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Introduction 

Phyllodes breast tumors (TPS) are biphasic tumors consisting 

of a connective stromal Component and a foliaceous 

epithelial component (“phyllos” means “leaf” in Greek) [1]. 

These are rare tumors, accounting for 0.3 to 4% of female 

breast tumors [2]. However, they have two mains. 

The first is that TPS encompasses a spectrum of pathologies 

ranging from benign tumors or phyllodes fibroadenomas to 
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Abstract  

Phyllodes tumors of the breast are rare fibroepithelial tumors. They are the subject of Controversy, particularly concerning 

terminology, histological classification and Treatment. The aim of this study is to highlight the epidemiological, clinical, 

paraclinical, therapeutic and prognostic features of these tumors. 

Patients and methods: This was a retrospective study of cases of phyllodes tumours Collected in the gynaecological-

mammary surgery department of CHU Ibn Rochd, Casablanca, over a 6-year period. 

Results: Thirty-four patients were included in our study. The mean age was 30.2 years. A history of fibroadenoma was 

found in 20.58%. The mean tumor size was 7.3 cm. Diagnosis was based on breast ultrasound, with or without 

mammography depending on the patient’s age, and micro biopsy. Treatment consisted of lumpectomy in 76.47% of Cases. 

Grade III was found in 14.7% of cases. Eight patients had non-healthy resection Margins, 6 of whom underwent revision 

surgery. After 3 years and 3 months, there were Two cases of metastatic recurrence. 

Discussion: Phyllodes tumor of the breast is a rare entity. In our series, one of the Particularities is that it affects younger 

women in comparison with the literature. In the Majority of cases, it is benign, but histological examination must be 

meticulous in order to eliminate malignant forms. In benign forms, a wide lumpectomy with healthy Margins allows a 

favorable evolution with a very low risk of local recurrence. On the Other hand, in borderline and especially malignant 

forms, mastectomy seems to be Necessary in the majority of cases, along with adjuvant radiotherapy, to reduce the risk of 

local and metastatic recurrence. 

Conclusion: The frequency of benign forms should not blind us to the risk of malignant or even metastatic recurrence. This 

underlines the importance of correct initial Management. 

Keywords: Phyllodes tumor; Breast; Clinical features; Prognosis; Surgery 
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phyllodes carcinosarcomas. 

WHO has distinguished three categories of GST: benign, 

borderline and malignant [3]. The second particularity is that 

all these tumors, whatever their grade, have a risk of local and 

metastatic evolution. This underscores the importance of 

understanding this entity, especially as it affects young 

patients with age extremes ranging from 13 to 55 years. The 

aim of this work is to review current diagnostic and 

therapeutic strategies for phyllodes tumors, while presenting 

our experience in the gynecological-mammary surgery 

department at CHU Ibn Rochd in Casablanca from 2015 to 

2020. 

Patients and methods 

This was a retrospective study from 2015 to 2020, at the IBN 

ROCHD University Hospital in Casablanca, involving 34 

patients. The aim is to highlight the epidemiological, clinical, 

paraclinical, therapeutic and prognostic features of these 

tumors. The study is based on the records of patients treated 

for phyllodes tumors of the breast. Diagnosis was established 

by anatomopathological examination of the surgical 

specimen. Patients underwent surgery in the gynecological-

mammary surgery department of Ibn Rochd Hospital, 

Casablanca. Surgical specimens were analyzed in the 

anatomopathology laboratory of the same hospital. 

Results 

Over the study period, 34 cases of phyllodes tumours were 

identified, representing a frequency of 0.3% of breast tumours 

treated in our hospital. Patients ranged in age from 16 to 57 

years at diagnosis. The mean age was 30.2 years. The 

majority of our patients were nulliparous, with a frequency of 

67.6%. A history of fibroadenoma of the breast was found in 

seven cases, and two patients had a family history of breast 

cancer. The average consultation time was 3.8 months. The 

mean tumour size was 7.3cm. These tumors occupied the 

whole breast, with inflammatory signs opposite in five cases, 

i.e. a frequency of 14.7% (figure 1), and 2 patients had mobile 

homolateral axillary adenopathies.  

 

Figure 1: Clinical appearance of a grade III phyllodes tumour 

 

20 patients underwent mammography, a frequency of 

58.82%. Mammography revealed A hyperdense, well-limited 

opacity without microcalcifications. Ultrasound was 

Performed in all patients, revealing a rounded, lobulated, 

hypoechoic formation, Heterogeneous in all cases. 

Diagnostic confirmation was histological by micro biopsy in 

24 cases (70.58%), Revealing 13 benign GSTs, 8 borderline 

GSTs and 3 breast sarcomas. Micro biopsy was Positive for 

adenofibromas in 5 patients, and revealed no specific lesion 

in two, so it Was decided to complete the diagnosis with an 

extemporaneous examination. In favor of adenofibroma. 

