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CASE REPORT

Lipoma is a common benign soft tissue tumor which rarely occurs 
in the hand. Lipomas of the hand seldomly cause pain or other 
symptoms. However, in certain areas, the mass effect from the 
lipoma may cause clinical symptoms. It rarely involves the deep 
areas such as synovial membrane and muscle and, sometimes, 
pressure on the peripheral nerves can cause pain and neurological 
symptoms. The treatment is surgical resection with a low rate of 
recurrence. However, the rate of recurrence is high in deep and 
infiltrating lipomas which preclude complete resection. In this 
article, we report a case of a large palmar lipoma arising from the 
flexor tenosynovium of the hand causing digital nerve compression. 
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hand causing digital nerve compression which was 
successfully treated with surgery.

CASE REPORT

A 67-year-old female patient was admitted to our 
hospital with dullness and tingling in the left hand, 
and had a large mass in the palmar aspect of the 
left second and third fingers. The patient previously 
noticed the mass which was gradually increased 
in size six months prior to admission. Her medical 
history was non-specific without any history of trauma 
or infection. The patient experienced discomfort, 
when she used her left hand to hold objects. Physical 
examination revealed a tender soft tissue mass of 
about 3.0¥4.0 cm in size in the left hand which was 
relatively fixed to the surrounding area. The mass 
was positive for the Tinel’s sign (Figure 1). A plain 
radiograph showed soft tissue hypertrophy between 
the first and second metacarpal bone and between the 

Received: May 21, 2020
Accepted: August 27, 2020
Published online: January 06, 2021

Correspondence: Hyun-Jin Lee, MD. Nanoori 2bko R&D Institute, 
Nanoori Hospital Suwon, 295, Jungbu-daero, Yeongtong-gu, 
Gyeonggi-Do, Republic of Korea.

E-mail: 0083ackmong@naver.com

Doi: 10.5606/ehc.2021.75678

Citation: Kim HW, Lee KJ, Choi SK, Jang IlT, Lee HJ. A large palmar 
lipoma arising from flexor tenosynovium of the hand causing 
digital nerve compression: A case report. Jt Dis Relat Surg 
2021;32(1):230-233.

This is an open access article under the terms of the Creative 
Commons Attribution-NonCommercial License, which permits use, 
distribution and reproduction in any medium, provided the original 
work is properly cited and is not used for commercial purposes 
(http://creativecommons.org/licenses/by-nc/4.0/).

©2021 All right reserved by the Turkish Joint Diseases Foundation

Lipoma is a common benign soft tissue tumor.[1] 
Lipomas are classified according to the anatomic 
site of the fat cells as dermal, subcutaneous, and 
subfascial lipomas; or tumors directly related to 
the muscle, bone, synovium, or nerve.[2] There is a 
limited number of case reports of lipoma occurring 
in the hand,[3] and most of lipomas occurring in 
the hand grow very slowly and are asymptomatic. 
However, depending on their location, lipomas can 
cause neurological symptoms and tenderness.[4] In 
the literature, rare cases of lipoma-induced peripheral 
nerve compression (such as carpal tunnel syndrome) 
have been reported.[5,6]

Herein, we report a case of a large palmar 
lipoma arising from the flexor tenosynovium of the 

https://orcid.org/0000-0001-9104-0574
https://orcid.org/0000-0003-3225-3822
https://orcid.org/0000-0001-6270-4896
https://orcid.org/0000-0002-2121-0221
https://orcid.org/0000-0003-2062-2598


Palmar lipoma causing nerve compression 231

second and third metacarpal bone of the hand. The 
soft tissue hypertrophy was distinguishable from the 
surrounding soft tissue by an oval shade reduction 
(Figure 2). Using magnetic resonance imaging (MRI), 
we observed a growing intramuscular fatty mass 
measuring 5.0¥3.0¥3.7 cm in size, wrapping around 
the second flexor tendon, which was located between 
the flexor pollicis longus and third flexor tendon. 
The mass did not show an extension into the bone, 
but showed the same signal intensity as the lipoma 
in the contrast-enhanced T1 image with a low signal 
intensity in the T2 fat suppression image. The contrast-
enhanced image was typical of an encapsulated 
subfascial lipoma, which usually does not show 
contrast enhancement (Figure 3).

