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-Gﬁaeeﬁcenter Disclaimer: This algorithm has been developed for MD Anderson using a multidisciplinary approach considering circumstances particular to MD Anderson’s specific patient population, services and structure,
. . and clinical information. This is not intended to replace the independent medical or professional judgment of physicians or other health care providers in the context of individual clinical circumstances to
Making Cancer History determine a patient's care. This algorithm should not be used to treat pregnant women.

Note: Consider Clinical Trials as treatment options for eligible patients.

PATIENT INITIAL FINDINGS TREATMENT/FOLLOW UP
PRESENTATION EVALUATION
— Fibroadenoma ——»| Continue routine breast screening (See Breast Cancer Screening algorithm)
e History and physical exam Benign or borderline )
. U@trasour.ld of breast(s) Benign or Wide excision’ — phyllodes tumor —>» See Page 3 for Surveillance
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u v . : 2 — See Page 2
o Lifestyle risk assessment indeterminate > S¢C Fage
ﬁbroaj;noma e);c/ept for « Core needle biopsy’ pathology”
}sl{ze ( fcm) %n ot n e Discuss Goal Concordant
istory of rapid growt Care (GCC) with patient Malignant |
or if clin.ically indicated,. \ phyllodes tumor® —>» See Breast Sarcoma algorithm
with Patient Representative
Invasive or in situ See Breast Cancer — Invasive Stage I-11I or
breast cancer Breast Cancer- Ductal Carcinoma in Situ (DCIS) algorithms

"MRI breast can be helpful when lesions are mammographically or sonographically occult and in patients with dense breast tissue. For patients unable to undergo MRI due to gadolinium hypersensitivity, implants, or claustrophobia,
contrast-enhanced mammography and molecular breast imaging are viable alternative imaging options.

*See Physical Activity, Nutrition, Obesity Screening and Management, and Tobacco Cessation Treatment algorithms; ongoing reassessment of lifestyle risks should be a part of routine clinical practice

? Fine needle aspiration will not distinguish fibroadenoma from phyllodes tumor in most cases. In general, core needle biopsy is the preferred method for diagnostic biopsy.

*GCC should be initiated by the Primary Oncologist. If Primary Oncologist is unavailable, Primary Team/Attending Physician to initiate GCC discussion and notify Primary Oncologist. Patients, or if clinically indicated, the Patient
Representative should be informed of therapeutic and/or palliative options. GCC discussion should be consistent, timely, and re-evaluated as clinically indicated. The Advance Care Planning (ACP) note should be used to document
GCC discussion. Refer to GCC home page (for internal use only).

> There is no high level evidence to support a margin width of at least 10 mm and an ideal margin width remains to be determined. Re-excision may need to be considered in relation to factors such as pathological features, tumor-to-breast
size ratio, and cosmesis. For benign pathology, re-excision of a negative margin is not recommended regardless of margin width. See Suggested Readings for updated information.

% Obtain molecular sequencing if patient is eligible for clinical trials. For patients with malignant phyllodes tumor or stromal overgrowth on pathology review, referral to a multidisciplinary sarcoma center is appropriate. Refer to
Breast Sarcoma algorithm.

" Recommend review by pathologist experienced in phyllodes tumor and to correlate with imaging findings and physical examination. Core biopsy may not provide definitive evaluation (tumor heterogeneity and inability to assess for
infiltrating margins). Review at Sarcoma Soft Tissue Multidisciplinary Conference should be considered for large tumors (> 5 cm) for which preoperative therapies could be indicated pending pathologic diagnosis.
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https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/cancer-treatment/ca-treatment-breast-sarcoma-web-algorithm.pdf
https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/cancer-treatment/ca-treatment-breast-sarcoma-web-algorithm.pdf
https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/cancer-treatment/ca-treatment-breast-sarcoma-web-algorithm.pdf
https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/cancer-treatment/ca-treatment-breast-invasive-web-algorithm.pdf
https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/cancer-treatment/ca-treatment-breast-noninvasive-web-algorithm.pdf
https://mdandersonorg.sharepoint.com/sites/Home/SitePages/Goals-of-Care.aspx
https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/screening/screening-breast-web-algorithm.pdf
https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/screening/risk-reduction-physical-activity-web-algorithm.pdf
https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/screening/risk-reduction-nutrition-web-algorithm.pdf
https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/screening/risk-reduction-tobacco-cessation-web-algorithm.pdf
https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/screening/screening-obesity-web-algorithm.pdf
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Note: Consider Clinical Trials as treatment options for eligible patients.

