was no
history of trauma, previous breast disease or family history of breast
cancer.

Physical examination of the left breast revealed a massive swelling
occupying all the quadrants of the breast, particularly huge in the
medial upper and lower quadrants and stretching the overlying skin
and displacing the nipple-areola complex towards the left lateral
side. The skin was pigmented; dilated veins were seen with peau-
de-orange appearance. There was local warmth. The swelling was
nodular with stretching and hyper pigmentation of the overlying skin.
The swelling was 10 x 20 cm in size, nodular surface and firm in
consistency with areas of softness. It was mobile and was not fixed
to the underlying tissues. Breast was lactating and milk secretion
through the left nipple was observed [Table/Fig-1a,b].

There was no significant enlargement of axillary lymph nodes. The
contralateral breast examination showed a small (1 x1 cm) firm, mobile
mass in the lower outer quadrant of the breast. Right axilla was normal.
Ultrasonographic examination showed large well defined solid,
heterogenous, predominantly hypoechoic lobulated lesion with

breast; (b) Preoperative showing lactation and peau-de-orange of skin left breast.

internal vascularity in the left breast and a small hypoechoic lesion
in the right breast possibly fiboroadenoma.

Ultrasound guided Trucut Biopsy was performed and the cytological
study revealed a fibroepithelial lesion suggestive of benign phyllodes
tumour.

Differential diagnosis of a benign phyllodes tumour, giant fibroad-
enoma and lactating adenoma were considered and because of the
clinical features a provisional diagnosis of benign phyllodes tumour
was thought of and planned for simple mastectomy.

She delivered a live healthy baby by elective caesarean section. After
that lactation was initiated, the symptoms worsened with increased
heaviness and tenderness over the left breast. The treatment
options and timing of the operation were discussed and because of
the diffuse nature of the lesion and large size, simple mastectomy
was decided and was done within one week after delivery under
general anaesthesia, through transverse elliptical incision. The
nipple areola complex that was disease free, was harvested as full
thickness graft and was transplanted at the dedicated site while
doing the wound closure. This is done for psychological reasons for
the patient and esthetic considerations. Wound was closed with 4/0
PDS subcuticular suture.

The excised specimen showed large rounded mass measuring 20
X 10 X 17 cm and weighing 4 kg [Table/Fig-2a,b]. Cut section of the
mass showed well marked thick capsule, grey white, homogenous
with focal yellow areas [Table/Fig-3]. Microscopically the tumour
was composed of spindle cells with no mitotic activity and thrown
into leafy pattern with areas of intracanalicular and pericanalicular
pattern. Also seen were dilated ducts and multiple foci of ductal
hyperplasia without atypia. Areas of extensive hemorrhage and

[Table/Fig-2]: a) Gross specimen after simple mastectomy, measuring 20 x 10 x 17
cm and 4 kg in weight; b) Excised specimen-left breast, inner surface.
[Table/Fig-3]: Cut section of the mastectomy specimen.
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[Table/Fig-4]: (a)
showing stromal overgrowth with
microphotograph showing stromal overgrowth and leafy appearance; (c) H&E, X40
HPE-microphotograph showing lactating adenoma with dilated ducts; (d) H&E, X100
HPE-microphotograph showing cellular stromal component with spindle cells.

infarction, necrosis were also noted, but there was no evidence of
malignancy [Table/Fig-4a-d].

Patient had an uneventful recovery and extremely comfortable after
the surgery and was feeding the child from the right breast without
any difficulty. She was discharged on 10" postoperative day with
advise to come for checkup after four weeks [Table/Fig-5a,b]. She
was comfortable and doing well after enquiries four weeks later.

DISCUSSION

Phyllodes tumours are rare fibroepithelial breast tumours that are
capable of a diverse range of biological behaviour [1]. These tumours
were originally called “Cystosarcoma Phyllodes” by Johannes Muller
in 1838 [2]. They might behave similar to benign fibroadenomas or
even can metastasize distantly [3]. However, the term is erroneous,
since it is very rarely cystic and sarcomatous with metastases. The
term ‘Phyllodes’ denotes the histological appearance of leaf-like
papillary projections that denotes stromal proliferation [4,5].

Phyllodes tumours account for less than 0.5% of all breast neoplasms.
Very few cases are reported in pregnancy [6,7]. Giant tumours are
those more than 10 cm in diameter and more than 500 gm in weight.
They account for nearly 20% of all phyllodes tumours [8].

Phyllodes tumour usually presents with a clinically benign swelling
that may grow rapidly. Association of these tumours in pregnancy and
lactation is unusual and a very few cases are reported in the literature
[9]. Overlying skin is stretched, bluish discoloration and dilated veins
are seen clinically. Axillary lymphadenopathy is usually not present even
in large tumours [10,11]. Such tumours are not reported elsewhere in
the body. Few cases are reported with similar histopathology in vulvar
region most possibly from the ectopic mammary tissue. Depending
upon the degree of stromal growth, stromal cellularity, cellular atypia
and the nature of tumour borders, phyllodes tumours are classified as
benign, borderline and malignant [12,13].
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a) Post-op with nipple areola full thickness graft; (b) At the time of
discharge on TO”‘ postoperative day.

[Table/Fig-5]: (

Wide excision with 1 cm margin is commonly recommended [14].
Simple mastectomy is indicated in large lesions involving most of
the breast tissue [15,16].

CONCLUSION

It was very difficult for histopathologists to differentiate benign
phyllodes tumour from giant fiboroadenoma because of associated
pregnancy and lactational changes in the mammary tissue, so
careful inspection is needed while making a diagnosis.
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