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Abstract
Background Phyllodes tumor (PT) is an fibroepithelial tumor with potential for local recurrence. The optimal margin 
for surgical resection of PT is still debated, particularly in cases of positive margins. This study aimed to identify the risk 
factors for phyllodes tumor recurrence and the effect of a free margin on tumor recurrence by considering these risk 
factors.

Materials and methods This is a retrospective observational study of patients diagnosed with PT who had 
undergone surgical management. The data were collected from medical records from 2001 to 2020 in the breast 
clinic of Shahid Motahhari Clinic of Shiraz. Patients were followed up for at least 3 years after the operation to be 
checked for local recurrence or distant metastasis at regular intervals.

Results This retrospective study included 319 patients with PT who underwent surgical management. Of these 
patients, 83.9% (n = 267), 7.6% (n = 24), and 8.5% (n = 27) were classified as benign, borderline, and malignant, 
respectively. 8.8% of all patients and 7.6% of non-malignant cases experienced local recurrence, and risk factors for 
recurrence included oral contraceptive use, smoking, size > 4 cm, stromal overgrowth, and stromal cell atypia. A 
negative surgical margin decreased the prevalence of recurrence in tumors > 4 cm and with stromal overgrowth 
significantly.

Conclusion The study found that a negative margin in all patients did not reduce the recurrence rate in benign and 
borderline phyllodes tumors, suggesting close follow up as a reasonable alternative. However, a negative margin may 
be effective in reducing recurrence in certain high-risk groups.
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Introduction
Phyllodes tumors (PT) is a rare fibroepithelial breast 
tumor with an incidence ranging from 0.3 to 0.9%, pri-
marily affecting women aged between 35 and 55 years 
[1–3]. It originates from the periductal stromal cells of 
the breast and is histologically characterized by increased 
stromal cellularity with leafy fronds [4]. The World 
Health Organization classifies this tumor into benign, 
borderline, or malignant based on its histological fea-
tures [5], with the benign tumor being the most common 
grade, occurring in 60–75% of cases [6].

PT is often clinically and behaviorally similar to fibro-
adenomas of the breast, which are the most common 
benign breast tumors [4, 7]. Mammography and breast 
ultrasound cannot distinguish phyllodes tumors from 
fibroadenomas [7–9], and fine-needle biopsy is often 
insufficient for diagnosis [7, 10–12]. Consequently, phyl-
lodes tumor is often diagnosed after excision, as it has 
poor preoperative diagnostic accuracy [13]. Historically, 
Phyllodes tumors have been known to have a high poten-
tial for local recurrence [13–16]. Traditionally, surgical 
margins were considered as the most important pre-
dictor of local recurrence, and a free margin of at least 
1  cm was recommended to reduce recurrence [17–19]. 
However, multiple cohort studies have shown the lack 
of association between surgical margin width and local 
recurrence rates, questioning the need for negative mar-
gins in benign phyllodes tumors [20–23]. Although the 
National Comprehensive Cancer Network (NCCN) 
practice guidelines endorse surgical excision without 
obtaining surgical margins for benign phyllodes tumors 
[24]. However, wide-local excision with margins > 1  cm 
remains a standard practice in borderline and malignant 
PT [24].

Currently, the optimal margin for surgical resection of 
PT is still a topic of debate. In many medical centers, the 
standard practice for the management of close or positive 
margins in PT is to perform wide local excision and re-
excision [25, 26]. There is also evidence suggesting that 
achieving a clear surgical margin during the initial sur-
gery can reduce the risk of tumor recurrence [27]. This 
study aims to identify the risk factors for phyllodes tumor 
recurrence and the effect of a free margin on tumor 
recurrence by considering these risk factors.

Method
Patient and study design
This is a retrospective observational study of patients 
diagnosed with phyllodes tumors who had undergone 
surgical management. All patients referred to the breast 
clinic of Shahid Motahhari Clinic in Shiraz between 
2001 and 2020 with a final diagnosis of phyllodes tumor 
was included in the study. The inclusion criteria were 
age between 18 and 80 years and a final diagnosis of 

phyllodes tumor. The exclusion criteria were a simulta-
neous diagnosis of other breast malignancies and serious 
medical illness that prevents the patients’ follow-up.

It is important to note that patients with malignant PT 
received adjuvant radiotherapy after surgery, while those 
with benign and borderline PT did not receive any addi-
tional treatment except surgery. Specifically, all patients 
with malignant PT received adjuvant radiotherapy for 15 
sessions, 5 days per week, after surgery.

