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Introduction
Paratesticular Liposarcoma (PLS) develops from the adipose 

tissue surrounding the spermatic cord and covers the testicle and 
epididymis [1]. It is an extremely rare pathological entity. Approx-
imately 200 cases have been reported in the literature, but their 
incidence has been slowly increasing [2]. Due to the rarity of cases, 
there is no standardized management for PLS, posing a real chal-
lenge for clinicians. In this paper, we report a case of a well-differ-
entiated paratesticular liposarcoma with the aim of further under-
standing the diagnosis and treatment of this rare disease.

Case Presentation
In January 2021, a 45-year-old unmarried patient with no 

significant medical history, was admitted to our hospital with an 
increasing right inguinal mass lasting for 6 months. Examination 
revealed a right hard and painless inguinal mass, measuring ap-
proximately 10cm in maximum diameter with poorly defined 
border and extended to the right testis and epididymis. It’ was the 
only positive finding of physical examinations. The left testis and 
epididymis were well developed. There are no specific abnormal- 

 
ities in the laboratory examinations notably Alpha-Fetoprotein 
(AFP) and Human Chorionic Gonadotropin (HCG) were negative, 
Lactate Dehydrogenase (LDH) at 171U/L. However, pelvic CT scan 
demonstrated a right inguinal mass with fatty density measuring 
100 mm in its largest dimension, well circumscribed, extending to 
the right testis and epididymis: this appearance suggested a tumor 
of the spermatic cord of lipomatous nature: lipoma or liposarcoma 
(Figure 1). Ten days later, the patient underwent a right orchidecto-
my. The microscopic examination showed a well-circumscribed ad-
ipose tumor proliferation, to be definitively characterized after IHC 
study. The resection was complete. Immunohistochemical study 
showed positive results for CD34 and CDK 4. Molecular biology 
revealed amplification of the MDM2 gene, indicating a cytogenetic 
profile consistent with well-differentiated liposarcoma (Figure 1). 
A staging post-operative CT of the thorax, abdomen and pelvis was 
performed which was negative for metastatic disease. Then the case 
was referred to our Department of Medical Oncology. No indication 
for radiotherapy or systemic treatment was deemed necessary. At 3 
years follow-up, there is no evidence of local recurrence or distant 
metastasis (Figure 2), (Figure 2a, 2b,2c,2d).
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We report the case of a well-differentiated paratesticular liposarcoma in a 45-year-old man. This rare tumor develops from 
the fatty tissue surrounding the testicle and the spermatic cord. Clinical and radiological signs are nonspecific, and the diagnosis 
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have a role in high-grade tumors with lymphatic invasion or in cases of incomplete resection and recurrence. The role of systemic 
treatment remains controversial. The prognosis of well-differentiated paratesticular liposarcoma is better than that of others. 
Despite its slow progression, prolonged surveillance is necessary due to the high risk of late recurrence. 

Keywords: Paratesticular liposarcoma, Well-differentiated liposarcoma, Orchidectomy

WWW.biomedgrid.com
WWW.biomedgrid.com
https://dx.doi.org/10.34297/AJBSR.2024.21.002868


Am J Biomed Sci & Res

American Journal of Biomedical Science & Research

Copyright© Khadija Hinaje

449

Figure 1: CT scan showing the solid soft-tissue paratesticular mass, well circumscribed, extending to the right spermatic cord (red arrow).

Figure 2: (a): Well-differentiated liposarcoma, adipocytes with cytologic atypia cells. (b): Immunohistological examination showed nuclear 
positivity for CDK34, (c): Immunohistological examination showed nuclear positivity for CDK4, (d): FISH assay with MDM2 target showed 
increased signals (red), corresponding to MDM2 gene amplification.

Discussion
 Liposarcoma accounts for 20% of adult paratesticular tumors 

and ranks third after leiomyosarcoma (32%) and rhabdomyosarco-
ma (24%) [3] (Figure 2). Most sarcomas have not been associated 
with risk factors, but some environmental and genetic predisposi-
tions have been suggested in a minority of patients [4]. LPS mainly 
occurs in individuals aged between 50 and 60 years old. It is more 
common on the right, as in the case of our patient [3].

