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Introduction 

Phyllodes tumors (PTs) of the breast are rare fibroepithelial tumors that constitute 0.3%–0.5% and 2%–3% of primary breast tumors and 
fibroepithelial tumors, respectively (1). They may be observed in all ages; nevertheless, they are mostly observed in the age range of 35–55 years 
(2). They are radiologically and clinically similar to fibroadenomas (FAs); however, they are differentiated from FAs with increased cellularity and 
metastatic invasion capacity of the local recurrence and malignant types. Although it was previously termed “cystosarcoma phyllodes” by Müller 
because of its macroscopically similar appearance with sarcoma, it is now termed PT by World Helath Organization (3, 4). PTs are classified 
as benign, borderline, and malignant phyllodes based on histological features such as cellular atypia, mitotic count, tumor necrosis, stromal 
overgrowth, and tumor margins. Approximately 60%–75% of all PT cases are benign (5). 

The essential treatment modality is by surgical intervention. Although the National Comprehensive Cancer Network (NCCN) guidelines 
recommend large local excision with a least surgical margin of 1 cm, recent studies have reported the application of excisions with narrower 
surgical margins. Tumor size, surgical therapeutic technique, and tumor-related histopathological features have been found to be associated with 
recurrences, as well as surgical margin status in literature (6). In the present study, we aimed to analyze the clinicopathological findings, our 
treatment approach, and treatment outcomes in patients diagnosed with PT, who applied to our clinic.

Materials and Methods

The hospital records of 26 patients, who were treated for PT of the breast between January 2008 and December 2019 in the Clinic of General 
Surgery Department of Pamukkale University Medical Faculty, were retrospectively analyzed, following approval of the study by The Clinical 
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ABSTRACT

Objective: We aimed to analyze the clinicopathological findings, treatment approach, and treatmen outcomes in patients diagnosed with phyllodes tumor 
(PT).

Materials and Methods: The clinicopathological data of 26 patients with PT, who were treated between 2008 and 2019, were retrospectively analyzed.

Results: Mean age was 35.07±13.95 years (range: 14–71), while mean tumor size was 54.76±29.24 mm (range: 25–135). Benign, borderline, and 
malignant PT were detected in 18 (69.2%), 3 (11.5%), and 5 (19.2%) patients, respectively. Marginless excision was performed in 20 patients (76.9%), 
while six (23.1%) patients underwent mastectomy. A statistically significant correlation of tumor type with mean tumor size and mean age was observed 
(p=0.041 and p=0.013, respectively). Margin positivity on first excision was more frequent in the malignant tumors (p=0.02). No statistically significant 
correlation of PT type with presence of breast cancer in the family history, and tumor localization was observed (p=0.79 and p=0.13, respectively). Mean 
postoperative follow-up duration was 56 months (range: 6–147). Local recurrence was not observed in any of the patients. Lung and left vastus lateralis 
muscle metastases were encountered. The patient with lung metastasis became exitus because of the same reason 6 months after detection of the metastasis.

Conclusion: PT is a rare fibroepithelial tumor of the breast that is characterized by a mixed histology seen in younger ages when compared to the classical 
breast tumors. The probability of PT should be considered in the presence of a rapid-growing mass in the breast. In addition, it should also be considered 
that the contribution of imaging techniques may be limited.
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Ethics Committee of Pamukkale University Medical Faculty (number: 
60116787-020/28618).

Demographic data, clinical findings, diagnostic imaging techniques, 
surgical technique and dates, pathological examination results, and 
follow-up patient records were evaluated. Patients with a follow-up 
duration of at least 6 months were included for this study. Tumors were 
classified as benign, borderline, and malignant tumors. The patients 
were compared in terms of age, tumor size and type, margin status on 
the first excision, presence of breast cancer in family history, surgical 
therapeutic modality, metastasis, and mean follow-up duration.

