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Abstract
Lipomas and lipoblastomas are benign tumors of mesenchymal origin in contrast to liposarcoma 
that is a malignant tumor. Atypical lipomatous lesion arising from embryonal fat cells is termed 
as lipoblastoma. In the present case report 9‑month‑old male presented to us with painless, rapidly 
progressing mass over back, power was normal in all four limbs, fine needle aspiration cytology 
was suggestive of cellular tissue, magnetic resonance imaging suggestive of well‑defined enhancing 
mass in paravertebral location, extending from D3 to D10 vertebrae with intraspinal extension, 
communicating through neural foramina at level of D7. Intraoperatively, it was dumbbell‑shaped, 
looked like neurofiboma based on the gross findings and it was adherent to dorsal nerve root also. 
Single level laminectomy with complete surgical excision of lesion done with sacrifice of dorsal 
nerve root. Histopathology was suggestive of lipoblastoma. Postoperative recovery was uneventful.
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Introduction
Tumors arising from adipocytes comprise 
around 6% of all soft tissue tumors. 
Of these, around 94% are lipomas, 
4.7% are lipoblastomas, and 1.7% are 
liposarcomas.[1] Lipoblastomas are 
subdivided into two types: Lipoblastoma, 
which is well‑encapsulated, well‑
circumscribed lesion, and lipoblastomatosis, 
that is, nonencapsulated, multicentric 
infiltrative tumor. It is a tumor of pediatric 
age group with a higher incidence in males. 
Lipoblastomas most commonly occur in 
extremities followed by trunk, abdomen, 
and head and neck.[2] Jung et al. found a 
higher incidence in head and neck.[3] Spine 
and spinal cord involvement in lipoblastoma 
in most of the cases is secondary, and that 
may be from neck lesion, mediastinal 
lesion or from the pelvis and may result 
in a neurological deficit. Though there are 
various reports of lipoblastoma with spinal 
extension, we have not found any case of 
primary spinal lipoblastoma.

Case Report
A 9‑month‑old male presented to us 
with painless, rapidly progressing mass 
over back since 6 months, which was 
nonpulsatile, nontranslucent with overlying 
healthy skin. On examination, there was 
no motor deficit. Fine needle aspiration 

cytology was inconclusive. Magnetic 
resonance imaging (MRI) study of spine 
revealed large well‑defined enhancing mass 
in left paraspinal region with intraspinal 
extension at D7 level, extending from D3 to 
D10 vertebrae with compression of thecal 
sac. The patient underwent single level 
D7 laminectomy. Extradural intraspinal 
extension, communicating through neural 
foramina at the level of D7 was noticed. 
It was well‑defined, fleshy yellowish mass, 
avascular was firm to hard in consistency 
and was removed completely with 
microsurgical techniques. Histopathology 
report was suggestive of lipoblastoma. 
Postoperative recovery was uneventful. The 
patient had no added postoperative deficit 
[Figures 1‑5].

Discussion
Term lipoblastoma was proposed by Jaffe 
in 1926.[4] It is a tumor of pediatric age 
group with 55% of cases diagnosed before 
1‑year of age and almost all reported 
cases diagnosed in the first decade of 
life.[5] Occurrence of lipoblastoma in 
adults is rare. Male:female incidence is 
3.8:1.[6] Lipoblastomas most commonly 
occur in extremities (60%), followed by 
trunk (15%), abdomen (14%), and head 
and neck (14%).[2] Lipoblastomas show 
rearrangement in chromosome 8q11‑13.[7] 
Rapid growth of lipoblastoma can give rise 
to compressive symptoms. On radiological 
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examination, lipoblastoma appears as nonspecific soft‑
tissue mass without bone erosion.[7] MRI is an investigation 
of choice that classically shows high signal intensity on 
T1‑weighted imaging and T2‑weighted imaging identical 
to fat.[1] However, increased cellularity secondary to the 
myxoid and mesenchymal component may lead to lower 
T1‑weighted signals.[8] Grossly size of lipoblastoma varies 
significantly. It is pale yellow lobulated lesion which is 
soft in consistency with moderate vascularity. Differential 
diagnosis includes lipoma, hibernoma, and liposarcoma.[9] 
Lipoma is the closest differential of lipoblastoma and can 
be differentiated by the presence of abundant vacuolation 
in the cytoplasm.[10] In lipoblastoma, there is varying degree 
of cellular differentiation. Hibernoma is completely formed 

of brown fat with a central nucleus.[9] There is abundant 
finely granular cytoplasm. Apart from cellular atypia and 
hyperchromasia, liposarcoma can be differentiated by the 
prominence of plexiform capillaries.[9] There is the absence 
of lobulation in liposarcoma.

Complete surgical excision is the treatment of choice 
in lipoblastoma. Incomplete resection is significantly 
associated with recurrence. Lipoblastoma arising from back 
and neck have a significant risk of recurrence.

In our case, there was primary involvement of the spine 
with spread to the paraspinal region communicating 
through neural foramina giving rise to a dumbbell 
configuration. The erosion of pars interarticularis 
secondary to mass effect and spread to para spinal region 
is seen uncommonly in lipoblastoma. T1‑weighted MRI 
showed decreased signal intensity which is unusual for 
tumor arising from adipocytes. This decreased signal 
intensity can be explained by occasionally increased 
cellularity, that is, myxoid and mesenchymal components 
of lipoblastoma.

Figure 1: Preoperative photo

Figure 2: Magnetic resonance imaging dorsal spine T1-weighted imaging 
contrast sagittal view

Figure 3: Sagittal view

Figure 4: Coronal view

Figure 5: Magnetic resonance imaging dorsal spine axial view
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Lipoblastoma is a rare benign tumor of adipocytes. 
Preoperative diagnosis may be difficult due to varying 
picture on imaging. Though benign lesion, it can cause 
dysfunction of the organ by its mass effect. It can erode 
the bone and can spread to adjacent planes. Complete 
excision of the tumor not only clinches the diagnosis but 
also prevent recurrence.
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