Data collection
Data were collected from medical records from 2001 
to 2020 in the breast clinic of Shahid Motahhari Clinic 
of Shiraz. The data included age, past medical history, 
mammographic and ultrasonographic tumor charac-
teristics, type of surgery (local excision, wide excision, 
mastectomy, re-excision after initial surgery), tumor 
size, and margin according to pathology reports. Slides 
were reviewed by a single expert pathologist to review 
the margin status and determine histological features 
such as histologic subtype (according to WHO classifica-
tion), heterogeneous stroma, stromal overgrowth defined 
as stromal proliferation without epithelial elements 
observed in at least one low-power field (×4 microscope 
objective), stromal cell atypia, and mitotic rate. In this 
study, “Negative margin” means no tumor on ink.

Patient follow-up
All participants were checked for local recurrence (new 
tumor found in the ipsilateral breast) or distant metasta-
sis at least 3 years after the operation. They were followed 
up at intervals of 4 months in the first year with ultra-
sonography and breast examination, and every 6 months 
in the second year. The duration of follow-up was annu-
ally. Additionally, mammography was done annually for 
patients over 35 years of age.

Statistical analysis
The statistical analysis was done using the Package for 
the Social Sciences (SPSS) 21 software. Parametric data 
are presented as mean ± standard deviation. Categorical 
values were compared using the chi-square or Fisher’s 
exact chi-square tests, and Student’s t-test was used for 
the comparison of continuous variables. Recurrence rates 
and recurrence-free probabilities were estimated using 
the Kaplan-Meier method. The association of variables 
with recurrence was evaluated using Cox proportional-
hazard regression analysis and summarized with HR and 
95% CI. Univariate and multivariate analysis models were 
used, and only factors found to be associated with recur-
rence in the univariate analysis were entered into the 
multivariate model. A p-value < 0.05 was considered sta-
tistically significant.
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Ethics approval
This study was conducted in accordance with the prin-
ciples established by the Declaration of Helsinki and 
obtained the approval of the Ethics Committee of Shiraz 
University of Medical Sciences (approval ID: IR.SUMS.
MED.REC.1400.029).

Result
Over the study period, 341 patients with a diagnosis of 
PT had undergone breast surgery. A total of 23 patients 
were excluded from the study, with 18 excluded due to 
incomplete medical records or follow-up and five due 
to a diagnosis of breast cancer during the follow-up 
period. This study comprised 319 patients with a mean 
age of 36.97 years and a mean follow-up period of 114.97 
months.

22% (n = 70) of the lesions were sampled by Core nee-
dle biopsy (CNB). The most common pathological diag-
nosis on biopsy was a fibroepithelial lesion, which was 
present in 51.8% (n = 37) of CNBs. The others showed 
fibroadenomas in 28.6% (n = 20), phyllodes tumours in 
15.7% (n = 11), and fibrocystic change in 2.9% (n = 2). The 
most commonly reported histologic subtype was benign 
(83.9%). 7.6% and 8.5% of the patients were of border-
line and malignant histologic subtypes, respectively. The 
mean size of the mass was 4.57 cm, and the mean mitotic 
rate was 2.27 in 10 high-power fields (HPF). The type 
of breast surgery was mastectomy in 1.9%, breast-con-
serving surgery in 98.1%. Mastectomy was conducted in 
patients with malignant PT, characterized by a substan-
tial tumor size occupying over half of the breast space, as 
it was impractical to achieve a clear margin in BCS. 39.4% 
of cases underwent second surgery. Totally, 52.8% of the 
cases had a negative surgical margin, and 47.2% of them 
had a positive surgical margin. All cases of malignant 
subtype had a negative surgical margin. In borderline and 
benign subtypes, 58.3% and 48.6% had a negative surgical 
margin. The demographics, imaging, and clinicopatho-
logic characteristics of the study cohort are summarized 
in Table 1.

From the overall study cohort, 28 (8.8%) reported local 
recurrence, and 290 (91.2%) did not. Distance recurrence 
was not found. Recurrence rate in benign, borderline, and 
malignant cases was 7.5%, 8.3%, and 22.2% respectively.

The relationship between tumor recurrence and tumor 
margin in all cases, as well as in benign and borderline 
cases separately was not significant (p > 0.05). In benign 
cases, the recurrence rate was 10.2% for positive margins 
and 4.6% for negative margins (P = 0.082). Similarly, in 
borderline cases, the recurrence rate was 10% for positive 
margins and 7.1% for negative margins (p = 0.803).

