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Abstract

Background: Lipoblastoma is a rare benign neoplasm of the adipose tissue occurring most commonly in infants
and young children. This tumor can present as a localized, well-circumscribed lesion (lipoblastoma) or as a multi-
centric lesion (lipoblastomatosis).

Case presentation: This is a case report of lipoblastoma in a 19-month-old male with 9 months history of rapidly
progressing axillary mass. Examination revealed a well-circumscribed right axillary mass measuring 25 cm × 20 cm
with normal overlying skin and prominent, visibly distended superficial veins. He had surgical excision of the mass.
Histologic examination revealed lipoblastoma. There has been no recurrence in the last 21 months of follow-up.

Conclusion: The report is presented for its rarity and also for its potential to pose diagnostic difficulty to surgeons.
Surgical excision offers the best chance of cure. Long-term follow-up is also important to detect recurrence.
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Background
Lipoblastomas are rare benign tumors of soft tissue
commonly found in infants and children. The first de-
scription of this entity is credited to Jaffe in 1926 [1].
Eighty to ninety percent of cases occur in children below
the age of 3 and about 40% in those less than 1 year [2].
The tumors are usually located in the extremities and
can exhibit a potential for rapid growth [3]. We present
a concise report of our surgical management of axillary
lipoblastoma in a child.

Case presentation
A 19-month-old male presented with 9 months history
of right axillary mass. The mass was initially the size of
the tip of mother’s thumb but progressively increased in
size, with very rapid growth in the preceding 2 months
to about the size of patient’s head. The mass never
regressed, and there was no similar lesion in other parts

of the body. There was no history of skin changes, ulcer-
ation, or discharge from the swelling.
Examination revealed an 11-kg infant who was not

pale, afebrile, anicteric, and well-hydrated with no sig-
nificant peripheral lymphadenopathy. Pulse rate was 98
beats per minute, and respiratory rate was 22 cycles per
minute. There was a huge, well-circumscribed right axil-
lary mass extending to the right lateral chest wall from
the 2nd to 8th intercostal space with normal overlying
skin and prominent, visibly distended superficial veins.
The mass was not tender, measuring 25cm × 20 cm in
widest dimensions with mixed consistency, restricted
mobility but unattached to overlying skin (Fig. 1). There
was no regional lymphadenopathy. The chest was clinic-
ally clear, and abdomen and extremities were normal.
Ultrasonography suggested a mass arising from the

pectoralis major with distorted bipartite muscular echo
texture. There was no significant vascular flow on Dop-
pler interrogation. Chest radiograph showed a huge soft
tissue opacity arising from axilla .No calcification was
seen, and the rib cage and lung fields were normal.
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Computed tomography of the chest revealed a huge,
multi-septated, hypo-dense mass with a density of fat in
the axilla, abutting on the right lateral chest wall. No
focal lung lesion was seen, and the adjacent ribs and hu-
merus were normal.
He was scheduled for excision biopsy, and intra-

operative findings revealed an encapsulated, globular-
shaped right axillary mass abutting on the right axillary
vessels, extending from roof of the axilla to the 8th
intercostal space in the mid-clavicular line (Fig. 2). The
adjacent pectoralis muscles and latissimus dorsi were
stretched and thinned out due to prolonged compression
by the mass, which weighed 3.5 kg. Complete surgical
excision was carried out and specimen sent for histo-
pathology review. Histopathology examination showed
an encapsulated tumor comprising lobules of mature ad-
ipocytes delineated by fibrovascular septae with foci
showing plexiform blood vessels, consistent with lipo-
blastoma (Fig. 3).

He recovered well post operatively and was discharged home
on post op day 5. He is currently doing well, and there is no
evidence of recurrence in the last 21months of follow-up.

Discussion
Lipoblastomas are rare benign tumors arising from em-
bryonic white fat. It usually presents clinically as aFig. 1 Clinical picture of the right axillary mass

Fig. 2 Intra-operative picture during excision of axillary lipoblastoma

Fig. 3 Photomicrograph of excised specimen showing mature
adipocytes with plexiform blood vessels
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painless mass in the extremities in 46–76% of cases and
less commonly in the trunk, head and neck, chest, retro-
peritoneum, and peritoneal cavity [3, 4]. Other rare sites
described in literature include the inguino-labial region
[5] and scrotum [4]. These tumors can grow rapidly as
was the case in our patient, so surgeons need to be
aware of this characteristic in order to avoid performing
mutilating surgical procedures [3].
Two forms of lipoblastomas have been described: lipo-

blastoma, the more common localized, circumscribed
form that develops in superficial tissues and clinically re-
sembles a lipoma, and lipoblastomatosis, the diffuse, in-
filtrative form that invades subcutaneous tissue and
adjacent muscle and has a higher recurrence rate [2, 6].
Lipoblastomas and lipoblastomatosis must be distin-

guished from the myxoid form of liposarcoma, a malig-
nant differential diagnosis. Liposarcoma is rare in
patients under 10 years and is typified by the lack of lob-
ulation, variable growth pattern, and increased nuclear
atypia [7].
It is established that complete surgical excision of lipo-

blastoma offers the best chance of preventing recurrence
of the tumor. In spite of this, the rate of recurrence is
14–25% in patients who underwent total excision.
Hence, regular patient follow-up is very essential [7–10].

Conclusion
Lipoblastomas are rare, rapidly growing benign tumors
of embryonic fat in children. It should be considered as
part of the differential diagnosis of a fast growing soft
tissue tumor in an otherwise healthy child. Complete
surgical excision is advocated to limit the possibility of
recurrence. Importantly, long-term follow-up of patients
is required.
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