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Abstract
Phyllode tumor (PT) is extremely rare tumor of the 
breast. Distant metastasis occurs in 10-20% of patients 
with malignant phyllode tumor. The most common 
sites of metastases are the lungs and bones. Although 
theoretically any organ may have metastasis, an isolated 
duodenum metastasis has not been documented as yet 
in the English-language literature. We report herein a 
case with a isolated duodenal metastasis from PT of 
breast in a 31 year-old-woman who underwent right 
mastectomy 4 years before because of the recurrent 
malignant PT. She presented to our hospital with massive 
upper gastrointestinal bleeding. Clinical evaluation 
revealed a huge mass originated from duodenum. Urgent 
laparotomy and pancreaticoduodenectomy were carried 
out in order to remove the bleeding duodenal mass. 
The pathologic examination of the resected specimen 
showed a malignant spindle cell tumor consistent with 
metastatic malignant PT. Our case of gastrointestinal 
bleeding due to an isolated duodenal metastasis as a 
result of hematogenous spread from malignant phyllode 
tumor of breast is unique in the English literature and 
pancreaticoduodenectomy is a curative treatment for 
patients with isolated duodenal involvement.
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INTRODUCTION
Duodenal metastases of  malignant tumors are rare. Lung 
cancer, renal cell carcinoma, breast carcinoma, and mali-
gnant melanoma are the most common primary tumors 
that metastasize to the pancreaticoduodenal region[1]. The 
proportion of  duodenal metastases from breast carcinoma 
has been reported in autopsy series as occuring in more 
than 15% patients, generally associated with extensive sy-
stemic spread, and clinical presentations from such meta-
stases have been described in less than 1% of  cases[2]. Lo-
bular infi ltrating carcinoma of  the breast is the histological 
type that most frequently metastasizes to the duodenum[2]. 
Infi ltrating ductal carcinoma of  the breast has also been 
reported to metastasize to the duodenum[2,3]. However, 
gastrointestinal metastases from phyllode tumor of  breast 
have rarely been reported in the literature[3,4]. To our know-
ledge, this report is the fi rst case in the English literature 
of  isolated duodenal metastases of  phyllode tumor.

CASE REPORT
A 31-year-old female presented to the surgical clinic with 
severe upper gastrointestinal bleeding (hematemesis and 
melena). She was diagnosed of  right breast phyllode tumor 
for which an excision of  4 cm mass was performed 6 years 
ago. Two years later she had a recurrence, and the excision-
al biopsy revealed malignant phyllode tumor, and hence 
she underwent a right mastectomy. She refused postopera-
tive radiation therapy for malignant PT. 

At the time she presented to our hospital, she was hy-
potensive with a blood pressure of  80/60 mm/Hg, and 
had temperature 36.2℃ (97.1°F ), pulse 106 bpm, and 
respiratory rate 18 breaths/min. She appeared pale, weak, 
and in distress, with a dry oral mucosa. A huge fi rm mass 
was palpable on epigastrium and upper right side on physi-
cal examination. Results of  laboratory testing on admis-
sion showed 8g/dL hemoglobin, 23.6% hematocrit, 38 
mg/dL blood urea nitrogen, and 1.8 g/dL albumin level. 
The results of  coagulation tests (prothrombin time and 
partial thromboplastin time) were within normal limits.

Upper gastrointestinal endoscopic examination revealed 
clotted blood in the stomach and an ulcerated duodenal tu-
mor without active bleeding. Computed tomography scan 
showed that the huge mass (10 cm ×15 cm in dimension) 
originated from duodenum, and compressedthe liver, pan-
creas, kidney, inferior vena cava, and superior mesenteric 
vein (Figure 1). Throughout testing, the patient remained 
hemodynamically unstable. A central line was placed, and 
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she received 8 units of  packed erythrocytes. Since it was 
impossible to stop bleeding by embolisation of  the huge 
mass, an urgent laparotomy and standard pancreaticoduo-
denectomy were carried out with the suspicion of  primary 
duodenal tumor.

Gross examination of  the resected specimen revealed a 
highly necrotic mass 15 cm×10 cm×10 cm in size within 
the wall of  duodenum and pancreas with tumor-free resec-
tion margins (Figure 2). Histopathologically, tumor consist-
ed of  spindle cells with prominent nuclear pleomorphism 
and high mitotic index. Neoplastic cells showed invasion 
of  all layers of  duodenum, including mucosa (Figures 3A 
and 3B). Patient’s mastectomy slides were obtained and 
compared to the duodenal tumor. Both tumors had the 
similar histopathological findings; atypical spindle cells 
showing an irregular cellular pattern without having an 
epithelial component (Figure 3C). Immunohistochemical 
analysis revealed only vimentin positivity in both tumors. 
The expressions of  pan-cytokeratin, CD-117, smooth 
muscle actin, S-100, desmin and CD-34, CD-31 and 
CD-68 were all negative. Thus, a diagnosis of  malignant 
spindle cell tumor consistent with metastatic malignant 
phyllode tumor was made.

