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Recurrent Phyllodes Tumour in a Young
Woman 15 Years after Initial Excision:
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ABSTRACT

Phyllodes tumours are rare fibroepithelial neoplasms of the breast, accounting for <1% of all breast tumours. These tumours
exhibit variable biological behaviour, ranging from benign to malignant, with a high potential for recurrence. Early identification
and complete surgical excision are crucial in preventing regrowth and malignant transformation. A 28-year-old female presented
with a rapidly enlarging right breast lump one week postpartum following a caesarean section for a Dichorionic-Diamniotic
(DCDA) twin pregnancy. She stated that she had a similar breast lump in adolescence (at the age of 13), which had been
surgically removed. Imaging studies suggested a phyllodes tumour, including Ultrasound (USG), Magnetic Resonance Imaging
(MRI), and MR Spectroscopy (MRS). The patient underwent a wide local excision, and histopathology confirmed a recurrent
phyllodes tumour. The patient had an uneventful postoperative recovery and was advised on long-term monitoring due to the
risk of recurrence. This case underscores the need for recognising phyllode tumours as a differential diagnosis in recurrent breast
lumps. Given their potential for regrowth even after long intervals, close follow-up with imaging is essential for early detection

and intervention. Surgical excision with adequate margins remains the mainstay of treatment to minimise recurrence risk.
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CASE REPORT

A 28-year-old female presented with a progressively enlarging lump
in her right breast, which she noticed one week after undergoing
a caesarean section for the delivery of DCDA twin pregnancy. The
pregnancy was complicated by foetal distress and pre-eclampsia,
necessitating surgical intervention for safe delivery. The patient
reported that she initially detected the lump while breastfeeding,
and it was associated with mild discomfort but no pain, nipple
discharge, or signs of inflammation. Given the recent pregnancy
and lactation, the possibility of a lactational adenoma was initially
considered. However, the rapid growth of the mass raised
concerns about a neoplastic process. The patient had a significant
prior history of a similar lump in the same breast 15 years ago,
which was surgically excised at that time. No detailed records of
histopathological analysis from the previous surgery were available.
On physical examination, a well-circumscribed, firm, and large
mass measuring approximately 15 cm in diameter was palpable,
involving all quadrants of the right breast as shown in [Table/Fig-1].
Due to the massive size of the tumour, which involved nearly the
entire breast parenchyma, the lesion manifested as diffuse unilateral

[Table/Fig-1]: Clinical photograph demonstrating diffuse enlargement of the right
breast precluding clear demarcation between the lump and normal breast tissue.
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breast enlargement rather than a discrete, well-demarcated lump
on clinical examination. There were no skin changes, retraction, or
ulceration noted. The mass was non tender, and no palpable nipple
abnormalities were observed. Examination of the left breast was
unremarkable. However, mild enlargement of the right axillary lymph
nodes was detected, prompting further imaging studies to assess
potential regional involvement.

Breast USG revealed a well-defined, lobulated, heterogeneously
hypoechoic solid lesion that was wider than tall as shown in [Table/
Fig-2]. Internal cystic areas were observed, suggesting areas of
necrosis or degeneration within the tumour. The lesion was seen
diffusely occupying the right breast and exerting a mass effect
by displacing normal breast parenchyma peripherally. Doppler
imaging demonstrated peripheral vascularity, further supporting
the possibility of a solid neoplasm. Additionally, the ducts in the
retroareolar region appeared dilated, indicative of duct ectasia.
Multiple enlarged right axillary lymph nodes were present, displaying
increased hilar vascularity.

RADIAL

[Table/Fig-2]: Grey scale B mode image showing well-defined, lobulated, hetero-
geneously hypoechoic solid lesion.
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Subsequently, contrast-enhanced MRI of the breast was performed
to obtain further characterisation of the lesion. MRI revealed a
large, lobulated, heterogeneously enhancing mass measuring
15.5x17x11.8 cm, with non enhancing areas and regions of
haemorrhage [Table/Fig-3a,b]. The lesion appeared heterogeneously
hypointense on T1-weighted images and hyperintense on T2-
weighted images, with diffusion restriction on Diffusion-Weighted
Imaging (DWI) and corresponding low signals on the Apparent
Diffusion Coefficient (ADC) map [Table/Fig-3c-f]. Notably, the mass
extended anteriorly up to the subcutaneous region, while posteriorly,
it compressed the underlying pectoralis muscle, causing loss of fat
planes without evidence of muscle infiltration. Multiple tortuous
branches of the internal mammary and lateral thoracic arteries
vascularised the lesion. A few enlarged right axillary lymph nodes
were also observed, with the largest measuring 2.5 x 1 cm.

