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Lipomas may be located in all parts of the body and may be confused

clinically with other soft tissue masses. They infrequently occur in

the head and neck. A large neck mass (greater than 10 cm) with a

rapid growth rate should raise concerns about a possible malignancy.

Failure to distinguish a liposarcoma from a lipoma may represent a

medicolegal pitfall. Surgical excision of a lipoma is often used as the

definitive treatment modality, and alternative treatments described

for lipomas range from liposuction to steroid injections. In the pres-

ent study, a 60-year-old man who presented with a rapidly enlarging

submental mass is described. A 15 cm × 12 cm mass was successfully

removed. The surgery produced excellent cosmetic results and no

functional impairment. An integrated review of the literature regard-

ing etiology, epidemiology, diagnostic and treatment modalities of

submental lipomas follows.
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Un lipome sous-mental géant : Un rapport de
cas et une analyse bibliographique

Les lipomes peuvent se situer n’importe où sur le corps et, d’un point de

vue clinique, on peut les confondre avec d’autres masses des tissus mous.

Dans de rares cas, ils se manifestent sur la tête et le cou. Une grosse masse

sur le cou (de plus de 10 cm) au taux de croissance rapide doit soulever la

possibilité d’une malignité. Le fait de ne pas distinguer un liposarcome

d’un lipome peut représenter un écueil médicolégal. L’excision chirurgi-

cale d’un lipome constitue souvent une modalité de traitement définitive,

et les autres traitements décrits varient de la liposuccion aux injections de

stéroïdes. Dans la présente étude, on décrit le cas d’un homme de 60 ans

qui a consulté en raison d’une masse sous-mentale à la croissance rapide.

On lui a excisé une masse de 15 cm × 12 cm. L’opération a donné d’ex-

cellents résultats esthétiques, sans atteinte fonctionnelle. Suit une analyse

bibliographique intégrée au sujet de l’étiologie, de l’épidémiologie, du

diagnostic et des modalités de traitement des lipomes sous-mentaux.

Lipomas infrequently occur in the head and neck. A large
neck mass (greater than 10 cm) with a rapid growth rate

should raise concerns about a possible malignancy. In the pres-
ent study, we describe a 60-year-old man who presented with a
rapidly enlarging submental mass. A 15 cm × 12 cm mass was
successfully removed. The surgery produced excellent cosmetic
results and no functional impairment. An integrated review of
the literature regarding etiology, epidemiology, diagnostic and
treatment modalities of submental lipomas follows.

It is broadly accepted that lipomas are one of the most com-
mon mesenchymal tumours (1-4). Failure to distinguish a
benign lipoma from a liposarcoma (the most common soft tis-
sue malignancy in adults) may represent a potential medical
and legal pitfall (5). Distinguishing a lipoma from a well-
differentiated liposarcoma, however, can represent a unique
challenge, but it is highly important due to differences in treat-
ment, prognosis and follow-up (5,6).

Gathering information from the medical history and physi-
cal examination may narrow the differential diagnosis.
Information about rate of growth, size, location, consistency
and attachment to adjacent tissues is essential for differentiat-
ing benign from malignant masses. Diagnostic imaging, includ-
ing computed tomography (CT) or magnetic resonance
imaging (MRI), can provide adjunctive information in the

diagnosis of the mass (7,8). Lipomas may be located in all parts
of the body and may be classified as superficial or deep based
on the site of origin (9). Liposarcomas generally arise as pain-
less masses in the lower extremities or the retroperitoneum,
and can be exceptionally large (2,9). Lipomas are pathologi-
cally distinctive both grossly and microscopically, being com-
posed of a collection of solitary vacuole fat cells (9). Lipomas,
although rarely, may exhibit a malignant transformation to a
liposarcoma. Liposarcomas are histologically described as being
similar to lipomas, but with scattered atypical fibroblasts or
sometimes signet ring cells present.

Historically, the most common treatment for lipomas is sur-
gical excision. Other modalities have been reported, ranging
from liposuction (10-14) to steroid injections (15).
Liposuction is sometimes preferred to excision because it causes
less scarring (13,14). The recurrence rate may be higher com-
pared with excision if residual tumour, including the capsule,
remains after the procedure. Steroid injections are often used
for the treatment of smaller lipomas, but may require several
injections and may depigment the overlying skin. Surgical
excision remains the treatment of choice for lipomas. Some of
the most common complications from surgical excision
include hematoma, ecchymosis, infection, deformity, damage
to adjacent structures, excessive scarring and fat embolus.

CASE REPORT
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Recurrence after excision occurs in less than 5% of cases
depending upon location and extent of the resection (2,6). We
report a case of a giant lipoma of the submental area and a
review of the literature.

CASE PRESENTATION
The institution from which the present report originates does
not require institutional review board approval for publication
of retrospective reports.

