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Abstract 
Liposarcoma is one of the most prevalent soft tissue sarcomas, accounting for about15%-20 % of all 

mesenchymal malignancies. The most common sites are the limbs, retroperitoneum, and visceral sit. Herein, 

we reported a case of a liposarcoma in a male patient’s stomach. The patient was a 76-year-old man, who 

presented with symptoms of atypical dyspepsia and enlargement of abdomen from one year before this 

investigation. CT revealed a large thin-walled cyst, measuring 230 × 210 × 160 mm without solid part, 

containing a few thin vascular septations; it was seen in upper abdomen in the midline in front of the pancreas 

and stomach. The mass was resected with the sleeve gastrectomy of lesser curvature. The histopathological 

examination was in favor of sarcoma and the IHC consistent with well-differentiated liposarcoma. The 

patient did not receive any adjuvant treatments and he is under close follow-up. 
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Introduction 

Liposarcoma is one of the most prevalent soft 

tissue sarcomas, accounting for about15%-

20% of all mesenchymal malignancies. The 

most common sites are the limbs, 

retroperitoneum, and visceral site.1 

Liposarcomas are divided into different 

subtypes like, well-differentiated, round cell, 

myoxid, and pleomorphic sarcomas.2 Gastric 

localization of a liposarcoma is exceptional.3 

In the present research, we reported a case of 

a large lesser curvature of stomach mass, 

proven to be a gastric well-differentiated 

liposarcoma. 

 

Case Presentation 

The patient was a 76-year-old man with a 

history of myocardial infarction (MI) and 



coronary artery bypass graft surgery 

(CABG), who presented with symptoms of 

atypical dyspepsia and enlargement of 

abdomen from one year before this study.  

Clinical findings 

The physical examination indicated the 

enlargement of abdomen from the previous 

year. No abdominal tenderness or fever was 

reported.  

Diagnostic assessment 

The upper endoscopic exam showed only 

erosive reflux esophagitis and small sliding 

hiatal hernia, with no mass report (Figure1). 

Computed tomography stablished a large 

thin-walled cyst, measuring 230 × 210 × 160 

mm without solid part, containing a few thin 

vascular septations; it was detected in upper 

abdomen in the midline in front of the 

pancreas and stomach and attachment to 

lesser curvature of stomach (Figure2). 

Abdominal sonography confirmed a huge 

heterogeneous solid lesion at the epigastric 

region of abdomen, measuring 240 × 136 × 

220 mm (4575ml) compressing and pushing 

retroperitoneal structures, including 

abdominal aorta and IVC posteriorly and left 

hepatic lobe superiorly and laterally. The 

mass contained arterial and venous 

vasculature (Figure3).  

Therapeutic intervention 

On July 12, 2021, the resection was 

performed; the mass was resected with the 

sleeve gastrectomy of lesser curvature 

(Figure4). The histopathological examination 

revealed a yellow fatty mass, measuring 33cm 

in the largest diameter, in favor of Sarcoma, 

Grade I, with no mitotic activity or necrosis. 

No tumors were detected in the gastric 

resection margin (Figure5). The 

immunohistochemistry findings, according to 

S100 +, Desmin scattered +, SMA-, DOG-1 -

, CD117-, SOX-10 -, were consistent with 

well-differentiated liposarcoma (Figure 6). 

Follow-up and outcomes 

He is free from recurrence after sarcoma 

resection up to now. 

Discussion 

Liposarcoma, a kind of malignant tumor of 

mesenchymal origin, is one of the most 

prevalent soft tissue sarcomas.4 According to 

the WHO classification, liposarcoma is a 

malignant fat cell tumor that can be 

subdivided into the following subtypes: 

