
 www.clinmedcasereportsjournal.com 083https://doi.org/10.29328/journal.acr.1001085

Case Presentation

Patient with Fibroadenoma on 
Biopsy, Found to have Phyllodes on 
Final Pathology: A Case Report
Niharika Singh1*, Pons Materum2, Artemio Zavala2, Riddhish 
Sheth2 and Edna Kapenhas3

1Department of Surgery, Stony Brook University Hospital, Stony Brook, NY 11794, USA 
2Department of Pathology, Stony Brook University Hospital, Stony Brook, NY 11794, USA
3Department of Breast Surgery, Stony Brook Southampton Hospital, Southampton, NY 11968, USA

More Information 

*Address for correspondence: 
Dr. Niharika Singh, Department of Surgery, 
Stony Brook University Hospital Stony Brook, NY 
11794, USA, 
Email: Niharika.Singh@stonybrookmedicine.edu

Submitted: December 11, 2023
Approved: December 27, 2023
Published: December 28, 2023

How to cite this article: Singh N, Materum P,
Zavala A, Sheth R, Kapenhas E. Patient with 
Fibroadenoma on Biopsy, Found to have 
Phyllodes on Final Pathology: A Case Report. 
Arch Case Rep. 2023; 7: 083-086.

DOI: 10.29328/journal.acr.1001085

 https://orcid.org/0000-0001-9177-4316

Copyright license: © 2023 Singh N, et al. This
is an open access article distributed under the 
Creative Commons Attribution License, which 
permits unrestricted use, distribution, and 
reproduction in any medium, provided the original 
work is properly cited.

Keywords: Phyllodes tumor; Fibroadenomas; 
Breast surgery; Surgical excision

OPEN ACCESS

Introduction 

The distinction between ibroadenomas and phyllodes 
tumors continues to be a diagnostic dilemma. The management 
of these lesions is different. Fibroadenomas can be safely 
observed or an enucleation can be performed. In contrast, it 
is recommended that phyllodes tumors be excised with 1 cm 
margins to prevent recurrence. 

Fibroadenomas and phyllodes tumors are both breast 
ibroepithelial lesions [1]. Phyllodes tumors are classi ied into 

benign, borderline, and malignant grades based on stromal 
cellularity and atypia, mitotic count, and degree of overgrowth 
[2]. Benign phyllodes tumor has overlapping features with 
cellular ibroadenoma, whereas malignant phyllodes tumors 
can be confused with primary breast sarcoma [2]. Some 
suggest that a subset of phyllodes tumor progress from 
ibroadenoma [1,3]. 

Clinical features are used to help distinguish between 
ibroadenomas and phyllodes tumors. One study showed that 

phyllodes tumors were statistically more likely to present 
with symptoms of breast pain [4]. Another study found that 
the average age of presentation for phyllodes tumors was 
older than those with ibroadenoma (39 years vs. 23 years), 
and phyllodes tumors were more likely to be larger than 
ibroadenomas at surgical excision (5 cm vs. 2 cm) [5]. 
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On imaging, phyllodes tumors are statistically more likely 
to have clefts or round cysts on ultrasound or have a core 
needle biopsy specimen consistent with phyllodes tumor [4]. 
On MRI, indings of tumor size greater than or equal to 3 cm, 
irregularity, lobulated margins (100% vs. 90%), internal cystic 
areas (46% vs. 27%), and hypervascularity were statistically 
more likely to be associated with phyllodes tumors than 
ibroadenomas [6,7]. Distinguishing ibroadenomas and 

phyllodes continues to be a question of clinical interest, 
even arti icial intelligence has been suggested as a means of 
distinguishing ultrasound images of phyllodes tumors versus 
ibroadenoma [8,9]. 

On cytology, phyllodes tumors were more likely to have 
folded epithelial sheets, stromal fragments, spindle stromal 
cell nuclei, and cellular atypia than ibroadenomas on ine 
needle aspiration [5]. There are no established criteria for 
evaluation of immunochemistry stains (such as Ki-67, p53, 
and beta-catenin) to help stratify ibroadenoma and phyllodes 
tumors [10]. Excisional biopsies remain the gold standard 
for differentiating ibroadenomas and phyllodes tumors; 
however, core needle biopsies are less invasive and may also 
provide important diagnostic information. In a study analyzing 
core needle biopsies that raised the possibility of phyllodes 
tumors, it was determined that the negative predicative value 
of core needle biopsies for phyllodes tumors was 93% and the 
positive predicative value was 83% [11]. 
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As phyllodes tumors can present similarly to 
ibroadenomas, they can be inappropriately enucleated. It is 

recommended that if a 1 cm margin has not been obtained, 
the patient should undergo re-excision to obtain appropriate 
margins for phyllodes [12]. Mangi, et al. found that post-
excision recurrences occurred in cases with positive margins 
or margins of < 1 cm, with recurrence rates of 15% - 20% 
being cited [12]. 

In this case report, we analyze a patient presenting with 
a breast mass with multiple core needle biopsy results 
consistent with ibroadenoma, who underwent enucleation 
and was found to have phyllodes tumor on inal pathology, 
thereby requiring surgical re-excision. 

Case presentation 
A 43-year-old female with a past medical history of anxiety 

presents with a palpable left breast mass. Her family history is 
remarkable for breast cancer in her mother and maternal aunt, 
but her mother’s genetic testing was negative. The patient had 
menarche at 16 years old, did not have any biological children, 
and had used oral contraceptive pills for 13 years. Her Gail 
Model showed a 3.2% 5-year risk of breast cancer and 26% 
lifetime risk of breast cancer. Tyrer-Cuzick Risk Assessment 
indicated a 4.4% 10-year risk and 24% lifetime risk of breast 
cancer. 

