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Giant chondroid lipoma of the breast:
A case report and literature review
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Abstract. Chondroid lipoma is a rare benign lesion affecting
the breast, in which the diagnosis of malignancy is difficult
to be excluded during preoperative studies. In this respect,
a correct histopathological diagnosis is mandatory in order
to avoid overdiagnosis and subsequently overtreatment.
In the present study, the case of a 61‑year‑old patient who
self‑referred for the development of a large tumor at the level
of the left breast is reported. Biopsy raised the suspicion of a
chondroid lipoma; thus, the patient was submitted to conserva‑
tive surgery. The lesion was completely excised by performing
a total mastectomy. The histopathological studies confirmed
the presence of chondroid lipoma, with no signs of malignant
transformation. At the 24‑month follow‑up interval no signs of
recurrence were detected. In conclusion, although it may reach
significant dimensions, giant chondroid lipoma of the breast is
a benign lesion that may benefit from conservative treatment
and does not recur.
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Introduction
Although lipoma is the most commonly encountered benign
mesenchymal tumor (1), chondroid lipoma is a rare entity
originating from soft tissues that was initially described by
Meis and Enzinger in 1993 (1). Due to the presence of certain
similarities with extra‑skeletal chondrosarcoma and round
cell liposarcoma, the diagnosis of this pathological entity
may become challenging especially in cases presenting large
lesions (2,3). Histopathological and immunohistochemical
studies demonstrating the presence of an association between
adipose tissue, cartilaginous tissues, mature adipocytes,
chondroblasts and hyaline matrix as well as the absence of
aberrant proliferation suggesting malignant transformation
seems to play a crucial role in order to provide a differential
diagnosis with malignant lesions such as chondrosarcoma
and liposarcoma (4). Providing a correct diagnosis is crucial
in the prevention of the overtreatment of these lesions which
otherwise may be treated as malignant lesions.
In the present study, the case of a 61‑year‑old patient who
self‑referred for the development of a large tumor at the level
of the left breast is reported.
Case report
Patient data. A 61‑year‑old patient with no significant medical
history self‑presented for the appearance of a large tumor
which was observed within the last eight months and which
presented a rapid growth within the last three months.
The clinical examination revealed the presence of a large
tumoral mass having developed at the level of the left breast
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Figure 1. (A) Initial preoperative procedure. The entire breast is deformed by the presence of a large tumoral mass inducing the apparition of collateral circulation.
(B) Initial preoperative procedure: The whole breast is deformed by the presence of a large tumoral mass while the nipple presents no significant modifications.

Figure 2. Mammography shows the presence of multiple calcifications.
Figure 4. Histopathological studies included hematoxylin and eosin staining.
Magnification, x10. Mature adipose tissue and many cartilaginous islands
and mixoid cells are noted.

nipple presented no pathological aspects and no discharge.
Local examination of the left axilla failed to demonstrate
the presence of suspect adenopathies; furthermore, the
contralateral breast and axilla presented no pathological modi‑
fications (Fig. 1A and B).

Figure 3. The specimen, obtained from total mastectomy, is a large, encap‑
sulated tumor.

measuring 20/15 cm, deforming the entire breast. Additionally,
signs of collateral circulation were observed at the level of the
adjacent skin (Fig. 1). The mass seemed to keep its mobility in
the surrounding skin and to the prepectoral fascia while the

