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Abstract

Introduction: Fibroadenomas and phyllodes tumors are fibroepithelial lesions of the breast that differ significantly in
their clinical behavior, prognosis, and management. While fibroadenomas are common benign tumors in young women,
phyllodes tumors are rare and can range from benign to malignant with a potential for local recurrence and distant
metastasis. The coexistence of both these lesions in contralateral breasts is exceptionally rare and poses diagnostic and

therapeutic challenges.

Case presentation: We report a case of a 32-year-old premenopausal woman who presented with bilateral breast lumps,
which upon excision and histopathological evaluation were confirmed to be a fibroadenoma in the right breast and a

benign phyllodes tumor in the left breast.

Discussion: Though both fibroadenoma and phyllodes tumor originate from the terminal duct-lobular unit and share
overlapping clinical and radiological features, they differ significantly in their natural history and management. The co-
existence of these two entities in separate breasts may be incidental or suggest a common underlying stromal

predisposition.

Conclusion: This report highlights the importance of careful clinical, radiological, and pathological correlation in

distinguishing between these two entities and tailoring appropriate treatment strategies.
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Introduction

Fibroepithelial breast tumors comprise a heterogeneous
group of biphasic neoplasms, including fibroadenomas
and phyllodes tumors. While both share similar clinical
and imaging features, they diverge in biological
behavior, recurrence risk, and treatment approach (1).

Fibroadenomas are the most common benign breast
tumors in women under 35 years, characterized by a
proliferation of both stromal and epithelial
components. They typically present as well-
circumscribed, mobile, painless masses. In contrast,
phyllodes tumors, accounting for less than 1% of all
breast neoplasms, are rare fibroepithelial lesions that
can be classified into benign, borderline, or malignant
subtypes based on histological features such as stromal
cellularity, atypia, mitotic activity, and margins. Unlike
fibroadenomas, phyllodes tumors can recur locally and
have metastatic potential (2).

The concurrent presence of fibroadenoma and
phyllodes tumor in contralateral breasts is exceedingly
rare (3). Only a few such cases have been reported in
the literature, underscoring the need for a high index of
suspicion and accurate histopathological diagnosis to
guide surgical and postoperative management.

This case report aims to present the clinical course,
diagnostic work-up, treatment, and follow-up of a
patient with fibroadenoma and benign phyllodes tumor
in opposite breasts.

Case presentation

A 32-year-old female presented in the surgery OPD
with a lump in the left breast for 1 year and a mass in
the right breast for 4 months. The lump in the left breast
was painful, rapidly progressive and involved the
whole of the breast, while the mass in right breast was
painless. On clinical examination, left breast was
enlarged with an ill-defined, tender with bosselated
surface measuring 17x10cm along with an enlarged
level 1 lymph node. Right breast mass was firm,
mobile, non-tender located in upper outer quadrant,
measuring 4x2x2cm. FNAC was performed which
revealed a fibroepithelial lesion, favoring cellular
fibroadenoma; however, benign phylloids tumor could

Journal of Current Oncology and Medical Sciences

not be excluded, for which histopathological
correlation was advised. Mastectomy with levell
lymph node dissection as it was enlarged and palpable,
was done in left breast and enucleation of mass was
done in right breast. Both the specimens were sent in
formalin for histopathological examination.

Microscopic examination of the left mastectomy
specimen revealed histological features of benign
phyllodes tumor with mildly increased stromal
cellularity, mild stromal atypia and mitosis of 1-2/high
power field. Proliferation marker Ki-67 applied was 1-
2%. No heterologous element identified. All the
resected margins, overlying skin, underlying base, and
nipple-areola complex were free from tumor
infiltration, grossly and microscopically. Lymph node
submitted was free from metastatic tumor deposits and
revealed reactive lymphoid hyperplasia.  Sections
examined from right breast showed features of
conventional fibroadenoma. The postoperative period
was uneventful. The patient was advised regular
follow-up with clinical and imaging surveillance due to
the potential for recurrence of phyllodes tumor. At 12
months of follow-up, the patient remained
asymptomatic with no evidence of recurrence on

ultrasound (Figure 2).

| 1514



R. Verma, et al.

Journal of Current Oncology and Medical Sciences

Figure 1. (A) Gross picture of excised 4x2x2 cm
encapsulated nodular breast lump from right breast. (B) cut
surface of right breast lump showing well-circumscribed
homogeneous white fleshy area. (C) H&E-stained section at
200x showing fibroadenoma (pericanalicular pattern) with
no stromal atypia.

