
Case Report

Lipoma in the femoral triangle
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Lesson

The differential diagnosis of a lipoma in the femoral region

will include a femoral hernia and vice-versa or both may

coexist.
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Case report

A 23-year-old woman presented with a long history
of a progressive swelling in the right upper inner
thigh. This was associated with some discomfort,
and the poor aesthesis and shame of exposure to
her partner during sexual intercourse. She was other-
wise well with no past medical history. Physical
examination revealed a disfiguring, non-tender,
large fluctuant, prolapsing swelling measuring
10 cm� 8 cm in the upper adductor region of the
thigh. The edges were smooth and palpable but for
the upper edge. It was not attached to underlying
muscle or overlying skin. The swelling was not warm
and had no pulsation, nor cough impulse. The cor-
responding region of the other (L) thigh showed
similar consistency but smaller in size. A presump-
tive diagnosis of a lipoma was made, and ultrasono-
graphic examination reported a large lipoma with
nodularity on the right thigh and a smaller lipoma
on the left thigh. Following consent for the excision
of the lipoma on the right thigh, a difficult and elab-
orate dissection in the femoral triangle revealed an
irregular shaped lipoma. It had a broad base anteri-
orly and a narrow neck which extended deeply into
a (peritoneal) hernia sac in the femoral canal
(Figure 2). The sac was opened, explored and
excised along with the largely associated pre(extra)-
peritoneal fat. The remnant sac was suture-ligated,
reduced and the femoral canal closed with nylon by
approximating the inguinal ligament to the pectineal
ligament. Caution was taken against injuring the
femoral vein. Apart from a haematoma in the
redundant cavity that was evacuated on the third
postoperative day, she made good post-operative
recovery and was discharged thereafter. Due to

lack of resources, a histological examination of the
specimen was not done.

Discussion

Femoral hernias account for 5%–10% of groin her-
nias in adults and most occur in elderly women.1 The
incidence in the paediatric population is 0.5% and
mostly misdiagnosed as an inguinal hernia.2 The fem-
oral canal (ring) is a defect in the anterior abdominal
wall bounded anteriorly by the inguinal ligament,
posteriorly by the pectineal ligament (Gimbernats),
medially by the lacunar ligament and laterally by
the femoral vein (Figure 1). The canal contains the
deep inguinal node of Cloquet that drains lymph
from the clitoris and penis and fatty connective
tissue. The disposition of the anatomy of the female
pelvis and the later loss of the fatty tissue in the
femoral canal is a predisposing factor in elderly
women. The (peritoneal) hernia sac may contain
pre-peritoneal fat, omentum, small bowel or other
visceral structure. The urgency of repair is due to
the increased risk of ischaemia as the three sides of
the canal are rigid structures which do not allow any
expansion. The differential diagnosis of a femoral
hernia include lipoma of the skin and subcutaneous
tissue, inguinal hernia, enlargement of the deep ingu-
inal node of Cloquet, saphena varix or varicosities of
the saphenous vein and a psoas abscess.3 Unlike
the high incidence of round ligament lipoma,4 pre-
peritoneal lipoma extending through the femoral
canal is relatively rare.5,6

This case demonstrates the fact that a lipoma in
the femoral region may actually be pre(extra)-
peritoneal fat associated with a femoral hernia.
Another important differential diagnosis is a hyper-
trophic condition of the nearby septum crurale of the
sapheno-femoral junction which is mainly composed
of extra-peritoneal fatty tissue. In both, the long
saphenous vein is usually pushed aside (Figure 2).5

Lipomas are associated more frequently with large
hernias.7 A sliding lipoma, referring to a sliding her-
niation of preperitoneal fat into the inguinal canal,
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forming a reducible indirect inguinal hernia in the
absence of a peritoneal sac, has been reported.8 This
may also occur in some femoral hernias as in this case
but with a peritoneal sac. It is suggested that hyper-
trophic, inguinal fatty tissue should be considered as
hernias only when accompanied by a peritoneal sac.
The presence of the peritoneal hernia sac would deter-
mine the nature of the pathology. In a resourced area,
the histological examination of the excised specimen
would be routine as it would also importantly exclude
a primary or metastatic deposit.9 Amongst the vari-
ous presentations of femoral hernia, the ‘femoral’

type (98.5%) as in this case is most common and
easiest to repair.7 The prevascular (Velpeau’s
hernia) and retrovascular types (Scrafeu’s hernia)
occur infrequently and are extremely difficult to
repair (Figure 3).1,7

Primary benign tumours of the groin may arise
from connective tissue, muscle, fat, blood vessels
and lymphoid tissue.3,9 As many femoral herniae do
not have the two signs diagnostic of hernia – reduci-
bility and cough impulse – the diagnosis depends
upon the site of the lump. This makes the differential
diagnosis very difficult and hence the importance of
clearly defining its relations to surrounding struc-
tures.3 Imaging techniques may diagnose hernias
but not with a 100% specificity or sensitivity.10

Occasionally, as in this case, the diagnosis can only
be finally determined during the operation.

Conclusions

Both lipoma and femoral hernia may coexist as a
sliding pre-peritoneal lipoma. Imaging technqiues
may be misleading, thus, the need for surgical
exploration.
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Figure 3. Various presentations of femoral hernias.3Figure 1. Schematic diagram of the femoral triangle.

Figure 2. Schematic diagram of femoral hernia

masquerading as a lipoma.5
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