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Background = While typically small and easily accessible, benign lipomas can grow to massive sizes and appear
anywhere in the body. Three patients presented with giant thoracic lipomas growing in unusual and
difhicult-to-access locations.

Summary = Patient number one presented with a 9.4 cm lipoma arising from his anterior right chest wall, diving
under his clavicle superiorly and growing into his neck. Patient number two was found to have a large
retrocardiac mass compressing her esophagus, causing dysphagia, measuring 17.8 cm and consistent
with lipoma. Patient number three presented with chest wall pain and was found to have a 9.2 cm
lipoma sandwiched between her left pectoralis major and minor muscles. All three patients underwent
resection. Using the same techniques for small, easily accessible lipomas, the encapsulated masses were
all easily freed from surrounding structures using blunt dissection. Surgeons should not be hesitant to
attempt the removal of these large lesions based on the proximity of other major structures.

Conclusion  Benign lipomas are generally small, but they remain well-encapsulated and easy to remove—even
when they are large and in inaccessible regions. Size and location should be assessed preoperatively
but do not necessarily signify a difficult operation or potential incomplete resection. We present three
cases of giant thoracic lipoma, all of which were resected in their entirety using the general tenets of
simple lipoma surgery.
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Case Description

The initial case features a 47-year-old male who presented
with an axillary lipoma persisting for eight to ten years. He
noticed its size increase, causing pressure and discomfort
when sleeping, and beginning to protrude visibly above
the clavicle. Despite the proximity to the brachial plexus
and major axillary vessels, the patient experienced no sen-
sory or motor deficits in the right arm. Upon examination
and CT imaging, a large mass measuring 7.6 x 9.4 x 6.6
cm was identified as growing along his lateral chest wall,
deep into his axilla, and up into his neck on the right side.
The mass extended posterior to the clavicle before emerg-
ing in his neck, pushing his axillary artery and vein far
from their normal position (Figure 1).

The patient underwent resection with planned right axil-
lary and supraclavicular incisions. The pectoralis major
was lifted laterally to expose the mass from the axillary
incision. The majority of the dissection was performed
bluntly by palpation, following the same principles of a
smaller, simple lipoma excision. It was well encapsulated
and easily separated from all surrounding structures once
in the right place. An additional infraclavicular incision
was needed due to its large size to mobilize it from behind
the clavicle. Operative time was 228 minutes. The patient
was discharged on postoperative day two with two soft tis-
sue drains in place due to the large space. He had mild arm
numbness and issues with hand coordination postopera-
tively, which was resolved by the four-week postoperative
visit.

Figure 1. (A and B) 3D Reconstruction (mass in red), C) Axial CT Scan (green arrow denotes mass), and D) Resected Lipoma. Published with Permission
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The second case involves a 65-year-old female who pre-
sented after a chest X ray was performed for a traumatic rib
injury, revealing a retrocardiac mass abutting her esopha-
gus. This measured 6.5 x 8.2 x 13.0 cm on CT scan (Figure
2). The patient underwent esophagogastroduodenoscopy
with esophageal ultrasound and fine-needle aspiration.
Histology was consistent with a lipoma. As a result of the
large size, associated compressive effects on adjacent medi-
astinal structures, and a theoretical risk of degeneration
into a malignancy for long-standing giant lipomas, sur-

gical intervention was recommended. The patient under-
went resection via a right lateral thoracotomy. Nearly the
entire dissection was performed bluntly by palpation, with
the mass easily shelling out and off of surrounding struc-
tures in one piece. Operative time was 104 minutes. The
lipoma was much larger than the imaging revealed, mea-
suring 17.8 x 13.2 x 3.1 cm. Postoperatively, the patient
experienced no adverse effects and was discharged on day
5 without complications on follow-up.

