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inheritance and co-existence of renal ectopia
with radial dysplasia suggests some
malformation syndrome with autosomal
dominant inheritance.
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I read with interest the recent report of
plasmapheresis in childhood acute dis-
seminated encephalomyelitis (ADEM) result-
ing in remarkable recovery(1). However, I
would like to make certain observations.

Though the indication mentioned for
resorting to plasmapheresis in the report is the
unaffordability of intravenous immuno-
globulin (IVIG) therapy, I wish to highlight
other important reasons for preferring
plasmapheresis over IVIG. Firstly, IVIG is
known to exert its immunomodulatory effects
for a prolonged period of time. The mean
duration of action of IVIG is 53 days and the
half life of immunoglobulin in the serum is
3-4 weeks(2). Therefore, employing plasma-
pheresis immediately after IVIG therapy would
result in removal of circulating IVIG, thereby
giving little time for IVIG to show                    its
efficacy. This removal could be avoided
by opting for IVIG therapy only after

plasmapheresis has failed. Secondly, there are
published reports of plasmapheresis succeed-
ing even in IVIG-refractory cases of
ADEM(3,4).

The probable reasons, IVIG is preferred
over plasmapheresis in ADEM, are its ease of
administration, the lack of plasmapheresis
facilities in many centers and a fear of
treatment-related complications with plasma-
pheresis. However, low-volume (manual)
plasma exchanges have been shown to be
efficacious in ADEM and can be performed
with little training even in smaller centers(5).
At the same time, low-volume exchanges are
relatively safe too. However, I agree with the
authors that randomized controlled trials are
required to decide the most effective volume of
plasmapheresis required in ADEM.
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An eight months old child presented with a
painless swelling on the dorsum of the left foot
for the last 3 months (Fig, 1). It had been
gradually increasing in size and rapidly so for
the last one month. There was no other similar
swelling elsewhere in the body. Regional
lymphnodes were not enlarged. Fine needle
aspiration cytology was suggestive of lipoma.
Plain radiograph of the foot did not reveal
any calcification or bony involvement. At
surgery, a well circumscribed lipomatous
lesion of the foot encasing the tendons was
found. Histopathology was suggestive of
lipoblastoma.

Lipoblastoma is a relatively rare tumor that
occurs in infancy and early childhood and
arises from embryonic white fat. The most
common symptom is a painless mass with
or without increasing size. The trunk,
extremities, head and neck, retroperitoneum,
inguinal canal, peritoneal cavity, and lung are
the common tumor sites. Histopathologic
examination shows a cellular neoplasm
composed of immature adipocytes with
relatively well-defined septa, frequent
lipoblasts and a fine vascular network.

Fig. 1.Clinical photograph showing lipoblastoma of
the left foot.
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