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CASE REPORT

Recurrence of a de-differentiated liposarcoma of the
colon
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ABSTRACT

We present the case of a 56-year-old gentleman who presented with non specific malaise, myalgia and anorexia. Clinical
examination revealed a large circumscribed palpable mass in the left iliac fossa. He underwent an intraabdominal pelvic biopsy,
computed tomography (CT), magnetic resonance imaging (MRI) of abdominal wall and Positron Emmission Tomography (PET).
Differential diagnoses included Gastro Intestinal Stromal Tumour (GIST) and sarcoma. He underwent a laparotomy and excision
of the lesion. Histological analysis of the lesion demonstrated a dedifferentiated liposarcoma involving the colon and adjacent
pericolic fat. Margins were clear and there was no nodal involvement. He declined adjuvant chemotherapy. He subsequently
developed a local recurrence, which was deemed unresectable. He commenced chemotherapy but continued to deteriorate. He
received palliative treatment and died 6 months following his initial surgery.
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1. INTRODUCTION

Liposarcoma, the most common soft tissue sarcoma, repre-
sents 20% of the mesenchymal malignancies, most com-
monly occurring in the retropertioneum and extremities.
Colonic liposarcoma is extremely rare.

Several cases of dedifferentiated liposarcoma of the small
bowel mesentery have been described. However, the number
of dedifferentiated liposarcoma of the sigmoid mesocolon
is few. Some pathologists do acknowledge that a number of
intra-abdominal poorly differentiated sarcoma are dediffer-
entiated liposarcomas.

To our knowledge, this is the sixth case of primary liposar-
coma of the sigmoid colon reported in the literature.

2. CASE PRESENTATION

A 56-year-old gentleman presented with non specific malaise,
myalgia and anorexia. Past medical history included mitral
valve endocarditis for which he underwent a mitral valvu-
loplasty 7 years previously. He also suffered from gout.
Clinical examination revealed a large circumscribed, palpa-
ble mass in the left iliac fossa. The remainder of the clinical
examination was normal. Laboratory investigations showed;
haemoglobin 12.1 g/dl, white cell count 8.8 × 109, C Reac-
tive Protein 200 mg/L and ESR 118 mm/hr.

Computed tomography (CT) thorax, abdomen and pelvis re-
vealed a large heterogeneously enhancing intraperitoneal left
iliac fossa mass with a peri-lesional 1.2 cm node (see Figure
1). MRI abdomen again identified the large mesenteric mass.
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It appeared intimately related to an adjacent loop of descend-
ing colon, of normal calibre and a loop of ileum which was
thickened and likely involved. A positron emission tomogra-
phy (PET) showed a hypermetabolic large lower abdominal
mass (see Figure 2). An intraabdominal pelvic mass biopsy
was not diagnostic.

Figure 1. CT demonstrating tumour of sigmoid colon

Figure 2. PET CT demonstrating hypermetabolic tumour

Following discussion at the multidisciplinary team (MDT)
meeting, he underwent a lower midline laparotomy. This
identified an ovoid tumour from the antimesenteric border of
mid-sigmoid (involving mid sigmoid 10 cm) and adherent
to the dome of the bladder. No liver or peritoneal metas-

tases were visible. The mass was mobilized and the dome
of the bladder/peritoneum excised. The bladder wall was
not breached. The left colon was mobilized and upper rec-
tum/distal sigmoid transected with a GIA 80; ligasure to the
mesentry. The distal descending colon was transected with
a GIA 80 and good pulsatile bleeding from the marginal
artery was observed. An end to side anastomosis was per-
formed. The lesion was sent for histo-pathological analysis.
He had an uneventful post-operative course and was dis-
charged home 6 days post operatively.

Figure 3. Liposarcoma of the sigmoid colon specimen

Macroscopic examination of the specimen showed a large,
oval, solid, cream coloured tumour measuring 9.5 cm ×
3 cm × 3 cm (see Figure 3). The mucosal surface appeared
flattened with the tumour overlying it. The remainder of
the mucosal surface appeared normal. The tumour did not
invade through the mucosa. Sectioning of the tumour iden-
tified a predominantly solid cream white homogenous cut
surface with some areas of degeneration and possible necro-
sis throughout the tumour.

Microscopic examination revealed a spindle cell tumour with
the cells arranged in a storiform pattern. Numerous pleo-
morphic cells with some tumour giant cells and numerous
mitoses, many abnormal, were present (see Figure 4). Im-
munohistochemistry of the tumours cells only stained posi-
tively for vimentin and very focal weak staining for CD117,
probably of no significance. Additional blocks of the tumour
were sampled, particularly from the pericolic fat and occa-
sional lipoblasts were identified. The tumour involved the
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submucosa, focally extending into the mucosa, muscularis
propria and there were several deposits within the pericolic
fat. The distal and proximal margins were free of tumour
and nine lymph nodes were free of tumour.

Figure 4. Histological slide demonstrating spindle cell
tumour with the cells arranged in a storiform pattern

The histopathological diagnosis was of a dedifferentiated
liposarcoma involving the colon and adjacent peri-colic fat,
R0 resection. However, in view of behaviour of the tumour,
residual disease could not be excluded.

Post operatively, the case was again discussed at the MDT
meeting. By consensus, it was decided the patient should be
offered adjuvant chemotherapy, but its benefit was unclear.
The patient declined adjuvant treatment.

Figure 5. CT showing tumour recurrence

He represented three months post operatively with weight
loss and night sweats. A CT thorax, abdomen and pelvis
demonstrated a large volume local recurrence with a large
lobulated abdomino-pelvic mass lesion with compressive
effects (see Figure 5). Again, the case was discussed at the
MDT meeting. The disease was not suitable for surgical
resection. He commenced chemotherapy but continued to
deteriorate and died one month later.

