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Abstract We describe imaging findings of a oesophageal liposarcoma in a 66 year old man. The computed tomography
scan was performed after a chest radiograph showed a large posterior mediastinal mass. Oesophageal
liposarcomas are rare tumours. They can achieve large size before they become symptomatic. Our patient
was successfully managed with complete surgical removal.
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Resumo Séao descritos os achados de imagem de um lipossarcoma de eséfago em um paciente do sexo masculino, de
66 anos de idade. Foi feita tomografia computadorizada, apés radiografias de térax terem mostrado massa
mediastinal posterior. Lipossarcomas de es6fago sdo tumores raros. Eles podem atingir grandes dimensdes
antes de se tornarem sintomaticos. O paciente foi tratado com sucesso, com remocdo cirtirgica completa do
tumor.
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INTRODUCTION

Gastrointestinal liposarcomas are rare
tumours, with oesophagus being the least
common site. Imaging findingsof very few
cases have been described in literature.
These tumours have varied imaging ap-
pearances. Although imaging can not accu-
rately differentiate between benign and
malignant tumours, it has a pivotal rolein
staging and management of liposarcomas,
especially oesophageal due to their close
proximity to mediastinum and spine. We

* Study developed at Liverpool Heart and Chest Hospital NHS
Trust, Liverpool, United Kingdom.

1. ChM, FRCS(CTh), Medical Doctor of the Department of
Cardiothoracic Surgery of the Liverpool Heart and Chest Hospi-
tal NHS Trust, Liverpool, United Kingdom.

2. MBBS, DNB, FRCR, Medical Doctor of the Department of
Radiology of the Liverpool Heart and Chest Hospital NHS Trust,
Liverpool, United Kingdom.

3. BSc, MBBS, FRCR, FRCR, Medical Doctor of the Depart-
ment of Radiology of the Liverpool Heart and Chest Hospital NHS
Trust, Liverpool, United Kingdom.

4. BSc(Hons), MD, FRCPath, Medical Doctor of the Depart-
ment of Histopathology of the Liverpool University Hospitals NHS
Trust, Liverpool, United Kingdom.

5. MUDr, MRCS, Medical Doctor of the Department of
Cardiothoracic Surgery of the Liverpool Heart and Chest Hospi-
tal NHS Trust, Liverpool, United Kingdom.)

6. MSc, MRCS, Medical Doctor of the Department of
Cardiothoracic Surgery of the Liverpool Heart and Chest Hospi-
tal NHS Trust, Liverpool, United Kingdom.

Mailing address: Dr J Holemans. Department of Radiology,
Liverpool Heart and Chest Hospital NHS Trust, Thomas Drive,
Liverpool L14 3PE, UK. E-mail: john.holemans@ctc.nhs.uk

Received September 9, 2008. Accepted after revision Sep-
tember 22, 2008.

Radiol Bras. 2008 Nov/Dez;41(6):419-421

present imaging findings with histological
correlation of such arare entity.

CASE REPORT

A 66 year old man presented with
chronic cough and mucoid expectoration.

Figure 1. Postero-anterior
chest radiograph showing
large, well defined, bi-con-
vex mass in the posterior
mediastinum.

A chest x-ray was performed, which re-
ved ed alarge posterior mediastinal tumour
(Figure 1). The lung fields were normal.
Computed tomography (CT) scan of the
chest and abdomen was performed for
further characterisation. CT scan showed
alarge, well defined, mixed density, but
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predominantly fat density massin the pos-
terior mediastinum. The mass was engulf-
ing the oesophagus all around (Figure 2).
There was mass effect and displacement of
the posterior wall of theleft atrium. Thetu-
mour was encasing the thoracic aortafor at
least 180 degrees. The fat plane between
the mass and the adjacent mediastinal
structures was effaced. More distally, the
mass caused complete collapse of the
oesophageal lumen. There was no medias-
tinal or hilar lymphadenopathy. The lung
fields were normal. No abnormality de-
tected within the abdomen. Due to mixed
nature of the lesion, possibility of the ma-
lignant lesion in the posterior mediastinum
was raised.

On further questioning, he gavethehis-
tory of few monthsof difficulty in swallow-
ing for which upper gastrointestinal endos-
copy was performed in other hospital. It
showed changes of Barrett's oesophagus;
no other significant abnormality was noted.

Patient underwent thoracotomy. The
mass was well encapsulated, it was encir-
cling the oesophagus, was seen free from
the surrounding mediastina structures.
Complete removal of the tumour with
distal oesophagectomy and oesophagogas-
trectomy was performed. Post operativere-
covery was uneventful.

Examination of the resected specimen
revealed a fatty tumour that clearly arose
from the submucosal region of the oeso-
phageal wall, growing and expanding out-
side the oesophagusto encircleit and form
athinly-encapsulate mass 150 x 140 X 75
mm in diameters (Figure 3). The mucosa
overlying the tumour was normal.

