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INTRODUCTION

A lipoma is a benign mesenchymal tumour formed of mature fat tissue and is the most prevalent 
soft tissue tumour.[1] Different types of lipomas have been classified based on their topographical 
location, such as intermuscular, intramuscular, synovial, parosteal, intraosseous, lumbosacral, 
and thymolipoma.[2] Intramuscular infiltrating lipoma is an uncommon variant among these, 
first documented by Regan et al. in 1946.[3] Later, Greenberg et al. expanded on this classification, 
noting that infiltrating lipomas may be intermuscular or intramuscular, according to the system 
developed by Moriconi, which had distinguished lipomas according to their location between 
or within muscle.[4] Further refinement in classification has resulted in the identification of 
intramuscular lipomas (IMLs) occurring in three histological patterns: infiltrative, well-defined 
(non-infiltrative), and mixed, with regions of both infiltration and distinct margins.[5] Most IMLs 
present as encapsulated, round or fusiform masses covered by muscle fibres, but some have a 
large extramuscular component.[6] Because of their depth and ability to simulate more aggressive 
lesions, familiarity with IMLs is important. Identification of this entity can direct proper 
diagnosis and surgical intervention.
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ABSTRACT

Intramuscular lipomas (IMLs) are rare benign soft tissue tumours that account for less than 1% of all lipomas and 
often present a diagnostic challenge due to their deep location and infiltrative growth pattern. We report a case of 
a 75-year-old male with a 15-year history of a painless, gradually growing swelling over the posterior aspect of the 
left shoulder. Clinical examination revealed a soft, mobile, non-tender swelling causing no functional limitation. 
Ultrasonography and magnetic resonance imaging confirmed an intramuscular lipoma involving the deltoid 
and triceps muscles. The patient underwent complete surgical excision, and histopathological analysis revealed 
mature adipocytes with no atypia, consistent with benign lipoma. The postoperative course was uneventful, 
with no signs of complications or recurrence. This case highlights the importance of considering IMLs in the 
differential diagnosis of deep soft tissue masses. 
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CASE REPORT

A 75-year-old man presented to the general surgery 
outpatient department with complaints of painless swelling 
over his left shoulder, which he first noticed about 15 years 
ago. The swelling had progressively increased in size over 
the years but was otherwise asymptomatic. On inspection, 
a solitary, soft, mobile, non-tender swelling approximately 
9 × 10 cm over the posterior aspect of the left shoulder was 
observed. General physical and systemic examination was 
unremarkable. Left shoulder ultrasonography showed a 
well-defined hypoechoic mass measuring 9.0 18.0 × 4.0 cm 
(Transverse × Cranio-caudal × Anterior-posterior) in the 
subcutaneous plane over the posterior part of the proximal 
arm, without internal vascularity. Magnetic resonance 
imaging (MRI) of the left shoulder [Figure 1] showed an 
intramuscular lipoma that was mostly in the deltoid and 
triceps muscles in the posterior compartment of the proximal 
arm. A diagnosis of intramuscular lipoma was established. 
The patient underwent excision of lipoma [Figure 2], and 
histopathological examination showed sheets of matured 
adipocytes, interspersed with hypocellular fibrous septa 
with congested thick-walled blood vessels with no atypia. 
Features consistent with lipoma. Postoperative recovery 
was uneventful, with no complications. The patient was 
discharged in stable condition, with no recurrence on follow-
up after 6 months.

DISCUSSION

Lipomas are the most common benign mesenchymal tumours 
with an incidence of about 2.1 per 1,000 persons.[7] IMLs, on 
the other hand, account for less than 1% of total lipomas and 
are usually present in people aged 40–70 years. There is no 
definitive evidence indicating a clear gender predilection. 
The anatomical distribution of IMLs differs from study to 
study, but these lesions are more commonly seen in larger 
muscles of the trunk, head and neck, and extremities. Hand 
and foot involvement is uncommon. Lipomas over 5 cm 
in diameter are termed giant lipomas. IMLs are clinically 
characterised as deep-seated, soft, and non-tender masses. 
While often asymptomatic, they may become symptomatic 
as the lipoma increases in size. Pain is usually attributed 
to compression of adjacent peripheral nerves. Atypical 
presentations of IMLs have been described, such as those 
with cutaneous or pedunculated features. For diagnosis, MRI 
is regarded as the standard of reference based on its high 
ability to discriminate lipomatous lesions from other soft 
tissue masses.[8] MRI not only establishes the diagnosis but 
also assists in the identification of atypical features that may 
be concerning for malignancy.[9] The treatment of IMLs is 
based on the size, site, and symptomatology of the tumour. 
Small asymptomatic lesions can be treated conservatively 

by being observed. However, surgical excision remains the 
treatment of choice for symptomatic large lipomas (>5 cm), 
those causing functional limitation, or when the patient 
desires removal for cosmetic reasons. Marginal excision is 
usually adequate, although wide excision with clear margins 
should be done in those with atypical imaging features or 
suspected malignancy to reduce the chances of recurrence. 
Recurrence is a major issue in the management of IMLs, with 
rates ranging from 50% to 80%, primarily attributed to their 
infiltrative nature. However, recurrence can be significantly 
curtailed with wide surgical removal. For instance, a Korean 
study illustrated a rate of recurrence of 11.1% with marginal 
excision, as opposed to 0% with wide excision.[10]

Figure 1: Magnetic resonance imaging of the left shoulder showing 
intramuscular lipoma (red arrow). 

Figure 2: Showing intraoperative picture of intramuscular lipoma.
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CONCLUSION

IMLs are rare benign soft tissue tumours that may remain 
asymptomatic for years but can present with progressive 
swelling, discomfort, or functional impairment depending on 
their size and location. Magnetic resonance imaging serves 
as an invaluable tool in assessing lesion characteristics and 
planning management, while histopathological examination 
is essential for definitive diagnosis. Given the potential for 
recurrence due to the tumour’s infiltrative nature, follow-up 
is recommended to ensure optimal patient outcomes. 
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