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CASE REPORT

Giant lipoma of submandibular region; an unusual presentation
Muhammad Zubair, Awais Amjad Malik, Danish Ali, Qasim Farooq, Muhammad Imran khokhar, Muhammad Farooq Afzal

Abstract

Lipomas in the submandibular region are very uncommon.
Large submandibular neck mass (greater than 10 cm) with
a rapid growth rate, may raise concern about possible
malignancy of salivary glands. Failure to distinguish salivary
gland tumour and liposarcoma from a lipoma may
represent a medico-legal pitfall. It is very important for the
surgeon to rule out liposarcomas when dealing with giant
lipomas in such regions. We report a case of a 65-year-old
male who presented in the OPD with complains of pain and
a 15x12 cm, giant submandibular solitary lipoma of
anterior neck which had rapidly increased in size. The
diagnosis of lipoma was confirmed on physical
examination, radiological investigations and Fine Needle
Aspiration Cytology (FNAC). The Patient underwent surgical
excision. The surgery produced excellent cosmetic results
and no functional impairment. This study illustrates the
literature regarding aetiology, epidemiology, followed by
diagnostic and treatment modalities of submandibular
lipomas.
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Introduction

Lipomas are benign, slow growing mesenchymal tumours
that are extremely rare in the head and neck region. Due
to the absence of any symptoms, except swelling, in most
of the patients, it is usually seen that the patients do not
consult the surgeon for its surgical removal. This leads to
late presentation. Lipomas can form in any part of the body
and account for (5%) of soft tissue tumours, out of which
13% lipomas occur in the head & neck.!' The commonest
location is the posterior neck, while the anterior neck and
face are rare locations for head and neck lipoma.23

We are reporting a case of submandibular swelling existing
for the last five years on an unusual site and clinical details,
posing a challenge for diagnosis and management,
followed by cosmetic and functional outcome.

Case Presentation
A 65-year-old male presented to the general surgery OPD,
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complaining of enlarged mass in submandibular region. It
had been present for over five years, but rapidly increased
in size over the last six months. The patient denied any
recent weight loss or pain associated with the mass.

Physical examination revealed an approximately 15x12cm,
soft, mobile, non-tender nodular mass located on the left
side of the neck below the mandible, crossing the midline,
with no effect on deglutition. His oro-pharynx was normal
with no lymphadenopathy. The mass appeared benign in
origin but recent increased rate of growth raised concern
for a malignant aetiology.

His USG revealed a 10x12cm, well-encapsulated soft tissue
lesion, 5cm deep, separated from submental,
submandibular, parotid and thyroid glands. Fine needle
aspiration showed a few fat cells against a clear
background, no atypical cells -- features suggestive of
lipoma. CT scan revealed a well-defined smooth hypo-
dense mass about 14 cm X 12 c¢m in transverse and
longitudinal dimensions, respectively. The mass was well-
circumscribed and had internal septa without evidence of
invasion of adjacent structures. The density of the mass on
CT suggested that the tumour was mostly composed of fat.

Surgical excision of the tumour was recommended
because the patient was in pain, and also cosmetic reason
due to rapid increase in size. Risks and benefits of surgical
excision and liposuction were discussed with the patient in
detail.

Under general anaesthesia, the anterior neck was exposed
and accessed via a horizontal skin incision (Figure-1). The
platysma muscle was divided, and superior and inferior
flaps were created. A large mass, approximately 14 cm in
diameter, was excised in its entirety. Haemostasis was
achieved with electrocautery, and the inferior flap was
brought over the superior flap to measure skin redundancy.
The mass and the redundant skin were both excised, and
the tissue was closed in two layers after a 10 Fr drain was
placed.The post-operative period was uneventful, and the
patient was discharged from the hospital after the second
day of the surgery.

Pathological examination revealed a 15 cm x 12 c¢m
encapsulated tumour (Figure-2). It contained mature
adipocytes with no cellular atypia. Numerous fibrous bands
through the specimen were evident. The final pathological
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Figure-1: Intraoperative picture during lipoma excision.

Figure-2: Specimen (Lipoma Excised).

diagnosis was lipoma.

The patient was seen one and three weeks postoperatively
with excellent cosmetic results and no functional
impairment. At one year follow up, he had no evidence of
recurrence.

Informed consent has been taken from the patient for
publication of the case.

Discussion

The most common mesenchymal tumours in humans are
lipomas. They usually occur in adults, between the ages of
40-60 years, and vary in size and number. Sanchez et al4
defined giant lipoma, as a lesion that measures at least 10
c¢m in one dimension or weighs a minimum of 1,000 grams.
Conventionally, lipomas are divided into three types:
superficial lipomas (arise within subcutaneous tissue); deep
lipomas (arise within deep soft tissue); and periosteal
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lipomas (occur within the surface of the bone).5 In this case
report, we discuss a case of giant lipoma in the neck, which
is a rare site for lipomas to occur.

