Case report

LIPOSARCOMA OF SPERMATIC CORD: CASE REPORT ON OF A RARE RECURENT
PARATESTICULAR TUMOR.

Abstract:

This is a case report of an elderly male patient who presented with a recurrent scrotal
swelling. A 76-year-old male patient presented with swelling in the left scrotum in 2018
which showed gradual increase in size for a period of 1 year. The patient underwent high
inguinal orchidectomy. Histopathology report was given as Myxoid liposarcoma. Post-
surgery the patient underwent chemotherapy for the same. The yearly follow-up visits were
unremarkable. Liposarcoma of the cord should be differentiated from.other para-testicular
masses. It is rarely diagnosed preoperatively and is usually mistaken for.inguinal hernia,
hematocoele and hydrocoele. (first line is unnecessary. Recurrentscrotal swelling is a very
lay term. Please highlight recurrent scrotal liposarcoma on.the.contralateral'side)
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INTRODUCTION

Liposarcoma is a rare malignant paratesticular tumour of the scrotum. It can
arise from the epididymis, spermatic cord and fascia. Other malignant tumours
include rhabdomyosarcoma, ‘leiomyosarcoma, mesothelioma, and lymphoma.
Liposarcomas are difficult to diagnose as the imaging findings on MRI, CT, or
Ultrasonography mimic.that.of inguinal hernia due to its fat content. This is a
case report of an elderly male patient who presented with a recurrent scrotal
swelling. liosarcome of the contralateral side

Case report:

A 76-year-old male patient presented with swelling in the left scrotum in 2018
which showed gradual increase in size for a period of 1 year. On local
examination the swelling was hard in consistency and all the borders were well
felt. The clinical diagnosis was testicular malignancy. No previous imaging
details were available. The patient underwent contrast enhanced computed
tomography (CECT) of abdomen and pelvis with limited sections of inguino-
scrotal region in our institute for further evaluation of metastases. There was a
hepatic _haemangioma with classical CT features of peripheral nodular

enhancement with delayed persistent enhancement and centripetal pattern of
enhancement (describe the lesion first first, incidental finding later). There was

a 12.7 x 5.3cm (CC x TR) lesion in the left hemiscrotum which showed
heterogenous enhancement with areas of fat density, interspersed fibrous septa,




loculated fluid and intervening vessels with fat stranding (Figure 1). Left testes
was not visualized. Based on the CECT features imaging diagnosis of
liposarcoma with differentials of incarcerated inguinal hernia and dermoid were
given and further investigation of USG/MRI scrotum were advised (USG should
be first investigation). The patient underwent high inguinal orchidectomy (MRI
was advised, but the patient underwent orchidectomy before MRI. Why?).
Histopathology report was given as Myxoid liposarcoma. Post-surgery the
patient underwent chemotherapy (Regimen/drugs ?) for the same. The yearly
follow-up visits were unremarkable (upto?).

Figure (1): Axial CECT image taken in 2018 showing heterogenous areas of fat
density with interspersed fibrous septa and loculated fluid pockets and
intervening vessels with fat stranding <in the left inguinoscrotal region.

Differential diagnosis of inguinal hernia-and dermoid (unnecessary).

In October 2022, the patient came with complaints of swelling in the right
hemiscrotum. The swelling was insidious in onset and was hard in consistency,
irreducible and.non-compressible. The upper margin of swelling was palpable.
The right testis was separately palpable from the swelling.

On ultrasound ‘examination, a large well defined lobulated echogenic lesion
with intervening hypoechoic septa measuring 9 x 7.9 x 5.7 cm (CC x AP x TR)
was noted ‘occupying the right scrotal sac causing inferior and posterior
displacement of the right testis (Figure 2). Vascularity noted within the lesion
on colour.Doppler examination.



Figure (2): Longitudinal ultrasound view of the recurrent lesion (2022) in the
right scrotum showing lobulated hyperechoic lesion with intervening
hypoechoic septae with vascularity.

