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ipomas are the most common mesenchymal 
tumors and are composed of mature 
adipocytes¹. They usually present as painless, 

firm nodules with a predilection for the neck, trunk, 
buttocks, and proximal extremities¹. Although most 
lipomas are superficial, deep-seated lipomas can occur 
in intermuscular or intramuscular planes and account 
for only 1–2% of all lipomas². Giant lipomas are 
defined as lesions larger than 10 cm or weighing more 
than 1,000 g and can compress adjacent neurovascular 
structures³. When located near the brachial plexus, 
they may cause pain, paresthesia, weakness, or 
functional impairment of the upper limb⁴. 

MRI is the imaging modality of choice, 
providing excellent delineation of the tumor and its 
relation to neurovascular structures³. Because lipomas 
and liposarcomas can appear similar clinically, 
histological examination is necessary to exclude 
malignancy⁴. Surgical excision is indicated for 
symptomatic lipomas, those increasing in size, or 
those causing neurologic deficits². Intraoperative 
neurophysiological monitoring is recommended to 
reduce the risk of iatrogenic nerve injury during 
resection of brachial plexus tumors⁵. 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Case report 
 

A 45-year-old woman without comorbidities 
or history of trauma presented with progressive, 
painless swelling in the right pectoral region over 18 
months. She reported increasing weakness and 
numbness of the right upper limb, along with inability 
to perform daily activities requiring fine motor 
function. Physical examination revealed a firm, non-
tender mass in the right infraclavicular region, 
approximately 10 cm in diameter. Neurological 
examination demonstrated decreased strength in wrist 
and finger flexion, and hypoesthesia in the median and 
ulnar nerve distribution. 

Electrophysiological studies confirmed axonal 
involvement of the median and ulnar nerves. MRI of 
the brachial plexus showed a well-defined, 
homogeneous, lipomatous mass measuring 
approximately 12 × 10 cm in the infraclavicular space, 
displacing and compressing the cords and terminal 
branches of the brachial plexus. 

The patient underwent surgery under general 
anesthesia with continuous intraoperative 
neurophysiological monitoring. A deltopectoral  
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incision was performed, and the cephalic vein was 
identified and preserved. Dissection proceeded 
through the clavipectoral fascia, followed by abulsion 
of the pectoralis major muscle to gain exposure. The 
pectoralis minor muscle was identified overlying the 
majority of the lipoma. After partial resection of the 
main mass, the pectoralis minor was divided to expose 
a residual component of the lipoma measuring 
approximately 6 × 2 cm. Careful microsurgical 
dissection with continuous electrical stimulation 
allowed safe removal of the tumor while preserving 
the brachial plexus elements. Final stimulation 
confirmed the functional integrity of all components of 
the plexus (Figure 1). 

The total mass measured 12 × 6 cm. The 
tumor was completely excised without complications, 
and all plexus components were preserved as 
confirmed by intraoperative monitoring. 

The postoperative course was uneventful. At 3 
months follow-up, she demonstrated significant 
improvement in motor strength (Medical Research 
Council grade 4/5) and resolution of paresthesia. There 
was no evidence of recurrence at 6 months. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Discussion 
 

Lipomas adjacent to the brachial plexus are 
rare, and giant deep-seated lipomas can grow to more 
than 10 cm before causing symptoms¹. The 
pathogenesis is multifactorial, potentially involving 
trauma, inflammation, and preadipocyte proliferation¹. 
MRI is essential to evaluate the extent of the mass and  
its relation to the brachial plexus³. Because lipomas 
and liposarcomas can be indistinguishable clinically, 
histopathological confirmation is necessary⁴. 
Differential diagnoses include schwannomas and 
neurofibromas, which are the most common benign 
brachial plexus tumors³. 

Complete surgical excision is the treatment of 
choice for symptomatic lipomas. Various approaches 
have been described depending on the tumor location: 
an anterior supraclavicular approach for tumors 
involving the roots and trunks, an anterior 
infraclavicular approach for lesions of the cords and 
terminal branches, and a posterior subscapular 
approach for proximal root lesions⁵. Our case is 
notable for the use of a deltopectoral approach, which  

Figure 1. Surgical steps of giant brachial plexus lipoma resection. 
(A) Marking of the deltopectoral groove over the area of swelling. 
(B) Surgical approach with preservation of the cephalic vein. 
(C) Excision of the main lipoma mass. 
(D) Residual deep component of the lipoma beneath the pectoralis minor. 
(E) Dissection and identification of the brachial plexus elements with intraoperative neuromonitoring. 
(F) Completely excised lipoma specimen. 
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to our knowledge has not been previously described 
for brachial plexus lipomas. This approach allowed 
excellent exposure of the infraclavicular plexus while 
preserving the cephalic vein and minimizing 
morbidity. 

Intraoperative neurophysiological monitoring, 
including continuous electromyography and direct 
electrical stimulation, is strongly recommended to 
prevent iatrogenic nerve injury⁵. Several reports 
support the safety and efficacy of complete excision 
with intraoperative monitoring, with most patients 
achieving good functional recovery³. 
 
Conclusion 
 

Brachial plexus lipomas should be considered 
in the differential diagnosis of progressive upper limb 
neuropathies with a palpable supraclavicular or 
infraclavicular mass. MRI is essential for diagnosis 
and surgical planning. Complete excision with 
intraoperative neuromonitoring offers excellent 
outcomes and minimizes the risk of nerve injury. Our 
case highlights a deltopectoral approach as a viable 
alternative for infraclavicular plexus tumors, providing 
wide exposure while preserving key anatomical 
structures. 
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