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A B S T R A C T   

Introduction: Lipomas are one of the most common benign tumors, but deep tissue and huge lipomas are rare. 
Presentation of case: A 59-year-old middle-aged woman was admitted to hospital for right hip mass resection 
because of numbness and pain in her right lower limb for 6 months. Ultrasound and nuclear magnetic resonance 
imaging (MRI) showed irregular mass. On the assumption of malignancy, the patient underwent a right hip mass 
resection and returned to normal with no short-term or long-term response. HE (hematoxylin-eosin) staining of 
the tumor showed the characteristics of a benign tumor. 
Discussion: The pathogenesis of myolipoma is not clear, and it may be related to brown adipose tissue. When 
lipoma is huge, it needs interventional treatment. Complete encapsulated myolipoma can usually be completely 
removed, with low recurrence possibility and good prognosis. 
Conclusion: Giant intramuscular lipoma of hip and its clinical manifestations are relatively rare. And the results of 
ultrasound imaging are similar to those of the surrounding normal adipose tissue. No significant difference was 
observed by naked eye. In particular, postoperative pathological examination is needed to make a definite 
diagnosis and differential diagnosis. Clinically, surgical treatment is often used, and the prognosis is good, but 
recurrence is possible. The following report discusses the experience of one of our patients, with literature 
review.   

1. Introduction 

Lipoma is one of the most common soft tissue benign tumors in 
adults, and it is also one of the most common benign mesenchymal tu-
mors in the body. Only 1% of soft tissue masses are malignant [1]. Li-
pomas can be found in almost all organs in the body and account for 
(5%) of soft tissue tumors, infiltrating lipomas (including inter- and 
intramuscular lipomas, with an estimated incidence of 1.8 and 0.3%, 
respectively [2]), which is why lipomas are also called ubiquitous tu-
mors or generalized tumors [3,4]. Lipoma is the most common soft tissue 
tumor in adults. The peak incidence is between 40 and 60 years old, and 
it rarely happens in children [5]. Benign lipoma is usually isolated, soft 
to touch, with some activity and no obvious pain. Usually, small lipomas 
are asymptomatic and easily overlooked. These tumors do not require 
special treatment. If it has symptoms or discomfort, you should have 
surgery to remove them in time [6,7]. This small and superficial lipoma 
is easy and common to resect, but some huge and deep lipomas bring 
great difficulties for diagnosis and surgical treatment, especially those 

closely related to important tissues of the body. Sanchez et al. defined 
giant lipoma as a lesion that measures at least 10 cm in one dimension or 
weighs a minimum of 1000 g [8]. Other manifestations caused by li-
pomas usually depend on the location and size of the lesion and the 
squeezing of the surrounding local tissues [9]. 

In this article, we reported a rare giant lipoma. Our patient's condi-
tion was diagnosed, and the tumor was surgically removed, and path-
ological analysis of the excised specimen provided a basis for clinical 
treatment of similar diseases. This case report conforms to the SCARE 
guidelines and has been reported according to the SCARE checklist [10]. 

2. Presentation of case 

A 59-year-old Chinese woman, who was previously healthy, was 
admitted to the Department of Orthopaedics, Affiliated Hospital of 
Changchun University of Traditional Chinese Medicine, because of 
“right hip mass and right lower limb tingling for 6 months” and no 
obvious family or social history. Physical examination showed that the 
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right buttock was swollen, the palpable size was 20 * 13 cm, and the skin 
color and skin temperature were normal. The boundary is clear, there 
was no tenderness. The right lower limb of Lasegue sign is positive, the 
right lower limb was slightly numb and the blood supply was good. 
Auxiliary examination: MRI examination of sacrococcygeal bone 
revealed that a slightly shorter T2 signal of quasi-circular isometric T1 
could be seen in the right gluteal muscle, and the boundary was clear, 
with the range of about 10.9 cm * 9.6 cm * 19 cm as shown in Fig. 1. 
Ultrasound of the right hip joint showed that the muscle layer of the 
right hip joint had a heterogeneous echoes of about 15.3 cm * 5.8 cm * 
20 cm. CDFI showed that there was no obvious blood flow signal except 
lipoma. Preoperative examination ruled out the contraindications, and 
the operation time was determined according to preoperative discus-
sion, ultrasound and MRI results. 

