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Case report	
A 58-year-old post menopausal woman presented with complaints 
of dull aching pain in the posterior aspect of the chest wall for 
three months. Patient had past history of borderline phyllodes 
tumour of breast diagnosed on July 2009 and had undergone 
right mastectomy followed by chemotherapy and radiotherapy for 
which she was on follow-up till August 2013. Whole body bone 
scintigraphy done in August 2013 showed no evidence of bony 
metastasis. Patient was lost to follow up since then and was 
asymptomatic till three months before she reported to us. Chest 
X-ray [Table/Fig-1] revealed a well-defined homogenous opacity 
involving the left upper and mid zone. A small nodular opacity 
was noted in the right lower zone with absence of breast shadow. 
Computed Tomography thorax done revealed a large pleural 
based soft tissue density lesion extending from apicoposterior 
segment of the left upper lobe to superior basal segment of the 
left lower lobe [Table/Fig-2,3]. A nodule was also noted in the 
right lower lobe measuring 1.2 cm × 2.4 cm in the posterior basal 
segment of right lower lobe [Table/Fig-4]. Bronchoscopy revealed 
sluggish left vocal cord movements, distorted architecture of 
carina, and narrowed left upper lobe bronchus along with flattened 
and stretched bronchus of the lingular segment. The upper lobe 
bronchus could not be negotiated beyond the narrowing [Table/
Fig-5,6]. All the above findings suggested the possibility of external 
compression of left upper lobe bronchus. Bronchoalveolar lavage 
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ABSTRACT
A phyllodes tumour is a malignancy of both mesenchymal and epithelial origin affecting the breast. The malignant course of this 
breast tumour causing lung metastasis is rare. Here we report a treated case of borderline phyllodes tumour that presented with 
pleuroparenchymal metastasis. Our case highlights the possibility of recurrence of borderline phyllodes tumour as pleuroparenchymal 
metastasis even after a long disease free interval.

sent for analysis revealed no evidence for malignancy or infection. 
Computed Tomography guided biopsy of the left sided mass 
lesion showed spindle cells with atypia in sheets and bundles 
on a myxoid stroma, delicate to broad collagen bundles with few 
dilated congested capillaries [Table/Fig-7]. No lung parenchyma 
was seen. Further immunohistochemistry staining was positive for 
vimentin, negative for ER (Estrogen Receptor), PR (progesterone 
receptor) & TTF (Thyroid transcription Factor). The Haematoxylin 
& Eosin staining, immunohistochemistry features were in 
favour of metastatic tumour. Clinical breast examination and 
mammography were normal. With the history of treated phyllodes 
tumour and confirmation by histopathological examination and 

[Table/Fig-1]: CXR-PA view Lt. sided homogenous opacity in upper and middle 
zone with Nodular opacity in Rt. Lower zone.

[Table/Fig-2&3]: CT-Thorax Lung window showing pleural based soft tissue density 
occupying the apicoposterior segment of the left upper lobe.

[Table/Fig-4]: Nodule in right lower lobe measuring 1.2 × 2.4 cm in the posterior 
basal segment.
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immunohistochemistry we conclude that the mass present in the 
left side and the nodule of the right lower lobe as metastasis of 
the breast phyllodes tumour. After explaining the diagnosis and 
prognosis to the patient and their relatives, patient was started on 
chemotherapy under oncology care. Patient received six cycles 
of Paclitaxel, Epirubicin and cyclophosphamide with only partial 
response. Patient developed cardiac dysfunction, probably as 
a side effect of Epirubicin. So chemotherapy was withheld and 
patient is on symptomatic therapy at present. 

Consent has been obtained from the patient regarding the 
publication of this case report. 

Discussion
Phyllodes tumour is a rare entity of breast tumour accounting for 
less than 1% of all breast cancers [1]. This tumour may pursue 
a benign or malignant course where metastasis is possible in 
the latter. The common sites of metastases are the lung, pleura 
and bones [2,3]. Phyllodes tumour can be classified into benign, 
borderline and malignant categories based on histology [4]. Only 
the borderline and malignant variant metastasizes. An 8% of 
borderline [5] and 20%of malignant tumours will metastasize [6]. 
Common sites of metastasis are lung (66%) [7], pleura and bone. 
Ours is a case of borderline phyllodes with metastases to lung 
and pleura. Similar to our case Solberg et al., have reported a 
case of pulmonary metastasis of phyllodes tumour of breast after 
14 months of mastectomy [8]. Ganti et al., have also reported a 
case of solitary pulmonary metastasis in the left chest seven years 
after a right-sided mastectomy for malignant phyllodes tumour 
[9]. Fujii et al., also reported a case of pulmonary metastasis 18 
years after mastectomy [10]. Alfa-Wali et al., has reported huge 
visceral pulmonary metastases from phyllodes tumour of breast 
with a large left costophrenic mass on CT which revealed the 
features of phyllodes as in our case [11]. Unlike the above case 

reports our case had a huge pleural-based mass in the left side 
as well as another parenchymal nodule in the right lower lobe. 
However, there have been some reports of pleural involvement 
in literature. Bucaloiu et al., have reported pleural metastasis in 
the case of recurrent phyllodes tumour [12]. Filosso et al., has 
reported a similar case of giant pleural metastasis of malignant 
phyllodes tumour [13]. The other unusual finding noted in our case 
was the presence of left vocal cord palsy in bronchoscopy, which 
is very rare and not yet reported in the literature to the best of our 
knowledge. 

Metastatic phyllodes tumour has very few treatment options. 
Phyllodes tumour in metastatic setting has limited role of surgery, 
radiotherapy and chemotherapy or combined treatment. Our 
patient underwent six cycles chemotherapy with only minimal 
improvement. However, in some selected patients, palliative 
surgery may be considered to provide a better quality of life to the 
patient. 

Conclusion
Based on our case and above-mentioned reports, we suggest with 
the presence of pleuroparenchymal metastatic lesions with occult 
primary, the possibility of phyllodes tumour of the breast should be 
considered. We also recommend a long-term regular follow-up of 
patients diagnosed with borderline/malignant phyllodes even after 
surgical excision and adequate chemo radiotherapy. 
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[Table/Fig-5]: FOB showing narrowed left upper lobe bronchus.

[Table/Fig-6]: FOB showing stretched bronchus of the lingular segment.

[Table/Fig-7]: Spindle cells with atypia in sheets and bundles on a myxoid stroma, 
delicate to broad collagen bundles with few dilated congested capillaries
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