55

Case Reports
Mediastinal liposarcoma: a case report*
Roberto Saad Junior1, Vicente Dorgan Neto2, Roberto Gonçalves3,
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Abstract
Here, we describe the case of a 51-year-old female with mediastinal liposarcoma. Liposarcoma is the most common malignant mesenchymal
neoplasm in adults, although a mediastinal location is extremely rare. It has a large volume and varied histologic subtypes. It is characterized
by the compression of neighboring structures. Computed tomography and magnetic resonance imaging provide useful data for diagnosis.
Tissue biopsy and histological typing are very important in determining the treatment and are needed for the final diagnosis. Radiotherapy
and chemotherapy are ineffective treatment modalities. According to the literature, surgical resection is the treatment of choice. Long-term
follow-up evaluation is indicated since there is a high rate of recurrence.
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Introduction
Liposarcoma is one of the most common malignant soft
tissue tumors seen in adults.(1,2) It is of mesenchymal origin
and is derived from adipocytes. It affects both genders
equally and typically appears in the fourth decade of life.
It presents slow growth and becomes symptomatic when it
assumes large dimensions.(2) Retroperitoneal liposarcoma has
been well documented. However, it appears in other locations in 20% of cases.(3) However, it is uncommon to find
it in the mediastinum, mediastinal liposarcoma accounting
for only 0.2% of all cases. According to the World Health
Organization, liposarcomas are divided into 5 subtypes:
well-differentiated, myxoid, round cell, dedifferentiated, and
pleomorphic.(4) In the present study, we present two variants

within the same tumor: well-differentiated (lipoma-like)
liposarcoma and dedifferentiated liposarcoma.

Case report
A 51-year-old Caucasian female homemaker, born in the
city of Marília and a resident of the city of São Paulo (both
located in the state of São Paulo), reported nonproductive cough, accompanied by pharyngeal and retrosternal
pruritus, for three months. She also reported weight loss
(2 kg) in the last two months. The patient described herself
as a nonsmoker and reported no other lung diseases. The
physical examination revealed that the patient, who was
of average build, presented good general health status
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and normal hemodynamics. Pulmonary auscultation revealed bilateral breath sounds, which were
reduced in the upper third of the left hemithorax,
reduced vocal fremitus, underlying fluid density
upon percussion, and reduced bronchophony, also
in the upper third of the left hemithorax, without
adventitious sounds. An anteroposterior X-ray
(Figure 1a) revealed that, in two-thirds of the left
hemithorax, there was opacity, which extended to
the cardiac silhouette, suggesting that the tumor
was located anterior to the ascending aorta. In a
lateral X-ray (Figure 1b), the image was suggestive of a tumor in the paravertebral sulci, extending
posteriorly to the heart. A tomography scan of the
chest (Figure 2a) revealed a mass in the left paravertebral sulcus, extending to the right paravertebral
sulcus, with central and peripheral calcifications. In
order to plan the surgical procedure, we continued
the investigation using magnetic resonance imaging
(Figure 2b), which revealed a mass in the left paravertebral sulcus, extending to the right paravertebral
sulcus, and maintaining cleavage planes with the
adjacent structures. A transparietal puncture biopsy
was carried out, and a diagnosis of liposarcoma
was made. Resective surgery was then indicated. A
left posterior lateral thoracotomy was performed in
the fourth intercostal space. We dissected a tumor

a

located posteriorly to the heart, anteriorly to the
aorta, and to the right of the esophagus, with loose
adhesions to the structures mentioned, and it was
possible to remove the entire tumor through a left
thoracotomy and through the opening in the mediastinal pleurae. Smaller tumors were dissected from
the left paravertebral sulcus. Subsequently, chest
tubes were inserted, and the incision was closed
in layers. The drains were removed on postoperative day 3, and the patient was discharged on
postoperative day 5. In the macroscopic and anatomopathological examination, the largest sample
was seen to have an hourglass shape and found to
weigh 994 g, with two lobes: one globular, 10 cm
in diameter, firm, whitish, and fasciculated with
gelatinous areas; and the other irregular in shape,
measuring 14 × 9 × 8 cm, and yellowish upon
dissection. An additional eight samples, irregular in
shape and weighing 234 g altogether, were examined. Each was partially covered by a smooth and
glossy membrane, with foci of hemorrhage, and,
upon dissection, was yellow with whitish streaks
and firm. In some cases, there was a bony consistency. Microscopy (Figure 3) revealed immature
mesenchymal neoplasia characterized by the proliferation of anaplastic spindle cells with numerous
atypical mitoses and bizarre multinucleated giant

