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Abstract
	 Benign	 phyllodes	 tumour	 is	 a	 rare	 non-cancerous	 growth	 of	 the	 breast	 characterized	 by																											
a	solitary	unilateral	tumour	in	one	breast,	or	rarely	multifocal	in	one	or	both	breasts.	It	is	diagnosed	
on	the	basis	of	physical	examination,	imaging	studies,	and	fine-needle	aspiration	cytology.	In	this	
report,	we	present	a	case	of	benign	phyllodes	 tumour	with	an	unusual	presentation	of	 recurrent	
attacks	of	hypoglycemia,	which	can	be	attributed	to	secretion	of	insulin-like	growth	factor	II	from	
the	tumour.
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Introduction

 Phyllodes tumours of the breast are rare and 
account for < 1% of breast tumours, over half of 
which are benign. They usually present as breast 
lumps detected during routine examination, but 
are rarely detected with imaging modalities such                                                                                                                    
as mammography. Phyllodes tumours may 
resemble fibroadenomas and the two are often 
confused during diagnosis. Most women who 
are diagnosed with phyllodes tumour are pre-
menopausal. In very rare cases, adolescent 
girls may be diagnosed with this type of breast 
tumour. These tumours can be differentiated 
from malignant breast tumours on the basis of                                                                                                           
the mitotic index of the specimen obtained by a 
core needle biopsy (1–4). On mammography, 
these tumours appear to have a well-defined 
edge, and are not usually found near micro-
calcifications. In many cases, complete surgical 
removal is advocated because of their high 
tendency of recurrence (5,6).
 Women who undergo surgery for phyllodes 
tumour removal require close surveillance 
with follow-up mammograms, and physical 
examination at regular intervals. Malignant 
phyllodes tumours are best managed with 
wide excision of normal breast tissue around 
the tumour to obtain a 1 cm margin of normal 
appearing breast tissue. In most cases, radiation 
therapy is not required. Very large malignant 
phyllodes tumours may require mastectomy. 

Axillary dissection is not routinely recommended 
as metastases rarely occur. There is a low chance 
of recurrence for a benign phyllodes tumour in 
patients aged 45 years or older.

Case Report

 We report the case of a 20-year-old woman 
who presented with a large lump in the left breast 
since three months, and generalized weakness 
and fatigue since one month. The tumour 
was extremely large (approximately 34 cm in 
diameter) and had a distinct boundary. It was firm 
in consistency with structural distortion of the 
left breast without any ulceration or involvement 
of the nipple-areolar complex. Engorged veins 
were present over the entire left breast, whereas 
the right breast and axilla appeared normal                  
(Figure 1). 
 The patient was diagnosed with phyllodes on 
the basis of clinical examination, mammogram, 
and fine needle aspiration cytology of the tumour. 
The patient developed symptoms of sweating, 
delirium and loss of consciousness, and was 
found to have significant hypoglycemia (blood 
glucose: 20 mg/dL). Fasting insulin (12 uIU/
mL) and C-peptide (1.2 ng/mL) were within the 
normal limits (< 17 uIU/mL and 0.8–3.1 ng/mL, 
respectively). Ultrasonography of the abdomen 
ruled out the presence of insulinomas. Despite 
corrective measures with intravenous dextrose 
infusions, and oral glucose supplementation, the 
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Figure	 1: Pre-operative image showing the 
tumour in the left breast.

patient persisted to have recurrent episodes of 
hypoglycemia. A mastectomy of the left breast 
was performed in view of the bulk of the tumour, 
and intraoperatively it showed no violation of                                                                                                                   
the deeper planes or invasion into the chest 
wall. The patient recovered with complete 
resolution of the hypoglycaemic episodes. Final 
histopathological analysis confirmed the diagnosis 
(Figure 2) and complete excision of the tumour.
 
Discussion

 Fasting hypoglycaemia generally occurs 
in certain types of malignant tumours, as a part 
of paraneoplastic syndrome or usually in the 
extra-pancreatic tumours except for insulinomas                
(7–12). Previous studies by Hino et al. (13,14) 

Figure	 2: Histopathology slides; (a) Photomicrograph shows a biphasic tumour with glandular             
epithelium surrounded by cellular stroma (haematoxylin & eosin staining, 20× magnification). 
(b) Photomicrograph shows spindle cells with plump nuclei and inconspicuous mitosis 
(haematoxylin & eosin staining, 40× magnification).

have indicated that the insulin-like growth factors 
(IGFs) are overexpressed in phyllodes tumours 
of the breast, which has been attributed to the 
presence of subclinical hypoglycemia in these 
patients. The clinical hypoglycemia seen in our 
patient may be attributed to the large tumour                          
size, as tumour size has been correlated to 
the amount of IGF secreted (15). This report 
illustrates the rare incident of benign phyllodes 
tumour-associated hypoglycaemia, which was 
reconciled following the removal of the tumour.                                                                                       
It is likely that elevated tumour IGF levels may 
have contributed to the hypoglycaemic episodes 
in this patient.
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