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Introduction
Phyllodes tumours are uncommon fibroepithelial breast tumours 

that are capable of a wide range of biological behaviours, from 
benign to malignant [1]. They can appear at any age, with a median 
age of presentation of 42 to 45 years, and are often misdiagnosed as 
fibroadenomas [2,3]. Phyllodes tumours account for less than 1% 
of all breast tumours, and they rarely undergo a malignant epithelial 
transformation. Due to their rarity, data are limited, and diagnosis and 
treatment are not yet standardised [4].

We report the case of a patient who was diagnosed with noninvasive 
ductal carcinoma growing within the entire volume of a borderline 
phyllodes tumour of the breast.

Case description
A 42-year-old multiparous woman attended a consultation at the 

breast centre of our hospital for a growing palpable left breast mass, 
previously confirmed as fibroadenoma with a core needle biopsy. The 
patient had a positive family history of breast cancer (two maternal 
aunts). During clinical examination, the B-sized breast was palpated, and 
a mass measuring 5 cm was identified in the left upper outer quadrant. 
The mass was mobile and had a firm consistency and well-defined 
margins, with no skin alterations and normal axilla examination. The 
contralateral breast was normal. On ultrasound imaging, we observed 
a well-circumscribed hypoechoic mass measuring 45 × 22 × 41 mm 
(Figure 1).

On the complementary mammography, nodular opacity is 
confirmed in correspondence with the non- magnetic clip positioned 
at the previous biopsy (Figure 2).

The patient underwent an excisional biopsy, which revealed a 
5-cm borderline phyllodes tumour with associated ductal carcinoma 
in situ (DCIS) widespread throughout the preparation (Figure 3). The 
epithelial cells presented nuclear atypia up to important and frequent 
mitotic figures (up to 6 for 10 HPF) leading to a histological grading G3 
for the entire 5-cm diameter of the DCIS. The surgical excision margins 
were positive for DCIS at several points (Figure 4). The epithelial cells 
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Figure 1. Ultrasound results
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Figure 2. Mammography results

Figure 3. Histopathology analysis (H&E stain, 50×) showing a circumscribed mass 
with biphasic morphology. An epithelial component and an expanded stromal compartment 
can be observed

Figure 4. Histopathology analysis (H&E stain, 100–400×) showing the epithelial 
component of the tumour. A high-grade comedoductal carcinoma in situ with necrotic 
debris in the central duct space can be observed
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were strongly positive for oestrogen and progesterone receptors (both 
95%) and had a Ki-67 index of 15–20% and a c-erbB2 score of 2+.

Considering the size and histological grade of the tumour, 
the eventual need for reoperation to achieve clear margins and an 
aesthetic result, and the patient’s stress related to her family history, 
we opted for a bilateral mastectomy with pose of tissue expanders. 
The final histopathological findings were negative for malignancy. 
No metastasis was detected in the dissected sentinel lymph nodes. 
Neither chemoendocrine therapy nor irradiation were performed 
postoperatively. 

Discussion
Phyllodes are uncommon tumours, comprising less than 1% of 

primary breast neoplasms. They are composed of an epithelial and a 
stromal component. Based on their stromal characteristics, phyllodes 
are classified as benign, borderline or malignant to prognosticate 
their clinical course [5]. Most phyllodes tumours are classified as 
benign (50–70%). Locally recurrence is common, even in benign 
tumours, and those with positive or close margins are significantly 
associated with recurrence [6]. The malignant transformation of the 
epithelial component of phyllodes tumours is very rare (less than 1% 
of all phyllodes tumours) [7]. Over the past 20 years, only 17 cases of 
carcinoma arising in a phyllodes tumour have been described [8]. Since 
the stromal component takes up most of the tissue, it is very difficult to 
detect the presence of carcinoma within the tissue [9]. In most cases, 
phyllodes tumours occupy a larger area than the carcinoma. However, in 
the case of our patient, the epithelial component was evenly distributed 
over the entire stromal component, with no evidence of transition.

The presence of a carcinoma within a phyllodes tumour is 
clinically relevant as it may change the clinical management. Moreover, 
preoperative diagnosis of stromal degeneration is very difficult, and 
it is usually an incidental finding [10]. It is important to conduct an 
exhaustive histopathologic examination when evaluating a phyllodes 
tumour, keeping in mind the possibility of a coexisting carcinoma.

Surgical excision is the first treatment offered to patients with a 
phyllodes tumour. As malignant phyllodes tumours are usually spread 
through the hematogenous route, axillary lymph node dissection is 
generally not recommended [11]. Furthermore, no standard adjuvant 
therapy is currently recommended [12]. The survival of patients with a 
phyllodes tumour is excellent, even those with a coexisting carcinoma 
[13,14].
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