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Introduction

Liposarcomas of the mediastinum are scarce and represent
less than 1% of all mediastinal tumors [1]. The only treatment
to improve survival remains radical surgical resection [2]. Here
in we report the rare case of posterior mediastinal liposarcoma
with right intra-pleural development operated through right
thoracotomy. In order to perform a monobloc resection, a re-
placement of a segment of descending thoracic aorta through
this unusual approach was realized.

Case presentation

A 50 year old woman presented with a posterior mediastinal
mass discovered on a CT-scan performed for nonspecific epi-
gastric pain. Her previous medical history reported the excision
of a myxoidliposarcoma of the left leg (T2 NO MO, radical re-
section) three years ago, with adjuvant chemotherapy (4 cycles
of adriamycin and ifosfamide) and radiotherapy (60 gray). The
mediastinal mass was well-defined, measuring 20 cm by 10 cm.
There was no evidence of invasion of the adjacent structures in computed-tomography 4 months after surgery.
magnetic resonance imaging and CT-scan (Figure 1A). \_ J
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Surgery was performed with adesilet catheter introducer
preventively placed in the left femoral vein in case temporary
mechanical support would be necessary. A right posterolat-
eral thoracotomy was performed in the 8th intercostal space.
The mass was adherent to the spine. The azygous vein was li-
gated and the esophagus was dissected and pushed upward.
Diaphragmatic pillars were cut. The spine was progressively
released with extra-musculo-periosteal dissection on the 7th,
8th and 9th vertebrae. Titanium clips were placed at this level
(Figure 1B). After opening the contralateral pleura, we observed
significant adhesions of the tumor to the descending thoracic
aorta (Figures 2 and 3). The en-bloc resection of the invaded
descending aorta segment was decided intraoperatively. After
heparinization, a replacement of the descending thoracic aorta
with a 16 mm-Dacron prosthesis was performed using running
sutures of 5/0 polypropylene. Aortic clamping time was 39 min-
utes.

Figure 2: Drawing of the operative view through posterolateral
thoracotomy in the 8th intercostal space.

Figure 3: Drawing of axial section of the chest through 8th thoracic

vertebrae during surgery.

The postoperative course was uneventful with extubationat
day-1, an intensive care unit length of stay of 4 days and the pa-
tient was discharged 8 days after surgery. Histological analysis
revealed a myxoid liposarcoma recurrence with the same phe-
notype as the first anatomical location. In addition, R1 resection
at the cortex of the 8th vertebral level was noted and adjuvant
radiotherapy (50 Gy) was performed. The patient lived at home
with a good quality of life and without rehospitalization, until

a retro-peritoneal recurrence of her liposarcoma caused her
death four years after this thoracic resection.

Discussion

Only a few cases of liposarcoma of the mediastinum have
been previously reported in the literature [3]. Indeed, liposar-
comas are located in the retroperitoneum and limbs in 90% of
cases [2,4]. Radical excision and histological type of tumor have
been identified as independent prognostic factors of mortality
with well-differentiated liposarcoma having a better prognosis
than other histological subtypes (myxoid, round cell, pleomor-
phic and dedifferentiated) [5]. Radiotherapy and chemotherapy
are usually used in association and are believed to be ineffective
therapeutic modalities for survival [4].

Chen et al. showed in their series of 23 cases an overall sur-
vival of 13 months in cases of non-radical resection [2]. More-
over, invasion of the great vessels often necessitates a non-rad-
ical resection [2], resulting in impaired survival. In our case, we
believe the monobloc macroscopic tumor removal combined
followed by spinal radiation therapy resulted in a satisfactory
good survival of 4 years despite a histological subtype associ-
ated with a poor prognosis.

The mass had a right intrapleural and retropericardial loca-
tion. Considering its location we opted for a right posterolateral
thoracotomy to have good exposure. This approach allowed us
to control both the spine and the oesophagus, and to perform
a right lung resection, if needed. The 8th intercostal space was
chosen as it was in front of the mass.

In addition, it remains sometimes impossible to confirm pre-
operatively if surrounding anatomical structures are invaded or
not. In our case, we discovered, during the procedure, an in-
vaded aorta and we realized the resection of an aortic segment
through right thoracotomy. The exposure requires the careful
release of the esophagus on almost all its intra thoracic por-
tion and to delicately retract the heart up and the diaphragm
down. We believe such a complex and major surgical procedure
requires good collaboration between thoracic surgeons and an-
esthesiologists and should be performed in tertiary centers.

Conclusion

We report the exceptional case of a liposarcoma of the medi-
astinum with thoracic aorta invasion. Surgical removal was ob-
tained through right posterolateral thoracotomy and required
replacement of a segment of descending thoracic aorta. This
unusual approach can be considered for malignant tumor re-
section.
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