Figure 2. (A) Gross picture of left breast lump measuring
17x10x4 cm. (B) Cut section of breast lump showing well
circumscribed grey white areas with cleft like spaces and
cystic areas. Margins inked with green) are free grossly. (C)
(D) &E stained section at 200x and 400x respectively
showing stromal proliferation with mild atypia in a leaf-like
pattern capped by benign ductal epithelium and intact
myoepithelial layer.
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Discussion

Fibroadenoma and phyllodes tumor originate from the
terminal duct-lobular unit and share overlapping
clinical and radiological features. However, they differ
significantly in their natural history and management.
The co-existence of these two entities in separate
breasts may be incidental or suggest a common
underlying stromal predisposition (3,4).

Fibroadenomas are a frequently encountered benign
breast neoplasm, commonly seen in the reproductive
age group but can be found at any age. They present as
smooth, rubbery, painless, mobile breast lumps, hence
also known as breast mouse. Fibroadenoma grows
slowly, and the growth often stops and in a
considerable proportion of patients, they become
smaller in size or resolve completely (5).
Asymptomatic  fibroadenomas are also often
discovered in older women during mammographic
screening, observed radiologically as masses or
calcifications. Core biopsy or fine needle aspiration
cytology confirmation of fibroadenoma allows
avoidance of surgery, unless symptoms and/or rapid
growth warrant removal. Grossly, the fibroadenoma
shows rounded to lobulated, variably encapsulated
borders, with fibrous to myxoid cut surface. Variants of
fibroadenoma include cellular, complex, juvenile and
myxoid forms. Out of these, the cellular variant is
mostly confused with phyllodes tumor, as both show
increased density of stromal cells but have no
significant stromal atypia (6).

On the other end of the spectrum in fibroepithelial
lesions is the Phyllodes tumor, which is a
comparatively rare tumor of the breast accounting for
<1% of all breast malignancies, and has an incidence of
about 2.1 per million (7). It is classified by WHO as
benign, borderline, and malignant based on stromal
cellularity, atypia and mitotic rate. Most of these
tumors are benign, but some have a malignant
potential. These tumors are commonly seen during the
4th or 5th decade of life, can grow rapidly and
associated symptoms can mimic other types of breast
carcinoma as well as cellular variants of fibroadenoma.
It usually compresses the surrounding tissue, causing
demarcation and presents clinically as a benign breast
mass, with rapid growth sometimes, or as a long-
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standing lump in the breast with sudden rapid increase
in size and <can be associated with blue
discoloration, dilated skin veins, skin ulcers, nipple
retraction, and palpable axillary lymph nodes in rare
cases. Itrarely involves the nipple-areola complex
or causes ulceration to the skin (7,8).

On gross examination, phyllodes tumors can resemble
fibroadenomas, but typically show slit-like clefts on the
cut surface, producing a leaf-like appearance.
Microscopically, this correlates with prominent stromal
cellularity, varying degrees of atypia, stromal
overgrowth, and mitotic. World Health Organization
classifies phyllodes as benign, borderline, and
malignant based on  histologic criteria, which
include stromal cellularity, degree of
cellular pleomorphism, mitotic activity, tumor margin,
and stromal pattern. A benign PT is characterized by
well-defined tumor borders, mild stromal cellularity,
none to mild atypia, < 5 mitotic figures per 10 high-
power fields (HPF), and lack of stromal overgrowth or
malignant  heterologous components.  Whereas
malignant type is characterized by marked stromal
cellularity and atypia, permeative margins, stromal
overgrowth, and mitotic activity of at least 10/10 HPFs.
The most common differential for benign phyllodes is
fibroadenoma, which is determined by the presence of
mild stromal atypia and mitotic activity in the case of
phyllodes (7-9).

Molecular studies show that fibroadenomas, including
cellular variants, often harbor mutations in genes such
as MED12, KMT2D, and RARA. Benign phyllodes
tumors may demonstrate overlapping mutations but at
different frequencies, with MED12 mutations being
more common. Additionally, benign phyllodes tumors
display a higher prevalence of TERT promoter
mutations, which may contribute to their distinct
biology. Since the mutation studies cannot be fully
relied upon, confirmation usually needs a combination
of  clinical, radiological, cytological, and
histopathological correlation (10,11).

In the present case, histomorphology and the low Ki-
67 index were sufficient for diagnosis. Molecular
testing for MED12 and TERT promoter mutations was
not performed because routine histopathology and
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immunohistochemistry provided adequate diagnostic
certainty.

Conclusion

The coexistence of fibroadenoma and phyllodes tumor
in opposite breasts presents a unique clinical scenario.
Though both entities come under the broad category of
fibroepithelial lesions of the breast as per WHO
classification, they have different clinical courses and
outcomes. Phyllodes tumors have a potential for
recurrence, necessitating complete excision with clear
margins. Fibroadenomas, on the other hand, are
managed conservatively unless symptomatic or
increasing in size. Accurate distinction between these
two fibroepithelial lesions is essential, as their
management protocols and long-term outcomes differ
significantly.
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