The patient recovered uneventfully, and was discharged 
on the 10th postoperative day. The patient was alive and in 

good health 12 mo after surgery, with no evidence of  dis-
ease at the moment.

DISCUSSION
Phyllode tumor is an uncommon fibroepithelial breast 
neoplasm that accounts for 0.5-1.0% of  female breast 
tumor cases[5,6]. Phyllode tumors are generally classified 
into benign, borderline, and malignant tumors[5]. Malig-
nant forms comprise nearly 25% of  cases[7]. The rates of  
local recurrence and distant metastasis in patients with 
malignant PT range between 20-32% and 25-40%, respec-
tively[5,6]. Positive or close surgical margin and large tumor 
size are important factors responsible for developing local 
recurrence[5,8]. They usually metastasize to the lung, pleura, 
bone, and liver but discrete localizations of  metastases 
such as heart and central nervous system have also been 
reported[9,11]. The most reliable predictors for develop-
ment of  distant metastasis are stromal overgrowth, nuclear 
pleomorphism and high mitotic activity[6,7]. Mixed mesen-

Figure 1 Specimen of the pancreaticoduodenectomy with negative margin.

10 cm

R
R

Figure 2 Computed tomography showing a 10 cm  x 15 cm oval, mildly hypoechoic 
tumor with smooth margins.
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Figure 3 Neoplastic cells showing invasion of duodenal mucosa and submucosa 
(A) (H&E x 100); duodenal tumor consisted of haphazardly arranged pleomorphic 
spindle cells (B) (H&E x 200); breast tumor showing the similar histopathological 
fi ndings with the duodenal tumor (C) (H&E x 200).

1650         ISSN 1007-9327      CN 14-1219/ R     World J Gastroenterol      March 14, 2006     Volume 12    Number 10

www.wjgnet.com



S- Editor  Wang J    L- Editor  Kumar M    E- Editor  Bai SH

chymal components (osteosarcomatosis, chondrosarcom 
etc.) have also been reported to be associated with worse 
prognosis[7]. Whether both local recurrence and tumor size 
contribute to the development of  distant metastasis is still 
controversial[5,7,8]. In our case, the tumor size was 4 cm and 
the patient had a local recurrence 4 years ago. 

Distant metastases of  PT usually develop within 3 
years of  initial therapy, they may occur as soon as syn-
chronous presentation or as long as more than ten years[7]. 
Because lungs are the most common site of  metastasis 
for malignant phyllode tumors, all patients diagnosed with 
either a borderline or malignant lesion should undergo 
CT scanning of  the chest prior to defi nitive surgery. This 
scan should include the liver, although liver metastases are 
less common. The primary goal for treatment of  localized 
phyllode tumor is to achive wide, negative margin excisi-
on, this is generally agreed to include margins of  1 cm or 
greater. 

We would like to stress that the preoperative diagnosis 
of  a secondary gastrointestinal tumor begins with suspi-
cion based on the history of  a previously known non-ga-
strointestinal tumor[12,13]. In the presence of  gastrointestinal 
mass in patients with a history of  previous malignant PT, 
the physician should be aware of  the possibility of  gastro-
intestinal metastasis. The second primary tumor is known 
to be more common than isolated gastrointestinal metas-
tasis. It is crucial to distinguish a metastatic gastrointestinal 
tumor from a primary one because of  the therapeutic and 
prognostic implications[1,13]. Gastrointestinal metastasis can 
occur anywhere in the gut and can cause gastrointestinal 
symptoms, such as intestinal obstruction or bleeding. Ra-
diological and endoscopic evaluations are usually nonspe-
cific. Moreover, even histopathologically it is sometimes 
very difficult to distinguish a primary gastrointestinal 
stromal sarcoma or other sarcomas from a metastatic PT. 
In our case, we applied immunohistochemically a panel of  
antibodies to both duodenal and breast tumors. Results 
were not in concordance with other primary tumors. The 
histopathological fi ndings were very similar to malignant 
PT, although we could not fi nd any epithelial component, 
but it is a very well phenomenon that the metastases are 
commonly of  stromal elements only in malignant PT[5].

To our best of  knowledge, this is the fi rst report of  a 
PT metastasis to the duodenum. Currently, there are no 
clinical trials available to assess the best treatment regimen 
for metastatic PT. Experience with systemic therapy for 
metastatic PT is anecdotal. Chemotherapy may occasio-
nally afford some palliation[14,15]. Ifosfamide is thought to 
be the most active agent. There is no demonstrated role 
for hormonal therapy. Given this limited experience, ad-

juvant systemic therapy cannot be recommended even for 
poor prognosis tumors. However, surgical treatment may 
become an ultimate option for patients who develop com-
plication such as bleeding from the metastatic tumor, as 
seen in our case. Because of  the therapeutic and prognos-
tic implications, it is important to distinguish a metastatic 
gastrointestinal tumor from a primary one. 
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