Patients who developed local recurrence experienced 
higher frequencies of oral contraceptive use, smoking, 
hyperechoic mass in sonography, malignant subtype, 

heterogeneous stroma, stromal overgrowth, and stromal 
cell atypia. Also, the mean size of the mass was larger, 
and the mean of mitotic rate was higher in patients who 
developed recurrence compared to the no recurrence 
group (p < 0.05). Cox regression analysis was performed 
to identify the predictors of local recurrence (Table  2). 
All possible risk factors were analyzed using the univari-
ate regression model. Oral contraceptive use, smoking, 
hyperechoic mass in sonography, size > 4  cm, malignant 
subtype, mitotic rate > 2, presence of stromal overgrowth, 
and stromal cell atypia were the factors associated with 
recurrence. However, multivariate analysis demonstrated 
that oral contraceptive use (HR: 3.41; p = 0.002), smok-
ing (HR: 3.17; p = 0.027), size > 4 cm (HR: 3.45; p = 0.005), 
presence of stromal overgrowth (HR: 2.81; p = 0.017), and 
presence of stromal cell atypia (HR: 3.65; p = 0.026) were 
the independent predictors of recurrence.

The recurrence-free survival overall and stratified by 
the presence or absence of risk factors are demonstrated 
in Fig.  1. The mean recurrence-free time was 259.99 
months (95% CI: 251.43, 268.56 months). The mean 
time to recurrence was 32.07 months. The recurrence-
free probability decreased with time; it was 97.2% after 1 
year, 95.3% after 2 years, 92.1% after 3 years. The recur-
rence occurred in as early as 4 months and as late as 
128 months postoperatively. Most of the recurrence (20 
cases; 71.4%) occurred in the early postoperative 3 years. 
The mean recurrence-free survival times stratified by the 
presence or absence of risk factors are summarized in 
Table 3.

The results of this study showed that the negative sur-
gical margin decreased the prevalence of recurrence in 
the size of the mass > 4  cm and the presence of stromal 
overgrowth significantly (p = 0.015, p = 0.017). The preva-
lence of recurrence according to surgical margin, strati-
fied by the presence or absence of risk factors, is shown 
in Figs.  2 and 3, indicating the recurrence-free survival, 
stratified by the negative and positive surgical margin in 
mass size > 4 cm and the presence of stromal overgrowth.

Discussion
Fibroepithelial lesions of the breast comprise a group 
of lesions ranging from fibroadenoma to malignant PT. 
The key difference in this group is the higher risk of 
recurrence in PT compared to fibroadenoma. NCCN 
guidelines were modified in 2021 and now recommend 
surgical excision without obtaining surgical margins for 
benign PT [24]. However, the latest published article sug-
gests that having a free margin in the first surgery may 
be beneficial for reducing the recurrence rates [27]. This 
study aimed to identify the risk factors for PT recur-
rence and the effect of surgical margin on recurrence 
in patients with identified risk factors. Results showed 
a recurrence rate of 8.8%, and several factors, including 
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Variables Overall,
(n = 318)

Recurrence,
(n = 28)

No recurrence,
(n = 290)