Two patients underwent immediate lumpectomy outside our 

facility. Histological examination revealed a benign GST in 

the young girl and a breast sarcoma in the second 41-year-old 

patient. 

One patient had an 18 cm tumour with inflammatory signs, 

having had a surgical biopsy Objectifying a breast sarcoma. 

A total of 21 cases of grade 1 phyllodes (61.67%), 8 cases of 

grade 2 phyllodes (23.52%) And 5 cases of grade 3 phyllodes 

(14.7%) were identified. With the exception of one patient 

with metastatic breast sarcoma, for whom palliative 

Treatment was recommended, all other patients underwent 

surgery. Twenty-six Underwent extended lumpectomy. 

Seven patients underwent total mastectomy. In two Patients, 

mastectomy was combined with removal of palpable axillary 

adenopathy, 3 patients underwent breast reconstruction using 
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a dorsalis major flap. of the 26 Patients who underwent wide 

lumpectomy, 17 benefited from remodelling, and clips Were 

used in 3 patients. 

Histological study of the definitive resection specimen 

showed 20 cases of grade I GST, 9 cases of grade II GST and 

4 cases of grade III GST. 

Adenectomies revealed no tumour extension of the 20 

patients who underwent wide lumpectomy for grade 1 GST, 

the margins came Back unhealthy in 6 cases, hence the 

indication for tumour bed revision. One patient Refused 

revision and was lost to follow-up. She consulted us after 15 

months, and we Noted no clinical or radiological recurrence 

at the tumour site of the 20 patients who underwent wide 

lumpectomy for grade 2 GST, two had Unhealthy margins 

and refused mastectomy. 

All patients who underwent mastectomy (grade II: 3 cases, 

grade III: 4 cases) had Histologically healthy margins. 

All patients with a grade III phyllodes tumour underwent 

mastectomy. Mastectomy followed by prophylactic chest 

wall irradiation, no axillary or internal No axillary or internal 

mammary chain irradiation was performed. Radiotherapy 

was Well tolerated in all patients. 

Palliative FAC chemotherapy (5-fluorouracil, adriamycin, 

cyclophospamide) was given to the patient with pulmonary 

metastasis. At a mean follow-up of 3 years and 3 Months (4 

months-76 months), two tumours recurred locally, with an 

enormous mass Taking up the whole breast. These patients 

underwent lumpectomy for grade II GST With unhealthy 

margins and refused revision. Recurrence was noted within 

12 months and 8 months with the same histological same 

histological aspect with pulmonary metastases. They received 

adjuvant Radiotherapy (15 sessions at 42 Gy). Both patients 

died. The remaining patients had Good locoregional control. 

Discussion 

Breast phyllodes represent less than 1% of breast tumors and 

2.5% of fibroepithelial Tumors, which also include 

adenofibromas [4]. In our series, the rate was 0.3%. They 

Occur in women of all ages, with a peak between 40 and 50 

years of age, i.e. on average Around ten years later than a 

fibroadenoma [5]. In our study, the mean age of onset Was 26 

years. The tumour occurs most frequently in nulliparous 

patients [6], as was the Case in our study. Macroscopically, 

GSTs vary in size, up to 40 cm. In our series, tumor Size 

ranged from 2 cm to 20 cm, with an average of 7.3 cm. 

The study by Yilmaz et al. [7], based on mammograms of 31 

patients, found significant hyper density in phyllodes tumours 

compared with adjacent mammary parenchyma. In Our 

series, 35.29% of phyllodes tumours were classified as ACR4 

mammography. Ultrasonography typically reveals a 

hypoechoic, oval-polylobed image, sometimes with Areas of 

cystization; there are no arguments pointing to a malignant 

appearance, but a Lobulated appearance should prompt micro 

biopsy. [8,9]. Color-coded pulsed Doppler Shows 

harmonious hypervascularization, predominantly around the 

lesion, and a high Resistance index [10]. 

In cytology, it is often easier to differentiate a benign GST 

from a malignant one than to Separate a GST from an 

adenofibroma *7+. Many authors feel that cytology is not 

Sufficient for the diagnosis of GST [11] since the diagnosis 

of GST is based on the Demonstration of a specific 

architectural appearance. In our series, no patient Underwent 

needle cytopuncture. 

The histological diagnosis of benign phyllodes can only be 

made on the lumpectomy Specimen, due to the heterogeneous 

nature of these tumours. Micro biopsies, although often 

correlated with lumpectomy, may have focused on less 

typical areas [12]. Micro biopsy was performed in 91.17% of 

cases and concluded to be a phyllodes tumor in 70.58% of 

cases. For some authors, intraoperative extemporaneous 

examination is unreliable because of the difficulty of 

differentiating benign PT from adenofibromas. Moreover, the 

Sarcomatous elements of PT may be mistaken for 

undifferentiated carcinomas requiring Untimely radical 

treatment [13]. Extemporaneous examination was carried out 

in three Patients, but it was only on definitive examination 

that the diagnosis of TPS was Accepted. Most authors agree 

on the need for wide surgery, with healthy margins as far as 

possible, Given the major impact on local recurrence. In two 

major studies, after conservative Surgery, ten-year relapse 

rates of 7-13% were observed for pure benign forms [14,15]. 

