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ABSTRACT

Lipoblastoma is a rare tumor which is common in children less than 3 years. Lipoblastoma usually presents as a rapidly growing mass in the trunk and
extremities but rare in the groin. No malignant degeneration has been documented whereas its high recurrence has been described especially with the diffuse-

type lesions (lipoblastomatosis) and after incomplete excision.

Herein, we report a case of an axillary giant lipoblastoma of 6-year-old girl for whom surgical excision was done.
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List of Abbreviations
CD34 Cluster of differentiation 34
RH Right Humerus

Background

Lipoblastoma is a rare tumor of the fatty tissue and common
in pediatrics less than 3 years especially in males [1,2]. It may
be detected as a localized well-defined tumor (lipoblastoma) or
as a multicentric one (lipoblastomatosis) [2]. It can be superficial
in the extremities, head and neck, axilla, trunk, mediastinum and
retroperitoneum regions showing a rapid pattern of growth. Since
the first description in 1926, less than 200 cases were reported [3].

Case Presentation

A 6-year-old girl attended with a two-year history of a lump
in right axilla overlying right scapula. It looked like as a small
orange but rapidly increased in size over 9 months till reaching
the size of a small watermelon without similar lesions all over the
body. There was no history of local affection of the overlying skin.

Generally, she was normal without any apparent abnormal signs
or generalized lymphadenopathy. Locally, the right axillary mass

was well-circumscribed reaching to the right side of thoracic
cage from the 2™ to 8" rib and right scapula with intact healthy
skin. It was firm, not tender, not freely mobile reaching 15cm
x 10 cm in size and the thorax, abdomen and extremities were
clinically clear.

Ultrasonography revealed a huge right axillary well capsulated
mass without cystic changes or calcification (figure 1a). Magnetic
resonant imaging revealed a huge well capsulated lump with fat
signal contents seen in the right axilla measuring about 15 % 14x10
cm in anterior posterior, transverse, craniocaudal dimensions
respectively. Mass effect was observed on adjacent muscles
of anterior chest without obvious enhancement or evidence of
invasion of the chest muscles or calcification (figure 1 b, c).

Intraoperatively, excisional biopsy showed an encapsulated,
spherical right axillary lump adjacent to the axillary vessels,
extending from the roof to the 8th rib in the mid-clavicular
line in the long axis and from anterior axillary line to posterior
axillary line in the transverse one (Figure 2 a, b). The pectoralis
muscles and latissimus dorsi with its neurovascular bundle were
stretched due to its large size with the prolonged encasement by
the lump, its weight was about 1.5 kg. Complete excision with
insertion of a suction drain was done. (Figure 2 c, d, e)
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Figure 2a: Huge axillary mass from posterior view lateral position

Figure 1a: Ultrasound finding of the mass

1

Figure 2b: Huge axillary mass from top view lateral position

Figure 1c: MRI finding of the mass coronal section

Figure 1: (Radiological findings)

Figure 2c¢: Dissection of mass

Open Access J Ped Res, 2024

www.oaskpublishers.com

Page: 2 of 4



Copyright © Mohamed Ahmed Elghazeery, et al.

Volume 1 | Issue 1

Figure 2e: Specimen

Figure 2: (Operative Findings)

Histopathology revealed a well capsulated lump in form of
lobules of mature adipocytes delineated by fibrovascular septa
with foci showing plexiform blood vessels, consistent with
lipoblastoma with peripheral myxoid stroma entangling spindle
cells (Figure 3 a, b, c). Postoperatively, she was discharged 3rd
day postoperatively and the follow up was uneventful without
any signs of recurrence over one year.

Figure 3a: Hematoxylin &Eosin stain

Figure 3c: CD34 stain

Discussion

Lipoblastoma is one of the rare tumors which originate from
primitive white fat but it is the second common after lipoma
in pediatrics. Usually, it is clinically encountered as a painless
lump in the extremities in 46-76% of patients whereas it is rare to
be observed in the head and neck, trunk, thoracic wall, abdomen
in addition to retroperitoneum [3,4]. Both inguino-labial region
and scrotum are described as rare sites [5,4].

Regarding to the extension and plan of surgery, Magnetic
resonance imaging is the ideal choice [6]. As regard the size,
majority of cases are equal or less than 5 cm; however, huge
tumors have been reported in literature.

These tumors are characterized by the rapid growth as in our
case, so surgeons need to be oriented of this feature beside its
recurrence rate [3]. Lipoblastomas have been identified in two
forms: lipoblastoma, the most common well circumscribed,
localized lesion that originates superficially and looks like a
lipoma, and lipoblastomatosis, the infiltrative diffuse form that
grows deeply having a significant recurrence [7]. Lipoblastomas
and lipoblastomatosis must be distinguished from the myxoid
form of liposarcoma. Liposarcoma is not common below 10
years and shows absence of lobulation with abnormal growth,
and high nuclear atypia [8]. Regarding the histopathology, it must
be differentiated from lipoma, hibernoma and well differentiated
liposarcoma. Lipoblasts or primitive mesenchymal cells are
not seen in lipomas while hibernomas are composed of brown
fat cells with a central nucleus and abundant finely granular
cytoplasm [9].

The complete excision of lipoblastoma is established to avoid the
recurrence at the best chance. Despite of the complete excision,
the rate of recurrence is 14-25%. Hence, strict patient follow-
up is mandatory and is advocated for minimum 5 years later.
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No recurrence was documented after complete excision during
follow up from 2 months-10 years [10-14].

Conclusion

Lipoblastoma is a rare pathology which grows rapidly. It should
be differentiated from any soft tissue tumor in a healthy child with
a rapid-growth pattern. Complete excision is the ideal choice to
prevent its potential relapse in addition to its mandatory long-
term regular follow-up.
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