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Metastatic phyllodes tumors: a case series
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Abstract

Introduction: Breast Phyllodes Tumors are rare entities, however distant 
metastases are exceptional. Their management is not codified. The aim of these 
cases study was to describe this metastatic rare disease and their management.
Cases presentation: Three women aged 30, 68 and 38 were treated in the 
National Institute of Oncology in Morocco for metastatic breast phyllodes 
tumors. Two of them died rapidly due to the rapid growth of the disease.
Conclusion: Metastatic tumors have a poor prognosis with no long-term 
survival, death occurs within 24 months after the appearance of metastases, 
chemotherapy must be done as rapid as possible.

Introduction

Phyllodes tumors are fibro epithelial tumors. They are rare with a frequency 
ranging between 0.3 and 0.9 % of all breast neoplasma [1]. They occur at any 
age with a peak incidence between 35 and 50 years [1]. They recur in 24% to 
58% of the cases. Distant metastases are exceptional. Few cases were reported 
in the literature

Cases report

Case 1: A 30 years old female patient, presented a rapid increase in the left 
breast, combined with mastodynia, without axillary lymph node. Biopsy of the 
left breast showed a maligned phyllodes tumor. She underwent a left mastectomy 
without axillary node dissection. Frozen section confirmed diagnosis of 
Maligned phyllodes tumor. Adjuvant radiotherapy was performed.5 months 
later, the patient presented a mass of axillary and arm measuring 15x 18 cm. 
Workup including chest and abdominal CT scan showed bilateral diffuse lung 
metastases. The patient’s condition rapidly deteriorated, we began the supportive 
care. The patient died one month later.

Case 2: A 68 years old female patient who presented for 6 years a mass on the 
left breast, gradually progressing. Mammography showed nodular calcifications, 

cytology showed malignant cell. She had a tumorectomy with node dissection. 
Histology found malignant phyllodes tumor with negative nodes. Margins were 
negative. Two years later, the patient presented a local recurrence for which a 
mastectomy was performed. A year later a third recurrence occurred, revealing 
lung metastases. The patient died quickly of the evolution of the disease before 
starting chemotherapy.

Case 3: A 38 years old female patient underwent a wider lumpectomy. Histology 
showed phyllodes tumor grade 1. Margins were negative of tumor. Through 
evolution of the case, multiple recurrences occurred; they were treated by 
mastectomy after the first recurrence and surgical resection for the second 
and third recurrence. The patient also had radiotherapy. Four months later she 
presented an isolated lung metastatic reveled by CT scan of chest (figure 1) 
pathology demonstrated a metastatic phyllodes tumor (figure2) ,wish is actually 
proposed for surgical resection.

Discussion

Metastasis recurrence occur 2 to 5 years after diagnosis they are essentially 
localized at the level of lungs (60 to 70%) and bones (30%) [2]. Our patients had 
recurrence of metastatic lung occurring respectively at 9 months, 3 years, and 4 
months after diagnosis.
Benign and malignant phyllodes tumors can recur locally and both have the 
potential to metastasize [2, 3].
Malignant lesions tended to recur earlier; they recur in 24% to 58% of cases, 
whereas benign phyllodes tumors recur only in 4.3% to 27% of cases [2, 3]. 
Surgery limits seems to be the main prognostic factor in terms of risk of local 
and metastasis recurrence.
The study by Mange et al [4] on 40 patients, and the study of Pandey et al [5] on 
37 patients showed a significant association between the rate of local recurrence 
or metastatic and margins of resection when they are less than 10 mm In the 
first case the limits of resection were marginal: 1 mm deep and 5 mm lateral 
to the patient presented a continuation evout local one month after the end of 
radiotherapy and metastasis 5 months later, to the second point of the limit 
‘excision were healthy, local recurrence occurred 2 years after treatment, and 
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lung recurrence 3 years again later. Furthermore, tumor size (5cm) would also 
be a pejorative factor [6] .The correlation histopronostic has been reported as 
well: the existence of purely mesenchymal beaches “stromal overgrowth, the 
marked nuclear atypia and mitotic index greater than 3 to 4 / microscopic field 
(at magnification 400), are used as prognostic factors histology [2, 3].

Recent studies have revealed oncogenetics other prognostic factors: the gain of 
chromosome 1q and 4q12, loss of 13q [7], the expression of p53, mutation of 
the “epidermal growth factor receptor in the stroma [8]. Metastatic tumors have 
a poor prognosis with no long-term survival, death occurs within 24 months 
after the appearance of metastases .The treatment is based on chemotherapy, low 
response rates were observed in lung metastases and rarely with bone metastases. 
This joins the chemotherapy of breast sarcomas rather than carcinomas of 
the breast [9], based on protocols based ifosfamide alone or in combination 
with doxorubicin (dose above 60 mg / m²) [9]. Other agents such as cisplatin 
combined with doxorubicin and etoposide were used [1]. Despite the expression 
of hormonal receptors in phyllodes tumors, the role of hormone therapy is not 
established [10].

Conclusion

Metastasis recurrences are exceptional. Margins of resection and tumor size 
seem to be the main prognostic factor for recurrence. Metastatic tumors have 
a poor prognosis with no long term survival. Chemotherapy is not active in 
advanced disease.
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Figures

Fig 1.Chest scan of patient n° 3

Fig 2.Histologic exam of patient n°3
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