For borderline or malignant tumors, radical treatment 

significantly reduces local recurrence rates. In the case of 

borderline or malignant tumours, radical treatment 
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significantly reduces Local recurrence rates, sometimes with 

a benefit in terms of overall survival.An immediate 

mastectomy is indicated for large tumours over 5 cm in size, 

and for Grade 3 tumours.For some authors, if tumour size 

allows conservative surgery with a sufficient margin  

(at least 1 cm) and a good aesthetic result, there is no reason 

to systematically propose mastectomy for malignant 

phyllodes tumours [16]. The results of the main studies are 

presented in (Table 1). 

Table 1: Impact of type of surgery on relapse rate: borderline and malignant forms. 

Series Taux de RL 

aprex TC (%) 

Taux de RL aprex 

M (%) 

P Survie 

Chaney et al. [9] 31 18  SSR a 10 ans: 73 

vs 52%(ns) en 

faveur du bras M 

Belkacemi et al. [27] 45 14 0,0019 

Barrio et al. [12] 16 7 0,11 

LR: local relapse; CT: conservative treatment; M: mastectomy; RSR: recurrence-free survival. 

 

Whatever the type of surgery chosen, the majority of authors 

[16,17] consider that There is no indication for axillary lymph 

node dissection, due to the low risk of invasion. Indeed, 20% 

of axillary nodules are found on clinical examinations in 

association with a phyllodes tumor. Only 5% are 

histologically metastatic. 

Many teams recommend adjuvant radiotherapy after 

conservative treatment, especially if the margins are invaded 

[18-20]. After mastectomy, it is recommended for tumors 

larger than 5 cm and for high-grade tumors. The usual dose is 

60 Gy. [21,22]. In the neoadjuvant setting, chemotherapy 

does not appear to offer any benefit, due to low 

chemosensitivity and the fact that the majority of breast 

sarcomas are operable from the outset [18]. Chemotherapy 

could therefore be discussed for high-grade breast sarcomas 

larger than 5 cm or with incomplete excision [23]. Given the 

very poor prognosis of these tumors and their early metastatic 

potential, it seems logical to systematically discuss a 

anthracycline-based adjuvant chemotherapy. 

The rate of local recurrence of TPS ranges from 10% to 40% 

in most series. The average is 15%. Local recurrence seems 

to be related to the initial surgery and should be considered a 

treatment failure. It is not clear what flaws in the surgical 

management may explain the recurrence, but the surgical 

margin has been shown to be the only factor predictive of 

local recurrence. Indeed, the risk of local recurrence is 

generally low with excisional margins exceeding 1 cm*10, 

[24]. 

In most patients, local recurrence is isolated and does not 

correlate with the risk of developing distant metastases [10]. 

In our series, there was no isolated local recurrence. This may 

be explained by the fact that we ensured margins greater than 

10 mm, with Revision surgery in all cases where satisfactory 

margins were not obtained, except in the Case of the two 

patients who refused revision. 

The risk of metastasis in breast phyllodes is 10%. The 

majority of distant metastases Develop without evidence of 

local recurrence. Remissions rarely exceed 6 months, and 

Death occurs less than a year later [24,25]. In our series, two 

patients presented with Pulmonary metastatic recurrence, and 

the prognosis was poor in both cases. Mortality rates vary 

from 3% to 12% depending on the study [26]. The study by 

Pandey et al. [27] involving 37 patients, shows that the 

survival rate is dependent on the surgical Margins of exeresis. 

Surgical margins. Taken together, these studies show that the 

main prognostic factor in Terms of local recurrence, 

metastatic spread and survival is the surgical margins of the 

Surgical specimen [28]. Tumour size (5 cm) is also a negative 

factor [27] as is stromal Infiltration at the time ofAnalysis of 

the surgical specimen [29]. Patients should be monitored 

clinically every 6 months for the first two years (risk of 

Recurrence is highest in the first two years), and then 

annually. Patients should be Advised to have their breasts 

examined regularly, and to seek medical advice if any 

abnormalities are detected [10]. 
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Conclusion 

Phyllodes tumour is a rare tumour. A wide lumpectomy with 

10 mm margins remains the reference treatment in benign 

forms. For sarcomas, treatment is most often based on 

mastectomy without lymph node dissection, given the 

exceptional axillary invasion. The histological type 

associated with Type of excision (complete or incomplete) 

and stromal proliferation determines Prognosis. Progression 

is marked by the potential for local and/or metastatic relapses, 

particularly in the lung. Adjuvant radiotherapy is reserved for 

large, malignant breast Phyllodes tumors. Chemotherapy 

seems to have an ill-defined place. 
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