Microscopic examination (Figure 4)
showed lobules of fatty tissue separated by
a collagenous and myxoid stroma. There
was marked variation in the size of the
adipocytes with scattered uni- and multi-
vacuol ated lipoblasts, some of them appar-
ently entrapped within the fibrous septa.
Theselipoblastshad large, atypical, hyper-
chromatic nuclei. Mitotic figures were
present, numbering between 5 and 10 per
ten high-power microscopic fields, but
there was no necrosis. These features indi-
cated the tumour to beawell differentiated
(grade 1) liposarcomaof sclerosing subtype.
The thin capsule of the lesion was intact
and excision was considered complete.
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Figure 2. Contrast enhanced
axial CT scan showing a large
lobulated mass with multiple
areas showing fat density be-
hind the left atrium. Note the
effacement of the posterior
wall of the left atrium and en-
casement of the aorta.

Figure 3. Gross photograph
showing the lobulated fatty
mass arising from the oesopha-
geal wall, compressing the
oesophageal lumen and ex-
panding outside the oesophagus
into the mediastinum. The mu-
cosa overlying it is intact.

Figure 4. High power photomi-
crograph of a section of the tu-
mour stained with haematoxylin
and eosin and showing mature
adipocytes together with malig-
nant lipoblasts embedded in the
fibrotic stroma, features typical
of a well differentiated (grade 1)
sclerosing liposarcoma.

DISCUSSION

Gastro-intestinal  (Gl) liposarcomas
constitute about 0.1% to 5.8% of all theli-
posarcomas at autopsy and the oesophagus
is the least common site. Oesophageal li-

posarcomas constitutes 1.2% to 1.5% of all
Gl liposarcomas'. First case was reported
in 1983 and since then only 15 other
cases have been reported in the world lit-
erature so far. They are slowly growing
tumoursarising from the mucosaor submu-
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cosal soft tissue layers of the oesophagus.
Pathologically, the tumour is either well-
differentiated liposarcoma or myxoid
histotype®.

There are varied clinical presentations
of oesophageal liposarcoma. Mean agevar-
ies between 43 to 73 years and male sex
being affected slightly more than female
sex. Most patients complain dysphagia.
They may remain asymptomatic, until the
tumour grow to avery large size and cause
invasion or mass effect on the adjacent
structures. Weight loss, fever, odyno-
phagia, respiratory distress, epigastric
pain® which may or may not be associated
with gastro-intestinal bleeding. There has
been even a case report where there was
oral protrusion of the tumour.

CT scan featuresare similar to thosere-
ported in liposarcoma elsewhere in the
body. Dueto fatty nature of thislesion, CT
scan mostly revealsalarge, predominantly
fat density lesion mixed with varying
amount of soft tissue. Most of the reported
cases showed intra or extra luminal
polypoid mass™*®. Proximal, mid as well
as distal oesophageal involvement have
been reported. Presence of fat may indicate
lipomatous tumour such as lipoma, atypi-
cal lipoma and liposarcoma. CT scanning
not only is helpful in characterising the le-
sion but aso helpsin studying the medias-
tinal structures in detail, as these tumours
are known to cause compression or inva-
sion of the adjacent structures.

Although, CT scanning remains the
most important diagnostic modality, other
modalities like barium swallow, trans-
oesophageal ultrasound scanning, endos-
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copy, magnetic resonance imaging (MRI)
may also be performed. MRI may show
high signal intensity within the fatty tissue
on T1 weighted images, which suppresses
onin phase and out of phaseimaging or on
fat suppressed images®. In addition, MRI
helps in better assessment of involvement
of the adjacent structures as compared with
CT scanning.

Poorly differentiated tumours, which
pathologically tend to bemore cellular with
less fat per cell component, are likely to
have high CT numbers. CT number is not
sufficient to distinguish well-differentiated
liposarcomafrom benign lipoma” and his-
topathologic examination is always neces-
sary as much for diagnosis as prognosisin
these cases®.

Imaging modalities are limited in their
capability to tell the malignant potential of
the tumour. Hence complete resection is
most commonly advised treatment op-
tion®°19, There are various surgical op-
tions. They vary from endoscopic resec-
tion, simple enucleation to more invasive
transthoracic, trascervical or transgastric
approach. Survival depends on histologic
subtypes, grade of malignancy, location
and surgical radicality®. Survival between
7 monthsto 104 months has been reported.
A previous study reported a case of recur-
rence 25 years after thefirst episodein a68
year old woman™,

In conclusion, oesophageal liposarco-
mas are rare tumours with varied presen-
tation. Even if CT and MRI features are
typical, they arenot unique. Therearevari-
ousdifferential diagnoses of fat containing
massesin the mediastinum. Surgical resec-

tion is the treatment of choice and only
histological examination can make confi-
dent diagnosis.
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