atypical lipomatous tumor/well-differentiated 

liposarcoma, dedifferentiated liposarcoma, 

myxoid liposarcoma, pleomorphic 

liposarcoma.5 The risk of local recurrence is 

rather high in well- differentiated 

liposarcomas;  however, no potential for 

metastasis has been reported. Myxoid 

liposarcomas are defined by a myxoid matrix, 

which show low- to intermediate-grade 

lesions. Pleomorphic liposarcoma is a very 

malignant lesion defined by an increased 

mitotic activity, hemorrhage, and necrosis.6 

The dedifferentiated liposarcomas are lesions 

characterized by a low-grade beginning and 

progression to a high grade. They present 

evidence of no lipogenic differentiation.7 

Gastric liposarcomas are extremely rare and 

characterized by an exophytic growth being 

adherent to the gastric wall. It is typically 

located in the lesser curvature. Gastric 

liposarcomas origination is proliferation of 

undifferentiated fat cells in the submucosa 

and the tunica muscularis layer of the 

stomach. As with other sarcomas, there are no 

clinical findings concerning their 

characteristics.8 The diagnosis of gastric 

liposarcoma is based on pathological 

examination. Cytogenetics and molecular 

biology are useful tools for differentiating 

between different types of lipogenic tumors.9 

Endoscopic biopsies cannot penetrate the 

submucosa. Thus, the diagnostic value of the 

endoscopy is uncertain, and it is difficult to 

have an exact diagnosis according to biopsy 

findings. Endoscopic biopsies can be valuable 

once the tumor has endoluminal growth. 

Biopsy can be done by the guild of EUS or 

endoscopic ultrasound, and a histological 

examination, immunohistochemistry, and a 



cytogenetic exam could be performed.10 In 

terms of imaging, computed tomography is 

considered to be the most informative 

examination. The presence of fat density 

areas is pathognomonic for fatty tumors, and 

an association with enhanced areas is highly 

suggestive of the diagnosis.8 Nowadays, the 

main treatment for gastric liposarcoma is 

surgical debulking. The type of gastrectomy 

depends on the site of the tumor. According 

to the rules of sarcoma resection, surgeons 

should resect the tumor with a wide margin of 

healthy tissue around it and make sure there 

are no remaining tumor tissues.10 In our case, 

the patient did not receive any adjuvant 

therapy. He is free from recurrence after 

sarcoma resection up to now. 

 

Conclusion 

Herein, we concluded although the gastric 

liposarcoma is rare, it should be considered as 

one of the differential diagnoses of abdominal 

masses. Diagnosis of this tumor relies on 

histopathological results.  Even though 

chemotherapy and radiotherapy have 

improved over the recent years, surgical 

resection with wide negative margin is a 

reasonable treatment, and there is no 

consensus for adjuvant therapy. 
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Figure 1. Upper endoscopic exam showed only erosive reflux esophagitis and 

small sliding hiatal hernia. 



 

Figure 2. Computed tomography indicated a large thin-walled cyst, measuring 230 × 210 × 160 mm 

without solid part, containing a few thin vascular septations, seen in upper abdomen in the midline 

in front of the pancreas and stomach. It has attachment to lesser curvature of stomach. 

 

 

Figure 3. Abdominal sonography confirmed a huge heterogeneous solid lesion. 



 

Figure 4. This figure shows a view of the resected mass with fatty composition. 
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Figure 5. a. Adipocytes and bundles of fibrotic stroma with different sizes, containing spindle cells 

and scattered atypical cells with pleomorphic hyperchromatic multilobate nuclei, some of which 

have vacuolated cytoplasm staining. H&E staining. 10×; b. Adipocytes and bundles of fibrotic 

stroma with different sizes, containing spindle cells and scattered atypical cells with pleomorphic 

hyperchromatic multilobate nuclei, some of which have vacuolated cytoplasm staining. H&E 

staining. 20×; c.  Adipocytes and bundles of fibrotic stroma with different sizes, containing spindle 

cells and scattered atypical cells with pleomorphic hyperchromatic multilobate nuclei, some of 

which have vacuolated cytoplasm. H&E staining. 40×. 

c 



 

a 



 

Figure 6. a. (S100: Positive); intense nuclear and patchy cytoplasmic staining of tumor cells. IHC 

staining for S100 with DAB chromogen, 20×; b. (S100: Positive); intense nuclear and patchy 

cytoplasmic staining of tumor cells. IHC staining for S100 with DAB chromogen, 40×. 

 

b 