Statistical analysis

All the statistical analysis was performed using SPSS Statistics for 
Windows Version 25.0 (SPSS, IBM, Chicago, IL, USA). Essential 
features of the patients were represented by descriptive statistics. 
One-way analysis of variance was used in compare the tumor types 
in terms of variables such as age, tumor size, and follow-up duration. 
Categorical variables were compared using Fisher’s Exact test. We 
obtained some categorical data that do not meet 25% of cells > n=5 
rule, according to the Fisher's Exact test. This study could not be 
carried out with an “n” number of patient population indicating 

sample size not exceeding 25% of cells, since a rarely seen tumor type 
was investigated.

Results

The study included 26 patients (all female) treated for PT of the breast 
between year 2008 and 2019 (Table 1). 

Demographic structure

Mean age of the patients was 35.07±13.95 years (range: 14–71), while 
mean tumor size at diagnosis was 54.76±29.24 mm (range: 25–135). 
Of the patients diagnosed with PT, 22 (84.6%) and four (15.4%) were 
premenopausal and postmenopausal, respectively. In addition, Of the 
total 26 patients, 12 (46.2%) and 14 (53.8%) were below and over 30 
years of age, respectively.

Diagnosis

Patients were diagnosed based on clinical findings, radiological 
imagings, and histopathological examination.

Of the patients diagnosed, 24 (92.3%) patients applied due to 
complaint of mass, which was localized in the left breast in 65.4% 
of the patients. Mass was detected by routine control examinations 

Table 1. Comparison between clinicopathological features and tumor types

Characteristic Benign Borderline Malignant p-value

n (%) or mean (standard deviation)

Age 29.50 (10.52) 49.66 (9.29) 46.40 (15.58) 0.013

Tumour size mean (mm) 46.33 (22.32) 48.33 (12.58) 89.00 (36.46) 0.041

Initial margin status

Negative 17 (94.4%) 2 (66.7%) 2 (40.0%)
0.022

Positive 1 (5.6%) 1 (33.3%) 3 (60.0%)

Family history of breast cancer

No 15 (83.3%) 2 (66.7%) 4 (80.0%)
0.794

Yes 3 (16.7%) 1 (33.3%) 1 (20.0%)

Operation

Lumpectomy 18 (100.0%) 2 (66.7%) 0 (0.0%)
<0.001

Mastectomy 0 (0.0%) 1 (33.3%) 5 (83.3%)

Location

Right 4 (22.2%) 2 (66.7%) 3 (60.0%)
0.135

Left 14 (77.8%) 1 (33.3%) 2 (40.0%)

Distant metastasis

No 18 (100.0%) 3 (100.0%) 3 (60.0%)
0.011

Yes 0 (0.0%) 0 (0.0%) 2 (40.0%)

Axilla

Without axillary surgery 18 (100.0%) 2 (66.7%) 0 (0.0%)

<0.001SLNB 0 (0.0%) 1 (33.3%) 3 (60.0%)

AD 0 (0.0%) 0 (0.0%) 2 (40.0%)

Follow-up (year) 5.43 (4.24) 4.53 (3.18) 2.86 (3.22) 0.451

p<0.05 was accepted as statistically significant

SLNB: Sentinel lymph node biopsy; AD: Axillary dissection; n: Number
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of the patients. Findings from the examinations included masses 
with moderate stiffness, smooth surface, and partial mobility. As 
expected, higher stiffness and less mobility were determined in the 
masses assessed according to histopathological examination; however, 
no additional findings, such as irregular edges or cutaneous changes 
and nipple discharges similar with those of typical breast cancers, 
was encountered despite the large tumor size. Multiple masses in 
unilateral breast and/or single masses in bilateral breasts were initially 
identified as FAs in the baseline examination and/or ultrasonography 
in twelve (46.15%) of the patients (all below 30 years of age). Masses 
that demonstrated rapid growth during the follow-up period were 
excised and diagnosed with benign PT according to histopathological 
examination. In addition, six of the 12 patients with comorbidity of 
PT and FAs had undergone at least one surgical operation for FAs in 
their medical history. FAs was determined in only one (7.1%) of the 
14 patients (over 30 years of age) diagnosed with PT. 