FINDINGS TREATMENT/FOLLOW UP
Fibroepithelial lesion, e 6-month follow-up ultrasound
favor fibroadenoma e Surgical consultation recommended if growth
Fibroepithelial
lesion or
indeterminate .. ..
. o No further action indicated
1 — Fibroad —
pathology foroadenoma ¢ Continue routine breast screening (See Breast Cancer Screening algorithm)
Fibroepithelial lesion,
favor phyllodes tumor Benien e Based on current data and NCCN guidelines, re-excision of positive margin
£ is not clearly indicated. If positive margins are not re-excised, close
— phyllodes — .
fumor surveillance should be performed.
e See Page 3 for Surveillance
Review final
. 2
biopsy pathology ‘ Benign or borderline See Page 3 for
Borderline Wide excision’ . phyllodes tumor Surveillance
. i Review final
— phyllodes without axillary pathology
tumor staging Malignant See Breast Sarcoma
phyllodes tumor® algorithm
Malignant
—  phyllodes —» See Breast Sarcoma algorithm
tumor®

' Recommend review by pathologist experienced in phyllodes tumor and to correlate with imaging findings and physical examination. Core biopsy may not provide definitive evaluation (tumor heterogeneity and inability to assess for
infiltrating margins). Review at Sarcoma Soft Tissue Multidisciplinary Conference should be considered for large tumors (> 5 cm) for which preoperative therapies could be indicated pending pathologic diagnosis.

? Excisional biopsy includes complete mass removal, but without the intent of obtaining widely negative surgical margins
* There is no high level evidence to support a margin width of at least 10 mm and an ideal margin width remains to be determined. Re-excision may need to be considered in relation to factors such as pathological features, tumor-to-breast

size ratio, and cosmesis. For benign pathology, re-excision of a negative margin is not recommended regardless of margin width. See Suggested Readings for updated information.
* Obtain molecular sequencing if patient is eligible for clinical trials. For patients with malignant phyllodes tumor or stromal overgrowth on pathology review, referral to a multidisciplinary sarcoma center is appropriate. Refer to

Breast Sarcoma algorithm. o .
Department of Clinical Effectiveness V11

Copyright 2025 The University of Texas MD Anderson Cancer Center Approved by Executive Committee of the Medical Staff on 09/16/2025


https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/cancer-treatment/ca-treatment-breast-sarcoma-web-algorithm.pdf
https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/cancer-treatment/ca-treatment-breast-sarcoma-web-algorithm.pdf
https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/cancer-treatment/ca-treatment-breast-sarcoma-web-algorithm.pdf
https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/cancer-treatment/ca-treatment-breast-sarcoma-web-algorithm.pdf
https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/screening/screening-breast-web-algorithm.pdf

THE UNIVERSITY OF TEXAS

MDAnderson Phyllodes Tumor Page 3 of 5

G&HGGF@Hter Disclaimer: This algorithm has been developed for MD Anderson using a multidisciplinary approach considering circumstances particular to MD Anderson’s specific patient population, services and structure,
. . and clinical information. This is not intended to replace the independent medical or professional judgment of physicians or other health care providers in the context of individual clinical circumstances to
Making Cancer History determine a patient's care. This algorithm should not be used to treat pregnant women.

Note: Consider Clinical Trials as treatment options for eligible patients.

SURVEILLANCE EVALUATION FINDINGS TREATMENT

Excision with histologically negative

— Benign phyllodes tumor . . . . 4
History and physical exam with « History and physical exam margins without axillary staging
age appropriate breast imaging e Ultrasound of breast(s)
as clinically indicated every « Diagnostic bilateral —»| Continue surveillance
6 months for 2 years, then mammography with or — — . . A
annually for 5 years without tomosynthesis for . Exc1s'10n Wlth h1stolpg10ally qegatlve
margins without axillary staging

patients age > 30 years — Borderline phyllodes tumor
—»| o Consider MRI breast bilateral
with and without contrast'
Yes | Core needle biopsy”
e Discuss Goal Concordant
Care (GCC) with patient
or if clinically indicated, _ Malignant phyllodes tumor® —— See Breast Sarcoma algorithm
with Patient Representative’

e Recommend Sarcoma multidisciplinary
conference discussion’

Locally recurrent
breast mass?

No

"MRI breast can be helpful when lesions are mammographically or sonographically occult and in patients with dense breast tissue. For patients unable to undergo MRI due to gadolinium hypersensitivity, implants, or
claustrophobia, contrast-enhanced mammography and molecular breast imaging are viable alternative imaging options.
? Fine needle aspiration will not distinguish fibroadenoma from phyllodes tumor in most cases. In general, core needle biopsy is the preferred method for diagnostic biopsy.
? GCC should be initiated by the Primary Oncologist. If Primary Oncologist is unavailable, Primary Team/Attending Physician to initiate GCC discussion and notify Primary Oncologist. Patients, or if clinically
indicated, the Patient Representative should be informed of therapeutic and/or palliative options. GCC discussion should be consistent, timely, and re-evaluated as clinically indicated. The Advance Care Planning
(ACP) note should be used to document GCC discussion. Refer to GCC home page (for internal use only).
*Based on current data and NCCN guidelines, re-excision of positive margin is not clearly indicated, but should be considered in the setting of recurrent disease
> There is no prospective randomized data supporting the use of radiation treatment with phyllodes tumor. Radiation treatment can be considered in specific clinical scenarios where there is elevated risk of recurrence
and should be discussed in a multidisciplinary context.
% Obtain molecular sequencing if patient is eligible for clinical trials. For patients with malignant phyllodes tumor or stromal overgrowth on pathology review, referral to a multidisciplinary sarcoma center is
appropriate. Refer to Breast Sarcoma algorithm.
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