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CASE REPORT

Primary liposarcoma of the mediastinum
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Abstract

Patient. A 62-year-old man presented with effort dyspnea, non-productive cough and weakness of 4 month duration. He
had no findings on physical examination.

Discussion. Chest X-ray revealed a large mass in the left anterior mediastinum. Computerized tomography of the chest
showed a well-delineated homogeneous mediastinal mass with fat-equivalent density and a small pleural effusion.
Fiberoptic bronchoscopy revealed narrowing of the left main bronchus, secondary to external compression. The bronchial
mucosa was normal and brush cytology was negative. A CT-guided fine needle aspiration (FNA) of the mass yielded
fragments of cells embedded in myxoid background material and closely packed atypical lipoblasts, compatible with
liposarcoma. The patient underwent a left lateral thoracotomy and margibnal resection of the mass. The histopathological
examination confirmed the diagnosis of mixed-type liposarcoma, consisted of myxoid and pleomorphic liposarcoma.
Postoperative two-field radiation therapy was delivered to the mediastinum for a total midplane dose of 40 Gy. After a
disease-free interval of 8 months the disease recurred in the mediastinum and pleura. Palliative chemotherapy achieved a
short duration partial response but the patient succumbed to local recurrence 2 years after the diagnosis.
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expose the pericardium and the tumoral mass, and
Case Report K
to have a better control on possible pulmonary

A 62 year-old man presented with dyspnea on invasion. An anterior mediastinal mass of soft con-

effort, non-productive cough and weakness of 4
months’ duration. The physical examination was
unremarkable and blood count and biochemistry
values were normal. A chest X-ray revealed a large
anterior mass in the left anterior mediastinum (Fig.
1(a)). The computerized tomography (CT) of the
chest (Fig. 1(b)) showed a well-delineated mass in

sistency invading the adjacent pericardium, but not
the chest wall, was marginally excised together with
a portion of the involved pericardium. Five hundred
cc of bloody pleural fluid were also drained and the
cytological findings were negative. The lung par-
enchyma was not involved. The left lung fully
expanded after surgery and the postoperative period
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was uneventful. Pathological examination of the
operative specimen showed a well-circumscribed
mass, 10 cm in diameter and gelatinous in appear-
ance. The histopathological examination showed
areas of proliferating lipoblasts in varying stages of
differentiation, with a delicate plexiform capillary
pattern and a myxoid matrix containing
hyaluronidase-sensitive mucopolyssocharides. Other
areas showed a disorderly growth pattern and an
extreme degree of cellular pleomorphism including
bizarre cells. These features are compatible with a
1(c)).

surgery, due to pericardial involvement and tumor

mixed-type liposarcoma (Fig Following
marginal excision, the patient received external radi-
ation to the anterior mediastinum for a total dose of
4000 cGy (AP-PA filed, 180 cGy X 5/week). Fol-
low-up included medical history and chest plain film
every 3 months, and chest CT every 6 months. He
remained asymptomatic for a disease-free period of
8 months, when he complained of dyspnea and
chest pain. A repeated CT demonstrated a recurrent
anterior mediastinal mass and irregular thickening
of the pleura. Fine needle aspiration biopsy of the
recurrent mediastinal mass yielded liposarcoma
cells. A trial of chemotherapy, including Cyclophos-
phamide, Oncovin, Adriamycin and Ifosfamide, was
only partially successful. The patient succumbed to
his disease 2 years after the appearance of the symp-
toms and discovery of the primary tumor.

Discussion

Liposarcoma is a relatively common tumor of the
lower legs, posterior peritoneum and gluteal region
and accounts for 15-20% of all soft tissue malignant
tumors. Mediastinal location is very unusual:
Indeed, recent reviews of the literature described
only about 90 cases of primary mediastinal liposar-
comas.”® The age range of the patients was reported
as being between 20 and 70 years with a peak in the
5th decade, and there were no differences between
the sexes. One of the more typical characteristics of
mediastinal liposarcoma is its ability to attain a very
large size yet remain undetected. Patients may be
asymptomatic and diagnosed incidentally on a rou-
tine chest roentgenogram. In CT examination
liposarcomas usually have a homogeneous appear-
ance with attenuation levels similar to or much
higher than normal fat.” Clinical symptoms are due
mostly to compression of mediastinal structures,
causing respiratory distress, chest pain and cough,
such as in our patient.

Among the patients reviewed by Schweitzer and
Aguam,5 63% presented with respiratory symptoms,
50% with chest pain and 15% with superior vena
cava obstruction.sMacroscopically, liposarcomas are
circumscribed, sometimes encapsulated lobulated
masses which infiltrate adjacent soft tissues and
viscera. Enzinger and Weiss' classified liposarcomas
into five histopathological types:

well-differentiated liposarcoma;
myxoid liposarcoma;

round cell or adenoid type;
pleomorphic liposarcoma; and
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mixed group comprising 2 or more elements
(as in our case).
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Fig. 1. Chest plain film (a) and computerized tomography

(b) of the chest showing a large anterior mediastinal mass,

found to be (c) mixed (myxoid and pleomorphic) liposarcoma
(H&E X 1000).



The clinical course is characterized by frequent
recurrence of the tumor and death due to local
disease, with a mean survival of 2.5 years.* Fine
needle aspiration will reveal a characteristic picture

,10

and help to establish the diagnosis9 —as in our
case.

Because of the low incidence of primary mediasti-
nal sarcomas, treatment strategies are extrapolated
from similar tumors in other places. The first choice
of therapy for mediastinal liposarcoma is surgical
excision of the tumor; but, because of invasion to
surrounding tissues total excision 1is frequently
impossible.

Patient survival following surgery is closely related
to histological type. In cases of well-differentiated
tumors, the surgery can be curative in nearly all
patients. With poorly differentiated histological
types and invasion of adjacent organs, surgery is
mainly palliative, with the removal of the bulk of the
tumor allowing only symptomatic relief. Radiother-
apy is the treatment of choice for unresectable
tumors or in the event of local recurrence.®

Reported cases of good therapeutic responses to
high-dose radiation treatment of liposarcomas in

112 stand in marked contrast to the

other locations'
poor results reported in mediastinal tumors. It
should be mentioned that such large doses (up to
9000 rad) as used in peripheral tumors would carry
the risk of mediastinal and paricardial fibrosis.
The role of chemotherapy has yet to be deter-
mined. Based on the experience with limb lesions,
the addition of chemotherapy could be considered
in cases of high-grade malignant histologies or
incomplete resected lesions. Whether such therapy
will have an impact on survival is, as yet, unknown
at this time. Some reports suggest that chemo-

13 while

therapy is effective against this disorder,'®
others found it not to be useful.'*

In conclusion, primary mediastinal liposarcomas
are very rare. A presumptive diagnosis of this tumor

can be obtained by chest CT and confirmed by
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percutaneous needle biopsy. Principles of treatment
include surgical resection and adjuvant radio-
chemotherapy. Despite multimodality therapy, the
prognosis continues to be poor.
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