CORRESPONDENCE

Retroperitoneal Sarcoma

To THE EDITOR: In our opinion, the mass described
as a myxoid liposarcoma and shown in the Janu-
ary 29 Images in Clinical Medicine? is not an exam-
ple of that entity but, rather, an atypical lipomatous
tumor (well-differentiated liposarcoma) with sec-
ondary myxoid features. These two tumor types dif-
fer considerably on topographic, gross, microscop-
ical, molecular genetic, and prognostic grounds,
and their distinction is therefore of importance.
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THE AUTHOR AND COLLEAGUES REPLY: We agree Wlth
Drs. Rosai and Pilotti that the clinical behavior of
liposarcoma closely reflects its histologic type, so
that the identification of the histologic subtype is
very important for both prognosis and therapy. In
this case, pathological examination of tissue from
the initial resection provided the grounds for the
diagnosis of myxoid liposarcoma, which was con-
firmed by the Armed Forces Institute of Pathology.

The pathological findings on examination of the
recurrent retroperitoneal sarcoma also confirmed
the diagnosis of myxoid liposarcoma. In addition to
myxoid areas, the specimen had areas with mor-
phologic features of low-grade (well-differentiated)
liposarcoma, but the overall morphologic findings
were most consistent with the general category of
myxoid liposarcoma. We did not confirm this diag-
nosis by cytogenetic analysis.

Rosai and Pilotti’s opinion was based on the
small photograph of a histologic section that was
provided with the case report, which may not have
been fully representative of myxoid liposarcoma.
However, our pathology department staft had the
opportunity to review multiple areas of the very
large tumor at the initial surgery and in the recur-
rent tumor.
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Case 9-2004: An 18-Year-Old Man
with Respiratory Symptoms and Shock

To THE EDITOR: In the case of influenza presented by
Todres and discussed by Gerberding etal. (March 18
issue),! there are two points that need further ex-
amination. First, the obese patient had received at
least 20 liters of fluid in 32 hours before he died
from unremitting shock, yet no mention is made of
measurement of the intraabdominal pressure. There
is a growing body of evidence that suggests that the
body-mass index and massive fluid resuscitation
are the main independent causes of intraabdomi-
nal hypertension.23

Second, the patient received hydrocortisone
after he was found to have a baseline cortisol level
of 27.1 pg per deciliter (748 nmol per liter) that in-
creased to 41.5 pg per deciliter (1145 nmol per li-
ter) after the administration of cosyntropin. Accord-
ing to a study by Annane et al.,* this patient would

be classified in the lowest risk group — patients
who are considered to have “adequate” activation of
the hypothalamic—pituitary—adrenal axis and who
would probably not benefit from the administra-
tion of corticosteroids.
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THE DISCUSSANT REPLIES: Measurement of the intra-
abdominal pressure was not performed in this pa-
tient. However, it is unlikely that a clinically signif-
icant increase in abdominal pressure was present

fore the administration of the drug, which was then
continued until the test showed a positive result,
thus no longer indicating that the drug was needed
in this patient.
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