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Abstract 
 

Background: Virchow in 1860 described liposarcoma which arise from fat cells. It is a common soft tissue sarcoma found commonly in 

the limbs and retroperitoneum. 

Objectives: This study is an attempt to highlight the biographic indices, pattern, and challenges of management and outcomes of liposar-

coma in a tropical setting and proffer solutions for improved outcome. 

Methods: Patients who presented to the University of Calabar Teaching Hospital from 2000-2014 with histologic diagnosis of liposar-

coma were studied. This was compared with total soft tissue sarcoma and total malignancy seen during the same study period. 

Results: The 17 patients seen in the study period comprised 10 males and 7 females (M: F = 1.4:1) and their ages ranged from 37-70 

years (mean 51 years). They accounted for 21.8% of soft tissue sarcoma and 0.9% of total malignancy. The commonest site involved was 

the lower limb 8(47%), while the abdomen ranked second 5(29%) with the retroperitoneum the commonest abdominal location. Pleo-

morphic liposarcoma was the commonest 8(47%) histologic type followed by myxoid 7(41%). The outcomes were generally poor with 

one hospital mortality. Sociocultural beliefs, ignorance and poverty were issues highlighted. 

Conclusions: Early presentation and diagnosis and treatment is advocated for improved outcome. Establishment of support groups in 

oncology will further provide health education services and compliment financing of treatment in view of the enormous cost of services 

and drugs. 
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1. Introduction 

Liposarcoma (LPS) arise from fat cells; this malignancy was first 

described by Virchow in 1860, (Schwartz 2015). In adults, it is 

one of the most common soft tissue sarcoma (STS) with lesions 

usually found in the limbs and retroperitoneum (RP), (Turkoglu et 

al. 2014, Mentel & Fletcher 1995). It is a rare tumour in children, 

commonly affecting adults between 40-60 years with a slight male 

preponderance, (Schwartz 2015, Turkoglu et al. 2014, Weiss 

1996). Overall, it accounts for less than 20% of STS, commonly 

present as painless slow growing cutaneous mass; however, some 

may grow rapidly resulting in ulceration, (Schwartz 2015). Le-

sions located in the RP tend to grow to a large size in the abdomen 

prior to presentation with symptoms and signs, (Matthyssens et al. 

2015). The World Health Organization (WHO) classify LPS into 5 

sub types, 1) Well differentiated, 2) dedifferentiated, 3) myxoid, 

4) round cell, 5) pleomorphic, (Schwartz 2015, Turkoglu et al. 

2014). Surgery remains the main stay of treatment, in addition to 

the histologic type constitutes the most important prognostic indi-

ces, (Mentzel & Fletcher 1995, Hoffman et al. 2011). We present 

this study in an attempt to highlight the biographic indices, pat-

tern, and challenges of management and outcomes of LPS in a 

tropical setting and proffer solutions for improved outcome.  

2. Patients and methods 

Patients who consulted the University of Calabar Teaching Hospi-

tal (UCTH), Calabar from January 2000 to December 2014 with 

histologic diagnosis of LPS were evaluated. Indices obtained were 

biographic data, clinical presentation, treatment and outcomes. 

This was compared with total STS and total malignancies seen 

during the same study period. 

3. Results 

A total of 17 patients presented to the UCTH in 15 years (2000-

2014). Their ages ranged from 37-70 years (mean 51 years). They 

were 10 males and 7 females, M: F = 1.4:1, Table 1.  

 
Table 1: Age/ Sex Distribution 

Age Range (Yrs) Sex Total (%) 

 M F  

1 – 10    

11 – 20    

21 – 30    

31 – 40 5 1 6(35.3) 
41 – 50 2 2 4(23.5) 

51 – 60 1 2 3(17.7) 

61 – 70 2 2 4(23.5) 
Total 10 7 17(100) 

Age Range (37-70 years), mean- 51 years  
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M: F=1.4:1 

 

The total number of malignancies seen during the same study 

period was 1988 and the 17 patients with LPS accounted for 0.9% 

of total malignancies, Table 2.  

 
Table 2: Soft Tissue Sarcoma (2000 – 20014) 

 No (%) 

Rhabdomyosarcoma 27(34.6) 
Liposarcoma 17(21.8) 

Malignant Fibrous Histiocytoma 7(9.0) 

Fibrosarcoma 7(9.0) 
Synovial Sarcoma 7(9.0) 

Neurofibrosarcoma 5(6.4) 

Leiomyosarcoma 3(3.8) 
Malignant Peripheral  

Nerve Sheath Tumour (MPNST) 3(3.8) 

Chondrosarcoma 2(2.6) 

Total 78(100%) 

 

Total malignancy (2000-2014) = 1988 

LPS 17 patients, 0.9% of total malignancy 

 

Seventy eight patients with STS seen during the study period ac-

counted for 4% of total malignancy while the 17 patients with LPS 

accounted for 21.8% of STS and ranked 2nd.  

