Ossifying Lipoma of the Hand: A Case Report
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Abstract

Introduction: Ossifying lipomaisan uncommon tumour and itsoccurrencein thehandisrare. It isoften not diagnosed preoperatively.
Clinical Picture: Our case presented with alumpin the hand which was painful with activity. Thelipomatous component of thetumour was
radiologically not distinguishable. Treatment: The hand wasexplored through awide palmar incision, revealing alipomatoustumour. The
tumour was completely excised and diagnosis made after histological examination. Outcome: After 1 year, the patient has had normal
function of the hand with no tumour recurrence. Discussion: The diagnosis of ossifying lipoma could be made with certainty only after
radiological examination, excision and histological examination. The bony component is of mesenchymal origin and may come about as

a result of metaplastic transformation.
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Introduction

Lipomataare one of themost common benigntumoursin
adults, occurringinamost any location of thehuman body,
especially inthe subcutaneousregion. They arecommonly
found in the soft tissues of the neck, back and extremities.

Lipomata rarely undergo osseous metaplasia.’® A
literature search reveals only a few reports of ossifying
lipomaover the past 50 years, and only two casesinvolving
the hand were reported.*® We report a case of an ossifying
lipoma of the hand, which was diagnosed after surgical
exploration and confirmed histologically.

Case Report

Our patient, a40-year-old homemaker, had alumpin her
right hand for 3 years. It had slowly increased in size and
recently became painful with activity. She had no history
of significant trauma. Clinically she had an irregularly
shaped hard tumour in the palmar aspect of her hand over
the second metacarpal region. The tumour measured
approximately 6 x 4 cm. It was not mobile and seemed to
be fixed to the second metacarpal bone. The range of
motion of the fingers was normal.

The plain radiograph of the hand showed a bony mass 2
cm in diameter with septations at the distal end of the
second metacarpal bone (Fig. 1). The initial working
diagnosis was that of a benign osteochondroma.

Treatment

During operation, the mass was found to be a well-
defined lobulated lipoma, displacing the flexor tendons
and neurovascular bundle towards the ulnar side (Fig. 2).
Themetacarpal wasnot involved. Thetumour wasexcised
carefully inonepiece, and one sectionwasfoundto contain
bony fragments within the lipomatous lesion. (Fig. 3)

Microscopic examination of the tissue revealed a
circumscribed lesion composed of lobules of mature
adipocytesthat mergedintonodul ar areasof maturecartilage
that surrounded bony trabeculae (Fig. 4). Areas of fibrosis
were also present. The bony tissue showed trabeculae
rimmed by osteoblasts, with theintertrabecul ar areasfilled
with fatty marrow (Fig. 5). There were no atypical nuclear
features or lipoblasts present.

Outcome

Shemadeagood postoperativerecovery, regaining good
functional use of the right hand in 2 weeks. She was
contacted for a telephone interview 1 year after surgery.
She was satisfied with the result of her surgery and had
normal functional use of her operated hand. She had no
recurrence of the tumour.

Discussion
Plaut et al*in 1959 reported 5 cases of ossifying lipomata
originating from the thigh, neck, groin and back in a
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Fig. 1. X-ray showing the bony mass at the distal end of the second metacarpal bonein
theright hand.

Fig. 2. Thelobulated lipoma intraoper atively, showing the displacement of the adjacent
tendons.

literature review. To these, they reported 3 cases of their
own, oneeachinthethigh, forearmand hand. Subseguently,
there are afew other reports of thistumour, including one
found in the retropharyngeal region® and another
intracranially.” The second case of thistumour foundinthe
hand was reported by Tang et a in 1981.° This was a
congenital lipomainthepa m, which had repeated excisions,
and manifested 8 years later with osseous changes. In our
patient, there was no previous trauma or surgery.

Anossifyinglipomapresentsasabenign space-occupying
lesion, firm to hard in consistency and giveriseto pressure
symptoms. Radiologically, the mass is translucent with
irregular bony trabeculation and sharply demarcated from
the underlying bone. Histologically, mature bone with
areas of ossifying cartilaginous nodulesis seen within the
adipose tissue, either centrally or peripherally.

Thistumour isof mesenchymal originthat had undergone
osseousmetaplasia.* Recent work hassuggested that bl ood-
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Fig. 3. Bony collections can be seen within the lipoma.

Fig. 4. Arepresentative area of the |lesion demonstrating adipose tissue merging into a
nodular area of bony trabeculae surrounded by cartilage. (x20)

Fig. 5. Bony trabecul ae seen adjacent to cartilage. (x40)

borne monocytes rel ease factors that transform fibroblasts
into osteoblasts.® Bone then forms by membranous
ossification.

The tumour does not arise from the adjacent bone and
therefore, radiologically, there is no hyperostosis or
pathological changes of the adjacent bone. It differs from
aparosteal lipoma,®which is situated directly on the bony
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cortex beneath the periosteum, and shows pathological
changes of the bone. It can also be distinguished
radiologically fromatumoral cal cinosiswhich hasadenser
pattern of calcification, and frommyositisossificanswhich
has atypical diffuse ossification associated with a history
of injury.®

In view of its rarity, this tumour may not be suspected
preoperatively. In our case, plain radiographs showed
well-circumscribed maturebonemassad] acent tothesecond
metacarpal with no zone of lucency surrounding the
ossification. The initial working diagnosis was that of an
osteochondroma. As the clinical and radiological
examination was clearly that of a benign non-vascular
growth, surgical excision was proceeded without other
imaginginvestigations. Computed tomography scanwoul d
have delineated the nature of the growth and may be
recommended in future cases. Surgical excision resultsin
a satisfactory outcome.
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