The exact aetiology of the lipomas is unknown. There are
some associations of subcutaneous lipomas with
hypercholesterolaemia,é obesity,” and trauma.89 They may
also be associated with congenital syndromes including
multiple hereditary lipomatosis, Gardner’s syndrome,
Madelung’s disease and Dercum’s disease. However, none
of these problems were detected in the present case.

The clinical course of lipomas depends upon the lesion’s
size, location and rate of growth. Giant lipomas are mainly
a cosmetic problem. 10 They frequently present as painless,
mobile, non-fluctuant palpable masses, which are well-
circumscribed and are often overlooked by the patients
until they acquire considerable size. This was a similar
scenario in our patient, who also presented late with a giant
lipoma.

The differential diagnosis for the lipomas is broad and
includes epidermal cysts, subcutaneous tumours, nodular
fasciitis, liposarcomas, metastatic disease, Pleomorphic
adenoma,’" thyroid swelling,’2 erythema nodosum,
nodular subcutaneous fat necrosis, vasculitis nodules,
rheumatic nodules, sarcoidosis, infections and
haematomas.

Most lipomas pose no diagnostic dilemmas. History and
clinical examinations along with biopsy exclude most of
the differentials. However, CT or MRI may provide
information that helps in distinguishing a benign fatty
lesion from a malignant one. CT is the modality of choice
to confirm lipoma. The lipomas appear as homogenous
low-density areas with a CT value of -50 to -150 HU with no
contrast enhancement. On CT scan, a capsule of lipoma is
barely visible, or an adjacent mass effect may be the only
clue to its presence

Treatment modalities for lipomas can be divided into non-
excisional and excisional techniques. Non-excisional
techniques involve steroid injections, which result in fat
atrophy, and liposuction, which destroys the adipose tissue
but not the fibrous capsule. Simple surgical excision is the
most common modality for the treatment of lipomas. In
this case, we chose surgical removal because the clinical
features of the mass placed the patient at a higher risk of
having a tumour with a malignant aetiology. The tumour
was easily excised in its entirety through a horizontal
incision.

Complications related to excision include haematoma,
seroma, ecchymosis, infection, deformity, injury to adjacent
structures, excessive scarring, fat embolus and local
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recurrence. In our case, a giant submandibular lipoma was
treated successfully with surgical excision without any
post-operative complication.

Conclusion

This case shows the importance of familiarising ourselves
with literature, and closely examine and diagnose aspects
of malignancies and lipoma in the pre-operative period
and then conduct a complete resection of the tumour and
follow-up after the procedure.

Informed Consent: Informed consent from the patient has
been taken.

Disclaimer: None.

Conflict of interest: None.

Funding disclosure: None.

References

1. Singh M, Saxena A, Kumar L, Karande S, Kolhe Y. Giant Lipoma of Pos-
terior Cervical Region. Case Rep Surg. 2014; 2014:289383.

2. Rupas, Dutta B, Singh SP, Rathore A. Giant anterior neck Lipoma with
mediastinal extension: A rare case report. Kathmandu Univ Med J
(KUMJ). 2013; 11:88-90.

10.

11.

12.

M. Zubair, A.A. Malik, D. Ali, et al.

Martin H. Massive Lipoma of the Subcutaneous Tissue of the Back. J
Am Med Assoc. 1928; 90:2013.

Sanchez M, Golomb F, Moy J, Potozkin J. Giant lipoma: Case report
and review of the literature. J Am Acad Dermatol. 1993; 28:266-8.
Roy S, Hemavathy S, Kiresur A. Intraosseous angiolipoma of the
mandible. Oral Surg Oral Med Oral Pathol. 1980; 50:156-9.

Self TH, Akins D. Akins Dramatic reduction in lipoma associated with
statin therapy. J Am Acad Dermatol. 2008; 58:530-1.

Van Thielen J, Van Loo S, Van der Stighelen Y. Case Report: A Gastric
Lipoma in a Morbid Obese Man. Acta Chir Belg. 2012; 112:393-4.
Zografos G, Kouerinis |, Kalliopi P, Karmen K, Evagelos M, Androulakis
G. GIANT LIPOMA OF THE THIGH IN A PATIENT WITH MORBID OBE-
SITY. Plast Reconstr Surg. 2002; 109:1467-8.

Aust M, Spies M, Kall S, Jokuszies A, Gohritz A, Vogt P. Posttraumatic
Lipoma: Fact or Fiction? Skinmed. 2007; 6:266-70.

Singh M, Saxena A, Kumar L, Karande S, Kolhe Y. Giant Lipoma of
Posterior Cervical Region. Case Rep Surg. 2014; 2014:289383.
Mukherji S, Chauhan'Y, Bakshi N. A Giant Undifferentiated Sarcoma
of Parotid Gland: A Case Report and Review of Literature. Int J Head
Neck Surg. 2014; 5:31-4.

Nada A, Ahmed AM, Vilallonga R, Armengol M, Moustafa I. A Giant
Euthyroid Endemic Multinodular Goiter with No Obstructive or Com-
pressive Symptoms. Case Rep Med. 2011; 2011:620480.

J Pak Med Assoc