In 2016, the patient initially presented for her left breast 
mass. On sonogram, the mass was 2.1 cm, BIRADS 4. The 
patient then underwent an ultrasound-guided core biopsy, 
which was consistent with a ibroadenoma.

In 2019, the patient re-presented with a subjectively 
enlarging mass. A sonogram showed a 4.5 cm complex cystic 
mass in the upper outer quadrant of her left breast, BIRADS 
4B. An ultrasound-guided core biopsy was performed that 
was consistent with a ibroadenoma. At this point, it was 
recommended that the patient undergo an excision of the 
mass. She scheduled the surgery but subsequently canceled 
the surgery due to the COVID-19 pandemic. 

She next re-presented in 2023 due to the increased size 
of the mass. On mammogram, the mass measured 6 cm x 6 
cm (Figure 1), and on ultrasound, the patient’s mass was 
7.1 x 4.0 cm (Figure 2). MRI showed a 6.3 cm x 3.5 cm x 5.7 
cm mass with more heterogenous enhancement, BIRADS 4
(Figure 3). She underwent an excisional biopsy which 
revealed a lobulated mass 8.6 cm x 6.4 cm with bluish cystic 
areas and brown cystic luid. Cytology of the luid showed 
atypical ductal cells. On histology, the tumor exhibited mild 
to moderate stromal hypercellularity with sparse mitoses 
and modest cellular atypia without overt stromal overgrowth. 
The irregular border featured focally in iltrative edges 
appearing as elongated epithelial-lined clefts, resulting in a 
“leaf-like” appearance. Overall, these features were consistent 
with a benign phyllodes tumor (Figure 4). 

Approximately 4 weeks later, the patient subsequently 
underwent an ultrasound to visualize a seroma of the prior 
enucleation site (Figure 5) and Savi-Scout was used to localize 
the area (Figure 6). The patient had an excisional biopsy 

Figure 1: Mammogram of patient in 2023, showing 6 cm x 6 cm left breast mass.

Figure 2: Ultrasound of patient in 2023, showing a 71 x 40 mm mass.

Figure 3: MRI revealed a 6.3 cm x 3.5 cm x 5.7 cm mass with more heterogenous 
enhancement.

Figure 4: Photomicrograph (H&E, 2x power) of phyllodes tumor, exhibiting a 
biphasic neoplasm composed of benign epithelium and hypercellular stroma 
exhibiting a predominantly intracanalicular growth pattern with focal pericanalicular 
growth. Stromal proliferation results in distortion and elongation of epithelium-lined 
clefts (arrows).
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performed, with no additional areas of benign phyllodes 
tumor identi ied. 

Results and discussions 
This case highlights the challenge of distinguishing 

ibroadenomas and phyllodes tumor radiologically and 
pathologically. Distinguishing between ibroadenomas and 
phyllodes tumors is an issue of clinical signi icance, as the 
management is different between the two diagnoses. While 
excisional biopsies remain the gold standard of differentiating 
ibroadenomas and phyllodes tumors, core needle biopsies 

may also provide useful diagnostic information while also 
reducing the need for operative management of breast 
ibroepithelial lesions. Although the negative predictive value 

of core needle biopsies for phyllodes tumors is high (93%) [5], 
we explore a case study of a patient with phyllodes tumor who 
had multiple core needle biopsy results previously consistent 
with ibroadenoma. 

While re-excision is widely recommended for phyllode 
tumors after enucleation, the best way to complete a re-
excision with appropriate margins of a prior enucleated mass 
has not been well described [13.14].

Nguyen, et al. described a case report of a ibroepithelial 
lesion consistent with ibroadenoma on imaging, but phyllodes 
tumor could not be ruled out, so a surgical excision was 
performed [15]. They cite that the pathologist’s suggestion of 
a phyllodes tumor was a helpful adjunct in determining the 
most appropriate surgical resection technique [15]. 

In the current work, we explore a case report in which 
multiple biopsies were consistent with ibroadenoma without 
the suggestion of a phyllodes tumor. Additionally, we propose 
a technique to obtain safe margins through the technique of 
Savi-Scout localization of a seroma cavity to allow for excision 
with 1 cm margins.

Furthermore, this case report illustrates the importance 
of the patient’s clinical presentation. The patient was in her 
40s, and had a rapidly enlarging mass, with a lesion size of 6 
cm, which are features more consistent with phyllodes tumor 
[4,5]. In this situation, we also explore how to achieve re-
excision with negative margins after a prior enucleation for 
a phyllodes tumor. By performing an ultrasound for a seroma 
and localizing the prior cavity, a safe surgical re-excision with 
appropriate margins could be performed. 

Conclusion
It is important to maintain suspicion for benign phyllodes 

even when approached with core needle biopsies consistent 
with ibroadenoma. Clinical features of the patient, including 
older age, fast rate of growth, and mass size greater than 6 cm 
should raise suspicion for phyllodes over ibroadenoma. In the 
event that a mass consistent with ibroadenoma is enucleated 
and found to be phyllodes on pathology, surgical re-excision 
with appropriate margins can be obtained by using ultrasound 
to identify a seroma cavity and using Savi-Scout localization to 
guide the dissection. 

Ethical considerations 

The informed consent of the patient was obtained prior to 
publication of this case report. 
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