p value

Age, years
Mean (SD) 36.97 (10.39) 36.10 (8.89) 37.05 (10.53) 0.643
Min, max 16, 86 21, 56 16, 86
Age categories, n (%)
≤ 36 years 142 (44.7) 14 (50) 128 (44.1) 0.558
> 36 years 176 (55.3) 14 (50) 162 (55.9)
BMI
Mean (SD) 25.41 (4.70) 25.15 (5.23) 25.44 (4.65) 0.815
Min, max 15.06, 39.03 15.2, 37.46 15.06, 39.03
BMI categories, n (%)
Non-obesity 265 (83.3) 24 (85.7) 241 (83.1) 0.723
obesity 53 (16.7) 4 (14.3) 49 (16.9)
Breast feeding, n (%) 196 (61.6) 15 (53.6) 181 (62.4) 0.417
Oral contraceptive use, n (%) 70 (22) 12 (42.9) 58 (20) 0.008
Smoking, n (%) 17 (5.3) 5 (17.9) 12 (4.1) 0.002
Family history of breast cancer, n (%) 45 (14.2) 5 (17.9) 40 (13.8) 0.556
Side n (%)
Left 148 (47.7) 9 (34.6) 139 (48.9) 0.162
Right 162 (52.3) 17 (65.4) 145 (51.1)
Margins, n (%)
Circumscribed 227 (71.4) 21 (75) 206 (71) 0.627
Micro lobulated 9 (2.8) 0 (0) 9 (3.1)
Indistinct 82 (25.8) 7 (25) 75 (25.9)
Echo pattern, n (%)
Hypoechoic 308 (96.9) 24 (85.7) 284 (97.9) < 0.001
Isoechoic 4 (1.3) 0 (0) 4 (1.4)
Hyperechoic 6 (1.9) 4 (14.3) 2 (0.7)
Surgical treatment n (%)
Initial surgery
Local excision 264 (83) 24 (85.7) 240 (82.8) 0.734
Wide excision 48 (15.1) 4 (14.3) 44 (15.2)
Mastectomy 6 (1.9) 0 6 (2.1)
Re-excision after local excision
Yes 104 (39.4) 8 (33.3) 96 (40) 0.730
No 160 (60.6) 16 (66.7) 144 (60)
Surgical margin n (%)
Negative 168 (52.8) 12 (42.9) 156 (53.8) 0.268
Positive 150 (47.2) 16 (57.1) 134 (46.2)
Size, cm
Mean (SD) 4.57 (2.6) 6.09 (3.18) 4.42 (2.5) 0.004
Min, max 1,19 2, 13 1,19
Size categories, n (%)
≤ 4 cm 197 (61.9) 8 (28.6) 189 (65.2) < 0.001
> 4 cm 121 (38.1) 20 (71.4) 101 (34.8)
Histologic subtype n (%)
benign 267 (83.9) 20 (71.4) 247 (85.1) 0.037
borderline 24 (7.6) 2 (7.1) 22 (7.6)
malignant 27 (8.5) 6 (21.4) 21 (7.3)
Mitotic Rate
Mean (SD) 2.27 (3.74) 3.86 (4.03) 2.11 (3.68) 0.001
Min, max 0,30 0,13 0,30
Mitotic Rate categories, n (%)

Table 1 Demographic and clinicopathologic features of the study cohort
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oral contraceptive use, smoking, tumor size > 4  cm, 
malignant subtype, mitotic rate > 2, and the presence of 
stromal overgrowth and stromal cell atypia, were signifi-
cantly associated with higher recurrence risk. Negative 

surgical margins may be beneficial in reducing the prev-
alence of recurrence in masses as large as 4 cm or with 
stromal overgrowth.

Our study demonstrated a recurrence rate of 8.8% at 
a median follow-up of 114.97 months. Recent studies 
have reported recurrence rates for PT ranging from 1.9 
to 23.1% [20, 25, 28, 29]. The differences in recurrence 
rates across studies could be attributed to variations in 
the prevalence of malignant PT and other associated risk 
factors. Our study indicated that the recurrence rates for 
borderline and benign PT were near. Previous studies 
have shown that the recurrence of borderline phyllodes 
tumours is more similar to benign PT than malignant 
one [30–32]. Most recent studies have reported recur-
rence rates for benign phyllodes tumours ranging from 
5 to 10%, which is consistent with our findings. A meta-
analysis by Lu et al. reported a recurrence rate of 8% for 
benign phyllodes tumours [31], and Tan et al. analyzed 
440 cases of benign phyllodes tumours and reported a 
recurrence rate of 10.9% [33]. However, Moldoveanu et 
al. and Moo et al. reported lower recurrence rates of 3.7% 
and 1.9%, respectively [20, 27].

The optimal management strategy for positive mar-
gins is still unclear. Of the 264 patients in our study with 
positive margins, just 39.4% (n = 104) underwent second 
surgery. Various studies have shown significant hetero-
geneity in margin management. Although older stud-
ies have recommended resection of tumors with wide 
margins [34–36], contemporary studies recommend a 
wait-and-watch approach [22, 30, 31, 37]. In some stud-
ies, re-surgery in tumors with positive margins has been 
reported to have no effect on recurrence [20]. However, 
considering the low rate of recurrence and potential 
complications, poor cosmetic outcomes, and additional 
costs associated with unnecessary interventions, mar-
gin revision may not be reasonable for both benign and 
borderline phyllodes tumours. Nevertheless, due to the 

Table 2 Univariate and multivariate Cox regression models for 
the variables associated with urethral stricture recurrence
Variables Univariate analysis Multivariate 

analysis
HR (95% CI) p value HR (95% 

CI)
p 
value

Age > 36 years 0.80 (0.38, 1.67) 0.554 –
Obesity 0.94 (0.66, 1.34) 0.742 –
Breast feeding 0.70 (0.33, 1.48) 0.362 –
Oral contraceptive 
use

2.86 (1.35, 6.06) 0.006 3.41 (1.57, 
7.40)

