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Lipoma, made of mature fat cells, represent the commonest 
benign mesenchymal neoplasm of the body. Lipoma accounts 
for almost 50% of all soft-tissue tumors. However, they are not 
commonly seen in the anterior abdominal wall. A rare variant 
of lipoma composed of fat and non-adipose tissue is spindle 
cell lipoma, which is commonly located in the subcutaneous 
tissue of posterior aspect of neck, back and shoulder.

In this report the MR features of spindle cell lipoma in an 
uncommon location – the subcutaneous tissue of the  anterior 
abdominal wall is being presented.

Case presentation 
A 62 year old male presented to the outpatient department 
with history of swelling in the right lumbar region for the past 
5 yrs. The swelling was gradually increasing in size with no 
complaints of pain, loss of appetite, change in bowel or 
bladder habits, or any discharge.

On clinical examination, a firm, round mass was noted 
involving the subcutaneous plane on the right anterior 
abdomen. It was slightly mobile and non-tender with no signs 
of inflammation.

MR imaging showed a large well defined, well marginated, 
multilobulated lesion noted involving the subcutaneous 
plane of anterior abdominal wall measuring 11.8 x 10.2 x 7.3 
cm (CC x TD x AP) with a peripheral hypo intense rim. The 
lesion is seen towards the right side extending from the 
lumbar to iliac region. The lesion exhibits isointense signal 
intensity on T1W (Figure 1) images and heterogeneously 
hyper intense signal intensity on T2WI (Figure 2). The lesion is 
seen to abut the right external oblique, internal oblique and 
rectus abdominis muscles with preserved fat planes. It 
exhibits hyper intense signal intensity on diffusion images 
with normal ADC values. It shows near homogenous mild 
enhancement on intravenous contrast administration (Figure 
3). Multiple tortuous dilated vessels noted surrounding the 
lesion with few vessels coursing through the lesion. Minimal 
subcutaneous fluid noted along the lateral wall of abdomen.

The differential diagnosis includes liposarcoma, lipoma, 
spindle cell lipoma, dermatofibrosarcoma protuberans, 
desmoid tumor and soft tissue sarcoma. However, desmoid 
tumor though common in the anterior abdominal wall shows 
low signal intensity on T1W and T2W images owing to its 
dense cellularity and fibroblastic content. Soft tissue sarcoma 
appears less likely as there is no evidence of infiltration into 
the surrounding tissue. Also, enhancement and isointense 
signal on T1W images make the diagnosis of simple lipoma 
less likely, but the possibility of liposarcoma or spindle cell 
lipoma can be considered.

Discussion
Lipoma is widely reported as the most common mesenchymal 

1neoplasm . They are seen to originate from the deep or 
superficial structures. It can be a single lesion or multiple in 

number, called lipomatosis. They have a predilection to 
involve the trunk, however, they rarely involve the anterior 

2abdominal wall . Some of the risk factors for developing 
lipoma include - obesity, hypercholesterolemia, type 2 

3diabetes mellitus, familial tendency etc.

4Described first in 1975 by Enzinger and Harvey , spindle cell 
lipoma is a rare benign mesenchymal lesion characterized by 
collagen forming spindle cells replacing the mature 

5adipocytes . The non- adipose tissue may show areas of 
6prominent vascularity in some cases . Their characteristic 

features include – they are slow growing, painless, single, not 
reported to metastasize, and are more commonly seen in men 

4,7,8,9,10between ages 45-65 . Few cases of multiple spindle cell 
lipoma, with some showing a familial predilection has been 

11described recently . Common in subcutaneous tissue of 
neck, back and shoulder, rare instances of an intramuscular 

4,12,13,14location has been reported .

Clinically, spindle cell lipoma manifests as a subcutaneous 
mobile, painless mass ranging in size from 3-5 cm. The lesion 

4,7,8,9,10is slow growing and causes no other symptoms . Usually, 
most of them are relatively equal in their ratio of fat and 
spindle cells, but there may be instances where one of the 
components may predominate. It is the alteration in the ratio 
of fat and spindle cells that result in the varying imaging 

15features of spindle cell lipoma . They appear iso to 
hyperechoic in echogenicity on USG, surrounded by a thin, 
echogenic capsule. On CT, they show areas of fat attenuation 
and the non-adipose components show non-specific soft 
tissue attenuation within a well-defined subcutaneous mass. 
On MR imaging, the fat component may be seen as a T1W and 
T2W hyper intense lesion, appearing dark on fat suppressed 
sequences, whereas the non-adipose tissue shows same 
signal intensity as that of muscle on T1W images and iso to 
hyper intense to fat on T2W images. The prominent 
va s c u l a r i t y  w i t h i n  t h e  n o n - a d i p o s e  c o m p o n e n t 
(pseudoangiomatous component) enhances following 

7intravenous contrast administration .

Preferred mode of treatment is local surgical excision. The 
chance of recurrence following surgery is low and hence, 

16shows good prognosis once resected . On macroscopic 
examination, they appear well-circumscribed, yellow to 

16grayish-white in color and are firm in consistency . On 
microscopy, mature adipocytes are seen, with areas that are 
replaced by spindle cells included in a matrix comprising of 

15fibrils of mucin and collagen . Other components may 
include lymphocytes, mast cells, myxoid tissue and rarely 

16vascular elements .

Figures and legends

FIG 1 – On axial T1W image, a well-defined lesion 
involving subcutaneous plane of the anterior abdominal 
wall exhibiting isointense signal intensity to surrounding 
muscles.
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FIG 2 – On axial T2 Fat sat image, the lesion shows 
heterogenously hyperintense signal intensity and 
abutting the right external oblique, internal oblique and 
rectus abdominis muscles.

FIG 3 – On post contrast T1W sagittal image, the lesion 
shows near homogenous enhancement
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