Figure 2. A) Axial CT Scan (green arrow denotes mass), B) Coronal CT Scan (green arrow denotes mass), C) 3D Reconstruction (mass in red), and D)
Resected Lipoma. Published with Permission
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The third case is of a 40-year-old female who originally
presented to the emergency room with chest pain. A CT
scan discovered a left chest wall intramuscular mass, sand-
wiched between the pectoralis major and minor. Radio-
graphic features were consistent with lipoma. At that time,
it measured 8.1 x 5.0 x 3.6 cm. She did not present to the
thoracic surgery clinic for another year and a half, at which
time her chest wall pain had worsened, and the mass now

measured 9.4 x 4.6 x 5.7 cm (Figure 3). She underwent
resection via an incision lateral to her pectoralis major
muscle. The muscle was lifted, and the mass bluntly sep-
arated off the pectoralis major and minor muscles. Blind
palpation was utilized for the majority of the dissection. A
drain was placed in the space, and she was discharged on
POD 1. Operative time was 76 minutes. The final mea-
surements were 9.2 x 6.7 x 4.6 cm.

Figure 3. A) Axial CT Scan (green arrow denotes mass), B) Sagittal CT Scan (green arrow denotes mass), C) 3D Reconstruction (mass in purple, airway in
blue), and D) Resected Lipoma. Published with Permission
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Discussion

Lipomas are subcutaneous tumors composed of adipose tis-
sue, typically encased within a fibrous sac,' that have been
found to occur in 0.1% of the population.*® The majority
of lipomas stabilize in size around 2 to 3 cm?, with one
study finding 78% of lipomas were <5 c¢m in size and only
14% of patients had multiple lipomas.? Surgical excision is
almost always an elective procedure, typically for cosmetic
reasons, as there is a very low risk of malignancy;® however,
success rates are high with very few serious complications.’
Recurrence of lipomas after surgical excision is uncommon
and typically only occurs if the entire lipoma and its sur-
rounding fibrous sac are not completely removed.®

A lipoma is considered a “giant lipoma” when it exceeds 10
cm in any direction or weighs more than 1000 g.” Treat-
ment is typically similar to the excision of a smaller lipo-
ma. Old age, the presence of thick septa, the presence of
nodular or non-adipose areas, and decreased percentage of
fat composition are warning signs for liposarcoma rather
than benign lipoma.® Large size is sometimes regarded as a
risk factor for liposarcomas; however, none of the three cit-
ed cases were found to be malignant despite growing very
large. For this reason, if the other features of a giant lipoma
are consistent with a benign lipoma, they should be treated
the same as a small lipoma. Despite the significant varia-
tion in the size, location, and composition of some lipo-
mas, most can be freely removed completely intact once
the fibrous capsule has been dissected in the proper plane
from the surrounding tissues to which it was adhered.

Though the vast majority of lipomas are small, predict-
able, and benign, a review of the literature shows that lipo-
mas can rarely occur in almost any location and can grow
to immense sizes [9]. We present three giant lipomas in
uncommon locations. Despite the size and complex loca-
tions, they were easily removed using the same tenets of
small lipoma excisions—dissect in the correct plane and
blunt dissection to shell out the lesion. These operations
are often elective, and physical discomfort or cosmet-
ic appearance is the most common reason patients seek
removal.

In the first case, the lipoma was steadily growing and caus-
ing some minor discomfort; however, aesthetics was the pri-
mary reason for removal. This is the most common reason
lipomas are removed, as they can be perceived as unsightly
and obtrusive. The second and third cases demonstrate the
other most common reason for lipoma removal: functional
issues related to mechanical obstruction. In some cases, this
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may be an impingement of nerves or a mass effect on sur-
rounding structures. Despite different indications for the
lipoma excision, all three patients had commonalities in
the procedure, most notably the ease with which the mass
was removed once the capsule was freed from surrounding
structures. Despite their massive size, the lipomas all acted
in a manner characteristic of smaller lipomas in that they
were removed completely intact within their fibrous cap-
sules, which dramatically increases the chance of complete
removal, diminishing the likelihood of recurrence.

Conclusion

Most benign lipomas, even of giant size, are generally well
encapsulated. The size and location are important in deter-
mining many of the risks of surgery, but these alone do not
distinctly signify a difficult or incomplete excision. Our
cases demonstrate the propensity for even the largest and
most inconveniently located lipomas to remain encapsu-
lated and be easily removed once the fibrous casing has
been dissected from the surrounding tissues.

Lessons Learned

Giant thoracic lipoma is an unusual tumor that can cause
discomfort, compression of surrounding structures, and
significant deformity. While the size and location of imag-
ing may lead to concerns about resectability, most are
well-encapsulated and can be easily removed. The usual
principles of simple lipoma resection should be followed.
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