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ABSTRACT 

We report three cases in different sites clinically presented as soft tissue sarcoma, but histopathology 

turned out to be benign tumors. Sites of the tumors are in unusual location, with relatively short duration 

from clinical presentation. All the cases ends in complete exicision for final diagnosis. These cases also 

serve as a reminder that coon complaints can be a sign of significant pathology. 

 

INTRODUCTION 

Neoplastic mimics or “pseudo tumors” can 

simulate neoplasm on all levels of analysis on 

clinical, radiological and pathological basis. Thus 

represent particular diagnostic pitfalls for the 

pathologist that can ultimately lead to therapeutic 

mis-directions.  

 

CASE 1 

A 19 year old male presented with swelling left 

upper abdomen for 5 years. CT Scan shows 

8x7x7.7 cm parietal swelling with calcification. 

Radiologial impression was Chondroma/ Parasitic. 

Trucut biopsy taken twice both shows few 

adipocytes, scattered marrow elements and 

fragments of muscle bundles. 

Based on this histomorphology, a haematological 

workup including bone marrow aspiration and 

trephine biopsy were performed to rule out any 

underlying haematological disorders. Bone 

marrow aspiration and trephine were normal 

without fibrosis. Wide exicision was done  shows 

a skin covered soft tissue measuring 12x11x5 cm. 

Cut section shows circumscribed hard bony tissue 

with whitish tan colour glistening areas measuring 

10.5x 9x8cm. Centre of the lesion spongy and 

hemorrhagic. Microscopy shows bony spicules, 

cartilage, adipocytes and bone marrow elements. 

Based on this myelolipoma – anterior abdominal 

wall was diagnosed. 

Rare tumor described in 1905 by Gierke 
(1)

 and 

named by oberling in 1929. Most myelolipoma 

occurs in adrenal gland where they are typically 

non- functioning and asymptomatic, but large 

lesion can be symptomatic due to mass effect and 

haemorrhage. Myelolipoma are mesenchymal 

tumor composed of admixture of fat and 

bonemarrow derived haemopoietic elements. 

Mean size of extra adrenal myelolipoma  is 8.2cm. 

The hypothesis of the cause of the myelolipoma 

include degenerative changes in the hyperplastic 

tumor cells or adenoma of adrenal gland, 

metaplasia in the primary mesenchymal stem cells 

of the adrenal gland and displacement of differen-

tiated bone marrow cells during embryogenesis 
(2)

. 

Some authors suggest metaplasia of reticuloendot-

helial cells caused by prolonged stress, inflamma-

tion, ACTH over excreation or development of 
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myelolipoma from blood borne embolic material 
(3)

. 

 
Fig.1 H&E (100x) section showing mature 

adipocyticelements, erythroid, granulocytic 

precursors and megakaryocyte. 

 

Histologically extra adrenal myelolipoma should 

be differentiated from mass forming foci of extra 

medullary hemopoiesis. Mass forming extra 

medullary haemopoeisis is symptomatic and is 

associated with myeloproliferative disorder, 

hemolytic anemia or sever skeletal disease 
(4,5)

. 

These lesions can have predominant fat 

components and are more conspicuous 

lymphocytic population. This is distinct from true 

bonemarrow in that no reticular sinusoids/bone 

spicules are present. However if present, they 

consider the bone spicules to be the result of 

osseous metaplasia 
(6).

 

 

CASE 2 

A 73 year old female presented with a mass in the 

cubital-fossa. No history of pain, numbness or any 

trauma. CT done shows 9x8cm solid and cystic 

mass in the flexor aspect. Neurovascular bundle 

not involved. Mass is seen encasing head and neck 

of radius with cortical erosion. Radiological 

differentials are malignant fibrous histiocytoma / 

Nervesheath tumor. No previous medical or 

surgical history. 

Wide exicision was done shows soft tissue 

measuring 9x7.5x7.5cm. Cut section solid, grey 

white lesion with friable areas and cystic areas. 

Microscopy shows extensive necrosis with 

periphery showing inflammatory infiltrate with 

foreign body giant cell reaction and granuloma. In 

view of clinical, radiological and histomorpho-

logical characteristic possibility of chronic 

osteomyelitis is favoured. Following the exicision, 

patient is on regular follow up for 2 years. No 

other complaints.  

 
Fig.2, H&E 200X showing granuloma formation 

and foreign body giant cell reation 

 

 
Fig 3 H&E 200X showing extensive areas of 

necrosis. 

 

It is an infrequent cause of soft tissue mass and is 

usually diagnosed clinically by combination 

radiology and microbiology.Numerous spindle 

cell proliferation can mimic sarcoma, spindle cell 

carcinoma, spindle cell melanoma, pseudosarco-

ma like nodular fasciitis, fibromatosis, and 

inflammatory myofibroblastic tumors. Due to its 

bone distruction it can mimic primary bone tumor 
(7)

. Chronic Osteomyelitis  persist as long as 

infected dead bone remains. The dead bone is 

surrounded by granulation tissue that attack the 

sequestrum. Surgical removal of the sequestrum at 

the proper time allows the osteomyelitis to heal 
(8)

. 

 

CASE 3 

Patient is a 20 year old female presented with 

fever and diagnosed to have pulmonary embolism, 

no history of DVT. Diagnosed to have pulmonary 

tuberculosis started ATT (CATGORY1). Patient 

on warfarine noticed a large swelling in the left 

thigh. Radiologically mass of size 14x11x9 cm 

with a differential diagnosis of liposarcoma. 

Wide exicision specimen showing skin covered 

soft tissue measuring 15x11x9cm and skin 

measure 12x3.5cm. Cut section well encapsulated 
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globular yellowish mass just beneath the 

subcutaneous fat measure 10x8x6cm. Microscopy 

shows fat cells with multi-vacuolation, granular 

eosnophilic cytoplasm. Areas of calcification 

present. 

 
Fig 4 H&E (200X,400X) fat cells with multivacu-

olations, granular eosnophilic cytoplasm. 

 

Velsch was the first investigator to recognize the 

distinction between brown and white adipose 

tissue 
(9)

. In 1914, the actual term hibernoma was 

coined when, Grey recognized a histological 

resemblance between these tumors and brown 

fat,he  identified in hibernating animals 
(10)

. PET 

imaging is useful in the scenario of the commonly 

encountered lipomatous lesion because it may be 

distinguish the simple lipomatous that have 

minimal metabolism from those lesion that may 

have a higher metabolic rate such as hibernoma 

and malignant liposarcoma 
(11)

. 

It is stated that this tumour are adequately treated 

by local excision, as the neoplasms are 

histologically and clinically benign but the 

extensive vascularity may cause troublesome 

bleeding in some instances 
(12)

. This case echoes 

the importance of incorporating hibernoma in the 

differential diagnosis. 

 

CONCLUSION 

Three different cases are presented in the paper, 

all the cases presented as large space occupying 

lesions, that they have little clinical consequences. 

Pathologist need to be familiar with their 

existence to not to over interpret their clinical 

significances. All cases needs complete excision 

for final diagnosis, that itself leads to the complete 

treatment. 
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