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INTRODUCTION 

Lipomas are the most common mesenchymal soft tissue 

tumours. They are usually benign in nature. Although most 

of lipomas are small in size and asymptomatic. Rarely they 

can grow to a very large size producing symptoms such as 

nerve compression syndrome.  Giant lipoma is defined as 

a lesion that is over 10 cm in length or that weighs over 

1000.1 Several cases of giant lipoma have been reported. 

We have a case report of Giant multilobulated axillary 

lipoma in a 60-year-old male patient. 

CASE REPORT 

A 60-year-old man presented with a growing painless mass 

in the right axillary region that has been enlarging for 10 

years with no symptoms. Physical examination revealed 

multiple, mobile, soft masses filling the right axilla (Figure 

1a-c). The neurological examination of the right upper 

extremity was normal. Computed tomography (CT) chest 

was done which showed a homogenous soft-tissue tumour 

located in the right axillary region between the chest wall, 

the pectoralis major and minor, and the latissimus dorsi 

muscles (Figure 2). Fine needle aspiration cytology 

(FNAC) of swelling revealed a benign lipoma The patient 

was operated under general anaesthesia. Following a lazy-

S incision over the axillary region. The lesion was well 

delineated by the fibrous capsule. The tumor was adjacent 

to the axillary vessels and the brachial plexus but did not 

invade the neurovascular bundle (Figure 3) and could be 

totally excised without exposure of the brachial plexus or 

the subclavian vessels (Figure 4). However, the long 

thoracic nerve and thoracodorsal neurovascular bundles 

were attached to the tumor capsule, which were carefully 

dissected from the tumor and preserved. The excised 

specimen measured 15×20×20 cm (Figure 5). 

Histologically, the lesion was composed of, mature 

adipose cells enclosed within a capsule, which led to 

diagnosis of benign lipoma. The postoperative course was 

uneventful and there was no sign of neuromuscular 

dysfunction.  

 

Figure 1: (a) Soft multilobulated mass filling the right 

axilla (anterior view), (b) axillary view of tumour, and 

(c) lateral view of tumour. 
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Lipomas are common benign soft tissue tumours. Lipomas are usually small in size. Giant lipomas are uncommon. 

Large tumours can cause compression to the surrounding nerves and vessels. Axilla is an uncommon site of lipoma and 

giant axillary lipomas are rare. In this report we present a case of a 60-year male with giant multilobular axillary lipoma. 

The lipoma was unusual in its size, its appearance and site of occurrence. Histopathology revealed it to be a lipoma.  
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Figure 2: CT chest showing the location of tumour in 

relation to chest wall. 

 

Figure 3: Intraoperative picture of the giant lipoma. 

 

Figure 4: View of axilla after clearance of tumour. 

 

Figure 5 Excised specimen of giant tumour. 

DISCUSSION 

Most lipomas are benign and arise mainly in any part of 

the body where adipose tissue is present.2 They also have 

been reported in various internal organs, such as the liver, 

kidney and lungs, where there is no or very little adipose 

tissue.2 In contrast, giant lipomas are comparatively rare. 

Giant lipomas can cause pain and nerve compression 

syndrome, although subcutaneous and subfascial giant 

lipomas arising in the back, thigh, forearm, chest and 

posterior neck also have been reported.2-4 The axilla is a 

rare location for development of giant lipomas: only four 

cases of axillary giant lipoma have been reported.5-8 The 

mechanism for the uncontrolled growth of giant lipomas is 

still unknown. Trauma is thought to be an important factor 

in the pathogenesis of lipoma.9 It has been proposed that 

rupture of the fibrous septa after trauma accompanied by 

tears of the anchorage may result in proliferation of 

adipose tissue.10 It also has been assumed that local 

inflammation secondary to trauma may induce 

differentiation of pre-adipocytes and disrupt the normal 

regulation of adipose tissue.9  

The main problem in the diagnosis of giant lipomas is to 

rule out liposarcomas. Generally, differential diagnosis 

between lipomas and liposarcomas is impossible by the 

clinical appearance alone. Giant internal lipomas were 

reported to show sarcomatous transformation; however, 

such a transformation in other parts of the body is 

extremely rare.3 Computed tomography and magnetic 

resonance imaging (MRI) are well-established methods of 

diagnosis.11 In addition, fine-needle aspiration biopsy 

and/or incisional biopsy can aid in establishing a 

preoperative diagnosis.2 

The histological evaluation of the entire lesion is essential 

for diagnosis. Because even giant lipomas usually have a 

well- defined fibrous capsule, dissection around the lesions 

can be easily performed and they can sometimes be 

squeezed out through short incisions.3,12 Some authors 

performed liposuction of the lipoma through tiny incisions, 

even for a huge lesion.13,14  

CONCLUSION 

In conclusion, axillary giant lipoma is a rare condition 

preferably treated by surgical excision to avoid damage 

caused by tumour compression to the major vessels or 

nerves, to offer better control against local recurrences and 

to establish a correct diagnosis.  
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