
Chest Wall High Grade Liposarcoma 

 Abstract 
   Liposarcoma is one of the most common subtype of soft tissue sarcoma which compromises approximately 20% of new sarcoma 

diagnosises (1, figure 2.B).  The World Health Organization has classified liposarcoma into several different subtypes (2). Each of 
these subtypes have different disease free and overall survival (3). The most common are well-differentiated (WDLS) and atypical 
lipomatous sarcoma (ALT) which represent about 40% of all liposarcomas and also have no risk of metastasis but are locally 
aggressive (4).  ALT is reserved for the extremity and WDLS is reserved for the retroperitoneum. Dedifferentiated liposarcoma is 
another subset and  maybe progression of WDLS to a high grade malignancy or de vovo (4). Dedifferentiated liposarcomas have a 
high risk of local recurrence of 41%, 17-30% possibility of metastasis and a 5 year mortality of 28% (5-7). Pleomorphic 
liposarcomas is high grade subtype more commonly seen in the retroperitoneum. They represent only 5% of all liposarcomas and 
are associated with poor outcomes with a 34-45% risk of local recurrence and a 32-57% risk of metastatic disease (8-10).   
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Discussion 
Sarcomas typically present as large, rapidly growing, painless masses. About 50% present as an extremity mass but can also 
develop in areas such as the retroperitoneum and only become symptomatic once they begin to cause compressive effects on 
surrounding structures. Workup for suspected sarcoma  includes CT or X-ray to rule out metastic disease. An MRI is also 
indicated prior to biopsy to rule out muscle, bone or neurovascular involvement. Core needle biopsy is the best biopsy but if it 
fails an excisional biopsy is indicated for a mass <4cm and a longitudinal incisional biospy is indicated for a mass >4cm. Tumor 
grade predicts the most important prognostic indicator. The main treatment of sarcoma is en bloc resection with a desired 
margin of 1cm but if unattainable the goal is 2-3 margins with at least one uninvolved fascial plane. If the tumor encompasses a 
neurovascular bundle the tumor may be bivalved in an attempt to salvage the structure. Clips should be placed at the area most 
likely for recurrence. Risk of local recurrence is high and ajduvant therapy is recommended with radiation to help decrease the 
risk. The chemotherapic agent of choice is doxorubicin. For tumors >10cm receiving pre-op chemoradiation may help achieve 
limb sparing operations approximately 90% of the time. 
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Case 
77 year old male with a past medical history of COPD and CAD status cardiac catheterization who presented to the outpatient 
clinic in 6/2019 for a right chest wall mass which started as a small bump and rapidly grew over the previous two months. He 
was taking Ibupofen for sharp pain in the area. He did not have a history of cancer. He went for an US which showed a 11.8 x 
8.0 x 11.9 cm vascular predominantly solid complex mass in the right breast (figure 1.A). A CT chest/abdomen and pelvis 
showed a 11.0 x 10.8 x 8.7 cm well-circumscribed encapsulated septated complex soft tissue mass with large cystic areas, faint 
enhancement of the capsule and internal septations suggestive of the hypervascularity (figure 1.B). It was causing a mass effect 
on the adjacent soft tissues of the anterior right chest wall without invasion or associated lymphadenopathy. He went to the OR 
for excision of left chest wall mass. The mass was very adherent to the pectoralis major skeletal muscle and fascia. Both were 
excised with the specimen.  A JP drain was placed in the area and skin was closed. Pathology returned as high-grade 
liposarcoma with positive margins and a differential diagnosis including pleomorphic liposarcoma which was favored, as well as 
a dedifferentiated liposarcoma (figure 2.A). At the follow up appointment the JP drain was pulled and it was recommended that 
he be seen for adjuvant treatment, which the patient declined. 

In 7/2020 he presented to the outpatient clinic due to recurrance of a rapidly expanding chest wall mass at the previous surgical 
site. He was referred to U of R for further treatment. PET scan was concerning for metastasis with at least two hypermetabolic 
lung nodules with a questionable primary colonic lesion. He underwent radcial excision of the mass, which had grown to 17 cm 
,with negative margins and wound vac placement. Pathology revealed recurrent pleomorphic liposarcoma with features of 
epithelioid variant. Expert opinion from Brigham and Women's Hospital in Boston, MA was that epithelioid morphology was 
associated with a more aggressive course. The patient continues with daily dressing changes at this time. No radiation is planned 
due to his lung disease. He is planned for follow up in six months.   
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 Introduction 
   Liposarcoma is one of the most common subtype of soft tissue sarcoma and must be considered in the differential diagnosis when 

evaluating a patient with a rapidly expanding soft tissue mass. These tumors carry a high risk of local recurrance and a high 5 
year mortality. We present the case of a 77 year old male with a rapidly expanding chest wall soft tissue mass. This patient refused 
referral to oncology and experienced local recurrance with possible metastasis within a year of his initial tumor excision. 

  

 

 

 

 

If questions please contact 

Dr. Micheal Sheilds at msheilds@arnothealth.org, 

Dr. Katie Lewandowski at klewandowski@arnothealth.org 

 

 

 

 

Figure 1. (A) Ultrasound showing 11.8 x 8.0 x 11.9 cm solid complex mass with vascularity. (B) CT Chest showing 11.0 x 10.8 x 
8.7 cm well-circumscribed encapsulated septated complex soft tissue mass. 

Figure 2. (A) Pathology showing high-grade liposarcoma with positive margins and a differential diagnosis  

including pleomorphic liposarcoma which was favored, as well as a dedifferentiated liposarcoma. (B) Gross surgical specimen. 
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