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Case Report

DIAGNOSTIC LAPAROSCOPY AND RESECTION OF A
RARE CASE OF LARGE MESENTERIC LIPOSARCOMA

Muthukumaran Rangarajan1, Chinnusamy Palanivelu2,
Rangasamy Senthilkumar3, Madhupalayam Velusamy Madankumar4.

ABSTRACT
Liposarcoma arising from the mesentery of the bowel is a rare lesion. Some of the most common
presenting symptoms of primary mesenteric liposarcoma is increasing abdominal girth, weight
loss, abdominal pain, abdominal discomfort with meals and the presence of a freely movable
abdominal mass or masses. Our patient presented with a large intra-abdominal mass. Diagnostic
laparoscopy revealed tumor confined to the mesentery of the ileum. Laparoscopy was attempted,
though conversion was necessary to achieve negative margins. Laparotomy was required to
resect the tumour with wide margins. Myxoid and well-differentiated types of liposarcoma are by
far the most common histological type. Tumor size greater than 20cm predict significantly poorer
prognosis. The treatment of choice for primary mesenteric liposarcoma is surgical resection with
clear margins. Radiotherapy or systemic chemotherapy has no benefit in increasing long-term
survival. Laparoscopy is of limited value.
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INTRODUCTION

Mesenteric tumors are uncommon and are
encountered in all age groups from infancy to
the very elderly. They may be cystic or solid,
and they may demonstrate malignant or be-
nign clinical behavior. Primarily anecdotal ref-
erences to this class of tumors have been made
throughout the 20th century. In 1936, Hart
provided the earliest clear description of solid

mesenteric tumors.1 Published report consisted
of small numbers of cases, which makes it dif-
ficult to determine the incidence of specific tu-
mor types. Incidence ranges from one case per
200,000-350,000 population Mesenteric tumors
are cystic in 40-60% of cases. Numerous reports
of mesenteric lipomas in adults and children
have appeared over the years, suggesting that
these probably represent the most frequently
encountered cause of primary mesenteric ori-
gin.2 Primary mesenteric liposarcoma is very
rare, this being only the nineteenth case
reported.

Case Report: The patient was a 58-year old
male who presented with a large abdominal
swelling of 6 months duration. He had occa-
sional dull-aching pain. Physical examination
revealed a large mass in the central abdomen,
which was well defined, had an irregular sur-
face, hard in consistency, freely mobile and
non-tender. Ultrasonogram (USG) and CT scan
showed a mass measuring 14x12 cm, probably
arising from the retroperitoneum. The clinical
differential diagnosis was lymphoma or
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retroperitoneal tumor with no evidence of
metastasis. The patient was planned for diag-
nostic laparoscopy. The mass was found com-
pletely contained within the mesentery of the
ileum (Figure-1). There was no local infiltra-
tion to neighboring structures. It was a vascu-
lar, fleshy tumor with irregular surface. Trial
dissection was performed to assess resectabil-
ity. We were able to perform dissection around
the tumor with Harmonic scalpel. Since there
was a possibility of tumor being malignant and
risk of tumor seeding, we decided to convert
to laparotomy. Also, even if it were resected
laparoscopically, an incision would be neces-
sary to deliver it out. A lower midline incision
was made and the lesion was exteriorized and
decompressed and the tumor was carefully
delineated and dissected off the mesentery by
ligating the vessels supplying it. Macroscopic
tumor-free margin was 3cm. After removal of
the tumor viability of the bowel in question was
checked and found to be doubtful. So, 8cm of
ileum was selected and end-to-end anastomo-
sis was performed. The defect in the mesen-
tery was closed with interrupted silk sutures.
We did not choose to perform en block resec-
tion to begin with as we hoped to avoid un-
necessary bowel resection, thereby avoiding
morbidity. At the same time, we did not want
to compromise the clearance margins. No
drain was  placed. The postoperative period
was uneventful; liquids were started on the
third postoperative day (POD), normal diet on

the 5th POD and the patients was discharged
on the 7th POD. There was no wound infec-
tion. Histopathological examination revealed
liposarcoma, with all margin-free (Figure-2).
Patient was followed up for five years, with
no evidence of recurrence or metastasis.

DISCUSSION

Malignant primary mesenteric tumors are ex-
tremely uncommon. Published reports suggest
that 33-50% of mesenteric masses are malig-
nant tumors.3 These reports indicate that ap-
proximately 66% of malignant mesenteric tu-
mors are mesenchymatous (leiomyosarcoma or
liposarcoma), while the remaining is primarily
lymphomas. No known etiologic or associated
diseases have been reported in cases of primary
mesenteric neoplasms. Intra-abdominal liposa-
rcomas have been known to involve the
retroperitoneum, jejunum, liver, stomach and
esophagus. Small bowel mesentery is almost
exclusively the site of involvement in the vast
majority of malignant mesentery tumors. Me-
senteric liposarcoma causing intestinal obstruc-
tion and peritonitis have been reported.4 A re-
port in the year 2000 stated that only 18 cases
of mesenteric liposarcoma have been reported
so far.5 Clinical findings and symptoms asso-
ciated with mesenteric tumors of all types are
related to the presence of a mass lesion. Pain is
the principal manifestation and is related to a
mass effect or traction on the mesentery.

268  Pak J Med Sci   2007   Vol. 23   No. 2     www.pjms.com.pk

Figure-1: Fleshy irregular surface over tumor

Figure-2: microscopy – liposarcoma: - pleomorphic
tumor cells interspersed with lipoblasts,

vacuolated cytoplasm and indented nuclei



Mesenteric Liposarcoma

Abdominal CT scans provided important
information regarding size, localization of the
mass and involvement of adjacent structures,
as well as some tissue characteristics of the tu-
mor.6 They can be very suggestive of lipoma,
although liposarcoma cannot be completely
excluded based on CT scan appearance. These
lesions are of fat density and may surround
mesenteric vessels and lymph nodes. MRI is
sometimes used in conjunction with CT to help
characterize mesenteric masses. USG is used
far less frequently than CT, largely because of
operator-dependent issues that can influence
study consistency. Surgical treatment is the
only therapy of demonstrated benefit for these
tumors. The goal of surgical treatment is re-
moval of gross disease with a margin of nor-
mal tissue. This requires resection of any in-
volved intestine, as well as of intestine robbed
of mesenteric arterial blood supply by the dis-
section to remove the tumor. The gross extent
of the tumor must be carefully defined in or-
der to obtain clear margins of resection. Nor-
mal intestine should be preserved to the great-
est extent possible while still observing good
oncologic surgical principles. Laparoscopic
management has never been reported in me-
senteric liposarcomas. Laparoscopy was done
in this patient to confirm diagnosis and to as-
sess resectability. The reasons for conversion
have already been discussed earlier. So far, no
large series reporting management and out-
comes of treatment of this tumor type have ever
been reported. Sato et al concluded that tumor
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size greater than 20cm predicted a signifi-
cantly poorer prognosis.7 Published reports
suggest similar biologic behavior to primary GI
mesenchymal malignancies with 5-year sur-
vival rates at 20-50%.8 Postoperative adjuvant
or palliative therapies are not beneficial.9 We
conclude that laparoscopy has limited value
in these cases and wide excision should be
carried out, even if it means a large incision.
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