0.002

Smoking 4.09 (1.55, 10.78) 0.004 3.17 (1.14, 
8.82)

0.027

Family history of 
breast cancer

1.35 (0.51, 3.57) 0.535 –

Hyperechoic mass 8.96 (3.10, 25.87) < 0.001 3.14 (0.94, 
10.49)

0.063

Surgical margin 1.70 (0.80, 3.63) 0.164 –
Size > 4 cm 4.22 (1.86, 9.58) 0.001 3.45 (1.44, 

8.27)
0.005

Histologic subtype
benign 0.46 (0.20, 0.46) 0.066
borderline 0.94 (0.22, 4.00) 0.943
malignant 3.07 (1.24, 7.57) 0.015 0.94 (0.38, 

3.05)
0.940

Mitotic Rate > 2 3.33 (1.59, 7.00) 0.001 0.82 (0.31, 
2.16)

0.696

Heterogeneous 
stroma

2.11 (1.00, 4.47) 0.050 –

Stromal overgrowth 4.07 (1.88, 8.82) < 0.001 2.81 (1.20, 
6.58)

0.017

Stromal cell atypia 5.15 (1.78, 14.89) 0.002 3.65 (1.16, 
11.45)

0.026

The studied variables were categorized according to median

HR, hazard ratio; CI, confidence interval

Variables Overall,
(n = 318)

Recurrence,
(n = 28)

No recurrence,
(n = 290)

p value

≤ 2 241 (75.8) 14 (50) 227 (78.3) 0.001
> 2 77 (24.2) 14 (50) 63 (21.7)
Heterogeneous stroma n (%)
Absent 193 (60.7) 12 (42.9) 181 (62.4) 0.043
Present 125 (39.3) 16 (57.1) 109 (37.6)
Stromal overgrowth n (%)
Absent 216 (68.1) 10 (35.7) 206 (71.3) < 0.001
Present 101 (31.9) 18 (64.3) 83 (28.7)
Stromal cell atypia n (%)
Absent 139 (44) 4 (14.3) 137 (46.9) 0.001
Present 177 (56) 24 (85.7) 153 (53.3)
Age, size, and mitotic rate were stratified according to the median values

SD, standard deviation

Table 1 (continued) 
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possibility of tumor subtype change in subsequent recur-
rences, re-surgery may be helpful in some patients with 
identified recurrence risk factors.

Investigating the relationship between clinical and 
pathological characteristics of patients with PT and their 
risk of local recurrence is crucial for better personalizing 
surgical management. Previous studies have identified 
larger tumor size, presence of heterologous elements, 
high stromal cellularity, and high mitotic rate as risk fac-
tors for local recurrence. In our study, we found that oral 
contraceptive use for more than 6 months and smoking 
were also associated with disease recurrence, which has 
not been mentioned in previous studies. Additionally, 

we confirmed that larger tumor size, malignant subtype, 
high mitotic rate, stromal overgrowth, and stromal cell 
atypia were the risk factors for relapse, which is con-
sistent with the findings of similar studies [27, 38]. Our 
study also revealed that tumors larger than 4  cm had a 
high risk of recurrence, and achieving a negative margin 
in this group of patients was significantly associated with 
a lower risk of recurrence. Notably, patients with stromal 
overgrowth who achieved a negative margin also had a 
significantly reduced risk of local recurrence.

Our study had several important limitations that 
should be acknowledged. First, the study population was 
small and limited to a single center, which may limit the 

Fig. 1 Kaplan-Meier survival plot of recurrence-free survival. Overall (A), and stratified by the presence or absence of risk factors: oral contraceptive use 
(B), smoking (C), size of mass (D), stromal overgrowth (E), and stromal cell atypia (F)
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generalizability of our findings to other populations or 
settings. Second, the study was retrospective in design, 
which means that data collection was based on past med-
ical records, and there might be missing or incomplete 
data. This can introduce bias and limit the accuracy of 
the data collected. Although the follow-up interval was 
sufficient to capture most local recurrences, some may 
have been missed. Third, the radiology information of the 
patients was not performed by the radiologist of the unit 

and was extracted based on the report in the file; also, 
there was significant missing data in the radiology infor-
mation. Fourth, the statistical methods used in the study 
might not have fully captured the complexity of the data. 
Therefore, the results of our study should be interpreted 
in the context of the available data and with caution. Pro-
spective and multicenter studies are recommended for 
further investigation of the risk factors related to recur-
rence. Additionally, developing predictive models for 
recurrence risk could help identify high-risk patients who 
may benefit from a second surgery.

