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Background: Lipomas are the most common benign mesenchymal tumors of soft tissue but are rare in the hand and exceptionally uncommon 

in the hypothenar region. We report a 45-year-old female with a gradually progressive swelling in the right hypothenar eminence over three 

years, accompanied by occasional tingling along the ulnar side of the hand. Clinical examination revealed a firm, mildly mobile mass with 

reduced grip strength and positive Tinel’s sign. MRI demonstrated a well-defined, fat-signal lesion extending into intermuscular plane consistent 

with lipoma. Fine-needle aspiration cytology was inconclusive, suggesting granulomatous inflammation, highlighting the diagnostic limitations 

of FNAC in deep-seated lipomas. The patient underwent complete surgical excision, revealing a well-encapsulated lipoma displacing but not 

infiltrating the digital branch of the ulnar nerve. Histopathology confirmed benign lipoma without granulomatous features. Postoperative 

recovery was uneventful with full functional restoration. This case underscores keeping lipoma as an important differential diagnosis in hand 

swellings and highlights the importance of clinico-radiological correlation when FNAC findings do not align with imaging and clinical 

impressions. 
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INTRODUCTION 
 

Lipomas are the most common benign mesenchymal tumors 

of soft tissue, but they are rarely found in the hand, 

accounting for less than 1% of all hand tumors.[1] Even more 

rarely, they are found in the hypothenar region, where their 

deep location may cause diagnostic confusion and potential 

neurovascular compromise due to proximity to the ulnar 

nerve and its branches.[2,3] Though typically asymptomatic, 

larger lipomas or those with intermuscular extension may 

cause nerve compression symptoms such as paresthesia, 

weakness, or pain.[4] 

Magnetic resonance imaging (MRI) plays a pivotal role in 

characterizing such soft tissue masses, particularly in 

distinguishing lipomas from liposarcomas and assessing 

extension into adjacent muscular planes.[5] 

Histopathological examination remains the gold standard for 

diagnosis, especially when imaging and cytology are 

incongruent.[6] 

This case highlights a unique presentation of a hypothenar 

lipoma causing mild neurological symptoms and explores the 

diagnostic challenge posed by a misleading FNAC result. 

 

Case Presentation 

Presenting history: A 45-year-old female presented with a 

gradually progressive swelling over the hypothenar region of 

her right palm for 3 years. The swelling was painless but 

occasionally associated with tingling sensations radiating 

along the ulnar side of the hand. No history of trauma, fever, 

or systemic symptoms was noted. 

Clinical Examination: On inspection, a swelling was noted over 

the hypothenar eminence. It was oval in shape with irregular 

contours, and the overlying skin appeared normal. The right hand 

was symmetrical to the left hand except for the swelling [Figure 

1]. 

On palpation, a soft to firm, non-tender mass measuring 

approximately 5.5 × 3 × 6 cm was palpated. It had limited 

mobility and partially well-defined margins. There was no 

fluctuation or compressibility. The temperature over the swelling 

was not raised. 

Neurological examination revealed a normal sensory exam in the 

ulnar distribution. Motor testing showed normal abduction and 

adduction of the fingers. Flexion at the DIP joints of the fourth 

and fifth digits was normal; however, PIP and MCP joint flexion 

was slightly restricted. Grip strength was reduced. Tinel’s sign 

was positive, while Froment’s sign was negative. No muscle 

weakness or ulnar clawing was observed. 

On vascular examination, both radial and ulnar pulses were 
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palpable, and capillary refill was normal. Allen’s test was 

negative. 

Functional assessment revealed that the patient reported mild 

difficulty in daily activities and had issues with fine motor 

tasks. 

Imaging Findings: Magnetic Resonance Imaging (MRI) of 

the right hand was performed using a dedicated extremity 

coil. The study revealed a well-defined, lobulated lesion in 

the palmar aspect of the hand, localized to the hypothenar 

region. The lesion measured approximately 5.3 × 3.6 × 5.7 

cm (transverse × anteroposterior × craniocaudal). It was 

hyperintense on both T1- and T2-weighted sequences and 

showed signal suppression on fat suppressed images 

consistent with a lipomatous mass. The lesion extended from 

the level of the carpal bones proximally to the metacarpal 

heads distally and extended into the intermuscular plane 

without evidence of infiltration into tendons or bones [Figure 

2]. 