Diagnostic ultrasonography was performed in all the patients. 
Hypoechoic solid mass lesions with regular margin were detected in 
18 patients, while eight patients were found to have lobulated contour 
masses with heterogeneous appearance and increased vascularity. 
Patients with borderline and malignant PT were included in this group. 
Mean tumor sizes were calculated as 46.3±22.32 mm, 48.3±12.58 
mm, and 89.0±36.46 mm for benign, borderline, and malignant PTs, 
respectively.

Mammography was performed in 10 patients over 40 years of age. 
Macrolobulated lesions with regular contours (BI-RADS 2), BI-
RADS 0 appearance and necessity of an additional examination, and 
BI-RADS 4 lesion were encountered in five, three and two patients, 
respectively.

Dynamic contrast-enhanced breast MRI was performed in 
seven (26.9%) patients suspected with malignancy according to 
examinations and other imaging techniques; four (57.1%) patients 
had Type 1 lesion, while Type 3 contrast-enhanced lesion, which 
indicates suspicion of malignancy, was detected in 3 (42.9%) patients. 
All patients encountered with Type 3 contrast enhancement were 
diagnosed with malignant PT after excision. Radiological images of 
other patients diagnosed with malignant tumors were not different 
from those of benign tumors. 

Tru-cut biopsy was performed in four patients with clinically and 
radiologically suspected malignancy; however, malignant PTs were 
reported in only two (50%) of these four patients. 

Treatment modality

Mass excision was primarily preferred in all the patients; however, 
mastectomy was suggested for patients with confirmed malignancy 
and a ratio of tumor size to breast tissue that may pose a cosmetic 
problem after excision. Unfortunately, none of the patients accepted 
this suggestion. The tumors technically considered to be benign were 
excised close to the margin, remaining no residual tumor tissue (20 
patients, 76.9%). On the other hand, macroscopically, a margin-
free excision of 2 cm was performed in the tumors identified to be 
malignant according to tru-cut biopsy result or tumors considered to be 
clinically malignant. Mastectomy was suggested for patients diagnosed 
with malignant PT according to the pathological examination report 
and margin positivity or close margin. Mastectomy was performed in 
patients who accepted this suggestion (six patients, 23.1%). Sentinel 
lymph node biopsy was performed in patients with tumor size >5 

cm, outer quadrant localization, and high histological grade (four 
patients). Axillary dissection without sentinel lymph node biopsy was 
performed in only two patients, since no histopathological diagnosis, 
except “malignant mass”, could be established by preoperative tests 
and intraoperative frozen procedure; as well as due to the fact that 
enlarged axillary lymph nodes were detected.

Adjuvant chemotherapy and radiotherapy were implemented in three 
of the patients diagnosed with malignant PT.

Histopathological evaluation

Postoperative histopathological examination revealed 18 benign 
PTs (69.2%), three borderline PTs (11.5%), and five malignant 
PTs (19.2%). One of the malignant patients was 17-week pregnant 
(20%). Mastectomy was performed for 5 malignant and 1 borderline 
PT patient. Tumor was close to the surgical margin according to the 
histopathological examination of the first surgery in all the patients. No 
metastasis was detected in patients who underwent axillary dissection 
or sentinel lymph node biopsy.

The results of statistical analysis

Malignant PTs had statistically significantly larger diameter (p=0.041).

It was determined that tumor types and age distribution are 
statistically significantly correlated and that benign phyllodes 
tumors are encountered in younger ages (mean patients ages were 
29.50±10.52 and 49.66±9.26 years in the benign and malignant 
tumors, respectively) (p=0.013).

The correlation between margin status of the patients on first excision 
and tumor type were analyzed and margin positivity was found to be 
significantly higher in the malignant tumor as estimated (p=0.02). 

The tumor type was not significantly correlated with presence of breast 
cancer in the family history and tumor location (p=0.79 and p=0.13, 
respectively).