Conclusions
The management of benign and borderline phyllodes 
tumors remains challenging, with local recurrences hav-
ing a significant impact on patient quality of life and 
economic consequences. Our study found that achiev-
ing a negative margin in all patients did not significantly 
reduce the recurrence rate. Therefore, careful observa-
tion with serial ultrasound imaging and clinical physical 
examinations may be a reasonable alternative to correct-
ing the margin in most patients with benign and bor-
derline PT. However, achieving a negative margin may 
be effective in reducing recurrence in certain high-risk 
groups, such as those with tumors larger than 4  cm or 
with excessive stromal growth.

Table 3 Recurrence-free times according to the presence or 
absence of risk factors

Mean stricture-free 
time, months (SD)

95% CI

Overall 259.99 (4.36) 251.43, 268.56
Oral contraceptive use
Yes 180.05 (9.42) 161.57, 198.52
No 266.41 (4.11) 258.93, 275.06
Smoking
Yes 203.51 (28.32) 147.99, 259
No 262.91 (4.27) 254.52, 271.29
Size
≤ 4 cm 273.24 (3.72) 265.93, 280.54
> 4 cm 194.41 (7.07) 180.54, 208.29
Stromal overgrowth
Absent 270.71 (4.19) 262,48, 278.94
Present 191.94 (7.92) 176.41, 207.47
Stromal cell atypia
Absent 276.32 (3.78) 268.89, 283.74
Present 199.36 (5.70) 188.20, 210.58
CI, confidence interval; SD, standard deviation

Fig. 2 Bar charts of prevalence of recurrence according to surgical margin. stratified by the presence or absence of risk factors: oral contraceptive use (A), 
smoking (B), size of mass > 4 cm (C), stromal overgrowth (D), and stromal cell atypia (E)

 



Page 8 of 9Ranjbar et al. BMC Cancer           (2024) 24:48 

Acknowledgements
This study was extracted from the dissertation which was written by Aliyeh 
Ranjbar for the degree of Doctor of Medicine (thesis no. 20039). The authors 
would like to thank Shiraz University of Medical Sciences, Shiraz, Iran and also 
Center for Development of Clinical Research of Nemazee Hospital and Dr. 
Nasrin Shokrpour for editorial assistance.

Author contributions
V.Z., A.R., and M.Sh.: conceptualized the data. M.Sh., and A.R.: curated the data. 
A.R.: wrote the original draft. V.Z.: edited the draft. All authors reviewed the 
manuscript.

Funding
The project was funded by Vice Chancellor for Research of the Shiraz 
University of Medical Science [Grant No. 99-01-01-22758].

Data availability
Data is available from the corresponding author upon reasonable request via 
email.

Declarations

Ethics approval and consent to participate
This study was conducted in accordance with the principles established 
by the Declaration of Helsinki and obtained the approval of the Ethics 
Committee of Shiraz University of Medical Sciences (approval ID: IR.SUMS.
MED.REC.1400.029). Informed consent was obtained and signed by all study 
participants prior to recruitment.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Received: 14 August 2023 / Accepted: 28 December 2023

References
1. 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: Interdisciplinary International Journal of the American Cancer 
Society. 1996;77(5):910–6.

2. Guerrero MA, Ballard BR, Grau AM. Malignant phyllodes tumor of the breast: 
review of the literature and case report of stromal overgrowth. Surg Oncol. 
2003;12(1):27–37.

3. Guillot E, Couturaud B, Reyal F, Curnier A, Ravinet J, Laé M, et al. Management 
of phyllodes breast tumors. Breast J. 2011;17(2):129–37.

4. Bennett IC, Khan A, De Freitas R, Chaudary MA, Millis RR. Phyllodes tumours: 
a clinicopathological review of 30 cases. Aust N Z J Surg. 1992;62(8):628–33. 

https://doi.org/10.1111/j.1445-2197.1992.tb07534.x. Epub 1992/08/01. 
PubMed PMID: 1322660.

5. The world Health Organization Histological Typing of Breast Tumors–Second 
Edition. The World Organization. Am J Clin Pathol. 1982;78(6):806–16. https://
doi.org/10.1093/ajcp/78.6.806. PubMed PMID: 7148748.

6. Zhang Y, Kleer CG. Phyllodes Tumor of the Breast: Histopathologic Features, 
Differential Diagnosis, and Molecular/Genetic Updates. Arch Pathol Lab Med. 
2016;140(7):665– 71. Epub 2016/07/01. https://doi.org/10.5858/arpa.2016-
0042-RA. PubMed PMID: 27362571.