CECT of abdomen and pelvis including scrotal region revealed, a hypodense
lesion with ill-defined margins in the scrotal sac predominantly in the dependent
portion. The lesion shows predominantly fat density areas, enhancing vessels
and mildly enhancing soft tissue component. Multiple enhancing vessels noted
in the venous and delayed phase. No calcifications.are noted. The lesion shows
no definite capsule. There is mass effect on the right testis which is displaced
posterosuperiorly. (Figure 3a and 3b) No enlarged inguinal lymphnodes were
noted.

Figure 3a



Figure 3b

Figure (3a) and (3b): Axial (a) and coronal (b) CECT image shows a
heterogeneous lesion with few fat density areas, enhancing vessels and mildly
enhancing soft tissue component in the right scrotum (Arrow).

Magnetic resonance imaging revealed a lesion appearing isointense to muscle
on T1 weighted sequences which is hyperintense with hypointense strands on
T2 weighted and Short Tau Inversion Recovery (STIR) sequences in the right
scrotal sac (Figures 4a, 4b). The lesion showed patchy areas of diffusion
restriction on Diffusion weighted (DW) sequences. Based on the above imaging
findings, recurrence of liposarcoma or differential diagnosis of fibrous tumour
were given and histopathological correlation was advised. The patient then
underwent surgical excisionsofitheymass (describe the actual procedure).

Figure 4a Figure 4b

Figures (4a) and (4b): (4a) Axial T1 and T2 weighted sequences show a well-
defined altered signal intensity lesion in the right scrotum appearing isointense
to muscle on T1 and heterogeneously hyperintense on T2 sequences. (4b) On fat
suppressed sequences, the lesion appears heterogeneously hyperintense with
hypointense strands within



Histopathology came as dedifferentiated liposarcoma. The patient was advised
chemotherapy and radiation for further management and was lost to follow up.

Discussion:

In our case, the patient presented with masses in scrotum bilaterally over the
span of 4 years (Myxoid liposarcoma and Dedifferentiated liposarcoma). A
possibility of loco regional recurrence with change in the histological type of
liposarcoma secondary to degeneration of the primary tumor (Myxoid variety to
dedifferentiated type) in the right scrotum was considered.

The sarcoma of the spermatic cord was first reported in the year-of 1845 by
Lesauvage.® Liposarcoma of the spermatic cord presents.as a-slow growing
tumour and presents in patients ( in population , not patients) between the ages
of 50 and 60. Based on histological examination, liposarcoma.consists of
various subtypes. World Health Organisation. (WHO) classification of
liposarcoma is as follows- Well differentiated (Adipocytes, sclerosing and
inflammatory types), Myxoid or round cell, Pleemorphic and De-differentiated
types.” Dedifferentiation of liposarcomas is usually-seen‘with well differentiated
liposarcoma and rarely with myxoid variety. of liposarcoma.

Liposarcoma of the cord should ‘be differentiated from other para-testicular
masses. It is rarely diagnosed preoperatively and is usually mistaken for
inguinal hernia, hematocoeleand hydrocoele.

The ultrasound appearance ‘can be' variable and non-specific. It appears
predominantly hyperechoic due to their predominate fat composition but have
variable echogenicity because of variable amounts of internal soft-tissue septa
and calcifications.> CT features include mixed fat and soft tissue density areas
with heterogenous contrast enhancement. MRI features of liposarcoma are
macroscopic: fat.can be identified as regions of increased T1 and T2 signal
intensity, ‘with 'signal loss on fat-suppressed sequences.*® The tumour shows
heterogeneous contrast enhancement.

The treatment of paratesticular liposarcoma is orchidectomy with excision of
the mass.*” Later based on the grading of the tumour, further management with
radiation and chemotherapy is advised. The local recurrence rate for high grade
dedifferentiated tumours is about eighty percent.>* Follow up of these patients
should be done for atleast 10 years.®
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