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Introduction

Pathologically, phyllodes tumor (PT) is a rare type of 
neoplasms of breasts. The proportion of PTs is 0.3–1% 
among all breast tumors. According to the World Health 
Organization (WHO) classification of tumors, PTs can 
be classified into benign, borderline, and malignant by 
histological features (1). Osteoclast-like giant cells (OLGCs) 
have been found in various tumors such as invasive breast 
cancer, leiomyosarcoma, and undifferentiated pancreatic 
carcinoma (2-4). But as far as we know, rare cases of 
malignant PTs with OLGCs in pathological findings were 
reported (5). We present the following case in accordance 
with the CARE reporting checklist (available at http://
dx.doi.org/10.21037/gs-20-845).

Case presentation

All procedures performed in studies involving human 
participants were in accordance with the ethical standards 
of our hospital research committee and with the Helsinki 
Declaration (as revised in 2013). Written informed consent 
was obtained from the patient. A 49-year-old Chinese 
female presented with a huge breast mass of football size in 
August 2020. She complained of a palpable mass in her left 
breast for 2 years, and she didn’t go to the hospital until the 
mass had grown so rapidly that the tumor ulcerated most 
of the breast skin within 4 months. The appearance of the 
tumor was lobulated with massive necrosis and a putrid 
smell (Figure 1A). She had no previous history of breast 
neoplasms or other carcinomas. She had some additional 
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symptoms of headache and dyspnea. The reason of the 
symptoms which we found after examinations was that 
rapidly growing of the tumor and a big amount of exudate 
had caused moderate anemia. The amount of hemoglobin 
was as low as 86 g/L at the beginning and kept dropping. 

Preoperative imaging tests, including, PET-CT showed no 
lymph node involvement or distant metastases (Figure 1B).  
A biopsy was performed before the operation which 
revealed a malignant tumor with spindle-like cells of 
marked cellular pleomorphism. However, the final diagnosis 
of the spindle-like tumor needed extensive sampling and 
comprehensive assessment. 

When the patient was prepared for the operation, we 
performed wide excision including the ipsilateral breast 
and a part of the pectoralis major below. The resection 
margin was 2 cm from the tumor border. Transplantation of 
medium-thickness free skin flap taking from lower abdomen 
was performed to restore the big wound (Figure 1C). The 
wound was healed without complications within a month 
(Figure 1D). The vacuum assisted closure (VAC) system was 
applied for wound healing in the first week after surgery 
(Figure 2). The patient left the hospital within 5 days after 
the surgery. No adjuvant therapy was administered. She was 
satisfied with the treatment.

The resection specimen is weighted 1.695 kg and the  
specific size of the mass is about 23 cm ×21 cm ×6 cm  (Figure 3).  

Figure 1 Preoperative appearance and radiologic evaluation, postoperative views after mastectomy and skin graft. (A) Appearance of the 
tumor when the patient is hospitalized. (B) PET-CT had shown the huge tumor but found no distant metastasis. (C) After the mastectomy, a 
free skin flap harvested from abdomen was transplanted to the skin defect. (D) 1 month after surgery. 

Figure 2 The vacuum assisted closure (VAC) system can help the 
wound heal more quickly.
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Diligent sampling was to make the pathological diagnosis 
comprehensively. In post-operation histopathology 
observation, pleomorphic spindle-like stromal cells 
were dominant. Abnormal cells showed marked nuclear 
pleomorphism, cellular atypia and mitotic activity. At the 
tumor periphery, adipose tissue was infiltrated by tumor 
cells. In some regions, leaf-like stromal fronds were found 
capped by benign epithelium. Many vascular proliferation 
and focal necrosis were also commonly seen. We had 
not found any heterologous sarcoma component such as 
osteosarcoma, liposarcoma, or chondrosarcoma. The stroma 
was composed almost of non-specific high grade spindle-like 
sarcomatous component. Surprisingly, in a large number 
of slices, multinuclear giant cells were scattered over the 
stromal cell’s background. Immunohistochemically CD68 
and vimentin were positive confirming cells to be OLGCs. 
In spindle-like cells, positive immunohistochemical 
stain findings were vimentin, PhHH3, and Ki-67 with its 
proliferation index of 40%. Myo-D1, AE1/AE3, p63 were 

negative. In endothelial cells, CD34, CD31, and D2-40 were 
positive. E-cadherin and p120 were negative (Figure 4). The 
combination of histopathological and immunohistochemical 
results manifested that the diagnosis was malignant PT 
with OLGCs. No local recurrence or metastasis was found 
by imaging examinations after a follow-up period of 3 
months. The patient is still undergoing an active follow-up. 
A timeline was shown in Figure 5 indicating the important 
events of the disease development and treatment.