7. Yilmaz E, Sal S, Lebe B. Differentiation of phyllodes tumors versus fibroadeno-
mas: mammographic and sonographic features. Acta Radiol. 2002;43(1):34–9.

8. Michaud P, Chave B, Lemaire B, Maitre F, Tescher M. Les tumeurs phyllodes du 
sein. Rev Fr Gynecol Obstet. 1989;84(12):944–9.

9. Liberman L, Bonaccio E, Hamele-Bena D, Abramson AF, Cohen MA, Dershaw 
DD. Benign and malignant phyllodes tumors: mammographic and sono-
graphic findings. Radiology. 1996;198(1):121–4.

10. Vos D, Mastboom W, De Vos R. Phyllodes tumor in the breast. Ned Tijdschr 
Geneeskd. 1998;142(13):716–21.

11. Iau P, Lim T, Png D, Tan W. Phyllodes tumour: an update of 40 cases. Ann Acad 
Med Singapore. 1998;27(2):200–3.

12. Shet T, Rege J. Cystic degeneration in phyllodes tumor. A source of error in 
cytologic interpretation. Acta Cytol. 2000;44(2):163–8.

13. Mangi AA, Smith BL, Gadd MA, Tanabe KK, Ott MJ, Souba WW. Surgical 
management of phyllodes tumors. Arch Surg. 1999;134(5):487–92. https://
doi.org/10.1001/archsurg.134.5.487. PubMed PMID: 10323420.

14. Rowell MD, Perry RR, Hsiu JG, Barranco SC. Phyllodes tumors. Am J Surg. 
1993;165(3):376–9. https://doi.org/10.1016/s0002-9610(05)80849-9. PubMed 
PMID: 8383473.

15. Sallusti E, Simonelli I, Marzullo A, Peis A, Modesti M. [The breast phyllodes 
tumor: surgical therapy following histological transformation. Case Report] G 
Chir. 2004;25(3):95–7. Epub 2004/07/01. PubMed PMID: 15224663.

16. Gabriele R, Borghese M, Corigliano N, Barbaro M, Conte M. Phyllodes tumor 
of the breast. Personal contribution of 21 cases. Il Giornale Di Chirurgia. 
2000;21(11–12):453–6.

17. Mishra SP, Tiwary SK, Mishra M, Khanna AK. Phyllodes tumor of 
breast: a review article. ISRN Surg. 2013;2013:361469. https://doi.
org/10.1155/2013/361469. PubMed PMID: 23577269; PubMed Central 
PMCID: PMCPMC3615633.

18. Mangi AA, Smith BL, Gadd MA, Tanabe KK, Ott MJ, Souba WW. Surgical man-
agement of phyllodes tumors. Arch Surg. 1999;134(5):487–93.

19. Kılıç MÖ, Terzioğlu SG, Bozkurt B, Dağlar G. Phyllodes Tumor of the breast: 
analysis of 48 patients. J Breast Health. 2016;12(4):158–64. https://doi.
org/10.5152/tjbh.2016.3100. PubMed PMID: 28331755.

20. Moo T-A, Alabdulkareem H, Tam A, Fontanet C, Lu Y, Landers A, et al. Associa-
tion between recurrence and re-excision for close and positive margins 
versus observation in patients with benign phyllodes tumors. Ann Surg 
Oncol. 2017;24(10):3088–92.

21. Ouyang Q, Li S, Tan C, Zeng Y, Zhu L, Song E, et al. Benign phyllodes tumor of 
the breast diagnosed after ultrasound-guided vacuum-assisted biopsy: surgi-
cal excision or wait-and-watch? Ann Surg Oncol. 2016;23:1129–34.

22. Rosenberger LH, Thomas SM, Nimbkar SN, Hieken TJ, Ludwig KK, Jacobs LK, et 
al. Contemporary multi-institutional cohort of 550 cases of phyllodes tumors 
(2007–2017) demonstrates a need for more individualized margin guidelines. 
J Clin Oncol. 2021;39(3):178.

