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Abstract— Introduction :Breast fibrosarcomaisuncommon accounting less than 1% of all breast tumors. There are 
no known predisposing factors or premalignant lesions for this kind of tumor. The tumor spread via hematogenous 
metastasis rather than nodal one. Due to its rarity, survival rates are not defined. 

Case report: We report the case of a 25-year-old girl without cancer history who had a mass of the left breast. She 
underwent a lumpectomy. The histological examination concluded to a primary fibrosarcoma. The medical decision 
was mastectomy followed by adjuvant radiotherapy and chemotherapy. The follow up until now showed no sign of 
local nor distant recurrence. 

Conclusion: Fibrosarcoma of the breast is still one of the rare tumor. Surgical excision is the gold standard but the 
place of radiotherapy, chemotherapy and hormonotherapy is controversial due to the limited trials to establish the 
best course. Further researches have to be done. 
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——————————      —————————— 
 

Introduction: 

Fibrosarcoma of the breast is an uncommon 
mesenchymal tumor, especially in patients with 
no history of radiation for a prior breast 
carcinoma. Surgical excision is the gold standard 
with the aim of achieving wide negative margins. 
There is no large database to clearly define the 
role of radiotherapy, chemotherapy nor 
hormonotherapy. 

Case report: 

We report the case of a 25-year-old woman, with 
type 1neurofibromatosis, who hada mass of 
theleft breast since 6 months.Breast examination 
found aregular mass of 8 cm sitting in all the 
superior part ofthe breast with inflammatory skin 
over. No nipple abnormalities nor pathological 
left lymph nodes were found. The right breast 
and all the lymph node area were without 
abnormalities. The entire body was dotted by 
café au lait spots and several neurofibroma 
especially on the back and the forearms.  The 
mammography showed a well limited dense and 
homogeneous opacity. The patient undertook a 
lumpectomy in June 2011 and the pathology 
examination revealed a tumor proliferation made 
by fusiform cells with elongated cores having 

fibroblast appearance. Mitosis were very 
numerous and necrosis were estimated to 20% of 
the tumor area [fig 1]. Surgical excision limits 
were spaced from the tumor. In 
Immunohistochemical study, the tumor didn’t 
express CD34, CD99, EMA, Keratin AE1/AE3, 
PS100, AML, Caldesmon, Calponin, Desmin, 
Myoglobin. It only expressed Vimentin and Ki 67 
(60%). 

These findings concluded to a high grade 
fibrosarcoma. A thoraco abdominal pelvic CT for 
staging was normal. The medical decision was 
mastectomy followed by adjuvant radiotherapy 
and chemotherapybut the patient was 
undisciplined and underwentonly surgery in 
Septembre 2011.The follow up until now is 
normal with no sign of local or distant 
recurrence. 

 

Discussion: 

Breast sarcoma is uncommon, accounting less 
than 1% of all breast tumors(2). Actually, the 
mesenchymal tissues of the organ are not as 
susceptible to develop neoplastic disease as the 
epithelial elements are. Several histological types 
have been described dominated by fibrosarcoma 
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(3). Fibrosarcomas are usually divided into two 
classes, depending on whether the lesion is 
secondary to a fibroadenoma or not. It arises like 
a component ofmalignant phyllodes tumor 
(4,5),or primary in the stroma which is the case of 
our patient (6). It has not been found specific risk 
factors for fibrosarcoma(5).Primary breast 
fibrosarcoma affects middle aged females and 
ages range from 17 to 86-year-old with an 
average age of 67 year old (1). 

 The wide reported presentation is a palpable 
painless breast mass as it’s the case of our patient, 
but it could be painful in one third of cases 
(7).The size of the tumor may range from less 
than 1 cm to more than 4 cm (7).Both sides may 
be affected equivalently, the upper outer 
quadrant and the union of external quadrants are 
mostly affected(1). 
There are no specific mammographic features to 
distinguish these forms from round breast 
carcinomas or non-calcified fibroadenomas. 
Fibrosarcoma are often seen as a non spiculated, 
dense breast mass with largely indistinct borders, 
although some borders may be sharp[fig 3](1).  
The histological examination shows a grey tumor 
with infiltrative limits, variable consistency, 
necrosis and hemorrhage. Microscopically, cells 
are elongated, well limited, arranged in bundles 
intersecting each other at sharp angles creating 
thus a herringbone pattern[fig2]. They have 
spindle shaped nuclei and scant cytoplasm and 
especially numerous mitoses with atypical ones 
[fig 1]. This morphological feature beside the 
immunohistochemical profile differentiate 
fibrosarcoma from other sarcomas and benign 
lesions such as fibromatosis, myofibroblastoma, 
inflammatory myofibrobasitc tumor [3]. Unlike 
carcinoma, the histological size approximates the 
clinical tumor diameter. The size is not 
considerate as a prognosis factor (8). The 
histological grade and the number of mitosis are 
the most important prognostic factors. Metastasis 
to axillary lymph node are rare. The metastatic 
tumor spread is primarily hemategenous like all 
sarcomas, essentially to the lung and bone(9). 
 
Surgical excision is the gold standard. A large 
excision with negative margins is required. The 
quality of excision conditions the prognosis.In 
fact, the lack of database concerning breast 
fibrosarcoma urges to analogize and get 
information from extra mammary sarcoma in 
another anatomical location. The Scandinavian 

Sarcoma Group states, in its latest soft tissue 
sarcoma protocol recommendations,that an 
uninvolved margin of 10 mm or greater is 
considered sufficient. Breast conserving surgery 
with negative margins confers comparable 
survival as compared to mastectomy. 
The fibrosarcoma is not lymphophilic thus a 
routine lymph node dissection is not 
recommended(10). It is only debatable in the 
presence of clinical nodal involvement (11).  
Radiation may be beneficial, always in adjuvant 
therapy, especially in case of an important tumor 
size, parietal extension or incomplete excision 
(12). It reduces local recurrenceby using 
greatdoses (60 gray)(13). The role of 
chemotherapy and hormonotherapy in the 
management of this neoplasm has not been well 
studied or clearly defined. While some studies 
encourage using chemotherapy with aggressive 
combination (anthracyclin, ifosfamid, 
dacarbazin) advocating its significant influence 
on patients survival outcomes (14)others 
confirmed that it is not particularlyefficient 
(15,16). 
The prognosis is better than other type of 
sarcomas (especially angiosarcoma) but there is 
no survival rate related to fibrosarcoma. 
 
 
Conclusion: 
Fibrosarcoma of the breast is a rare entity. Total 
surgical resection is the mainstay of treatment. 
Margins status is the most important factor to 
affect both disease free and overall survivals. 
Routine axillary clearance is unnecessary. The 
role of radiotherapy, chemotherapy and 
hormonotherapy is controversial, thus careful 
preoperative multidisciplinary assessment is 
required before making the decision to treat.  
Further research is required to definite effective 
treatment strategies. 
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Figure1: Bundles of elongated tumors cells 
presenting scant cytoplasm, numerous mitosis 
and focal necrosis.  
 
 
 
 
 

 
 

Figure 2: well limited bundles cell intersecting 
each other at sharp angles creating a herringbone 
pattern. 
 
 
 
 
 

 
Figure 3:non-speculated, dense mass with largely 
indistinct borders. 
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