3. DISCUSSION
Liposarcoma is a frequently occurring soft tissue tumour
found in adults, usually in the retroperitoneum and the ex-
tremities. It is uncommonly found in the colon. The first
case of primary liposarcoma of the colon was reported by
Wood and Morgenstern in 1989.[1]

In February 2013, the World Health Organization (WHO)
published “Classification of Tumours of Soft Tissue and
Bone”. This provided reproducible diagnostic criteria for
pathologists in addition to an updated classification system.
In recent years, there have been huge advances made in im-
munohistochemical, genetic and molecular testing. These
guidelines are important for practicing surgeons, pathologists
and oncologists.

The 2013 WHO classification includes several new categories
(pseudomyogenic haemangioendothelioma, haemosiderotic
fibrolipomatous tumour and acral fibromyxoma), gastro-
intestinal stromal tumours, nerve sheath tumours, and undif-
ferentiated soft tissue tumours. New genetic and molecular
data for established tumour types were included as they fa-
cilitated improved pathological definition and diagnosis.[2]

Interestingly, tumours previously classified as “mixed- type
liposarcoma” are now considered unusual examples of dedif-
ferentiated liposarcoma.

MDM2 and CDK4 are immunohistochemical markers used
to diagnose atypical lipomatous tumour, well-differentiated
liposarcoma and dedifferentiated liposarcoma. They are an-
tibodies against the gene products coded on 12q13-15 that
are augmented in these tumour types.[3, 4] For negative or
equivocal immunohistochemical results found in clinically
suspicious lesions, molecular studies (frequently FISH) are
indispensable.

Retention of the term “well-differentiated liposarcoma” is
appropriate for tumours in sites where margin-negative re-
section is not possible (e.g., retroperitoneum, mediastinum).
These tumours are associated with significant mortality.[2]

Dedifferentiated liposarcoma is known to exhibit “homolo-
gous lipoblastic differentiation” in some cases. The dediffer-
entiated component exhibit lipoblasts which have morpho-
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logical features indistinguishable from pleomorphic liposar-
coma.[5]

Primary liposarcoma of the colon tends to occur in adults
with a peak incidence between 5th and 6th decades, with
a slender male predominance. Most tumours (75%) are
located in the right colon. Symptoms associated with
colonic or retroperitoneal liposacrcoma are non-specific and
vague.[1, 6, 7] Clinical examination may reveal a palpable ab-
dominal mass. Patients frequently present at a late stage.
Sato et al. reported a case where melena was the presenting
complaint[8] while Choi et al. described a case of a liposar-
coma of the ascending colon in 2011 which presented as
haemoperitoneum.[9] Gutsu et al. described the first case re-
port of an extraluminal mass.[10] Mixed-type colonic liposar-
coma and well differentiated retroperitoneal liposarcoma
were confirmed in the pathology report. Their particular pa-
tient remained disease free at 24 months following surgical
resection.[11]

Similarly, D’Annibale et al. reported a case of primary li-
posarcoma of the colon presenting as a massive intraluminal
lesion. They concluded that as no guidelines are available
for the management of liposarcoma of the colon, surgical
resection should be performed when feasible.[12]

Unfortunately only a few cases of colonic liposarcoma have
been published and so an ideal diagnostic guideline has not
yet been established. Both CT and MR are valuable but accu-
rate preoperative diagnosis is not possible in all cases. Only
histopathologic examination can confirm the diagnosis. All
radiological investigations are completed prior to undergoing
colorectal surgery. Suzuki et al. found that the radiology
reflected the pathological findings accurately.[11]

Surgical resection is the treatment of choice.[13] An R0 resec-
tion is the best predictor of overall survival. In achieving this,
patients often require resection of the adjacent organ, most
commonly kidney 32% and colon 25%. Local recurrence is
common; as high as 41% for retroperitoneal liposarcoma.[13]

In our case, both the sigmoid colon and the bladder were
involved. Fortunately, invasion in to other organs was not

evident.

A similar case to this was published in November 2013
where a patient underwent laparotomy for excision of in-
traperitoneal dedifferentiated liposarcoma. The patient did
not receive adjuvant treatment. Five months post laparotomy,
the patient re-presented with a locoregional recurrence.[14]

Dedifferentiated liposarcoma has a worse prognosis than
other subtypes because it has a higher risk of local recur-
rence and distant metastasis[15] and also because the recur-
rent tumours tend to dedifferentiate over time.[13] It therefore
has higher malignant potential when compared to other sub-
types. Reflecting this malignant potential, dedifferentiation
of well-differentiated liposarcomas may occur when a tu-
mour infiltrates other organs when recurrence ensues.

In conclusion, we report a case of liposarcoma of the sigmoid
colon. In spite of meticulous surgical technique, achieving
an R0 resection and close follow-up, fatal recurrence oc-
curred. As the numbers of cases increases, guidelines for
the treatment and management of these rare tumours will be
established.

Learning points
• Although liposarcomas of the colon are rare, they

should always be within your differential diagnosis.
MDT discussion prior to surgery is essential.

• Histopathological analysis of the tumour is always
required to confirm the suspected diagnosis.

• Currently, surgical excision of the tumour is the gold
standard of management and treatment. However, sur-
geons should be cognisant of the tendancy for these
lesions to recur despite achieving clear margins at
surgery.

• Given the tendancy for recurrence, oncological advise
must be sought early to determine if adjuvant treatment
should be administered.
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