Mean postoperative follow-up duration was 56 months (range: 
6–147months). Local recurrence was determined in none of the 
patients. Lung and left vastus lateralis muscle metastases were 
encountered in one patient each diagnosed with malignant PT (Table 
2). The patient with metastasis to lung became exitus due to a similar 
reason 6 months after detection of the metastasis.

Discussion and Conclusion

PTs are group of tumors that require early diagnosis, given their 
malignancy potential and probability to reach larger sizes even though 
they are rarely seen.

The etiology of PTs and their relationship with FAs are still not 
clear. Noguchi et al. (7) showed that a major part of the FAs contain 
polyclonal elements and should be accepted as hyperplastic lesions. It 
thas been proposed that monoclonal proliferation may develop from 
polyclonal element due to somatic mutation. Also, growth factors 
produced by breast epithelium and stimulated by trauma, breastfeeding, 
pregnancy, and hyperestrogenism are considered to be responsible in 
the etiology of PT (4, 7). In our case series, FAs were clinically and/or 
ultrasonographically present in 12 (46.1%) of the patients below 30 
years of age and previous excision of FAs was experienced in half of 
these patients. Chen et al. (8) reported a previous FAs excision in the 
history of 22 patients in their cases series of 172 patients.
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PTs are detected in younger ages (averagely 42–45 years) when compared to classical adenocarcinomas 
of the breast (1, 9, 10). Mean age of our case series was 35 years, which is similar with that of the case 
series of Ditsatham and Chongruksut (11). As stated in our study, borderline and malignant PTs were 
determined in more advanced ages than benign tumors.

The essential application complaint of the patients is a palpable mass in the breast in all the age 
groups. Particularly, rapidly progressive painless mass should be a warning against PT (12). It may 
be a single mass and may present bilateral and multifocal localization (13). In our case series, 92.3% 
of the patients applied due to the complaint of mass and the tumor was localized in the upper outer 
quadrant of the breast in more than half of the patients. 

PTs are hardly differentiated from the FAs using imaging techniques because they are macroscopically 
smooth-surfaced and multilobulated masses (14). Recent studies have reported that well-contoured 
tumors with rapid contrast enhancement and high signal intensity in T2-weighted images of 
gadolinium-enhanced dynamic MRI of the breast were compatible with benign PTs (15). Tumor size 
is important in differentiation of PTs from the FAs and in classification between the phyllodes types. 
Many studies have reported a correlation between the tumor size and risk for malignancy (2, 4, 10). 
In literature, mean diameter of the PTs and FAs were reported to be 4-7 and 2 cm, respectively (2, 4, 
10). Mean tumor size was 5.47 cm in our case series and there was a correlation between tumor size 
and tumor type. PTs are classifed as benign, borderline, and malignant based on histopathological 
characteristics such as mitotic count detected in x10 high power fields, stromal cellularity, atypia, and 
stromal overgrowth beside surgical margin status (5). In literature, benign, borderline, and malignant 
tumors were determined in 72.7%, 18.4%, and 8.9% of the 605 patients in a large case series, 
respectively; whereas another study reported benign, borderline, and malignant PTs in 60%, 20%, 
and 20% of the patients, respectively (16, 17). In our study, the rates of the benign, borderline, and 
malignant tumors were found to be 69.2%, 11.5%, and 19.2%, respectively.

The treatment option for PT is surgery; however, there is no consensus yet on the width of the 
surgery that should be performed (8). NCCN guidelines recommends a large local excision with a 
margin-free incision of at least 1 cm (18). Tumor type, tumor size, breast size, breast/tumor ratio, 
and localization of the tumor are critical for the selection of the surgical technique. In literature, 
some studies have stated that local recurrence indicates a low rate such as 0%–13% in bening PTs 
and that positive surgical margin is not correlated with local recurrence. Therefore, local excision and 
close monitoring are adequate for such cases (11, 17, 19). On the other hand, larger excision and 
further mastectomy are recommended for patients with borderline and malignant PTs, taking the 
probability of inadequate surgical margin or sequelae of deformity into consideration, since these 
tumor types demonstrate higher local recurrence rates (20, 21). Surgical margin status is the essential 
parameter that affects the probability of local recurrence and higher local recurrence rates have been 
reported in patients with positive surgical margin (3, 20, 21). In our study, surgical margin positivity 
after the initial excision was 23.1%, while malignant and borderline PTs were detected in 80% (four 
patients) and 20% (one patient) of these cases. Mastectomy was recommended and performed for 
these patients. Local recurrence was encountered in none of these patients.

