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Laryngeal liposarcoma misdiagnosed as an aggressive epiglottic cyst
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Abstract. Laryngeal liposarcoma misdiagnosed as an aggressive epiglottic cyst. Objectives: A liposarcoma is a malignant
mesenchymal tumor originating from adipose tissue. A primary liposarcoma in the larynx is very rare. We present a case
of laryngeal liposarcoma misdiagnosed as an epiglottic cyst.

Case report: A 15-year old male presented with a huge vallecula mass accompanied by progressively worsening
respiratory distress, sleep apnea, and hoarseness. Initially, the mass was misdiagnosed as a huge epiglottic cyst because it
was well-encapsulated when viewed with a fiberoptic laryngoscope. We excised the mass via suspension laryngoscopy.
Histopathologically, the lesion was a myxoid liposarcoma. The mass was examined further using imaging techniques and
the patient underwent revision surgery to eliminate the remaining tumor.

Conclusions: A rare liposarcoma in the larynx could be misdiagnosed as commonly seen cystic disease because it is
morphological similarity when viewed endoscopically. Careful inspection of the radiologic findings can improve the
diagnosis and ensure proper treatment of the liposarcoma.

Introduction . T Posterior

A sarcoma is a connective tissue malignancy that
accounts for about 1% of all primary head- and-
neck cancers."® Liposarcoma is the second most
common type of sarcoma, occurring principally in
males aged 40-70 years, with fewer than 5% being
pediatric patients."** Although, a liposarcoma can
develop in any part of the body, tumors in the head
and neck region are rare.> The symptoms include
dysphagia, hoarseness, airway obstruction, and
respiratory problems. Wide excision is preferred ,
and adjuvant radiotherapy improves the chances of 4 Anterior
survival.'"** Here, we describe a 15-year-old male

. . . R . Figure 1
presenting with a primary myxoid liposarcoma in Flexible laryngoscopic findings at the patient’s first visit. It
the vallecular region, and a review of the relevant shows a huge hypopharyngeal mass with smooth margins on
literature. the right side of the epiglottis.

He also complained of dysphagia, a voice change,

Case report snoring, and sleep apnea. Laryngoscopy performed

on admission revealed a smooth-surfaced mass
A 15-year-old male presented with respiratory in the epiglottis. We suspected an epiglottic cyst
distress that had worsened over the prior 3 months. (Figure 1). The mass was poorly contrast-enhanced
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Figure 2
Preoperative axial (A) and coronal (B) CT images. A circum-
scribed and septated lesion (indicated by the white arrow)
occupying the oropharynx, hypopharynx, and larynx is shown
that has heterogeneous density and no contrast enhancement.

on computed tomography (CT). An internal septum
was evident and the mass measured about 48 x 42
mm on the CT images (Figure 2).

Under general anesthesia, suspension laryngo-
scopy was used to examine the hypopharynx and
larynx and an epiglottic mass obstructing the
airway was detected. The capsulated sessile mass
was attached to the epiglottis and the base of
the tongue but did not adhere to the surrounding
structures. The mass was removed after division
into small pieces; it was too large to remove via
en-bloc resection. The mass contained no fluid. We
also completely excised the capsules around the
epiglottis.

Histopathologically, the final diagnosis was a
myxoid liposarcoma containing solid and cystic
materials. Magnetic resonance imaging (MRI)
and positron emission tomography-computed
tomography (PET-CT) were performed to
determine if any residual malignant tissue was
evident, and to explore whether the cancer had
metastasized. Contrast-enhanced MRI revealed
heterogeneous enhancement in the preepiglottic and
paraglottic spaces. In addition, PET-CT revealed a
hypermetabolic lesion in the same area; thus, we
strongly suspected that this was a residual myxoid
liposarcoma. No hypermetabolic lesion was evident
in any other organ or lymph node.

We scheduled revision surgery to remove the
myxoid liposarcoma residue. We used wide excision
after using suspension laryngoscopy to verify that
the residue was on the right side of the epiglottis.
Frozen section biopsies of the marginal zone were
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Figure 3
Ten months follow-up MR images with no marked enhancement
in the preepiglottic and paraglottic areas (A) and 1-year follow-
up flexible laryngoscope image with no evidence of recurrence

(B).

performed during the operation, and surgery was
terminated when it was confirmed that no cancer
cells remained. Ten months after revision surgery,
no liposarcoma was evident on the follow-up MRI
(Figure 3a). The patient continues to be followed
and no recurrence or abnormal finding was evident
when he was examined using flexible laryngoscopy
1 year after revision surgery (Figure 3b).

Discussion

The WHO categorizes liposarcomas into five
histological subtypes: atypical lipomatous/well-
differentiated, de-differentiated, myxoid, pleomor-
phic, and mixed.* Myxoid liposarcoma is the most
common subtype, associated with a 5-year survival
rate of 77-95%."? This high-level survival is likely
because the tumor is slow-growing and tends not to
metastasize; although, local recurrence is common.*
A liposarcoma diagnosis is usually delayed because
tumor growth is indolent, symptoms differ according
to the location and size, and patients often have no
complaints in the early stage of disease."** In the
head and neck region, however, a diagnosis may be
made earlier than at other sites because symptoms
such as dysphagia, voice change, and respiratory
distress may develop relatively early.’

CT and MRI are commonly used to diagnose a
liposarcoma. If a mass has a clear margin on a CT
scan with a fatty shade and a thick internal fibrous
septum, a liposarcoma may be suspected and it must
be considered during the differential diagnosis if
the mass exhibits a fat-containing region on MRIL.¢
Also, a malignant tumor should be suspected if
there is intratumoral hemorrhage, intratumoral
necrosis, a large volume, poorly defined margins,
and/or  inhomogeneous MR signal intensity.’
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On CT, a simple fluid-filled cyst is usually of
uniform low density and has a thin wall.* On MRI,
a simple cyst presents as a homogeneous mass of
low signal intensity on T1-weighted images and
high signal intensity on T2-weighted images.® The
signal intensities of T1-weighted images may vary
greatly, due to differences in the cystic components.
For example, protein-rich cysts exhibit high signal
intensity on T1-weighted images.* The use of both
CT and MRI can aid in the differential diagnosis
of masses that are similar in external appearance,
especially when it is necessary to eliminate any
suspicion of malignancy. However, in the present
case, the preoperative CT findings did not raise
our concern. During the first operation, we did not
suspect that the mass was malignant despite that
it was fixed to the epiglottis and had internal solid
components. In retrospect, the diagnosis could have
been made earlier based on the preoperative CT
findings.

Wide excision is necessary because the risk
of relapse is very high if marginal tumor cells
remain.'* Transoral robotic surgery could be a
better treatment modality in some cases because
it provides better visualization.” Radiation therapy
can lower the risk of local recurrence after surgery.'
In our present case, we did not schedule radiation
therapy because no tumor cells were evident in
the marginal zone and the safety margin seemed
sufficient. Also, we were concerned about radiation-
associated complications.

Conclusion

A liposarcoma is rare in the head and neck region,
and extremely rare in pediatric patients. In addition,
it is morphological similar to commonly seen cystic
disease in the larynx; thus, a liposarcoma can be
misdiagnosed. However with careful inspection,
endoscopic examination, and detailed analysis of
radiologic findings, the number of misdiagnosed
cases should be reduced. We report our clinical
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findings, surgical experience, and review of the
relevant literature.
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