The patient was sent to the operating room. The operation was 
performed by two senior deputy chief orthopedic surgeons under the 
supervision of one chief orthopedic surgeon. After the general anesthesia 
takes effect, the patient took the prone position, the operating area is 
routinely disinfected and towel are laid. An oblique anterograde incision 
was made along the gluteal muscle in the posterolateral aspect of the 
right buttock. The incision was about 13 cm long, and cuts through the 
skin, subcutaneous tissue and deep fascia (Fig. 2A). The gluteal muscle 
fibers were separated to expose the mass. It can be seen by naked eyes 
that the substance is a fat mass (Fig. 2B) with thin envelope. Through 
exploration, the edge of the fat mass reached the lower edge of posterior 
superior iliac spine, reaches the sacroiliac joint by internal measure-
ment, reaches the femoral trochanter by external measurement, and 
reaches 2 cm below the lesser trochanter by internal measurement. The 
lump was carefully separated from the surrounding soft tissues. The 
lump was completely removed (Fig. 2C), no residue was detected, the 
bleeding stopped completely, the incision was flushed, and the negative 
pressure drainage was kept. After the instruments and gauze were 
checked, the incision was sutured layer by layer (Fig. 2D) and the wound 
was wrapped with sterile dressing. The operation was completed, very 
smoothly, with a little bleeding during the operation. The infusion 
volume was 700 ml, and the urine volume is 200. After the operation, 
the patient woke up and returned to the ward. The resected mass is sent 
for pathological examination after being confirmed by the patient and 
his/her family members. 

It took 50 min for the operation. During the operation, it was found 
that the mass was huge, leaving a huge cavity after being taken out, 
which was easy to form hematoma and infection. The solution was to 
stop bleeding thoroughly, suture layer by layer, actively avoid the for-
mation of hollow tissue, and drain the blood under negative pressure to 
avoid the formation of hematoma. 

The examination of the resected specimen of the right hip joint tu-
mors showed that: A yellow lump, 19 * 18 * 4.5 cm in size, complete 
capsule, solid section, yellowish color and soft texture. Microscopically, 
the tumor was composed of a large number of differentiated and mature 
adipocytes and a small number of fibroblasts (Fig. 3). Pathological 
diagnosis: Lipoma. Normal section staining showed differentiated and 
mature adipose tissue, and the pathological diagnosis was definite, so it 
was unnecessary to further detect diagnostic pathological markers such 
as immunohistochemistry. 

The incision healed well after operation, and there was no obvious 
infection and exudation. After the anesthesia completely disappeared, 
the patient was awake, the numbness of the right lower limb was 
relieved, and the patient's condition in the ward was stable. Subse-
quently, she was discharged from hospital on the seventh day, with 
normal blood and physical examinations, normal diet and defecation. 
During the follow-up, her clinical process remained calm, with no signs 
of recurrence. Half a month after the operation to determine whether the 
incision healing, monthly telephone follow-up for pain and discomfort, 
nerve compression symptoms, etc. Every six months to check the color 
ultrasound and MRI to see whether the recurrence, three years after the 
annual review of imaging examination. 

3. Discussion 

Lipomas is a benign tumor, originated from germ cell layer of the 
mesoderm, and is mainly composed of mature adipose tissues. They are 
mainly found in superficial parts of the body, but lipoma in deep tissues 
is rare. According to the WHO Classification of Soft Tissue and Bone 
(fourth edition, 2013) [11], lipomas can be divided into superficial li-
poma, deep lipoma, intramuscular or intramuscular lipoma and osteo-
lipoma. Myolipoma is caused by infiltration of undifferentiated fully 
mature fat cells between the muscle bundles and the muscle cells. The 
tumor grows slowly and is limited. The tumor growth is slow and 
limited. In the early stage, the tumor is small, and there may be no 
symptoms. However, with the gradual enlargement of the tumor, it can 
oppress the important nerves, blood vessels and lymph around it, 
resulting in abnormal sensation, swelling and even limited movement, 
especially when the limbs move more or stand for too long. Myolipoma 
is a common clinical disease, which mostly occurs in the larger muscle of 
the limbs, especially the lower limb muscles. More common in the 
middle-aged and elderly people, and more common in males. There are 
also similar literature reports on myolipoma in China. The pathogenesis 
is still unclear, and it may be related to brown adipose tissue [12]. In 
addition, the relationship between lipoma and heredity has been 
confirmed, and some studies have shown that lipoma shows genetic 
abnormalities, in which the HMGA 2 gene (located at 12 q 14.3) is 
involved in the pathogenesis of tumor [13]. 

