Case Report

Deep-seated intramuscular lipoma penetrates the intercostal

muscle
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Abstract: Deep-seated intramuscular lipomas are rare, and most exhibit an infiltrating behavior. This study

reports serial radiographs of a lipoma in chest wall muscles which penetrated the intercostal muscle for a

6-year period. Although this lipoma did not involve the parietal pleura, it compressed lung. To the authors’

knowledge, the present study is the first report to show the growth of a deep-seated chest wall lipoma into the

thoracic cavity through serial radiographs. We consider the surgical treatment is needed before deep-seated

intramuscular chest wall lipoma compress intrathoracic structures.
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Introduction

A lipoma is a benign tumor that generally originates
from fat cells in all types of tissue (1,2). Lipomas can be
classified into two types according to their location, namely
superficial and deep-seated chest wall lipomas (1). Deep-
seated intramuscular chest wall lipomas are rarer than
superficial lipomas (2), and they can show histologically
infiltrative behaviors and have the potential for malignancy,
such as liposarcoma (1-3).

There is no established strategy for the management
of asymptomatic lipomas. Also they have no clinical
expression, and therefore tend to be neglected unless the
mass becomes large enough to cause pain (4-6).

"This study reports serial radiographs for a 6-year period
for an intramuscular lipoma in the anterior serratus muscle
and the surgical excision of the lipoma, which penetrated
the intercostal muscle.

Case report

A 42-year-old male patient was referred with an
asymptomatic and progressively enlarging soft-tissue mass-
like lesion in his right axilla based on chest radiography and
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CT (Figure 1). Six years before, the mass was measured as
2.0 cm x 1.2 ecm (Figure 14). However, it was not
recognized in his initial routine check-up. Then, 2 years
later, the lesion grew to 2.7 cm x 1.8 cm and contained
a focal homogeneous fat density inside the right third
intercostal space based on his chest radiography and CT
(Figure 1B). He was followed up without excision. In his
latest chest radiographs, the size of the mass was 4.4 cm x
2.9 cm. Chest CT showed that the mass penetrated
the thoracic cavity through the third intercostal space,
compressing the lung (Figure 1C). There was no abnormal
finding in his vital signs and laboratory data. He presented no
symptom. Elective surgical excision was planned. The thoracic
cavity was explored through the port in the seventh intercostal
space by using thoracoscopy. In thoracoscopic view, there
was a bulging round mass in lateral third intercostal space.
The mass did not penetrate the parietal pleura (Figure 2A).
The mass was returned to the chest wall (Figure 2B), and
removed through the incision of the axillary skin crease.
The tumor was dissected sharply from the chest wall muscle
and separated easily from the parietal pleura (Figure 2B).
In the pathology reports, the tumor was 5.0 cm x 3.0 cm x
1.1 cm, reflecting a well-capsulated lipoma (Figure 2C).
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Figure 1 (A) In the initial chest radiograph, a mass was detected in the right upper lung field (arrow); (B) 2 years after A, chest radiographs

and CT scans showed a deep-seated intramuscular lipoma originating from the anterior serratus muscle (arrows); (C) 4 years after B, chest

wall lipoma penetrated the third intercostal muscle and compressed the lung (arrows).

Figure 2 (A) The thoracoscopic finding showed that the lipoma did not penetrate the parietal pleura; (B) the lipoma was returned and

removed with sharp dissection without injury to the parietal pleura; (C) the macroscopic aspect of the lipoma.

The patient was discharged four days after surgery, and
there was no recurrence 2 years after surgery.

Discussion

Deep-seated intramuscular chest wall lipomas are rare but
occasionally have various infiltrating features, whereas
subcutaneous lipomas generally have a benign clinical
course (1,2). In the case of infiltrating lipomas, it is difficult
for them to be dissected sharply and removed completely (3).

Deep-seated intramuscular lipomas may have the
potential for malignancy, and it is difficult to distinguish
a well-differentiated liposarcoma from an in variously
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differentiated lipoma through chest radiographs (2). The
present case was a well-circumscribed intramuscular lipoma
showing transmural penetration through the intercostal
muscle based on serial radiographs.

For even asymptomatic and benign-looking lipomas, early
surgical treatment is better than radiographic observation. Giant
lipomas have been reported to deform or penetrate the chest
wall (4-7). Most were neglected by patients themselves (4,5).
In the present case, however, an asymptomatic and
benign-looking lipoma in the chest wall was routinely
followed up by physicians without excision for 6 years.
The serial radiologic follow-up revealed a deep-seated
intramuscular chest wall lipoma growing into the

www.jthoracdis.com F Thorac Dis 2015;7(10):E493-E495



Journal of Thoracic Disease, Vol 7, No 10 October 2015

intrathoracic space, reflecting the intrathoracic transposition
of abdominal organs in the case of a diaphragmatic hernia
like. This case implies that neglecting the aggressive
behavior of even an asymptomatic and benign lipoma
may increase the risk of a herniated chest wall lipoma
compressing intrathoracic organs.

Basically, an intramuscular lipoma in the extrathoracic
muscle layer, together with its intramuscular fatty tissue,
must be removed. The thoracic cavity was explored by
thoracoscopy because most of the mass was located in the
intrathoracic space and its potential penetration of the
parietal pleura could not be ruled out. Previous studies
have reported the successful thoracoscopic resection of
intrathoracic lipomas as a minimally invasive procedure (8).
If a tumor originates deeply inside the extrathoracic muscle
layer, then this procedure may be inappropriate.

Conclusions

To the authors’ knowledge, this case report is the first to
show the growth of a deep-seated chest wall lipoma into
the thoracic cavity through serial radiographs. The results
suggest that it is better to treat chest wall lipomas early
when they have growing or migrating features. Any surgical
excision and histologic confirmation should be done before
the tumor penetrates the thoracic cavity.
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