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Infiltrating lipoma of neck
Abhishek Vijayakumar, Vijayraj Patil, Avinash Vijayakumar

To the Editor
Lipomas are common benign soft tissue neoplasmsof mature adipose tissue. The peak incidence is usuallyin the fifth or sixth decade of life, while occurrence inchildren is very uncommo. Multiple presentations mayoccur in about 5% patients [1]. The tumors may orencapsulated may not be. In a review of more than 1000benign tumors of adipose tissue, over 80% wereordinary lipomas; nearly all the others wereangiolipomas, intramuscular lipomas, or lipoblastomas.Other types accounted for less than 2% of all benignlipomatous neoplasms [2]. The occurrence in the headand neck is relatively rare [3]. Only 25% lipomas arisefrom the head and neck. Lipomas of the anterior neckare extremely rare. They may extend posteriomediallybetween the sternocleidomastoid and digastric muscles.Most commonly, they arise at the posteriorsubcutaneous neck [4]. The deep lipoma is usually largerand deforms the surrounding tissue as compared tosuperficial lipomas which are generally morecircumscribed.The subfascial or deep lipomas can be classified asparosteal, interosseous or visceral; and as intermuscularor intramuscular. Deep lipomas that are eitherintermuscular or intramuscular have been described asinfiltrating lipomas by Terziogluet et al. [5] Lipomas aretypically asymptomatic unless they compress

neurovascular structures. The deep lipoma oftenpresent without clinical symptoms and therefore growto a large size before they are detected.Intermuscular lipomas are rare, with an incidence of1.8%. After complete resection, there is a 19%recurrence rate of intramuscular lipomas. Surgicalintervention is challenging because of the proximity ofthe blood vessels and the nerves and thus the knowledgeof anatomy and meticulous surgical technique areessential.We report a rare case of infiltrating lipoma of theneck in a young male. A 20yearold male presentedwith swelling in the neck since six months which waspainless and gradually increasing in size. Clinicalexamination revealed a soft swellling in anterolateralaspect of the neck extending behind the clavicle. Aprobable diagnosis of cystic hygroma was made.A computer tomography (CT) scan of neck andthorax was performed before and after administrationof intravenous contrast material. Sagittal and coronalimages demostrated a homogenous lobulated lesionextending superiorly from the angle of mandible tosternal angle inferiorly (Figures 1–3). Mediolaterally itextended from just across the midline into the posteriorneck and also extending anterior to subscapularis. Itwas extending inferiorly into the axilla and upper arm
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Figure 1: Computed tomography (CT) scan showing anteroposterior extent of infiltrating lipoma.
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displacing subclavian vessels. Lesion had a uniformattenuation value between 40 to 140 Hounsfield unitswith minimal septations. A diagnosis of infiltratinglipoma was made and surgery was performed. The grossspecimen was well encapsulated and histopathologyfeatures were consistant with lipoma. We presented thiscase because intermuscular lipomas of head and neckregion are rare.Descriptions of the sonographic appearance oflipomas are conflicting. Initially, lipomas were reportedto be sonoluscent with a few internal echoes. Goldberg.described their internal echogenicity and poorly definedcontours [6]. The reason for these conflicting reportsmay be due to the fact that most investigators grouplipomas located in various parts of the body under onecategory such as those found in the extremities, thoraxabdominal walls, kidneys, adrenals and pelvis [7]. Withthe availability of highfrequency, highresolutiontransducers, the internal architecture and appearance oflipomas are now better understood. Head and necklipomas are compressible, well defined, elliptical masses(88%) parallel to the skin surface (88%), arehyperechoic relative to adjacent muscle (76%), containlinear echogenic lines at right angles to the ultrasound

beam (100%), and display no distal enhancement orattenuation (100%) [8].On CT scan, fat has low attenuation, less than −20Hounsfield units and typically between −65 and −120Hounsfield units [9]. Benign lipomas have ahomogeneous low attenuation on CT scan. Malignantliposarcomas such as myxoid liposarcoma, account for50% of all liposarcomas and demonstrate low tointermediate attenuation. They often have aninhomogeneous appearance owing to cystic areasrepresenting myxoid material.On CT scan, a lipoma is isodense with normalsubcutaneous fat. The capsule may be barely visible oradjacent mass effect may be the only clue to itspresence. Lipomas should not be confused withMadelung disease, also known as LaunoisBensaudedisease, which occurs in middleaged European men ofMediterranean descent with a history of alcohol abuse.In these patients, fat accumulates in the cervical andupper dorsal regions, abdomen and groin. The fattydeposits are of mixed echogenecity, with linearechogenic lines parallel to the skin surface and there isno evidence of a capsule.Although sonography is able to depict the presenceof fat in the soft tissues, it is unable to show the depth,extent of infiltration and airway compromise, if any. OnCT scan lipomas have ane appearance of homogeneouslesion with low ionizing radiation attenuation values (0or negative values of Hounsield units) and a densitylower than that of water. The accuracy rate of CT scan is75–90% for diagnosis of a lipoma.Terzioglu et al. describe lipomas of 10.0×5.0×3.0 cmor greater as giant lipomas and note that tumors of thissize should include liposarcomas in the differentialdiagnosis [5].The classic magnetic resonance imaging (MRI)signal intensity for lipomas is similar to subcutaneousfat [8]. Therefore, on T1weighted images, thelipomatous mass is isointense to surroundingsubcutaneous fat. When fibrous connective tissueappears within the lipoma, the septa will show adecreased signal (hypointense) on all pulse sequences.Fatsuppressed T1weighted images with contrast willdemonstrate signal intensity suppression of the lipomawithout enhancement of the lipoma or the septe.Although liposarcomas resemble lipomas on both CTand MRI scans and both show MRI signal intensity thatis equivalent to fat, the pathologic report in our caseconfirmed the absence of lipoblasts or significantatypical adipocytes. The presence of lipoblasts oratypical adipocytes would raise the concern forliposarcoma. Histologically, lipomas resemble normalfat, whereas welldifferentiated liposarcomas, althoughresembling fat histologically also have dense bands ofcollagen traversing the mass with associated gelatinousareas.Kransdorf et al. [10] reported that distinguishingbetween a welldifferentiated liposarcoma and lipoma ischallenging. Magnetic resonance imaging and CT scandepict welldifferentiated liposarcomas as havingthickened septe (defined as septe greater than 2 mm

Figure 2: Computed tomography (CT) scan showingmediolateral extent of infiltrating lipoma.

Figure 3: Computed tomography (CT) scan showing extent ofinfiltrating lipoma.
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thick or focal thickening) and nodular and/or globularareas of nonadipose tissue within the lesion orassociated with the mass. A lesion was consideredentirely composed of adipose tissue if it demonstrated asignal intensity and character identical to that of thesubcutaneous adipose tissue. The percentage of fat isgraded from 0 to 4 as follows: 0 = 100% fat, 1 =90–99% fat, 2 = 75–90% fat, 3 = 50–75% fat, and 4 =50% fat or less. Nonadipose tissue comprising morethan 25% of the lesion is also a feature consistent withwell differentiated liposarcoma.In summary, infiltrating or deep lipomas of headand neck are rare finding. Gaint lipomas in head andneck region have to be distinguished from liposarcoma.Surgical intervention of lipomas of neck are challengingbecause of the proximity of the blood vessels and nerveand thus the knowledge of anatomy and meticuloussurgical technique are essential.
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