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SUMMARY

Cystosarcoma phyllodes is a rare predominantly benign tumour usually affecting the
female breast. In a retrospective review of giant breast masses seen over a period of
20 years, we encountered two cases of this tumour, one benign and the other malignant,
the latter exhibiting the very unusual feature of axially Iymph node metastases. We
present these two cases and briefly review the literature.

INTRODUCTION

Cystosarcoma phyllodes (CSP) is a fibroepithelial
neoplasm that histologically resembles a fibroadenoma,
but unlike the latter, it has a high incidence of local
recurrence after surgery and a potential to metastasize.
It is rare especially in adolescence. Distinction between
fibroadenoma, benign CSP and malignant CSP may be
difficult. Treatment is, in the majority of the cases, by
complete excision and continued follow-up.

CASE REPORTS

Case 1: A 40 year old Arab woman presented
with a rapidly growing painless mass in the upper
half of her right breast for a period of onec month.
The mass was mobile and unattached to skin. There
was no axiillary lymphadenopathy. Physical
cxamination apart from the breast mass was normal.
Chest X-ray and laboratory tests were also normal.
Mammography rcvealed a well-defined, dense mass
measuring 9x8x8cm (Figure 1). On ultrasonography,
it was well-defined and hypoechoic with small cystic
foct. A giant fibroadenoma was diagnosed and FNAB
was considered unnecessary. The mass was excised
and pathological examination showed features of
benign phyllodes tumour.

Case 2: The patient was a 40 ycar old Arab
woman who presented with a rapidly growing, painless
right breast mass over a period of five months. Physical
examination revealed right axillary lymphadenopathy.
Chest X-ray and laboratory tests were normal.
Mammography showed a large. dense and
predominantly well-defined mass measuring
15x15x15cm with macrocalcification. Part of its margin
was ill-defined (Figure 2). There were enlarged dense
right axillary lymph nodes and the overlying skin
showing dilated veins. Since a malignant lesion couid
not be excluded clinically, a right mastectomy with
clearance of the axilla was performed. Pathological
examination of both the mass and lymph nodes showed
malignant phyllodes tumour.

Figure 1

Mammogram of a 40 year old woman with a rapidly
growing mass in her right breast showing a giant well-
defined mass of soft tissue density displacing normal
breast tissue. It was excised and pathological examination
showed benign phvllodes tumour

Figure 2

Mammogram of a 40 year old woman with a rapidly
growing right breast mass showing a giant soft tissue
mass with an ill-defined posterior margin and
macrocalcification (arrows). Enlarged and dense lvmph
nodes were demonstrated in the axilla. Pathological
examination dafter excision showed malignant phyllodes
tumour of the breast and lymph nodes
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DISCUSSION

Cytosarcoma phyllodes (CSP) is a rare mixed
fibroepithelial tumour that histologically resembles a
fibroadenoma(1). Most cases are reported in women
aged 30 to 70 years, with the majority encountered in
the fifth decade(2). In adolescent females, the average
age of occurrence is 15 years(3). Out of 25 adolescent
females with this tumour, seven occurred below the age
of 15 years, eight between 15 and 17 years and 10
between 18 and 20 years(3). Our patients were both 40
years old.

Most phyllodes tumours present as rapidly enlarging
breast masses. On physical examination, they are
usually large, sometimes massive(5-10cm)(4) and may
deform the breast. Inspite of their size, they usually
remain mobile and not fixed to the chest wall. They
are often smooth on palpation, but some have an
unevenly bosselated surface. Occasionally, ulceration of
the overlying skin recurs due to pressure necrosis. The
. axillary lymph nodes are usually not enlarged and the
nipple-areolar complex are rarely involved. In the
absence of metastatic disease, physical findings in the
cardiovascular, respiratory and other systems are usually
normal. Although most are benign, only half arc
encapsulated and may recur if incompletely excised(4).
The recurrence rates are 2.7% for benign tumours and
33% for malignant tumours in adolescent females(5). In
adults, the average rate of recurrence is estimated at 14
10 20% for benign tumours, 27% for malignant tumours
(6,7). Patients with metastascs may present with syr.iptoms
such as dyspnoea, fatigue and bone pain.