 

 
Figure 1: Pre-operative photograph showing a swelling over the 

hypothenar eminence of the right palm. 

 

 
Figure: MRI of the right hand. (A) T1-weighted coronal image 

showing a well-defined hyperintense mass in the hypothenar 

region. (B) T2-weighted coronal image also showing a well-

defined hyperintense mass. (C) Fat-saturated axial T1 image 

confirms fat signal suppression, consistent with lipoma. (D)T2-

weighted axial image showing high signal and intermuscular 

extension. White arrow - shows lesion of interest in figures A to 

D. Yellow arrow - shows intermuscular extension of the lesion 

in figure D. MRI - Magnetic Resonance Imaging. R - Radial 

side. U- Ulnar side. 

Correlative high-resolution ultrasonography (USG) of the right 

palm revealed a hyperechoic mass consistent with lipoma [Figure 

3]. 

 

 
Figure 3: USG of the swelling. (A) High-frequency linear probe 

image showing a well-defined, homogeneously hyperechoic lesion in 

the hypothenar region, consistent with a lipomatous mass. (B) 

Convex probe image depicting the overall contour and boundaries 

of the lesion. USG - Ultrasonogram. 

 

Fine-Needle Aspiration Cytology (FNAC) findings revealed a 

hemorrhagic background with inflammatory cells and occasional 

granulomatous features, including epithelioid histiocytes. These 

findings raised suspicion of granulomatous inflammation, 

needing an excisional biopsy for definitive diagnosis. 

Surgical Management: The patient underwent total excision of 

the mass under regional anesthesia. Intraoperatively, a 

wellencapsulated, yellow, lobulated soft tissue mass was 

identified consistent with a subcutaneous lipoma which was seen 

extending between hypothenar muscles into the intermuscular 

plane, mildly displacing the digital branch of the ulnar nerve 

[Figure 4]. 

 

 
Figure 4: Intraoperative and Post-excision Findings. (A) 

Intraoperative view of the lesion in situ, with adjacent soft tissue 

retracted for visualization. (B) Post-excision image showing the 

sutured wound over the hypothenar region with a drain in situ. (C) 

Gross specimen of the excised lipoma showing a yellow, lobulated 

fatty mass measuring approximately 7.5 × 5.5 cm. 

 

Histopathology: Confirmed mature adipocytes without any 

atypia, mitosis or necrosis, consistent with benign lipoma. No 
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granulomatous inflammation was observed histologically, 

explaining the FNAC discrepancy [Figure 5]. 

 

 
Figure 5: Histopathological Examination of the Excised Lesion: 

shows mature adipocytes arranged in lobules, separated by thin 

fibrous septae without atypia. consistent with a benign lipoma. 

Low-power view (H&E stain, 10× magnification). White arrow 

- shows mature adipocytes without any atypia. Black arrow - 

Fibrous septae separating the adipocyte lobules. 

 

Follow-up and Outcomes: The postoperative course was 

uneventful. The wound healed well, and the patient regained 

full range of motion of the fingers, including improved 

flexion of the fifth digit on clinical follow up. The patient 

expressed satisfaction with both functional and cosmetic 

outcomes. 

 

DISCUSSION 

Lipomas are common benign tumors composed of mature 

adipocytes and are most commonly found in the trunk, neck, 

and proximal extremities. Their occurrence in the hand, 

especially in the hypothenar region account for less than 1% 

of all hand tumors making them extremely rare in hypothenar 

region.[1] Due to the crowding of neurovascular structures 

and the limited soft tissue envelope in the hand, even small 

masses can become symptomatic or cause functional 

impairment.[7] In our case, a giant lipoma of the hypothenar 

eminence was associated with mild neurological symptoms, 

likely due to mass effect on the digital branches of the ulnar 

nerve. 