The commonest site involved was the lower limb 8(47%), Figure 

1. 

The duration of illness prior to presentation ranged from 6-60 

months [mean 16 months (1 year 4 months)]. Late presentation 

with advanced lesions was a common finding as majority of the 

patients 14(82.4%) had consulted other health facilities tradomed-

ical inclusive. All the patients presented with swellings with some 

ulcerated in cutaneous locations, while others presented as ab-

dominal swellings in retroperitoneal and intraperitoneal locations.  

All the 5 patients with abdominal lesions had laparotomy, 3 retro-

peritoneal lesions had incision biopsy on account of advanced 

lesions while the other 2 intraperitoneal lesions had excision for 

mesenteric LPS. Out of the 9 limb lesions, 5 were offered excision 

while 4 had incision biopsy. The other lesions located on the head 

and chest had incision biopsies but for one who had excision biop-

sy.  

The commonest histological type was pleomorphic 8(47%), Figure 

3. 

 

 
Fig. 1: Site Distribution. 

 

The thigh was the commonest location 4(50%), [compression of lesion showed lobulations], Figure 2, leg 2(25%) and foot 2(25%). The 

2nd site in ranking was the abdomen 5(29%), [Retroperitoneal 3(17.4%), intraperitoneal 2(11.6%)]. Other sites were chest 2(12%), head 

and neck 1(6%) and upper limb 1(6%). 

 

 
Fig. 2: Clinical Photograph, Liposarcoma (Right Upper Thigh). 
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Fig. 3: Histologic Types. 

 

Figure 4 shows tumour composed of malignant mesenchyma. The 

cells are pleomorphic, round spindle in some areas, some giant 

cells and lipoblasts cells. There is brisk mitosis; abnormal types of 

quadripolar mitosis – pleomorphic LPS. Myxoid LPS ranked sec-

ond 7(41%),  

 

Pleomorphic Liposarcoma 

 
Fig. 4a: (Top) H&E X 40. 

 

 
Fig. 4b: (Bottom) – H&E x 100. 

 

Figure 5a&b. It revealed tumour composed of lobules of myxoid 

tumour. At low power, Figure 5a, some foci had chicken wire kind 

of capillaries ramifying tumour tissue. There was adipocytic dif-

ferentiation with some cells resembling lipoblasts. 

 

 

Myxoid Liposarcoma 

 
Fig. 5a: (Top) H&E X 40. 

 

 
Fig. 5b: (Bottom) – H&E X 100. 

 

No patient was offered pre or postoperative radiotherapy as we did 

not have this facility. Those referred were lost to follow up. Those 

that had chemotherapy with doxorubicin had issues purchasing 

this expensive drug.  

The outcomes were generally poor. Two patients with lower limb 

lesions developed recurrence at 3 and 5 months post excision and 

were eventually lost to follow up. Follow up of patients ranged 

from 2-6 months after which most were lost to follow up. Four 

patients left against medical advice. There was one hospital mor-

tality in a patient with RP LPS.    
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4. Discussion 

Liposarcoma is a common STS accounting for 20% of malignan-

cies of mesenchymal origin, (Matthyssens et al. 2015, Dei Tos 

2000). This is in consonance with our finding of 21.8%, Table 2. 

Matthyssens et al. 2015 in a similar report showed that LPS ac-

counted 20% of all STS’s while STS was less than 1% of malig-

nant tumours in adults, (Matthyssens et al. 2015). The latter col-

laborated with our result of 0.9%. In another study, by Costea et 

al. 2011, LPS was reported to have accounted for 10-35% of 

STS’s. Further report on LPS showed it as a common adult STS 

that ranked 2nd to malignant fibrous histiocytoma (MFH), (Ne-

manqani et al. 1999). This report is in agreement with our finding 

of LPS that ranked 2nd but differed from our finding of rhabdomy-

osarcoma that ranked 1st (34.6%), Table 2. 