Discussion

PTs originate from the intralobular and periductal stroma 
consisting of hypercellular stromal cells and epithelial cells. 
Currently, the etiology of PTs is unknown. A growing 
number of studies have suggested its mechanism. Several 
gene mutations were found in fibroepithelial neoplasms 
such as MED12, TERT, and RARA which were commonly 
occurred (6).

Figure 3 Gross appearance and cut surface of the resected breast specimen. (A,C) The size of the tumor is about 23 cm ×21 cm ×6 cm. The 
skin was disappeared. (B) Necrosis in cut surface. (D) The resection specimen is weighted 1.695 kg.
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Clinically, PTs tend to grow quickly. The average size of 
PTs is about 4 cm. Compared to borderline or benign PTs, 
malignant PTs are larger (7). Judged from the appearance, 
tumors that fungate through the skin as fleshy polypoid 
outgrowths are always malignant. But neither size nor growth 
rate is the predictor of the malignancy grade of PTs (8).  
Although the patient had a 2-year duration and a huge 
tumor, luckily, no distant metastasis was found through 
auxiliary examinations. We assumed that the tumor size or 
the duration of the disease may not be an effective indicator 
for distant metastasis. Some studies have come to similar 
conclusions (9).

Microscopically, the main characteristic of the PTs is 
exaggerated intracanalicular overgrowth forming leaf-like 

stromal fronds extending into lumina capped by luminal 
epithelial and myoepithelial cell layers. The diagnosis must 
be made by extensive sampling due to the heterogeneity 
of the tumor. The WHO classification of the breast 
tumors was generally accepted as the grading criteria of 
the PTs. They suggest that malignant PTs should meet the 
following criteria: (I) Significant nuclear pleomorphism 
and proliferation of stromal cells with loss of epithelium 
under low magnification (40×); (II) ≥10 mitoses per 10 high 
power fields of 0.5 mm in diameter and 0.2 mm2 in area; 
(III) increased stromal cellularity and an invasive margin; 
(IV) meanwhile, the presence of malignant heterologous 
elements, except well-differentiated liposarcoma, can 
diagnose malignant PTs even if it has no other features (1).  

Figure 4 Histological and immunohistochemical results of the tumor. (A) The Hematoxylin & eosin (HE) stain: atypical spindle-like cells 
and mitotic activity were observed with numerous osteoclast-like giant cells (OLGCs) (×100). (B) CD68(+) in OLGCs (×200). (C) Leaf-
like stroma capped by epithelium (×40). (D) Vimentin (+) (×100). (E) Lysozyme (+) (×200). (F,G) CD31(+) and CD34(+) revealed the vascular 
proliferation (×100). (H) D2-40(+) (×100). (I) PHH3(+) (×100). 
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Figure 5 A timeline showed what’s found and done.

A palpable mass was
found in her left breast. 

The mass rapidly grew
and ulcerated the skin.

Malignant phyllodes tumor was
confirmed by post-operative pathology 

and OLGCs were observed.

The mastectomy was performed
and the wound was restored

by skin transplantation.
There is no local

recurrence or metastasis.
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Malignant PTs are often misdiagnosed as sarcomas and 
metaplastic carcinoma. Spindle-like cells with nuclear 
pleomorphism and active mitosis are common characteristics 
of PTs and metaplastic carcinomas. Malignant epithelial 
elements can be found in metaplastic carcinomas, whereas 
typical leaflike architectures capped by benign epithelium 
were presented in PTs. Negative for Cytokeratins (CKs) 
and p63 can also assist to distinguish PTs from metaplastic 
carcinomas (9). Morphology can distinguish primary 
sarcomas of the breast from malignant PTs.

Remarkable findings were OLGCs in our case, which are 
characterized by bulky cells and multiple nucleuses. OLGCs 
were found in various malignant bone tumors and epithelial 
origin tumors. The functions and origins of OLGCs are not 
clear yet. Usually, they are regarded as a fusion of multiple 
monocytes (10). Interactions between tumors and OLGCs 
are still under research. OLGCs were often associated 
with an inflammatory, fibroblastic, hypervascular stroma 
in breast carcinomas (1). We observed a large number of 
hyperplasia vessels within the tumor. The possible reason 
for the pathological changes has been studied that large 
amounts of VEGF and MMP12 promote the aggregation 
of macrophages and angiogenesis around tumor cells (3).  
Therefore, OLGCs recruited by hemorrhagic and chronic 
inflammatory foci in tumors may be common cells in 
tumor pathology process. Undifferentiated carcinoma of 
the pancreas with OLGCs is also a rare type of pancreatic 
tumor. This tumor is often a large cystic neoplasm with 