b

Figure 1 - Chest X-rays: a) Anteroposterior; and b) Lateral: presence of retrocardiac opacity in both hemithoraces, the
one on the left being spherical (10 cm in diameter) and positioned higher than the one on the right, which is more
elongated and projects 5 cm downwards.
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Figure 2 - Images of the chest: a) High tomographic slices in which the tumor only appears on the left side, adjacent to
the paravertebral sulcus (note the various calcifications); and b) Nuclear magnetic resonance imaging revealing tumor
in the two paravertebral sulci, giving the impression of a single hourglass-shaped tumor.

cells. The remaining samples consisted of proliferation of adipocytes, forming lobes amidst streaks of
fibrosis and containing anaplastic cells with dense,
strong chromatin staining. We concluded that
it was a case of well-differentiated liposarcoma
(lipoma-like) and dedifferentiated liposarcoma. The
patient received adjuvant chemotherapy and underwent outpatient follow-up treatment for 3 years
without recurrence.

Discussion
Although liposarcoma is the most common
tumor of mesenchymal origin in adults, a mediastinal location is extremely rare.(1-8) According to
the experience of the Armed Forces Institute of
Pathology, in collaboration with the Mayo Clinic,
75% of the cases of liposarcoma develop in deep
muscle tissues of the extremities, 20% develop in
the retroperitoneum, and the remainder develop
at other sites.(3) Primary mediastinal liposarcoma
accounts for only 0.13-0.75% of all mediastinal
tumors.(9) In 2003, there were fewer than 100 cases
reported in the international literature, 36 of which
occurred in Japan.(8)
These tumors can present as well-differentiated
neoplasms with a pseudocapsule, which makes it
difficult to characterize malignancy, and it is necessary to analyze all of the surgical samples in search
of cellular atypias. However, they can manifest as
high-grade tumors, which makes prognosis poor.
They are divided into histopathological subtypes
that behave differently, and the dedifferentiated
liposarcoma is the most aggressive variant, being

accompanied by cytogenetic abnormalities and
many cellular atypias, including with other mesenchymal components, such as the cartilaginous and
the muscular one.(3,4,10)
Mediastinal liposarcoma presents as a large tumor
that exhibits a variety of symptoms, depending on
its location and on the compression of neighboring
structures.(11) It remains asymptomatic until reaching
a considerable volume, although the symptoms
remain nonspecific.(2,8,12) Most patients complain of
dyspnea or chest pain, and some also report cough
or weight loss.(12,13)
Although the radiological findings are nonspecific, computed tomography and magnetic resonance
imaging provide useful data.(7) The tumor usually
presents with invasive characteristics. Biopsy is
necessary for the diagnosis. The histological classification, together with the correlation between that
classification and the clinical course, is important
to determining the therapeutic approach.(11) The
differential diagnosis should include lipoma, angiolipoma, fibromyxolipoma, and myolipoma.(3,4,14)
Radiotherapy and chemotherapy have limited
value and are ineffective treatment modalities.(8,11)
Radiotherapy can be useful in the palliation of
unresectable tumors or in the adjuvant treatment of
those incompletely resected.(11,15) The role of adjuvant chemotherapy remains controversial.(12)
The treatment of choice is surgery, and complete
resection of the tumor is recommended whenever
possible.(1,11,15) According to the literature, aggressive
surgical intervention seems to favor the quality of
life of patients and prolong survival, being considJ Bras Pneumol. 2008;34(1):55-58
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Figure 3 - Photomicrograph showing the border
between the two histopathological variants: to the left,
the well-differentiated liposarcoma; and, to the right,
the dedifferentiated liposarcoma (hematoxylin and eosin
staining, magnification of ×100).

ered the most effective treatment.(8) Surgery can be
curative in most cases.(7,13)
Prognosis depends on the histological subtype
and on surgical resection with wide margins of
safety.(13,15)
Recurrence is seen in approximately 40% of the
cases and has been reported at up to 14 years after
the initial surgical procedure.(13) Long-term postoperative follow-up evaluation is necessary, since
there can be an interval between resection and
recurrence.(5,16)
We conclude that mediastinal liposarcoma is a
rare tumor characterized by its considerable volume.
It requires a comprehensive surgical approach, on
which the prognosis of patients will depend. The
need for effective postoperative follow-up evaluation should also be emphasized since there is a high
rate of recurrence.
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