
Intramuscular lipoma

The axial computed tomography

scan (Fig. 1) revealed a hypo-

dense, well-defined lesion (arrow)

within the deltoid muscle at the level

of the humeral neck. The lesion was

similar in attenuation to adjacent

subcutaneous fat.

The T1-weighted coronal oblique

magnetic resonance image of the

area (Fig. 2), obtained for further as-

sessment of the lump, demonstrated

a well-defined hyperintense area (ar-

row) within the deltoid muscle, of

similar signal intensity to adjacent

fat. The hyperintense nodule (arrow-

head) on the skin is a vitamin E cap-

sule used to mark the area of interest.

A fat-soluble vitamin, it has the same

signal characteristics as fat within the

body. On axial T2-weighted (Fig. 3)

and proton density-weighted (not

shown) images, the lesion (arrow)

again had similar signal characteris-

tics to fat. A fat-suppressed coronal

oblique scan demonstrated suppres-

sion of the signal from the abnormal-

ity (Fig. 4, arrow).

Lipomas, the most common be-
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nign soft-tissue neoplasms, can occur

in any soft tissue that contains fat, in-

cluding subcutaneous tissue, muscle,

nerve and synovium, or adjacent to

bone in the periosteum.1,2 People of

any age group can be affected, al-

though lipomas are more common

in adults, with a slight male prepon-

derance.3 Lipomas in muscle may be

intermuscular or intramuscular and

may not be recognized clinically un-

less they are large or symptomatic.

Dysfunction of the muscle or pain

(lipoma dolorosa) is rare.

If the lipoma is large enough,

plain radiographs may reveal a rela-

tively radiolucent lesion within the

muscle, but computed tomography

and magnetic resonance imaging

scans better demonstrate the lesion.

Lipomas should approximate to fat

on all imaging sequences. In general

they appear as homogeneous, sharply

defined fatty masses.1,3 Septations,

which may be thin fibrous bands or

thicker muscle bundles, are not un-

common in intramuscular lipomas

but may make it impossible to rule

out well-differentiated liposarcoma

on the basis of imaging alone.4 Fig. 5

is a T1-weighted MR image of a dif-

ferent patient with a biopsy-proven,

moderately well-differentiated li-

posarcoma. Note that the lesion’s

signal is predominantly of fat, but it

has areas of banding and thick septa-

tions within.

Intramuscular myxoma and pe-

ripheral nerve sheath tumours may

present as low-density masses on CT

and simulate intramuscular lipoma.3

The measured CT attenuation values

are usually not quite as low as those of

subcutaneous fat (< –80 Hounsfield

units). MR imaging can readily distin-

guish these lesions from lipoma. If

doubt persists on imaging, surgical

excision is required.

References

1. Resnick D. Diagnosis of bone and joint dis-
orders. Philadelphia: W.B. Saunders; 1995.

p. 3941-7.

2. Munk PL, Lee MJ, Janzen DL, Connell

DG, Logan PM, Poon PY, et al. Lipoma

and liposarcoma: evaluation using CT and

MR imaging. AJR Am J Roentgenol
1997;169:589-94.

3. Kransdorf MJ, Moser RP Jr, Meis MJ,

Meyer CA. Fat-containing soft-tissue

masses of the extremities. Radiographics
1991;11:81-106.

4. Matsumoto K, Hukuda S, Ishizawa M,

Chano T, Okabe H. MRI findings in 

intramuscular lipomas. Skeletal Radiol
1999;28:145-52.

Chirurgie et radiologie

390 J can chir, vol. 45, no 5, octobre 2002

FIG. 5.

For information on 
CMA’s publications,
products and services
contact 

CMA Member Service Centre
888 855-2555 (toll free)
cmamsc@cma.ca

CJS•JCC
C A N A D I A N J O U R N A L O F S U R G E R Y •  J O U R N A L C A N A D I E N D E C H I R U R G I E