hemorrhage and necrosis (11). In our case, the tumor as 
a rapidly growing neoplasm, necrosis and hemorrhage 
occurred. OLGCs may be reactive cells for ingesting 
necrotic tissue and hemorrhage. Among breast malignant 
tumors, a few cases were reported that OLGCs were found 
in invasive breast carcinomas (10,12). However, OLGCs 
were rarely found in soft tissue tumors such as malignant 
PTs. In some cases, OLGCs seem to be considered a better 
prognosis because breast cancer with OGLCs are 90% 
luminal A (13). Zhang et al. reported a case of a pancreas 
carcinoma with OLGCs. They considered the existence 
of OLGCs had fewer lymph node involvement and better 
prognosis (4). As few cases of OLGCs in malignant PTs 
were reported in the literature, therefore, the relationship 
between OLGCs and prognosis is hard to infer (5). 

Wide excision still the prime treatment for malignant 
PTs. How wide is sufficient for the excision margin is still 
controversial. According to the NCCN guideline, a 10 mm 
margin was recommended. Additionally, meta-analysis had 
proved that ≥10 mm surgical margins benefit for a lower 
local recurrence risk. Patients with positive margins warrant 
a re-excision to obtain sufficient margins. Studies based 
on multicenter data indicate that the incidence of lymph 
node involvement was less than 1% among malignant 
PTs (14). Therefore, routine axillary staging or dissection 
was not generally accepted. Autologous skin grafts are an 
efficient way for large defects caused by the resection of 
large tumors. However, pectoralis major must be resected 
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in order to obtain a negative margin. A variety of local flaps 
or free flaps show better aesthetics and durability than skin 
grafts (15). Additionally, the VAC system is wildly used in 
various wounds, decreasing wound morbidity and duration 
of hospitalization (16).

The locoregional recurrence of malignant PTs was about 
23–30% (8). A transformation from benign or borderline 
PTs to malignant PTs was observed in recurrent cases (17).  
Due to the deficient number of cases, there were few 
prospective studies for adjuvant therapy. Most retrospective 
studies showed that radiotherapy might contribute to the 
low local recurrence but no benefit to disease-free survival 
(DFS) or overall survival (OS) (18). There is also no 
solid evidence that chemotherapy can reduce the rate of 
recurrence or death (19). 

Conclusions

We present a unique huge malignant PT without distant 
metastasis. We can summarize a few points from this 
case. First, wide excision including radical mastectomy 
followed by skin transplantation in a one-stage operation 
could be a feasible treatment for huge PTs. Second, 
OLGCs were uncommonly found in malignant PTs. 
Tumors with OLGCs may have large tumor size, necrosis 
and hemorrhage. The significances of these cells are not 
clear yet. Third, malignant PTs could have a very long-
time clinical course, and it may not be the indicator for 
metastasis. Finally, huge tumors and rare types of cells 
provide an opportunity to explore tumor formation and 
development. Further research of the molecular mechanism 
for the OLGCs in malignant PTs may potentially update 
the interventions of diseases.

Acknowledgments

Funding: None.

Footnote

Reporting Checklist: The authors have completed the CARE 
reporting checklist. Available at http://dx.doi.org/10.21037/
gs-20-845

Peer Review File: Available at http://dx.doi.org/10.21037/gs-
20-845

Conflicts of Interest: All authors have completed the ICMJE 

uniform disclosure form (available at http://dx.doi.
org/10.21037/gs-20-845). The authors have no conflicts of 
interest to declare.

Ethical Statement: The authors are accountable for all 
aspects of the work in ensuring that questions related 
to the accuracy or integrity of any part of the work are 
appropriately investigated and resolved. All procedures 
performed in studies involving human participants were in 
accordance with the ethical standards of the institutional 
research committee and with the Helsinki Declaration (as 
revised in 2013). Written informed consent was obtained 
from the patient.

Open Access Statement: This is an Open Access article 
distributed in accordance with the Creative Commons 
Attribution-NonCommercial-NoDerivs 4.0 International 
License (CC BY-NC-ND 4.0), which permits the non-
commercial replication and distribution of the article with 
the strict proviso that no changes or edits are made and the 
original work is properly cited (including links to both the 
formal publication through the relevant DOI and the license). 
See: https://creativecommons.org/licenses/by-nc-nd/4.0/.

References

1.	 Dilani L, Valerie AW, Beiko W, et al. WHO Classification 
of Tumours, Breast tumours. 5th ed. Lyon: International 
Agency for Research on Cancer, 2019.

2.	 Ohashi R, Hayama A, Matsubara M, et al. Breast carcinoma 
with osteoclast-like giant cells: A cytological-pathological 
correlation with a literature review. Ann Diagn Pathol 
2018;33:1-5.

