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Case
Report

Introduction

Liposarcomas are the most common soft tissue sarcomas
in adults. However, mediastinal liposarcomas are ex-
tremely rare. They constitute 2.7% of all liposarcomas
and less than 1% of all mediastinal tumors.1–4) We report
on a rare case of a giant liposarcoma of the mediastinum
involving both hemithoraces and extending into the neck.

Case Report

A 62-year-old man presented to us with dyspnoea at rest,
dysphagia to solids and change of voice. Physical exami-
nation revealed vague fullness in the neck, predominantly
on the left side. The chest was dull to percussion and air
entry was reduced in the right upper zone. The trachea
was shifted to the right. Barium swallow revealed a large
retropharyngeal prevertebral mass displacing the poste-
rior pharyngeal wall, trachea and postcricoid region an-
teriorly, with intrathoracic extension of the mass pushing
the esophagus laterally; the esophageal lumen appeared

regular. Esophagoscopy and endoscopic ultrasound
(EUS), showed a large well encapsulated hyperechoic
mass extending between the vertebral space and the
esophagus from 15 to 30 cm. This mass displaced the
aorta and compressed the esophageal lumen. However, it
was free from the esophageal wall and other surrounding
structures. Fibreoptic bronchoscopy (FOB) showed de-
creased movement of the left vocal cord with a bulge in
the posterior wall of the pharynx, posterior wall of the
trachea and both main bronchi. The tracheal lumen was
compromised by about 50% and the posterior wall of the
trachea and both bronchi were mobile.

A computed tomography (CT) scan revealed a large,
well-defined mass. This mass extended from the deep cer-
vical space in the neck at C2 vertebral level down through
the posterior mediastinum to the level of the carina on both
sides of the vertebral column (Figs. 1A–1C). The mass
displaced the left half of the thyroid gland, the sternocleido-
mastoid and the common carotid artery in the neck and
trachea and esophagus in the thorax. A fine needle aspira-
tion cytology (FNAC) attempted from the neck was
nondiagnostic. The patient had adequate pulmonary func-
tion and surgical exploration was carried out. The neck
was first explored and the mass was carefully dissected
and separated from the esophagus and the carotid sheath.
A right thoracotomy (Fig. 2) was then performed and the
mass was separated from the esophagus, trachea and su-
perior vena cava and delivered en masse. The patient tol-
erated the surgery well and had an uneventful postopera-

Giant Mediastinal Liposarcoma: A Case Report

Ajay Punpale, MS,1 C S Pramesh, MS,1 Nirmala Jambhekar, MD,2

and Rajesh C. Mistry, MS1

From Division of Thoracic Surgery, Departments of 1Surgical
Oncology and 2Pathology, Tata Memorial Hospital, Mumbai,
India

Received December 8, 2005; accepted for publication March 22,
2006.
Address reprint requests to Rajesh C. Mistry, MS: Division of
Thoracic Surgery, Department of Surgical Oncology, Tata
Memorial Hospital, Mumbai – 400012, India.

Liposarcomas are extremely rare in the mediastinum. They may achieve considerable size be-
fore causing any symptoms. Mediastinal liposarcomas may invade surrounding structures like
the pericardium or the superior vena cava. Complete surgical excision is the optimal treatment
in resectable cases. Excision of adjacent structures like the pericardium may be needed if the
tumor infiltrates them. We report on a case of a giant liposarcoma of the mediastinum involving
both hemithoraces and extending into the neck, which was successfully managed by complete
surgical excision.  (Ann Thorac Cardiovasc Surg 2006; 12: 425–7)

Key words:  mediastinal, liposarcoma



426

Punpale et al.

Ann Thorac Cardiovasc Surg Vol. 12, No. 6 (2006)

tive recovery. The final histopathology showed a spindle
cell tumor with lipogenic character suggesting a well-
differentiated liposarcoma (Fig. 3). On immunohis-
tochemistry, it expressed S-100 focally.

Discussion

Liposarcomas arise from primitive mesenchymal cells.

They are almost always encountered in deeper structures
as insidiously growing tumors. Mediastinal liposarcomas
may extend into the pleural spaces and achieve a large
size before detection. The presenting signs and symptoms
are related to size and direct invasion of contiguous struc-
tures like the pericardium or superior vena cava.1,5,6)  Dys-
pnoea, chest pain and tachypnea are the most common
symptoms. Asymptomatic cases discovered by radiologi-

Fig. 1.  CT scans (coronal (A), lateral (B), and cross sectional (C) views respectively) showing the mass extending from C2 vertebral
level in the neck to the level of carina in the mediastinum and involving both the hemithoraces.

Fig. 2.  Intraoperative photograph of right thoracotomy showing
lower extent of the mass after separating from superior vena
cava, esophagus and trachea.

Fig. 3.  Liposarcoma of the mediastinum showing mature adi-
pocytes interspersed with cellular areas. Note occasional
lipoblasts (arrows). (H&E stain: ×100)
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cal imaging have also been reported.2,3) Mediastinal li-
posarcomas arise from the thymus-related fatty tissue in
the anterior mediastinum but also might occur in the pos-
terior mediastinum.2,7)

On CT, the appearance of mediastinal liposarcomas
varies from a predominantly fat-containing mass to a
solid mass.7) Soft tissue or solid densities are related to
the necrosis, heterogeneity and soft tissue component in
liposarcomas.8) On magnetic resonance imaging (MRI),
T1-weighted images show the fatty tissue with high sig-
nal intensity, whereas the signal intensity diminishes in
T2-weighted images.9) MRI is better than CT scanning in
ruling out invasion of vessels in the mediastinum and tho-
racic inlet.

Surgical removal is the optimal treatment for a medias-
tinal liposarcoma, as in other sites. Partial excision or
debulking of the tumor may relieve the compression effect
of more advanced and infiltrating tumors.2–4) Excision of
adjacent structures like pericardium may be done if the
tumor infiltrates them.5) Liposarcomas have very low sen-
sitivity to radiotherapy and chemotherapy. High doses of
radiation may result in mediastinal fibrosis, thus preclud-
ing radiotherapy in this location. In a single case report
postoperative radiotherapy resulted in long-term survival
of 5 years.2) The role of chemotherapy is very limited.10)

Recurrence is common in deep-seated liposarcomas
and becomes apparent within the first 6 months; in most
cases it is probably related to the incomplete excision at
the time of primary surgery.1) The paucity of reported cases
in literature precludes strong recommendations on adju-
vant treatment and prognostication.
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