Clinically, LPS progresses slowly over several months to years. 
It manifests as pain, heaviness, or a pulling sensation in 10-15% of 
cases. It presents as a firm, irregular, painless mass, located near or 
distant from the testicle, which can be either intrascrotal or in the 
groin, or encompassing both areas. Its size varies, ranging from a 
few centimeters to over 30 centimeters, and it can reach enormous 
proportions, up to 13.5 kg. It may present a differential diagnosis 
challenge with inguinal hernia or hydrocele. Thera are no specific 
tumor markers or characteristic radiological signs. On Ultrasonog-
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raphy (US) examination, PLS are identified as solid, heterogeneous 
solid and hypoechoic lesions. However, US cannot always distin-
guish PLS from lipomas if the tumor is small or it is a well-differen-
tiated PLS with homogenous fatty pattern, which makes PLS similar 
to lipoma [5]. CT usually demonstrates the tumor area with lower 
density. It may be helpful to establish tumor location, tissue char-
acteristics, staging and follow-up [6]. MRI, the golden standard in 
staging soft tissue tumors, not only provides clear information on 
the tumor foci but also characterizes and delineates the degree of 
local tumor extension [7].

Histologically, different types of PLS are described: well-dif-
ferentiated, dedifferentiated, myxoid, pleomorphic and myxoid 
pleomorphic liposarcoma according to the 2020 World Health Or-
ganisation (WHO) classification of tumors of soft tissue and bone 
[3]. The well-differentiated type accounts for approximately 50% 
of cases. Liposarcomas are immunoreactive for MDM2 and CDK4 
markers, which can help differentiate the lesion from benign lipo-
mas. However, the most specific immunohistochemical marker is 
the S100 protein, which is positive in up to 90% of cases; and high-
grade tumors are often positive for desmin [8].

Due to the rarity of PLS, treatment recommendations are based 
on case reports, small series and literature reviews, making difficult 
any generalization regarding treatment. Radical inguinal orchiecto-
my and complete resection of the tumor with negative microscopic 
margins (R0) are the current standard treatment strategies [9,10]. 
Hemicortectomy may be justified in cases of extracapsular tumor 
with invasion of adjacent structures. There is no clear consensus 
regarding the utility of retroperitoneal lymph node dissection; it 
should be reserved for patients with identified lymphadenopathy. 
Liposarcomas are tumors sensitive to radiation. However, the role 
of radiotherapy remains uncertain. Coleman and al. reported that 
adjuvant radiotherapy does not significantly reduce the rate of local 
recurrence and does not improve overall survival [11]. Other au-
thors have observed more sustainable control following combined 
surgery and radiotherapy. A combined approach should be consid-
ered, especially in cases of high-grade tumors, lymphatic invasion, 
involved resection margins, or in case of recurrence. The irradiated 
area should encompass the proximal part of the scrotum, the path-
way of the inguinal canal, as well as adjacent tissues and ipsilateral 
pelvic lymph nodes. The role of chemotherapy in the treatment of 
liposarcomas is controversial, and it may be considered on a case-
by-case basis. Adjuvant chemotherapy has been reported in two 
cases, but the follow-up was short. Chemotherapy with doxorubi-
cin has been used occasionally. The prognosis of well-differentiated 
paratesticular liposarcoma is better than that of other sarcomas. Its 
progression is slow, and its metastatic potential is minimal, where-
as dedifferentiated forms result in metastases in 15 to 20% of cas-

es. Local recurrence is the main issue with paratesticular sarcomas, 
occurring in 30 to 50% of cases, sometimes after delays exceeding 
five years. Thus, long-term surveillance is required in all cases.

Conclusion
Well-differentiated paratesticular liposarcoma is a rare tumor. 

The lack of specific clinical and radiological signs makes preopera-
tive diagnosis difficult. Surgical treatment involves radical orchidec-
tomy +/- ipsilateral hemiscrotectomy. The prognosis is relatively 
good compared to other types of pretesticular sarcomas. Continu-
ous surveillance is always necessary due to the risk of recurrence. 
The role of chemotherapy and retroperitoneal lymph node dissec-
tion remains controversial.
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