Proper imaging studies is very important for definite diagnosis and 
treatment. Ultrasound has become the preferred imaging modality for 
lipoma due to its advantages of low cost, non-invasiveness and conve-
nience [14]. Its basic performance is regular, mostly oval, with uniform 
echo and clear boundary, and there was usually no blood flow or a small 
amount of blood flow could be detected inside. The echo of intramus-
cular lipoma is determined by the homogeneity of the mixture of adipose 
tissue and other tissues within the mass, and homogeneity determines 
the number and size of the interfaces. Color Doppler ultrasound of 
myolipoma is characterized by insufficient blood flow [15]. Ultrasonic 
examination can provide the characteristic basis for the diagnosis of 
myolipoma, which is of great significance for the rational selection of 
surgical methods [16]. CT and MRI can be used to assist in the diagnosis 
of complex or difficult lipomas. The main CT findings are typical fat 
density. The density in the mass was relatively uniform, with clear 
boundaries and capsules. The scan showed no enhancement. MRI can 
easily determine the nature of the mass according to different signal 
intensities, and the signals are characteristic, usually short T1 long T2 
signals with clear boundaries [17]. 

Interventional therapy can be omitted if the lipoma has no symptoms 
of compression due to excessive volume or special anatomical position. 
Interventional treatment is needed for huge lipomas that compresses 
adjacent important organs, tissues, blood vessels and nerves, especially 
for lipoma with pain during compression. Lower limb numbness is 
mainly due to ischemia or neurological problems, such as sciatic nerve 
compression. In this case, due to the huge size of lipoma, it compresses 
the sciatic nerve, resulting in numbness and pain in the right lower limb. 
After the operation, the lipoma is removed to relieve the symptoms of 
nerve compression and numbness pain. The treatment methods include 
injecting sodium deoxycholate into the lesion [18], injecting steroids 
and isoproterenol together into the lesion [19], liposuction [20] and 
surgical resection, of which surgical resection is still the most effective 
treatment. At present, the main treatment of myolipoma is surgical 
resection. Complete encapsulated myolipoma can usually be completely 
removed, with low recurrence possibility and good prognosis. During 
the operation, the scope of resection should be appropriately expanded 
to minimize the injury of muscle attachments. The local recurrence rate 
is about 19% [21]. This is because the disease can't be completely 
resected, so it is easy to recur. Like the primary tumor, the recurrent 
tumor tissue is well differentiated and can be treated by surgery again. 
Multiple recurrences requiring multiple surgical resection. Radiation 
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Fig. 1. A: Morphology of coronary mass on MRI; B: morphology of sagittal mass on MRI; C: morphology of transverse position mass on MRI.  
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treatment can also be used for local recurrence. 
To sum up, giant myolipoma is relatively rare, and it is difficult to 

find it because of its deep location and younger age. It is only easy to find 
out the corresponding clinical symptoms when it is large or because of 
the compression of important surrounding tissues. At the same time, 
surgery is needed. The final diagnosis of lipoma relies on the patho-
logical diagnosis. Although the diagnosis cannot be confirmed through 
imaging examinations such as ultrasound and MRI, it also has good 
reference value in the preoperative diagnosis. 

4. Conclusion 

A key point of this case debate is that giant lipomas in deep tissues is 
relatively rare, so the diagnosis, treatment and prognosis of this case are 
very important. The diagnosis of lipoma needs the support of ultrasonic 
imaging and diagnosis. Giant lipomas is usually treated by surgery, and 
the nature of the lump is determined by pathological analysis after 
operation. 

In this case, the ultrasonographic and imaging findings are similar to 
those of surrounding normal adipose tissue. There was no obvious dif-
ference by naked eye. Therefore, after the diagnosis and differential 

Fig. 2. A: Incision of the skin, subcutaneous tissue and deep fascia; B: the mass is exposed and visible as a mass of fat with the naked eye; C: the mass is completely 
taken out; D: suture the incision. 
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diagnosis were confirmed by postoperative pathological examination, 
surgical treatment was adopted. The prognosis of this case is good, but 
recurrence is not excluded. 
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