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Lipoblastomatosis refers to a rare benign tumour of fetal adipose tissue, commonly encountered in early 
childhood. It presents as a painless, slowly growing mass, usually in superfi cial soft tissues. Microscopy 
reveals a lobulated architecture with variable admixture of lipoblasts and mature adipocytes, along with 
myxoid areas showing spindle shaped cells. The behavior is benign, though recurrences can occur. We 
present a case of lipoblastomatosis of the right chest wall in a 20 year-old male patient, present since early 
childhood. The tumour measured 21x13x4 cm; the cut section was grey white to tan. Microscopy revealed 
mature adipose tissue in most of the areas and an occasional lipoblast. Myxoid areas with spindle cells 
were seen. Adjacent muscle showed infi ltration by the tumor. This case is presented for its rarity and for 
having had an opportunity to study the morphology of lipoblastomatosis several years after its onset in 
early childhood.

ABSTRACT

INTRODUCTION

Lipoblastoma and lipoblastomatosis represent circumscribed 
and diffuse types of benign tumours of adipose tissue, 
usually occurring in infants and young children. They 
are thought to arise from fetal/embryonic white fat. The 
extremities are commonly involved. Microscopically, 
lobularity is the characteristic feature; the lobules are 
composed of variable admixture of uni and multivacuolated 
lipoblasts, mature adipocytes and stellate/spindle cells in 
loose myxomatous areas. Plexiform vascular pattern may 
also be seen. The behavior is benign, though recurrence can 
occur, especially in the diffuse variant. The most important 
differential diagnosis is myxoid liposarcoma. Occurrence 
in older children and young adults can lead to a diagnostic 
dilemma. 
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CASE REPORT

A 20 year-old male patient presented with painless swelling 
on the right side of the chest wall, since early childhood. 
He was not sure of the exact age of onset. There had been 
a gradual increase in the size of the swelling. There was no 
prior history of biopsy or excision. He consulted a surgeon at 
this point of time because of diffi culty in lifting the arm and 
approximating it to the lateral chest wall. On examination, 
a huge oval shaped smooth and fi rm swelling over the right 
lateral side of the chest was noted, measuring 22x17 cm, 
extending below the right axilla, from 3rd to 11th rib and 
anteroposteriorly from the outer border of the right scapula 
to just below the right nipple, occupying the entire lateral 
chest wall. The overlying skin was free and retractable. 
Clinically, a diagnosis of lipoma was considered. Per-
operatively, the tumour was seen in the subcutaneous plane, 
adherent to chest wall muscles. Due to infi ltrative nature of 
the lesion, wide excision was not possible. 
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Histopathological findings

On gross examination, the mass was ovoid, measured 
21x13x4 cm. Capsule was not identified. External surface 
was smooth and shiny. Cut section was solid, grey white 
to tan and admixed with gelatinous areas. Necrosis was not 
seen. Microscopically, the tumor was partially encapsulated 
with lobular architecture. The lobules were separated by 
fibrous septae of varying thickness (fig.1). 

Most of the lobules showed mature adipocytes with an 
occasional univacuolar lipoblast. Loose myxoid areas were 
also present, with a spindle cell population. The tumour 
showed rich vascularity (fig.1). Chicken wire pattern of 
blood vessels, hyperchromasia, multinucleation of the cell 
nucleus and mitotic figures were not seen. Infiltration of the 
adjacent skeletal muscle is evident at the periphery of the 
lesion (fig.2).

DISCUSSION

Lipoblastoma and lipoblastomatosis represent respectively 
circumscribed and diffuse variants of benign tumors of 
embryonal adipose (white) tissue, encountered in infancy 
and childhood. They can be considered as peculiar variants 
of lipoma and lipomatosis occurring in this age group.1 The 
term lipoblastomatosis was coined in 1958 by Vellios.2

Lipoblastomatosis is seen almost exclusively in childhood 
with majority of the cases presenting within 5 years of age.3- 

5 They can also present as congenital tumours.3, 5 

Lipoblastomatosis occurring in adults is almost unknown. 
Silverman et al6 report a case in a 48 year-old male patient, 
which may be the first case of adult lipoblastoma. In our 
case though the patient consulted the surgeon at 20 yrs of 
age, the history dates back to childhood.