The actual incidence of malignancy in these
tumours i1s unknown. Metastases are almost always
haematogenous. The tumour may soread locally or
metastasize to the lungs, mediastinum and the skeleton.
Lymphatic spread to the axillary lymph nodes are very
rare(8). Unusual metastatic discase reported include
giant metastasis to the lung(9), and metastasis to the
groin(10). A giant malignant CSP of the breast associated
with hypoglycaemia has also been reported(l1).
Pleomorphic differentiation of CSP into other specialised
stroma such as liposarcoma and fibrosarcoma,
osteosarcoma can occur(12).

The characteristic mammographic finding i1s a
round, oval or slightly lobulated high density mass with
well-defined margins and no calcification(6,13,14). The
most common sonographic features are lobulated shape,
smooth margins and heterogeneous internal echoes
without acoustic attenuation. Some tumours show round
or oval shape, echogenic rim, homogeneous internal
echoes or cystic spaces(8,15).

Mammography and ultrasonography, while
important in the diagnosis of breast discases, are
unreliable in differentiating benign CSP from
fibroadenomas and malignant CSP.

MR imaging features of phyllodes tumour reported
include oval or lobulated shape with internal septation,
high signal intensity on T2 weighted images and rapid
contrast enhancement on dynamic imaging(l), but
dynamic enhancement pattern does not distinguish
between the benign and malignant variety of this or
other breast tumours(16,17).

Histologically, CSP is classified into three
categories: benign, borderline (intermediate), and
malignant based on stromal hyperplasia(3). A
combination of mitotic rate, stromal cellularity and
atypia, presence of infiltrating borders and presence or
absence of stromal growth, are the criteria used to
distinguish between benign and malignant CSP. Stromal
growth is the most important histological criterion of
malignancy(18). However, distinguishing between
fibroadenoma, benign CSP and malignant CSP may be
most difficult even for the most experienced pathologist.

The poor correlation between the histological
appearance and the clinical behaviour of CSP has made
evolution of its surgical management difficult, but
because most arc benign, the gencral trend now is to
do a wide surgical incision rather than mastectomy as
the initial treatment(15,19). Less extensive resections are
recommended(20,21). In one series, out of 20 patients
treated by initial wide excision, 15 had no further
recurrences. Local recurrence in the remaining five
patients was treated by repeat excision or mastectomy(19).
Local recurrence does not imply associated systemic
spread. Some patients with very large tumours or
suspicion of malignancy may be treated primarily by
mastectomy, as in our second patient.

Local recurrence after mastectomy require a wide
excision of the recurrence, including a margin of the
underlying pectoralis muscle, it it is attached to the
tumour(19). Deep recurrence may require aggressive
excision of the involved thoracic wall with subsequent
reconstruction(22). Treatment of systemic disease by
chemotherapy or radiotherapy is sometimes necessary
but has rarely resulted in any long term survival(23).
The clinical and radiological diagnosis in our first
patient was giant fibroadenoma and FNAB was therefore
regarded as unnecessary. The tumour was excised and
confirmed histologically as CSP. There has been no
recurrence during a follow up period of six years.

Certain mammographic features observed in our
second patient: ill definition of part of the outline of
the mass, distended veins and axillary lymphadenopathy
were suspicious of malignancy. Mastectomy and axillary
clearance were therefore considered necessary. Histology
of the mass and lymph nodes confirmed malignant
phylliodes tumour. The axillary metastatic
lymphadenopathy is a very unusual occurrence in
malignant CSP, since lymphatic spread is uncommon(8).
The patient had no recurrence for two years, but has
been lost to follow-up.
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