PTs spread hematogenously. The rate of axillary metastasis is low (0%–2%) and therefore routine 
axillary examination is not recommended (8, 22). However, axillary examination can be performed 
in aggressive tumors with a diameter greater than 5 cm and high mitotic activity. We encountered no 
lymph node metastasis in the patients that we subjected to axillary examination. 

The patients diagnosed with malignant PT may manifest distant metastasis at a rate of 2.4%–7.5%. 
We detected distant metastasis in two (7.7%) patients (2, 23). Metastases to soft tissue, lung, and 
bone are the most common types of metastasis of PTs. It has been reported that metastases may rarely 
spread to the liver and heart (3). Borderline and malignant PTs are metastatic. It has been stated that 
metastatic tumors have histopathologically stromal components more than epithelial components 
(24). In our case series, metastases to lung and left vastus lateralis muscle were encountered in two 
patients diagnosed with PT. Furthermore, the patient with lung metastasis in our study became 
exitus 6 months later due to this reason. These patients had histopathologically remarkable stromal 
hypercellularity, cytological atypia, stromal overgrowth, and necrosis.

The role of adjuvant therapies such as radiotherapy and chemotherapy is controversial (25). Chaney 
et al. (26) reported that a surgical margin closer than 0.5 cm or surgical margin positivity, presence of 
the tumor larger than 10 cm in diameter, or recurrence tumor are the risk factors for local recurrence 
and suggested radiotherapy. There is no routine chemotherapy protocol established for the treatment Ta
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of PTs. Patients with malignant PTs that manifest high recurrence risk 
are the candidates for chemotherapy protocols including doxorubicin, 
dacarbazine, and iphosphomid (27). In our case series, radiotherapy 
and chemotherapy were administered in 2 patients diagnosed with 
metastatic malignant PT and one patient diagnosed with malignant 
PT larger than 10 cm in diameter. 

Five-year overall survival rates have been reported to be 91%–100% 
and 53.4%–91% in cases with benign and malignant PTs, respectively 
(27, 28). In our case series, overall survival rates at the end of the 
56-month follow-up process were 100% and 20%, respectively. 

As a consequence, PTs are rare fibroepithelial tumors of the breast 
(with a mixed histology) more commonly observed between 35–45 
years of age and have a tendency to develop large-size masses in the 
breast without axillary metastasis of the benign types. However, 
the malignant types have the potential for local recurrence and 
metastasis. The primary treatment option is surgery; nevertheless, 
there is no consensus yet on the adjuvant treatment modalities such 
as radiotherapy and chemotherapy. The number of the patients in our 
case series is inadequate for the recommendation an adjuvant therapy. 
However, we conclude that sharing our experience would be crucial 
for the diagnostic approach in the practical course. From this point of 
view, considering PT of the breast may not be possible in the initial 
examination of all the cases, since it is a rarely seen and may lead 
to delays in accurate diagnosis. The detection of FAs with a rate of 
10%–15%, particularly in females aged below 30 years of age in the 
community and inability to easily differentiate these cases from the 
phyllodes tumor of the breast by clinical examination and radiological 
imaging techniques may lead to delays in accurate diagnosis (29). 
Our clinical experience suggests that close and meticulous follow-
up is required in patients aged below 30 years of age, particularly in 
the patients with multiple FAs-like masses, because of technical and 
cosmetic difficulties, as well as the non-necessity of excision of all these 
masses. We recommend the arrangements of more frequent follow-up 
examinations with short intervals, application of tru-cut biopsy in the 
masses with rapid growth, and performance of excision in the cases 
with a definite result without waiting longer. It is obvious that every 
mass should be approached with suspicion in females over 30 years of 
age, among which classical breast cancer is frequently seen. However, 
the probability of PT of the breast should be considered in partially 
mobile masses with rapid growth and moderate stiffness rather than 
the well-known clinical symptoms of the breast cancer. It should also 
be considered that the contribution of the imaging techniques may be 
limited. In the light of our clinical experience, occasionally ignoring 
mass, omitting control examinations, or directing the physician 
subjectively to consider the mass as a benign tumor by stating that 
“the mass was located here for many years” are the possible reasons for 
the delay in the process of diagnosis. Therefore, excision of the mass 
without delay may provide both diagnostic and therapeutic benefits 
in this group of patients, especially when tru-cut biopsy indicates no 
definite result.