The mean age in this study was 51 years with no patient recorded 

in the first 3 decades of life. In keeping with this report, Schwartz 

2015 reported a mean age of 50 years, (Schwartz 2015). Liposar-

coma in children is reported to be less than 5% of STS with about 

60 children reported in literature. Our report further confirms the 

rarity of this tumour in the younger age group. There was a slight 

male preponderance, (Schwartz 2015), Table 1.  

It is common to find LPS in the extremities followed by the RP 

and less frequently in the head and neck in keeping with the re-

sults of this study, (Schwartz 2015, Turkoglu et al. 2014, Mentzel 

& Fletcher 1995), Figure 1. In the lower limb (the commonest 

site), the commonest location was the thigh, Figure 2, (Nemanqani 

et al. 1999). The head and neck is an uncommon site with the oral 

location very rare, this was the only head and neck location re-

ported in this study. Up to the year 2000 less than 50 cases of oral 

involvement has been reported, (Schwartz 2015). Transformation 

of lipoma into LPS is reported to be rare, as a rule well differenti-

ated LPS do not arise from lipoma which lack genetic markers 

consistent with LPS, (Mentzel & Fletcher 1995). 

This lesion tends to grow in an exophytic fashion be it in the cuta-

neous, RP or oral locations, presenting as polypoid or dome 

shaped mass, Figure 2. It is believed to be centred in the dermis in 

the cutaneous setting with minimal tendency to grow into the sub 

cutis, (Schwartz 2015, Dei Tos 2000). Tumours in the RP location 

grow into a voluminous size prior to discovery; this is due to the 

expandable disposition of the abdomen, (Matthyssens et al. 2015). 

This was in keeping with our experience as all the patients with 

RP tumours presented late. The mean duration of illness prior to 

presentation was 16 months, however, in view of the above stated, 

patients estimation of clinical duration of illness is usually unreli-

able, (Schwartz 2015). Late presentation may have impacted ad-

versely on the outcomes, early presentation, early diagnosis, espe-

cially with lesions in cutaneous locations is recommended.   

Despite WHO classification of LPS into 5 categories, well differ-

entiated, dedifferentiated, myxoid, round cell and pleomorphic, 

(Schwartz 2015, Turkoglu et al. 2014), myxoid and round cell 

share morphological and clinical features including similar chro-

mosomal markers, (Dei Tos 2000, Orivieto et al. 2001). Following 

current data available, the most logical classification of LPS is 

into 3 distinct groups, 1) well differentiated, 2) myxoid/round cell 

and 3), pleomorphic, (Schwartz 2015, Dei Tos 2000). Well differ-

entiated and dedifferentiated LPS are reported to account for 40-

50% of adult LPS at variance with our finding of 12%. (Costea et 

al. 2011). Myxoid and round cell LPS represented 41% in our 

study, while Orvieto et al. 2001 in their study reported 30-35%. 

Contrary to our finding (Pleomorphic 47%, myxoid 41%, well 

differentiated 12%), Nemanqani D et al. reported myxoid LPS 

(50.2%) as the commonest followed by well differentiated 

(21.9%), (Nemanqani et al. 1999). The relative paucity of well 

differentiated LPS in our setting may have accounted for the poor 

outcomes in addition of late presentation as histologic type is a 

known prognostic factor, (Mentzel & Fletcher 1995), Hoffman et 

al. 2011).  

Surgery is the main stay of treatment with possible cure in non-

metastatic disease, (Matthyssens et al. 2015, Hoffman et al. 2011). 

Radiation (pre and post) therapy is a valuable adjunct aimed at 

local control and preoperative treatment offers a good chance 

recurrence free interval, In management of advanced or metastatic 

LPS, systemic treatment has an established role in palliation using 

active agents as doxorubicin, Epirubicin and ifosfamide, (Mat-

thyssens et al. 2015). However, late presentation was prevalent in 

our setting; this precluded possible curative surgical excision.  

In summary, LPS ranked 2nd (21.8%) of STS’s and accounted for 

0.9% of total malignancies. There was a slight male preponder-

ance with a mean age of 51 years. The commonest site was the 

lower limb (thigh as the commonest lower limb location), with 

retroperitoneal site that ranked second. There was a case of oral 

LPS a rare site of this pathology. The commonest histologic type 

was pleomorphic followed by myxoid. 

5. Conclusion 

Ignorance, sociocultural beliefs, poverty were significant underly-

ing issues responsible for late presentation which impacted nega-

tively on outcomes. Early presentation, early surgery, provision of 

affordable adjunct therapeutic facilities are advocated for im-

proved outcome.  The use of support groups in oncology to facili-

tate health education and finance will further improve outcome. 
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