Methods. The patient was further submitted to a mammo
graphy which confirmed the presence of a 22/18 cm lesion
with regular margins and intra‑tumoral calcifications. The
lesion was classified as a Breast Imaging‑Reporting and Data
System (BIRDAS) grade 2 tumor, and normal breast paren‑
chyma was almost absent (Fig. 2). The patient underwent breast
ultrasound which confirmed the presence of a heterogeneous
mass measuring 20/18/15 cm with peripheral positive Doppler
signal and minimal areas of normal breast parenchyma; the
ultrasound‑guided biopsy raised the suspicion of a chondroid
lipoma, with no signs of malignancy being encountered. The
patient then underwent surgery with conservative intent;
however, after excision of the encapsulated tumor, no remnant
breast parenchyma was found. Therefore, total mastectomy
was performed (Fig. 3). The histopathological studies, which
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included hematoxylin and eosin staining, demonstrated the
presence of a 20/18/10 cm encapsulated lesion presenting
mesenchymal proliferation formed by chondroid myxoid
matrix with lipoblast areas and blood vessels and no mitotic
activity (Fig. 4). In addition, a 1.5 cm fibroadenoma was also
found in the close proximity of the giant chondroid lipoma.
The postoperative outcome was uneventful. The patient then
underwent breast reconstruction with an implant two months
later. At 24 months, the patient is free of local or distant recur‑
rent disease.
Discussion
The structure of breast lipomas is usually modified by the
presence of other mesenchymal elements leading to the
development of fibrolipoma, angiolipoma, osteolipoma,
myxolipoma, or chondrolipoma (5). Most often cartilaginous
transformation inside a lipomatous lesion leading to the
development of a chondrolipoma is related to a prolonged
evolution and to larger dimensions of a lipoma (6). Although
the exact process of chondrolipoma histogenesis is not
well understood, there are three theories which have been
considered. The first one considers that in cases in which
glandular components are found inside the tumor, they act
like choristoma; the second theory considers that immature
mesenchymal cells develop towards both adipocytes and
chondrocytes; while the third theory considers that these
tumors originate from cartilaginous metaplasia of the adipose
tissue in lipomas (7‑13).
Chondroid lipomas are delimited, asymptomatic lesions
developed in the subcutaneous tissues or at the level of the
skeletal muscles, more commonly at the level of the arms, neck
and head. Breast chondroid lipomas represent a scarce even‑
tuality, being more frequently encountered in young women
(during the third decade of life) and present as small volume
lesions (2). Their histopathological particularity is represented
by the presence of cartilaginous tissue among mature fat
and glandular mammary parenchyma and their dimensions
usually range between 2 and 6 cm (4). Giant lesions are those
>5 cm in one dimension, with a weight of >500 g (14), but
rarely surpassing 10 cm (15). The tumor is characterized by
the presence of peripheral compressed mammary parenchyma
which is transformed into a true capsule for the tumor while at
the level of the tumor ductal structures and mammary stroma
may not be present (4,16). In order to achieve proper diagnosis,
imagistic studies such as breast ultrasound, mammography,
and MRI followed by biopsy is mandatory. When it comes to
the mammographic aspect of the lesion, it usually presents as
a radiolucent mass due to the presence of an increased amount
of fatty tissue in the absence of mammary stroma or ducts
in association with focal opacities induced by the presence
of islets of cartilaginous structures. However, the presence
of calcifications is rather scarce, with few such cases being
reported thus far (5,7,17). Therefore, preoperatively, in the
absence of a biopsy, the differential diagnosis with a malig‑
nant lesion is rather difficult to be established (5,18). The most
common entities which should be taken into consideration
when performing a differential diagnosis are represented
by fat necrosis, giant fibroadenoma, supernumerary breast
as well as malignant lesions such as chondrosarcoma or
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liposarcoma (15‑28); in this respect, ultrasound‑guided biopsy
is mandatory.
Thus, appropriate diagnosis of benignity can be established
and therefore, the patient can be submitted to local excision of
the lesion, and overtreatment can be prevented (4,14,29‑36).
However, in certain cases, due to the high volume of the lesion,
retrieving the tumor can consist in fact in performing a total
mastectomy (as presented in our case) although surgery is not
intended to be a radical one as long as the biopsy has confirmed
the absence of atypical mitoses (3). In order to prevent the risk
of local recurrence, complete excision of the lesion en bloc
with the adjacent capsule is mandatory (4,15).
Another important aspect which should be taken into
consideration when it comes to chondroid lipoma of the
breast is the one regarding the differential diagnostic with
malignant chondroid tumors such as primary chondroid
sarcoma (19‑24). Therefore, in cases in which malignant
transformation is suspected, immunohistochemical studies
aiming to investigate the presence of cytokeratin expression
are mandatory (25‑28).
In summary, giant breast chondroid lipoma represent scarce
situations affecting women worldwide. Preoperative biopsy is
mandatory in order to demonstrate the absence of any sign of
malignant disease and to further allow the surgeon to perform
tumoral enucleation without radical breast surgery. However,
in certain cases the absence of normal breast parenchyma will
transform the enucleation procedure into a total mastectomy
followed by breast reconstructive surgery.
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