Key Points

• Phyllodes tumors are rare tumors.

• Rapidly and painless progression of the mass should be a warning 
against phyllodes tumor. 

• The contribution of imaging techniques is limited and biopsy is 
necessary, particularly in patients over 30 years of age.

Ethics Committee Approval: The Clinical Ethics Committee of Pamukkale 
University Medical Faculty (number: 60116787-020/28618).

Informed Consent: Retrospective study.

Peer-review: Externally-peer reviewed.

Authorship Contributions
Surgical and Medical Practices: E.E., S.Y.; Concept: E.E., S.Y.; Design: 
S.Y., M.R.A.; Data Collection or Processing: Y.A.K., U.Ö.; Analysis or 
Interpretation: S.Y., M.R.A.; Literature Search: U.Ö.; Writing: S.Y., E.E.

Conflict of Interest: The authors declare that they have no conflict of interest.

Financial Disclosure: There are no financial conflicts of interest to disclose.

References

1. Bernstein L, Deapen D, Ross RK. The descriptive epidemiology of 
malignant cystosarcoma phyllodes tumors of the breast. Cancer. 1993; 
71: 3020-3024. (PMID: 8387873) [Crossref ]

2. Reinfuss M, Mituś J, Duda K, Stelmach A, Ryś J, Smolak K. The 
treatment and prognosis of patients with phyllodes tumor of the breast: 
an analysis of 170 cases. Cancer 1996; 77: 910-916. (PMID: 8608483) 
[Crossref ] 

3. Atalay C, Kınaş V, Çelebioğlu S. Analysis of patients with phyllodes 
tumor of the breast. Turk J Surgery Ulusal Cerrahi Derg 2020; 30: 129-
132. (PMID: 25931913) [Crossref ]

4. Mishra SP, Tiwary SK, Mishra M, Khanna AK. Phyllodes tumor of breast: 
a review article. ISRN Surg 2013; 2013: 361469. (PMID: 23577269) 
[Crossref ]

5. Zhang Y, Kleer CG. Phyllodes tumor of the breast: histopathologic 
features, differential diagnosis, and molecular/genetic updates. Arch 
Pathol Lab Med 2016; 140: 665-671. (PMID: 27362571) [Crossref ]

6. Li J, Tsang JY, Chen C, Chan SK, Cheung SY, Wu C, et al. Predicting 
outcome in mammary phyllodes tumors: relevance of clinicopathological 
features. Ann Surg Oncol 2019; 26: 2747-2458. (PMID: 31111353) 
[Crossref ] 

7. Noguchi S, Motomura K, Inaji H, Imaoka S, Koyama H. Clonal analysis 
of fibroadenoma and phyllodes tumor of the breast. Cancer Res 1993; 53: 
4071-4074. (PMID: 8395336) [Crossref ]

8. Chen WH, Cheng SP, Tzen CY, Yang TL, Jeng KS, Liu CL, et al. Surgical 
treatment of phyllodes tumors of the breast: retrospective review of 172 
cases. J Surg Oncol 2005; 91: 185-194. (PMID: 16118768) [Crossref ]

9. Hanby AM, Walker C, Tavassoli FA, Devilee P. Pathology and Genetics: 
Tumours of the Breast and Female Genital Organs. WHO Classification 
of Tumours series - volume IV. Lyon, France: IARC Press; 2003: 250. 