Most of the series report a male predominance.3-5 A slight 
female predominance was noted in the study of 26 cases by 
Hicks.7 The tumours commonly present as slowly growing 
painless soft tissue mass.

Location wise these tumors usually occur in superficial soft 
tissues, especially in the extremities. Various other sites 
which have been described are neck, trunk, retroperitoneum, 
mediastinum and some rare areas like parapharyngeal space 
and lungs.3, 5, 7, 8  In the unusual case of lipoblastoma in an 
adult, the tumour was located in the subcutis of the dorsum 
of the neck.6

Grossly the tumour is usually encapsulated and lobulated with 
most of them measuring less than 5 cm. Lipoblastomatosis 
can have an incomplete capsule and show infiltration into 
surrounding tissue. Cut surface varies from yellow-tan to 
cream white; myxoid areas are commonly seen. The striking 
feature on histology is lobular arrangement, separated by 

fibrous tissue. The cell composition within the lobules 
varies, comprising of lipoblasts (uni and multivacuolar) and 
mature adipose tissue. Myxoid areas show spindle shaped 
cells which are more common in the periphery. Mitoses are 
generally not seen; if present, atypical mitoses are absent.3 
Delicate, plexiform vascular pattern (chicken-wire) is seen 
in some cases. 

The most important differential diagnosis is myxoid 
liposarcoma, both sharing some of the morphological 
features like lobularity, lipoblasts and plexiform vascular 
pattern. Lipoblastomatosis is a tumor of early childhood 
and almost unknown after adolescence while liposarcomas 
are extremely rare in this age. However, Schmookler and 
Enzinger9 have studied 17 cases of liposarcoma under 15 
yrs of age; 13 of these cases were myxoid liposarcomas. 
Amongst these 13 cases, only one of them was younger 
than 10 yrs (3 yrs of age). Lobularity was not seen while 
microcysts were noted in some cases.9 

Atypical mitoses, pleomorphism and hyperchromasia favor 
liposarcoma. 

Notwithstanding the various clinical and morphological 
features for differentiating these two entities, the diagnostic 
dilemma may persist in some cases. Cytogenetics is a 

Figure 1: Lobular architecture of predominantly mature 
adipocytes along with rich vascularity (HE stain, X400).

Figure 2: Peripheral margins of the tumor showing 
skeletal muscle infiltration (HE stain, X400).
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valuable tool in such cases. 8q abnormalities are commonly 
reported in lipoblastomatosis while t (12; 16) (q13, p11) is 
detected in more than 90% of myxoid liposarcomas.7,10 In 
the possible first adult case of lipoblastomatosis reported 
by Silverman et al, the growth pattern, anatomic features 
and molecular data provided support for the diagnosis.6 In 
our case, though the patient presented at 20 yrs of age, the 
history dates back to very early childhood. Majority of the 
areas showed mature adipose tissue. Atypia, mitoses and 
pleomorphism were not seen. The characteristic lobularity 
was present. We could not undertake molecular study.

Ultra structural study reflects the variety of cells seen on 
light microscopy. Greco et al opine that lipoblastomatosis in 
all likelihood represents proliferation of mesenchymal cells 
which show various degrees of maturation towards white 
adipose tissue.8

The behavior is benign; local recurrence can occur, 
especially in the diffuse variant and following an incomplete 

excision.3-5  In some cases, further maturation into adult 
type of adipose tissue was noted in the recurrent tumour.4 

Interestingly, one of the recurrent tumours described 
by Mentzel et al showed a more immature appearance, 
compared to the initial tumor.5

This case presented us with a rare opportunity to examine 
histologically a case of lipoblastomatosis in an adult, 
following its onset in early childhood. Though most of the 
areas were comprised of mature adipose tissue, myxoid 
areas were still noted. Till date our patient has not come for 
follow-up.

CONCLUSION

It is important to identify the rare lipoblastoma /  
lipoblastomatosis as benign tumour of fetal white adipose 
tissue, occurring during childhood and differentiate it from 
myxoid liposarcoma, taking into consideration the age, 
morphology and cytogenetics findings. 
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