MRS was also performed, which demonstrated a choline peak,
indicating increased cellular turnover. Additionally, the largest lesion
exhibited a Type Il kinetic curve, a pattern often seen in aggressive
tumours. These findings further supported the suspicion of a phyllodes
tumour and helped differentiate it from other benign fibroepithelial
lesions such as fibroadenomas, which typically lack such aggressive
imaging characteristics as shown in [Table/Fig-3g,h].

Given the tumour’s large size and risk for malignancy, the patient
underwent a wide local excision of the mass with the goal of
achieving clear surgical margins. Histopathological examination of
the excised tumour revealed a biphasic architecture, comprising
both epithelial and stromal components. These histopathological
features confirmed the diagnosis of a recurrent phyllodes tumour
of the right breast as shown in [Table/Fig-4]. The patient had
an uneventful postoperative recovery and was discharged on
postoperative day five with recommendations for close follow-up.
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DISCUSSION

Phyllodes tumours are rare fibroepithelial neoplasms of the breast,
accounting for <1% of all breast tumours [1]. These tumours are
characterised by a biphasic pattern with both epithelial and stromal
components, and they exhibit a variable biological spectrum,
ranging from benign to borderline and malignant forms. While
benign phyllodes tumours may behave similarly to fibroadenomas,
borderline and malignant variants have a higher risk of recurrence [2].
The aetiology of phyllodes tumours remains unclear, but hormonal
influences, genetic mutations, and prior breast lesions have been
implicated in their pathogenesis [3].

Clinically, phyllodes tumours present as rapidly enlarging, well-
circumscribed breast masses. They typically occur in middle-
aged women but can also be seen in younger individuals. Unlike
fioroadenomas, phyllodes tumours grow quickly and may recur even
after surgical excision [4]. The recurrence rate varies depending on
tumour grade, with reported rates of 8% to 36% for benign, 14% to
36% for borderline, and 23% to 46% for malignant tumours [5]. Wide
local excision with negative surgical margins remains the treatment
of choice, as inadequate excision is the most significant risk factor for
recurrence in phyllodes tumours [6]. Recurrent phyllodes tumours,
particularly those occurring many years after the initial excision, are
rare [7]. Studies suggest that inadequate surgical margins are the
most significant predictor of recurrence, with rates varying between
10% and 40% depending on completeness of excision [8,9].

Recurrent phyllodes tumours, on USG are typically well-defined,
hypoechoic lesions with lobulated margins, moderate to marked
vascularity, and occasionalinternal cystic spaces or posterior acoustic
enhancement, reflecting stromal overgrowth and degeneration,
according to findings from a large sonographic study of recurrent
phyllodes lesions, in which 88.9% had well-defined margins, and

[Table/Fig-3]: a,b) Axial T1WI and T2WI MR images of bilateral breasts showing a heterogeneous signal intensity mass occupying the entire right breast with hypointense
signal clefts; ¢,d) Axial DWI and ADC MR images showing a heterogeneous mass in the right breast with areas of diffusion restriction on DWI and corresponding low signal
on ADGC; e,f) Post-contrast coronal MR and dynamic contrast images revealing a heterogeneously enhancing right breast mass with non enhancing and haemorrhagic areas;
g,h) MR Spectroscopy (MRS) demonstrating a choline peak, with the largest lesion exhibiting a Type Il kinetic curve.

[Table/Fig-4]: Excised right breast tumour showing a biphasic pattern with
epithelial and stromal components (blue arrow), marked stromal overgrowth, mild
pleomorphism, and myxoid changes (H&E, 40x).

83.4% showed increased blood flow on Doppler imaging [10].
In a case of recurrent gigantic borderline phyllodes tumour, MRI
revealed a 12.8 cm lobulated heterogeneously enhancing mass
with accompanying enlarged lymph nodes, demonstrating the value
of MRl for preoperative planning [11].

Local recurrence is significantly linked to positive surgical margins and
large tumour size, and recurrent tumours can maintain or progress
in histological grade over time. One report described a patient
who had six recurrences following initial excision, highlighting the
unpredictable clinical outcome [12]. In a series of recurring lesions,
histologic features of recurrence replicated the original pathology in
two-thirds of cases, whereas one-third exhibited change in grade
at recurrence, emphasising the possibility of biological evolution [7].
Adjuvant radiotherapy is considered for high-risk cases, particularly
if surgical margins are close or if there is a history of multiple
recurrences [13].
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CONCLUSION(S)

This case highlights the importance of recognising phyllodes tumours
as a potential cause of recurrent breast lumps, particularly in young
females. The long interval between this patient’s initial excision and
recurrence underscores the unpredictable nature of these tumours
and the necessity for long-term surveillance. Given the rapid growth
pattern and potential for recurrence, early identification through
imaging and histopathological confirmation is essential for accurate
diagnosis.
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