10. Barrio AV, Clark BD, Goldberg JI, Hoque LW, Bernik SF, Flynn LW, et 
al. Clinicopathologic features and long-term outcomes of 293 phyllodes 
tumors of the breast. Ann Surg Oncol 2007; 14: 2961-2970. (PMID: 
17562113) [Crossref ]

11. Ditsatham C, Chongruksut W. Phyllodes tumor of the breast: diagnosis, 
management and outcome during a 10-year experience. Cancer Manag 
Res 2019; 11: 7805-7811. (PMID: 31695485) [Crossref ]

12. Zhao H, Cheng X, Sun S, Yang W, Kong F, Zeng F. Synchronous bilateral 
primary breast malignant phyllodes tumor and carcinoma of the breast 
with Paget’s disease: a case report and review of the literature. Int J Clin 
Exp Med 2015; 8: 17839-17841. (PMID: 26770378) [Crossref ]

13. Mallory MA, Chikarmane SA, Raza S, Lester S, Caterson SA, Golshan 
M. Bilateral synchronous benign phyllodes tumors. Am Surg 2015; 81: 
E192-E194. (PMID: 25975306) [Crossref ]

https://www.doi.org/10.1002/1097-0142(19930515)71:10<3020::aid-cncr2820711022>3.0.co;2-g
https://www.doi.org/10.1002/(sici)1097-0142(19960301)77:5<910::aid-cncr16>3.0.co;2-6
https://www.doi.org/10.5152/UCD.2014.2719
https://www.doi.org/10.1155/2013/361469
https://www.doi.org/10.5858/arpa.2016-0042-RA
https://www.doi.org/10.1245/s10434-019-07445-1
https://pubmed.ncbi.nlm.nih.gov/8395336/
https://www.doi.org/10.1002/jso.20334
https://breast-cancer-research.biomedcentral.com/articles/10.1186/bcr788
https://www.doi.org/10.1245/s10434-007-9439-z
https://www.doi.org/10.2147/CMAR.S215039
https://pubmed.ncbi.nlm.nih.gov/26770378/
https://pubmed.ncbi.nlm.nih.gov/25975306/


41

Yılmaz et al. Phyllodes Tumors of the Breast

14. Cosmacini P, Zurrida S, Veronesi P, Bartoli C, Coopmans de Yoldi GF. 
Phyllode tumor of the breast: mammographic experience in 99 cases. Eur 
J Radiol 1992; 15: 11-14. [Crossref ]

15. Balaji R, Ramachandran KN. Magnetic resonance imaging of a benign 
phyllodes tumor of the breast. Breast Care Basel Switz 2009; 4: 189-191. 
(PMID: 15125750) [Crossref ]

16. Suzuki-Uematsu S, Shiraishi K, Ito T, Adachi N, Inage Y, Taeda Y, 
et al. Malignant phyllodes tumor composed almost exclusively of a 
fibrosarcomatous component: a case report and review of malignant 
phyllodes tumors with metastases. Breast Cancer Tokyo Jpn 2010; 17: 
218-224. (PMID: 19350353) [Crossref ]

17. Ogunbiyi S, Perry A, Jakate K, Simpson J, George R. Phyllodes tumour 
of the breast and margins: How much is enough. Can J Surg J Can Chir 
2019; 62: E19-E21. (PMID: 31695485) [Crossref ]

18. Tremblay-LeMay R, Hogue J-C, Provencher L, Poirier B, Poirier E, 
Laberge S, et al. How wide should margins be for phyllodes tumors of the 
breast? Breast J 2017; 23: 315-322. (PMID: 27901301) [Crossref ]

19. Tan H, Zhang S, Liu H, Peng W, Li R, Gu Y, et al. Imaging findings in 
phyllodes tumors of the breast. Eur J Radiol 2012; 81: e62-e69. (PMID: 
21353414) [Crossref ]