While most lipomas are asymptomatic, larger lesions may 

produce compressive symptoms such as paresthesia, 

weakness, or restricted range of motion.[8] In our patient, 

there was mild tingling sensation along the ulnar side of the 

hand along with reduced grip raised concerns for ulnar nerve 

irritation. These symptoms were likely due to the mild 

compression of the digital branch of the ulnar nerve. 

Imaging plays a vital role in evaluating soft tissue masses of the 

hand. Magnetic resonance imaging (MRI) remains the modality 

of choice due to its superior soft tissue contrast. Classically 

lipomas show well-defined margins without any local invasion 

and appear hyperintense on T1- and T2-weighted sequences and 

show loss of signal on fat-saturated images.[1] Our case had these 

characteristic features on MRI leading to a confident diagnosis 

of lipoma. MRI also helped delineate the lesion, especially its 

relationship with the surrounding neurovascular structures 

essential for surgical planning. Ultrasound can also be used as an 

adjunctive because of its non-invasive and cost-effective nature, 

particularly in superficial lesions. Lipoma typically shows 

hyperechogenicity on ultrasound and was observed in our case as 

well.[9] However, ultrasound is limited in assessing deeper 

extensions and lesion extension, where MRI becomes 

paramount.[10,11] 

Fine-Needle Aspiration Cytology (FNAC) is widely used for 

preliminary evaluation of soft tissue masses but has variable 

sensitivity in diagnosing lipomas.[12] In our case, FNAC was done 

due to the large size of the lesion to exclude other possible lesions 

and showed a hemorrhagic background with inflammatory cells 

and granulomatous features, raising suspicion for alternative 

diagnoses including granulomatous inflammation or 

lipogranuloma. Such findings can lead to diagnostic confusion 

leading to surgical excision and histopathological examination 

for confirmation.[12,13] This highlights the limitation of FNAC in 

cases where lipomas are large, deep-seated, or heterogeneous in 

appearance. 

Surgical excision is the mainstay of treatment for symptomatic 

or growing lipomas, especially in those causing functional 

impairment or neurological signs.[14] The goal is complete 

excision of the lesion while preserving adjacent neurovascular 

structures. Intraoperatively, our case revealed a well-

encapsulated lipoma with intermuscular extension which caused 

mild displacement of the digital branch of the ulnar nerve without 

infiltration. This explains the clinical symptoms and supports the 

importance of detailed preoperative imaging. 

Histopathological analysis showed mature adipocytes without 

cellular atypia, mitosis, or necrosis which confirmed the 

diagnosis of a benign lipoma. The absence of granulomatous 

inflammation on histology underscored the discrepancy with 

FNAC findings and emphasized the necessity for excisional 

biopsy in inconclusive or suspicious cases. 

Outcomes following complete surgical excision of lipomas are 

generally excellent. The recurrence rates are very low when 

complete excision is done. Our patient had an uneventful 

recovery with complete resolution of neurological symptoms. 

This case emphasizes the importance of considering deep-seated 

lipomas in the differential diagnosis of palmar swellings and the 

need for a multidisciplinary approach involving clinical 

evaluation, imaging, cytology, and histopathology for accurate 

diagnosis and management. 

 

CONCLUSION 

Giant lipomas of the hypothenar region are exceedingly rare and 

may present with subtle neurological symptoms due to their 

proximity to the ulnar nerve and its digital branches. This case 

highlights the importance of maintaining a high index of 
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suspicion for deep-seated lipomas in all cases of palmar 

swellings, especially when atypical clinical or cytological 

findings are present. Magnetic Resonance Imaging (MRI) 

remains the most valuable imaging modality for diagnosis 

and surgical planning, particularly in delineating the lesion’s 

size, extent, and neurovascular relationship. Although FNAC 

is a useful investigation, it may yield inconclusive or 

misleading results, as seen in our patient. Complete surgical 

excision while preserving important neurovascular structures 

remains the definitive treatment and provides excellent 

functional and cosmetic outcomes. Histopathological 

examination is essential for confirmation, especially when 

FNAC and imaging findings are discordant. A 

multidisciplinary diagnostic approach ensures accurate 

diagnosis, effective management, and prevention of long-

term complications. 
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