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CASE SUMMARY
A 29-year-old presented two months 

postpartum with persistent low back 
pain and coccydynia. Obstetrical his-
tory revealed a normal spontaneous 
vaginal delivery. After delivery, she 
reported significant pain in her tailbone. 
Initially the pain abated with non-ste-
roidal anti-inflammatory therapy; how-
ever, the coccydynia worsened over the 
next month with increased difficulty 
sitting to the point where breastfeeding 
was possible only in a standing posi-
tion. Because of the persistent pain, 
the patient was referred for orthopedic 
consultation. Initial imaging workup 
included radiography and MRI.

IMAGING FINDINGS
Pelvic radiographs were unre-

vealing, with no osseous or articular 
abnormalities. Subsequent pelvis MRI 
revealed intact muscles, ligaments, 
and tendons. The coccyx and sacroil-
iac joints appeared normal. In the left 
inferior sacrum, a 1.7 cm well-circum-
scribed lesion was hyperintense on T1 
and T2 (Figure 1). The lesion had a 
narrow zone of transition and demon-
strated signal dropout on fat-sup-
pressed sequences (Figure 2). It had 
no associated aggressive features such 
as surrounding edema or soft tissue 
invasion.

DIAGNOSIS
Intraosseous lipoma of the sacrum

DISCUSSION
Intraosseous lipomas are rare, 

accounting for 0.1% to 2.5% of pri-
mary bone tumors.1 No age or sex 
predilection has been reported. These 
tumors are often asymptomatic and 
generally are discovered inciden-
tally. Symptomatic intraosseous lipo-
mas typically present with pain, local 
swelling, or tenderness.1,2 The metaph-
ysis of long bones and the calcaneus 
are the most common locations. Pel-
vic involvement is uncommon; only 
4 cases of sacral lipoma have been 
reported in the literature to the best of 
our knowledge.3,4,5,6

Lipomas are benign with little 
potential for malignant transformation; 
familiarity with the imaging character-
istics avoids unnecessary work-up and 
potential biopsy. Intraosseous lipomas 
that do not affect bone stability may 
be treated conservatively and require 
no follow-up.3 Cases with imminent 
fractures are treated with curettage and 
bone grafting.7

As in our case, radiographs are 
often falsely negative. If visible on 
radiographs, intraosseous lipomas are 
usually well-defined, lucent lesions 
without aggressive features.2,8 On CT 

they typically appear as well-defined 
lytic lesions with a thin, sclerotic rim 
and with Hounsfield units of fat den-
sity.3,8  Intraosseous lipomas are hyper-
intense on T1 and T2 MR sequences.2,9  
Fat-suppressed images demonstrate 
signal dropout; the lesions are iso-
intense to adipose tissue.9  

Milgram1,7,8,9 outlined a 3-stage 
classification for intraosseous lipomas 
combining both histological and radio-
logic features: 1) Uniformly adipose 
tumors of viable fat cells; 2) A mixture 
of viable fat cells, fat necrosis, and cal-
cifications; and 3) Necrotic fat, cystic 
formation, and reactive woven bone.

In this case, the MR images demon-
strated uniformity of fat-signal inten-
sity throughout the lesion, consistent 
with a Stage 1 lipoma. After reviewing 
the patient’s symptoms and consult-
ing with the orthopedic surgeon, we 
believed the lesion to be incidental 
with no further imaging or histopatho-
logic correlation required. The patient 
returned in 1 month and reported an 
improvement of symptoms with con-
servative management as well as a 
return to normal daily activities.

CONCLUSION
Our case illustrates several points. 

First, the discovery of incidental find-
ings, including benign bone tumors, 
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has markedly increased with increased 
utilization of cross-sectional imaging. 
Second, while rare, intraosseous lipo-
mas are an important consideration in 
the differential diagnosis of osseous 
lesions, particularly when asymptom-
atic and incidentally discovered. Third, 
familiarity with the imaging charac-
teristics of these “don’t touch” lesions 

helps avoid unnecessary imaging 
workup and biopsy.10
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FIGURE 2. Axial T2 fat-suppressed images. The lesion demonstrates uniform signal drop-
out, confirming the lesion is composed of fat, consistent with an intraosseous lipoma.

FIGURE 1. (A) coronal T1, and (B) coronal T2 images demonstrate a 1.7cm well-defined lesion in the left sacrum, hyperintense on T1 and 
T2 images. 
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