The patient underwent mass removal using 
brachial plexus block. The mass was located between 
the flexor pollicis longus and the third flexor tendon. 
We confirmed that the mass was adhered to the 
second flexor tenosynovium. The tendon proper 
and the second metacarpal bone were not directly 
involved. As we observed the digital nerves of the 
second and third fingers passing over the mass, the 
entire mass excision was performed by releasing the 
nerves. The gross examination showed that the mass 
was yellowish, fatty, well-capsulated, and measured 
as 3.5¥2.5¥4.0 cm in size (Figure 4). On histological 
examination, the mass was composed of mature 
fat without structural or cellular atypia, contained 
no necrosis or bleeding, and was surrounded by 
the synovial lining. The histological diagnosis was 
reported as a lipoma arising from the tenosynovium 
(Figure 5). The patient’s pain and tingling in her 
second and third fingers were completely relieved 

by surgery, and she remained complaint-free at one 
year of follow-up. A written informed consent was 
obtained from the patient.

DISCUSSION

Lipomas of the hands usually form in the 
subcutaneous layer of the hands. When lipomas 
occur in the submuscular layer, they typically occur 
under the thenar muscles and can also appear in 
the deep structures of the palms, such as the carpal 
canal or Guyon’s canal.[7] Deep palmar lipomas can 
be difficult to detect and correctly diagnose, as they 
are located under the palmar fascia and are not 
easily palpable.

Although there are numerous case reports 
of lipomas of the tendon sheath occurring in 
association with tendons in the lower extremity, 
the number of cases located in the hand is scarce 
in the literature.[8] There are two types of tendon 
sheath lipomas: discrete solid masses of adipose 
tissue (as in our case) and adipose tissue coupled 
with hypertrophic synovial villi (or lipoma 
arborescens).[9] Lipomas of the tendon sheath was 
first described by Bryan et al.[10] and 30 lipoma 
cases which occurred in the hand were included 
in the review between 1922 and 1956.[10] Recent 
reports of lipomas originating from the flexor 
tendon sheath or tenosynovium are very rare and 

FIGURE 1. A 3.0 x 4.0-cm protruding lesion (yellow arrow) in 
palmar aspect of left hand.

FIGURE 2. A plain radiograph of left hand showing 
an oval shadow (yellow arrow) distinguishable 
from surrounding soft tissue between the first and 
second webspace in the hand.
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usually lead to carpal tunnel syndrome[11-14] and rarely 
affect the wrist.[11] Cases of intramuscular lipoma of 
tenosynovial origin occurring distal to carpal tunnel 
are extremely rare.

In cases of a subfascial lipoma, a simple 
radiographic examination usually shows an oval 
or circular-shaped mass with reduced shadow. Of 
note, MRI is the most useful diagnostic imaging 

FIGURE 3. (a) A 5.0¥3.0¥3.7-cm intramuscular fatty mass wrapping around the second flexor 
tendon in thenar area between flexor pollicis longus and third flexor tendon on magnetic resonance 
imaging. (b) A contrast-enhanced T1 image showing the same signal intensity as the lipoma. 
There was no bone extension. (c) A T2 fat suppression image showing low signal intensity. (d) A 
contrast-enhanced image showing typical findings of an encapsulated lipoma.

(a)

(c)

(b)

(d)

FIGURE 4. (a) In the surgical field, a yellow soft mass was identified between flexor pollicis longus and the third flexor tendon. (b) 
Mass excision was performed by releasing nerves. (c) The extracted mass was yellowish, fatty, well-capsulated, and measured 
3.5¥2.5¥4.0 cm in size.

(a) (b) (c)
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tool in such cases. Capelastegui et al.[15] found 
that, in 134 cases, MRI demonstrated the cause of 
the palpable mass with 94% diagnostic accuracy. 
Contrast-enhanced T1 images usually show high 
signals, while contrast-enhanced T2 images show a 
moderate-to-high signals at the same intensity as the 
subcutaneous fat layer. Furthermore, understanding 
the positional relationship between lipomas and 
their surrounding tissues is useful in establishing a 
surgical treatment plan.

There is a limited number of reports of malignant 
transformation of lipomas in the literature.[1] 
However, if such cases are accompanied by certain 
neurological symptoms such as discomfort in 
the hand, histological confirmation and relief of 
symptoms through surgical removal are necessary. 
The frequency of recurrence is reported to be 
about 5%. However, the frequency of recurrence 
in deep and infiltrating lipomas is high, often 
due to incomplete tumor resection to preserve the 
surrounding neurovascular and muscular tissue.[16]

In conclusion, although rare, palmar lipoma 
causing nerve compression can be successfully treated 
with surgery.
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FIGURE 5. Histological examination showing the mass 
composing of mature fat without structural and cellular 
atypia, containing no necrosis or bleeding, and surrounding 
by synovial lining (H-E ¥400).