A 60-year-old African-American male presented to the
plastic surgery clinic, complaining of recent enlargement of a
submental mass. It had been present for over 15 years, but had
enlarged rapidly over the past two months. The patient denied
any recent weight loss or pain associated with the mass. He
also denied any fevers or blunt trauma to the area. The patient
was otherwise in good health except for mild hypertension for
which he took no medication. Vital signs demonstrated that the
patient was afebrile and hemodynamically stable. The patient’s
height was 1.75 m, and his weight on admission was 119 kg.

Physical examination revealed an approximately 14 cm,
mobile soft mass located in the subcutaneous tissue of the sub-
mental area (Figure 1). He had no noticeable lymphadenopa-
thy or other palpable masses, and his oral pharynx was normal.
There was no apparent facial nerve deficit. Pertinent labora-
tory data included a white blood cell count of 7.1×109/L,

hemoglobin 134 g/L, platelet count of 225×109/L and a creati-
nine of 83.9 μmol/L. His coagulation profile consisted of a pro-
thrombin time of 12.0 s, international normalized ratio of 1.0
and a partial thromboplastin time of 28.7 s. 

The mass appeared benign in origin because it was a soft,
mobile, subcutaneous mass present for 15 years. Its location in
the neck and recent increased rate of growth raised concern for
a malignant etiology. A CT of the soft tissue of the patient’s neck
was recommended. The CT revealed a 14 cm × 12 cm mass in
transverse and longitudinal dimensions, respectively (Figure 2).
The mass was well-circumscribed and located in the submental
area without evidence of invasion of adjacent structures. The
signal intensity of the mass in the CT was homogeneous with-
out internal septations or nodularity. The density of the mass
on the CT suggested that the majority of the tumour was com-
posed of fat. Risks and benefits of surgical excision and lipo-
suction were discussed with the patient at length. Due to the
large size of the tumour, it was thought that liposuction would
produce a higher risk of recurrence. Surgical excision of the
tumour was recommended to the patient, because the possi-
bility of a malignancy was present in the differential diagnosis.

After general anesthesia was induced, the anterior neck was
exposed and accessed via an elliptical incision because excess
skin was anticipated (Figure 3). The platysma muscle was
divided, and superior and inferior flaps were created. A large
mass approximately 15 cm in diameter was excised in its
entirety. Hemostasis 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 closed in two layers after a 10 Fr drain
was placed. The patient was discharged from the hospital the
same day of the surgery.

Pathological examination revealed a 15 cm × 12 cm
encapsulated tumour. It contained mature adipocytes with no
cellular atypia. Numerous fibrous bands through the speci-
men were evident. The final pathological diagnosis was lipo-
ma. The patient was seen at one and three weeks
postoperatively with excellent cosmetic results and no func-
tional impairment. At 12 months postoperatively he had no
evidence of recurrence.
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Figure 1) An intraoperative preincision photograph of the patient’s
submental mass

Figure 2) Computed tomography of the patient’s submental mass at the
level of the hyoid
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DISCUSSION
Lipomas are the most common mesenchymal tumours of adult-
hood. Malignant degeneration to liposarcomas has been rarely
reported in the literature (5). A peak incidence of lipoma for-
mation is noted in the fifth and sixth decades of life, and lipo-
mas are more common in obese individuals (14). An annual
incidence of one per 1000 persons is estimated. This is most
likely an underestimation because these lesions are generally
brought to the attention of a physician after they become cos-
metically unpleasing, cause pain or impair function (15,16).
Lipomas make up approximately 5% of all benign tumours of
the body, and they may occur anywhere on the surface of the
body (17). Most lipomas are less than 5 cm but there are
reports of giant lipomas of more than 20 cm (9). Solitary lesions
are most common (80%), especially in women. Multiple lipo-
mas (lipomatosis) are more common in men (5). Common
locations for lipomas are the back, arm, shoulder, anterior
chest wall, breast, thigh, abdominal wall, legs, forehead and
face, in decreasing order of frequency (18). Lipomas rarely
occur in the head and neck (1). Of those lipomas that occur in
the head and neck region, the most common location is the
posterior neck. Intraoperatively, lipomas may be seen as soft,
yellow, shiny, smooth, mobile, encapsulated and occasionally
lobulated subcutaneous masses. Microscopically, the lesions
show lobular growth of mature adipocytes with demarcated
borders, a fibrous capsule and a central vacuole (6). Lipomas
are classified into conventional lipomas, angiolipomas,
fibrolipomas, spindle cell lipomas, pleomorphic lipomas, hiber-
nomas, myelolipomas and atypical lipomas depending on their
microscopic appearance (19). In some instances, lipomas infil-
trate into adjacent muscle and are termed infiltrating lipomas
(15). A new variant of lipoma, termed adenolipoma, is char-
acterized by the presence of eccrine sweat glands throughout
the tumour and is usually found on the proximal extremities
(20). 

