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Case Report

Retroperitoneal Lipoblastoma-A Rare Entity
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ABSTRACT
Lipoblastomas are uncommon tumours which can achieve enormous size and volumes occurring in young paediatric population
predominantly. Retroperitoneal locations of these tumours are very rare and only a few cases have been noted in the literature. In
spite of their large size and at times infiltrative nature, they can be surgically excised successfully with low complication rates. They
usually present due to pressure effect on adjacent structures or due to mass effect with no malignant potential. We describe a case
of large retroperitoneal lipoblastoma and review the current literature and management.
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CASE REPORT
A one-year-old male child presented with a progressive abdominal
distension of 2 months duration and a mass palpated by the child’s
mother since 1 month. There was no history of fever, pain, vomiting
or abdominal distention. The child weighed 10.5 kg and had normal
cry and activity. General physical examination was normal.
On examination, a non tender, firm, retroperitoneal mass was palpated
in the right hypochondrium, umbilical and right lumbar region. The
biochemical reports were normal including a normal beta HCG and
AFP levels. A provisional diagnosis of a retroperitoneal tumour was
made. Ultrasonography of the abdomen showed echogenic lobulated
mass lesion occupying the right upper and lower quadrants with right
mild hydronephrosis. Contrast Enhanced Computerised Tomography
(CECT) of abdomen showed large infra and retroperitoneal fat and
fluid density lesion enhancing the great abdominal vessels, displacing
the bowel loops, urinary bladder, kidneys and pancreas suggestive of
a large retroperitoneal tumour [Table/Fig-1].

[Table/Fig-2]: Intraoperatively yellowish white tumour with lobulations.

[Table/Fig-3]: Excised tumour measuring 29.5×19×8.5 cm.
[Table/Fig-1]: CECT abdomen showing large retroperitoneal tumour displacing
the bowel and kidneys.

Explorative laparotomy revealed a large retroperitoneal tumour,
pressing on the right ureter, displacing the bowel to the left and a
thin walled inferior venacava due to pressure effect [Table/Fig-2].
The tumour was completely removed and rest of abdomen explored
thoroughly to exclude other abnormalities.
Grossly the tumour was 29.5×19×8.5 cm in dimensions and weighed
814 gm [Table/Fig-3]. Microscopically sections studied showed
hypocellular lobules of adipocytes in various stages of differentiation
including preadipocytes separated by prominent fibrous septa of
varying thickness along with myxoid change. Histopathological
features were suggestive of Lipoblastoma with myxoid change
[Table/Fig-4-6].
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[Table/Fig-4]: Photomicrograph showing hypocellular adipocytes with extensive
plexiform pattern of blood vessels (H&E stain, 10X).
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evaluation, but surgical removal of the tumour is mandatory to
exclude the possibility of malignancy. In absence of any malignant
changes (histologically), additional studies to stage the disease is not
required, as lipoblastomas have no known malignant potential [4].

[Table/Fig-5]: Photomicrograph showing hypocellular lobule of adipocytes in
various stages of differentiation including preadipocytes separated by fibrous septa
along with myxoid change (H&E stain, 40X).

A lipoblastoma can be confused with a myxoid liposarcoma
due to the presence of lipoblasts and the plexiform vascular
pattern in a myxoid background. In these histologically borderline
or difficult cases, cytogenetics can be of diagnostic value [5].
Rearrangements of chromosomal region 8q11-33 are found in
the majority of lipoblastomas, whereas a distinctive translocation
t(12;16) (q13;p11) is found in myxoid liposarcoma [6-8]. Lipoma,
hybernoma, rhabdomyosarcoma and teratomas may be considered
as alternative differential diagnosis.
Recommended treatment for lipoblastomas is complete surgical
excision considering only one case has been reported with
spontaneous resolution [7]. However, if critical structures are
involved, a staged approach can be adapted [7]. Recurrence rates
of up to 26% have been documented, especially in lipoblastomatosis
with a mean follow-up of up to 3 years. Hence, regular follow-up for
a period of 5 years is advocated [5,7,9].

CONCLUSION
Lipoblastoma is a very uncommon diagnosis in the retroperitoneal
location. CT or MRI evaluation helps in delineating the tumour,
its extent and involvement of other structures. Complete surgical
removal is the recommended modality of treatment with a proper
advice of rate of recurrence. A minimum follow-up of 5 years is
recommended.
[Table/Fig-6]: Photomicrograph showing adipocytes in various stage of differentiation
(H&E stain, 10X).

The child had an uneventful postoperative period and was
completely asymptomatic at 6 months follow-up.

DISCUSSION
Adipose tissue tumours are quite rare in childhood and comprises of
only less than 6% of soft tissue tumours [1]. Chung E et al., described
two forms: a localized, superficial, lobulated, encapsulated, or
circumscribed form called lipoblastoma and a diffuse, infiltrative
form called lipoblastomatosis [2]. Lipoblastomas usually occurs in
the subcutaneous plane of extremities, while lipoblastomatosis have
a tendency to infiltrate into body compartments (retroperitoneum,
abdomen, thorax) [1]. However, rare sites with lipoblastomas have
been documented in the literature which includes- mesentric,
inguinolabial, perineal and intrascrotal types [3].
The utility of ultrasonography, Computed Tomography (CT) and
Magnetic Resonance Imaging (MRI) are well documented in the
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