Fig. 3 Kaplan-Meier survival plot of recurrence-free survival. stratified by the negative and positive surgical margin in mass size > 4 cm (A), and present 
of stromal overgrowth (B)

 

https://doi.org/10.1111/j.1445-2197.1992.tb07534.x
https://doi.org/10.1093/ajcp/78.6.806
https://doi.org/10.1093/ajcp/78.6.806
https://doi.org/10.5858/arpa.2016-0042-RA
https://doi.org/10.5858/arpa.2016-0042-RA
https://doi.org/10.1001/archsurg.134.5.487
https://doi.org/10.1001/archsurg.134.5.487
https://doi.org/10.1016/s0002-9610(05)80849-9
https://doi.org/10.1155/2013/361469
https://doi.org/10.1155/2013/361469
https://doi.org/10.5152/tjbh.2016.3100
https://doi.org/10.5152/tjbh.2016.3100


Page 9 of 9Ranjbar et al. BMC Cancer           (2024) 24:48 

23. Genco IS, Purohit V, Hackman K, Ferreira L, Tugertimur B, Hajiyeva S. Benign 
and borderline phyllodes tumors of the breast: clinicopathologic analysis of 
205 cases with emphasis on the surgical margin status and local recurrence 
rate. Annals of Diagnostic Pathology. 2021;51:151708.

24. Gradishar WJ, Moran MS, Abraham J, Aft R, Agnese D, Allison KH, et al. Breast 
cancer, version 3.2022, NCCN clinical practice guidelines in oncology. J Natl 
Compr Canc Netw. 2022;20(6):691–722.

25. Nair NS, Chitkara G, Hawaldar RW, Parmar V, Joshi S, Thakkar P, et al. En bloc 
excision of phyllodes tumor of the breast: radical approach heralds better 
outcome. Clin Breast Cancer. 2021;21(3):e228–e34.

26. Toussaint A, Piaget-Rossel R, Stormacq C, Mathevet P, Lepigeon K, Taffe P. 
Width of margins in phyllodes tumors of the breast: the controversy drags 
on?—a systematic review and meta-analysis. Breast Cancer Res Treat. 
2021;185:21–37.

27. Moldoveanu D, Iny E, Theriault C, Florea A, Wong SM, Basik M, et al. Margin 
status and local recurrence in phyllodes tumours of the breast: a Canadian 
series. Ann Surg Oncol. 2023;30(3):1700–9.

28. Chao X, Jin X, Tan C, Sun P, Cui J, Hu H et al. Re-excision or wait and watch—a 
prediction model in breast phyllodes tumors after surgery. Annals of Transla-
tional Medicine. 2020;8(6).

29. Kim YY, Kim H, Kim WY, Chung JH, Lee JB, Woo SU. Under-and Normal-Weight 
Patients Are More Susceptible to Recurrence of Phyllodes Tumor. The Breast 
Journal. 2022;2022.

30. Borhani-Khomani K, Talman M-LM, Kroman N, Tvedskov TF. Risk of local 
recurrence of benign and borderline phyllodes tumors: a Danish population-
based retrospective study. Ann Surg Oncol. 2016;23:1543–8.

31. Lu Y, Chen Y, Zhu L, Cartwright P, Song E, Jacobs L, et al. Local recurrence of 
benign, borderline, and malignant phyllodes tumors of the breast: a system-
atic review and meta-analysis. Ann Surg Oncol. 2019;26:1263–75.

32. Sharma A, Hyde K, Ferguson D. Benign and Borderline Phyllodes: manage-
ment and Follow-Up: Phyllodes Management. Archives of Breast Cancer. 
2022:398–400.

33. Tan EY, Hoon TP, Yong WS, Wong HB, Hui HG, Yeo AW, et al. Recurrent phyl-
lodes tumours of the breast: pathological features and clinical implications. 
ANZ J Surg. 2006;76(6):476–80.

34. Wei J, Tan Y-T, Cai Y-C, Yuan Z-Y, Yang D, Wang S-S, 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(10):492.

35. Barth RJ. Histologic features predict local recurrence after breast conserving 
therapy of phyllodes tumors. Breast Cancer Res Treat. 1999;57:291–5.

36. Parker S, Harries S. Phyllodes tumours. Postgrad Med J. 2001;77(909):428–35.
37. Ji Y, Zhong Y, Zheng Y, Hu H, Min N, Wei Y, et al. Surgical management and 

prognosis of phyllodes tumors of the breast. Gland Surg. 2022;11(6):981.
38. Ravindhran B, Rajan S. Predictive factors of early recurrence in patients with 

phyllodes tumor of the breast. Eur J Breast Health. 2021;17(1):10.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.


	Margin status impact on recurrence of phyllodes tumors in high-risk groups: a retrospective observational study
	Abstract
	Introduction
	Method
	Patient and study design
	Data collection
	Patient follow-up
	Statistical analysis
	Ethics approval

	Result
	Discussion
	Conclusions
	References