20. Kim S, Kim J-Y, Kim DH, Jung WH, Koo JS. Analysis of phyllodes 
tumor recurrence according to the histologic grade. Breast Cancer Res 
Treat 2013; 141: 353-363. (PMID: 24062207) [Crossref ]

21. Rodrigues MF, Truong PT, McKevitt EC, Weir LM, Knowling MA, Wai 
ES. Phyllodes tumors of the breast: The British Columbia Cancer Agency 
experience. Cancer Radiother 2018; 22: 112-119. (PMID: 29523388) 
[Crossref ]

22. Verma S, Singh RK, Rai A, Pandey CP, Singh M, Mohan N. Extent 
of surgery in the management of phyllodes tumor of the breast: a 
retrospective multicenter study from India. J Cancer Res Ther 2010; 6: 
511-515. (PMID: 21358091) [Crossref ]

23. Demian GA, Fayaz S, El-Sayed Eissa H, Nazmy N, Samir S, George T, 
et al. Phyllodes tumors of the breast: Analysis of 35 cases from a single 
institution. J Egypt Natl Cancer Inst 2016; 28: 243-248. (PMID: 
27406381) [Crossref ]

24. Koh VCY, Thike AA, Tan PH. Distant metastases in phyllodes tumours of 
the breast: an overview. Appl Cancer Res 2020; 37: 15. [Crossref ]

25. Tan BY, Acs G, Apple SK, Badve S, Bleiweiss IJ, Brogi E, et al. Phyllodes 
tumours of the breast: a consensus review. Histopathology 2016; 68: 
5-21. [Crossref ]

26. Chaney AW, Pollack A, McNeese MD, Zagars GK. Adjuvant radiotherapy 
for phyllodes tumor of breast. Radiat Oncol Investig 1998; 6: 264-267. 
(PMID: 26768026) [Crossref ]

27. Macdonald OK, Lee CM, Tward JD, Chappel CD, Gaffney DK. 
Malignant phyllodes tumor of the female breast: association of primary 
therapy with cause-specific survival from the Surveillance, Epidemiology, 
and End Results (SEER) program. Cancer 2006; 107: 2127-2133. 
(PMID: 16998937) [Crossref ]

28. Chen AM, Meric-Bernstam F, Hunt KK, Thames HD, Oswald MJ, 
Outlaw ED, et al. Breast conservation after neoadjuvant chemotherapy: 
the MD Anderson cancer center experience. J Clin Oncol Off J Am Soc 
Clin Oncol 2004; 22: 2303-2312. (PMID: 15197191) [Crossref ]

29. Greenberg R, Skornick Y, Kaplan O. Management of breast 
fibroadenomas. J Gen Intern Med 1998; 13: 640-645. (PMID: 9754521) 
[Crossref ]   

https://www.doi.org/10.1016/0720-048X(92)90194-E
https://www.doi.org/10.1111/j.1075-122X.2004.21316.x
https://www.doi.org/10.1007/s12282-009-0099-7
http://canjsurg.ca/wp-content/uploads/2019/01/62-1-E19.pdf
https://www.doi.org/10.1111/tbj.12727
https://www.doi.org/10.1016/j.ejrad.2011.01.085
https://www.doi.org/10.1007/s10549-013-2684-x
https://www.doi.org/10.1016/j.canrad.2017.08.112
https://www.doi.org/10.1046/j.1525-1497.1998.cr188.x
https://www.doi.org/10.1200/JCO.2004.09.062
https://www.doi.org/10.1002/cncr.22228
https://www.doi.org/10.1002/(SICI)1520-6823(1998)6:6<264::AID-ROI3>3.0.CO;2-J
https://www.doi.org/10.1111/his.12876
https://www.doi.org/10.1186/s41241-017-0028-6
https://www.doi.org/10.1016/j.jnci.2016.06.004
https://www.doi.org/10.4103/0973-1482.77085