3.	 Xu Z, Gu J, Zhang S, et al. Leiomyosarcoma with 
osteoclast-like (LMS-OGC) giant cells the breast: A 
report of a rare case. Thorac Cancer 2019;10:2054-6.

4.	 Zhang L, Lee JM, Yoon JH, et al. Huge and recurrent 
undifferentiated carcinoma with osteoclast-like giant cells 
of the pancreas. Quant Imaging Med Surg 2018;8:457-60.

5.	 Fernández-Aguilar S, Noël JC. Malignant phyllodes 
tumor of the breast with osteoclast-like giant cells: a case 
report. Ann Pathol 2007;27:31-4.

6.	 Chang HY, Koh VCY, Md Nasir ND, et al. MED12, 
TERT and RARA in fibroepithelial tumours of the breast. 
J Clin Pathol 2020;73:51-6.

7.	 Hamdy O, Saleh GA, Raafat S, et al. Male Breast Huge 
Malignant Phyllodes. Chirurgia (Bucur) 2019;114:512-7.

8.	 Lu Y, Chen Y, Zhu L, et al. Local Recurrence of Benign, 

http://dx.doi.org/10.21037/gs-20-845
http://dx.doi.org/10.21037/gs-20-845
http://dx.doi.org/10.21037/gs-20-845
http://dx.doi.org/10.21037/gs-20-845
http://dx.doi.org/10.21037/gs-20-845
http://dx.doi.org/10.21037/gs-20-845
https://creativecommons.org/licenses/by-nc-nd/4.0/


1514 Liu et al. A huge breast malignant PT with OLGCs 

© Gland Surgery. All rights reserved.   Gland Surg 2021;10(4):1508-1514 | http://dx.doi.org/10.21037/gs-20-845

Borderline, and Malignant Phyllodes Tumors of the 
Breast: A Systematic Review and Meta-analysis. Ann Surg 
Oncol 2019;26:1263-75.

9.	 Wei J, Tan YT, Cai YC, et al. Predictive factors for the 
local recurrence and distant metastasis of phyllodes tumors 
of the breast: a retrospective analysis of 192 cases at a 
single center. Chin J Cancer 2014;33:492-500.

10.	 Zagelbaum NK, Ward MF 2nd, Okby N, et al. Invasive 
ductal carcinoma of the breast with osteoclast-like giant 
cells and clear cell features: a case report of a novel 
finding and review of the literature. World J Surg Oncol 
2016;14:227.

11.	 Sah SK, Li Y, Li Y. Undifferentiated carcinoma of the 
pancreas with osteoclast-like giant cells: a rare case 
report and review of the literature. Int J Clin Exp Pathol 
2015;8:11785-91.

12.	 Ohashi R, Yanagihara K, Namimatsu S, et al. Osteoclast-
like giant cells in invasive breast cancer predominantly 
possess M2-macrophage phenotype. Pathol Res Pract 
2018;214:253-8.

13.	 Ofri A, Noushi F, O'Toole S. Invasive breast carcinoma 
with osteoclast-like giant cells (OLGC): A rare entity 
causing diagnostic confusion. Breast J 2020;26:1831-2.

14.	 Gullett NP, Rizzo M, Johnstone PA. National surgical 
patterns of care for primary surgery and axillary staging of 
phyllodes tumors. Breast J 2009;15:41-4.

15.	 Park JS, Ahn SH, Son BH, et al. Using local flaps in a 
chest wall reconstruction after mastectomy for locally 
advanced breast cancer. Arch Plast Surg 2015;42:288-94.

16.	 Cocjin HGB, Jingco JKP, Tumaneng FDC, et al. Wound-
Healing Following Negative-Pressure Wound Therapy 
with Use of a Locally Developed AquaVac System as 
Compared with the Vacuum-Assisted Closure (VAC) 
System. J Bone Joint Surg Am 2019;101:1990-8.

17.	 Co M, Chen C, Tsang JY, et al. Mammary phyllodes 
tumour: a 15-year multicentre clinical review. J Clin Pathol 
2018;71:493-7.

18.	 Zeng S, Zhang X, Yang D, et al. Effects of adjuvant 
radiotherapy on borderline and malignant phyllodes 
tumors: A systematic review and meta-analysis. Mol Clin 
Oncol 2015;3:663-71.

19.	 Makar GS, Makar M, Ghobrial J, et al. Malignant 
Phyllodes Tumor in an Adolescent Female: A Rare Case 
Report and Review of the Literature. Case Rep Oncol 
Med 2020;2020:1989452.

Cite this article as: Liu T, Jiang L, Li J, Sun J, Li H, Gao J, 
Li S, Li J, Zhao H. A huge malignant phyllodes tumor of the 
breast with osteoclast-like giant cells: a case report. Gland Surg 
2021;10(4):1508-1514. doi: 10.21037/gs-20-845