Lipomas are composed of physiologically distinct mature
adipocytes; its lipids are not available for metabolic utilization.
This, along with their autonomous growth, allows their classi-
fication as a benign neoplasm. Differentiating a lipoma from a
well-differentiated liposarcoma may represent a challenge for
the pathologist. The absence of vacuoles in the irregularly
shaped nuclei and increased size of the cells are some of the
characteristics that may guide the pathologist toward the diag-
nosis of a well-differentiated liposarcoma. Conventional lipo-
mas have characteristic chromosomal abnormalities. For
example, conventional lipomas often show chromosomal
rearrangements of 12q14-15, 6p and 13q.9 (15,16). In most
cases, however, there is usually no history of familial occur-
rence, and there is no evidence to support any type of genetic
transmission (17,18). Lipomas appear to be associated with
trauma, but it has not been determined whether the trauma
causes the tumour or if the discovery of the tumour is inciden-
tal (19). Clinical features vary greatly depending upon the
lesion’s size, location and rate of growth. In most cases, these
benign tumours present as painless, mobile, palpable masses,
which are well circumscribed and are often overlooked by
patients until the mass increases appreciably in size. They are
nonfluctuant, have a rubbery consistency and may be associ-
ated with syndromes including hereditary multiple lipomatosis
(lipomas over the extremities and trunk) (16), Gardner’s syn-
drome (associated with intestinal polyposis, cysts and osteo-
mas), Madelung’s disease (lipomatosis of the head, neck,

shoulders and proximal upper extremities) (21) and Dercum’s
disease (multiple painful subcutaneous lipomas) (22). The dif-
ferential diagnosis between lipomas and liposarcomas is broad
and includes such indicators as epidermal cysts, subcutaneous
tumours, nodular fascitis, liposarcomas, metastatic disease, ery-
thema nodosum, nodular subcutaneous fat necrosis, vasculitic
nodules, rheumatic nodules, sarcoidosis, infections and
hematomas.

Most lipomas pose no diagnostic dilemmas. However, when
presented with large (more than 10 cm) or rapidly growing
masses, especially of the head and neck region, one should be
concerned about a malignancy. The main diagnostic dilemma
is to distinguish a lipoma from a liposarcoma. Liposarcomas are
usually located in the retroperitoneum, buttock, leg muscles or
mediastinum (deeper soft tissue rather than in the subcuta-
neous areas). The appearance of tumour margins, the signal
intensity homogeneity, the size, peritumoral signal intensity on
diagnostic imaging, the apparent neurovascular bundle encase-
ment or displacement and bone invasion are not consistent
features that differentiate liposarcomas, especially well-
differentiated liposarcomas, from lipomas.

CT or MRI before excision may provide important infor-
mation in distinguishing a fatty benign lesion from a liposar-
coma before a surgical approach is made. Treatment

Lipoma excision and review
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Figure 3) Intraoperative photograph of the patient’s neck after excision
of the mass in its entirety
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modalities for lipomas can be divided into nonexcisional and
excisional techniques. Nonexcisional techniques involve
steroid injections, which results in fat atrophy, and liposuc-
tion, which destroys the adipose tissue but not the fibrous
capsule. Steroid injections are used for patients who have
small lipomas or do not wish excision. The volume of steroid
injected depends upon the size of the lipoma. Regardless,
steroid injections will not eliminate the lipoma.
Disadvantages include the need for multiple injections and
possible depigmentation of the overlying skin. Liposuction
may be used for small or large lipomas; however, removal of
the entire tumour is difficult (12,13). This may be done in
the office setting depending on the location and size of the
tumour and the experience of the surgeon (10). Simple exci-
sion is the most common modality of treatment for lipomas.
Numerous techniques have been described ranging from sim-
ple excision to squeeze delivery of subcutaneous lipomas (23-
28). We chose surgical excision because the clinical features
of the mass placed the patient at a higher risk of having a
tumour with a malignant etiology. In this case, the tumour was
easily excised in its entirety through an elliptical incision.
Complications after excision of a lipoma most commonly

include hematoma, followed by seroma, ecchymosis, infection,
deformity, injury to adjacent structures, excessive scarring and
fat embolus. Ordinary lipomas recur locally in less than 5% of
cases (28,29). Those that do recur are usually located in difficult
anatomical locations or have microscopically infiltrated into
adjacent muscle and were not resected completely during the
initial operation. The present study reported a case of a patient
with a rapid enlargement of a giant submental lipoma treated
successfully with surgical excision through an elliptical inci-
sion. A CT of the soft tissues of the neck was recommended
because of the clinical features of the mass. Improved diag-
nostic imaging technology (such as CT or MRI) has been
accompanied by increasing reports of the utility of these
imaging techniques in the diagnosis of complex or unusual
neck masses.

As the biological behaviour of tumours such as lipomas and
liposarcomas is discovered, patients with suspicious neck
masses can be further evaluated with CT or MRI. In the
patient having a mass without malignant features (size, loca-
tion, rate of growth, etc), medical history and physical exami-
nation still represent a secure evaluation method before
surgical treatment of the tumour.
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