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INTRODUCTION 

Lipomas are the most common mesenchymal tumors.1 

They usually occur most frequently in mature adults. The 

incidence is equal in both sexes, especially in the fifth 

decade of life. They are usually seen on the back, 

shoulder, and neck region.1,2 In majority of cases, they 

are slow growing and asymptomatic to start with, but 

may assume a very large size. Giant lipomas, which by 

definition exceed 10 cm in width or weigh more than 

1000 grams, can cause cosmetic concerns as well as have 

higher incidence of malignant transformation.2 

CASE REPORT 

A 64 your old lady, presented with history of a swelling 

over the back in the left lower thoracic region since 5 

years. The swelling increased in size over the past two 

years but due to non-availability of surgical facilities 

imposed by the Covid-19 lockdown, the patient was 

seriously concerned about the growing size of swelling. It 

also interfered with clothing. The patient did not have any 

history of co-morbidities or any history of trauma. On 

physical examination, there was a large lobulated 

swelling over the back, in the left lower thoracic region, 

extending horizontally from the midline to the posterior 

axillary fold. The swelling was soft in consistency. 

However, its mobility over the underlying muscle could 

not be ascertained. The overlying skin was normal 

(Figure 1). An MRI of the dorso-lumbar region revealed a 

large sized swelling measuring 14x10x10 cm with fat 

intensity within the subcutaneous layer over the lower 

dorsal lumbar region on the left side. There was 

indentation of the underlying para-spinal muscles without 

any deep infiltration. There was no intra-spinal extension 

(Figure 2 and 3). Patient underwent surgery. While under 

anesthesia in right lateral position the extent of the tumor 

was marked followed by marking of the incision (Figure 

4) A wide local excision of the lipoma was performed 

taking utmost care to resect all the lobulations until the 

underlying muscle was seen (Figure 5). The dimensions 

of the specimen exceeded 10 cm and weighed 1150 gm. 

Negative suction tube drain was placed in view of the 

large dead space created by removal of the tumor. This 

was removed on the fifth postoperative day. Skin staples 

were removed on the twelfth postoperative day. Wound 

healing was complete without any complications. 

Histopathological examination of the specimen revealed 

features suggestive of a lipoma. There was no evidence of 

any liposarcoma. Patient has been following up for the 

past six months without any recurrence. 
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Figure 1: Giant lipoma seen in the lower part of the 

left posterior thoracic region with patient in right 

lateral position. 

 

Figure 2: MRI (sagittal plane) showing lipoma. 

 

Figure 3: MRI (transverse plane) showing the lipoma. 

 

Figure 4: Extent of the tumor and incision marked. 

 

Figure 5: Excised specimen measuring diameter 

greater than 10 cm. 

DISCUSSION 

A giant lipoma is defined as one, whose size exceeds 10 

cm in diameter or weighs more than 1000 grams.2 Giant 

lipomas have predilection for the back and the posterior 

cervical region. The exact etiology of giant lipomas 

continues to be an enigma. Many hypotheses have been 

put forth which suggest an association with raised 

cholesterol, severe obesity, and trauma.3,4 The role of 

trauma in the etiology of lipoma is based on various 

assumptions. One theory suggests that blunt trauma 

causes rupture of the fibrous septa and connections 

between the fascia and the skin, thereby allowing fat 

herniation through the tissue planes, giving rise to a 

pseudo lipoma. Trauma also induces cytokine release 

which triggers free adipose differentiation as well as 

maturation.5,6 Association with gene rearrangement of 

chromosome 12 has been found in patients with solitary 
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lipoma as well as abnormalities in the HMGA2-LPP 

fusion genes.1 

Majority of lipomas present as slow growing soft tissue 

tumors. They assume large size in certain regions such as 

back, shoulder, and neck. Soft consistency and lobulation 

are diagnostic of lipomas. Sudden rapid growth over a 

short period of time accompanied with pain, especially in 

deep seated lipomas is suggestive of sarcomatous change. 

This is typically seen in retroperitoneal lipomas. 

Imaging is an essential component of diagnostics. 

Ultrasound usually shows a well circumscribed, 

encapsulated mass. Even though there may be variations 

in the echogenicity, most of the lipomas are either iso or 

hyper echoic when compared to muscle. CT scan reveals 

an encapsulated low-density homogeneous mask. MRI is 

the most frequently used radiological modality, by virtue 

of the fact that it has extremely high soft tissue 

resolution. This enables detailed evaluation of the 

distribution and depth of the mass as was seen in the MRI 

of the case presented (Figure 2 and 3). Lipomas do not 

exhibit any contrast enhancement both on MRI as well as 

CT scan.1,7 

An FNAC can be done to ascertain the diagnosis, 

especially when there is a strong suspicion of a 

liposarcoma as revealed by clinical features on imaging.7 

In the case presented FNAC was not done as there was no 

suspicion of a sarcomatous change based on clinical and 

MRI findings. 

Wide and complete local excision of the entire tumor is 

the main stay of treatment.7,8 If there is a suspicion of the 

liposarcoma, a frozen section can be done 

intraoperatively followed by wide excision based on 

oncological principles. However, the incidence of such a 

situation is extremely less. In all giant lipomas, it is a 

good practice to mark the extent of tumors before 

planning the incision as was done in the case presented 

(Figure 4). This ensures ease at complete excision of the 

tumor. It also aids in achieving a better cosmetic 

outcome. Utmost care should be taken to ensure that the 

entire encapsulated mass is excised in order to prevent 

recurrence. Since the dead space created by excision of 

tumor is large, a closed negative suction drain should be 

placed in this space and brought out through a separate 

incision. This aids in obliteration of dead space, 

prevention of seromas, and better cosmetic outcomes. 

For histopathological evaluation of the tumor excised, it 

is essential to rule out the presence of liposarcoma in a 

patient with completely excised tumor though the 

incidence is very less. 

Other modalities of treatment described for lipomas such 

as liposuction are of no practical utility in case of giant 

lipomas. 

CONCLUSION 

Giant lipomas necessitate critical clinical evaluation. 

MRI is the investigation of choice for determining 

infiltration of surrounding tissues. FNAC or preferably a 

frozen section intraoperatively is advisable in suspected 

sarcomatous change in a giant lipoma. Complete surgical 

excision is the treatment of choice for all giant lipomas. 
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