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Introduction 

 

     Lipomas are the most common form of mesenchymal 

tumour but infrequently occur in the head and neck. 

Sanchez et al. describe giant lipomas as lesion with a size 

of at least 10cm in one dimension or weighing a minimum 

of 1000g [1]. Lipoma incidence is estimated at 1:1000 new 

cases each year [2] with cases of giant lipoma being even 

rarer. Diagnosis of a giant lipoma can be aided by the 

history of its presentation, along with the clinical exam and 

special tests including ultrasound scanning, computed 

tomography and MRI.  

     The most commonly accepted treatment for lipoma is 

surgical excision; however other treatment modalities, 

such as liposuction [3,4] and steroid injections have been 

reported. The largest head and neck giant lipoma 

previously documented was reported in India, measuring 

22cmx12 cm and weighing 2.2kg [5]. We report the 

removal a giant lipoma from the right supraclavicular 

fossa weighing 2.5kg, which we believe is the largest 

reported in the literature and discuss the implications this 

had on our surgery, as well as implications giant lipomas 

have on safe surgical practice. 

     Cancer that metastasizes to the lungs is condition that 

poses a sever threat to human life and it develops when 

primary cancer in another area of the body spreads to the 

lung [4,5]. The lungs are the second most frequent site of 

metastases stemming from extrathoracic malignancies. A  
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Case Report 

   

     63-year-old gentleman presented to the Oral and 

Maxillofacial Surgery outpatient department in Queen 

Alexandra Hospital, Portsmouth, with a twenty-year 

history of an asymptomatic but slowly enlarging lump in 

his right supraclavicular fossa and a second, similar lump 

on his back (Figure 1). 

 

 

Figure 1: Lump on right neck and right back 

 

     Clinical examination was suspicious of one giant 

lipoma, extending from the neck to the back, rather than 

two discrete lipomas. This lesion was non-tender to 

palpate and regional lymphadenopathy was not noted, he 

did not have any other significant co-morbidities.  

     An MRI demonstrated a relatively well circumscribed, 

homogenous, fatty lesion centered within the right 

posterior neck, which spanned to involve the level 5 

region, displacing the ipsilateral sternocleidomastoid 

muscle anteriorly (Figure 2). 

     This lesion extended posteriorly and deep to the slightly 

atrophic trapezius muscle and to the level of T3 vertebral 

body. The patient was listed for elective surgical excision 

of the giant lipoma, which was completed the following 

month. Histopathological analysis confirmed this was an 

entirely benign giant lipoma, with no evidence of dysplasia 

or malignancy. 

 

Figure 2: Sagittal MRI scan revealing a lipomatous lesion 

(arrow) in the right supraclavicular fossa extending to the back 

musculature. 

  

    This giant lipoma did exert pressure on the 

laryngopharynx and strain on the neck musculature; 

although this did not cause endotracheal intubation 

difficulty in this case, the relationship of a supraclavicular 

mass which extends so significantly posteriorly, of this 

could cause tracheal deviation and prohibit ease of 

intubation. Had this lesion been allowed to grow any 

larger, airway compromise would have been a real 

concern.  

     Awake giant lipoma excision under ipsilateral 

superficial/deep cervical plexus block may be possible, 

depending on the size and extend of the lesion, the surgical 

complexity of the planned resection and the patient 

compliance. This giant lipoma was resected under general 

anaesthetic due to the significance of the immediately 

local anatomy, outlined below, and the associated 

consequences to them posed by surgery. General 

anaesthetic was also necessary because of this giant 

lipoma’s size and extent; its inferior extension was to the 

right lung apex, therefore pleural perforation was a risk, 

although this was avoided. 

     Intra-operatively, this lipoma was found to be directly 

abutting the subclavian vein, accessory nerve, brachial 

plexus and phrenic nerve. It was removed relatively intact 

with careful dissection from an anterior approach (Figure 

3). The successfully resected mass measured 26.5cm x 

12.7cm and weighed 2.5kg (Figure 4). Post-operative 
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analgesia was found to only require simple analgesia, of 

which the patient was discharged with a short course of. 

To date, there has been no recurrence and the patient has 

experienced a significant improvement in quality of life 

subsequent to surgical resection, with intact sensory and 

motor functions. 

 

 

Figure 3: Lipoma revealed through anterior approach. 

 

 

Figure 4: Giant lipoma removed intact. 

 

Discussion 

 

     Lipomas are benign mesenchymal neoplasms, 

histologically similar to mature adipose tissue; the 

presence of a fibrous capsule helps to differentiate them 

from simple fat aggregations6. They are the most common 

benign soft tissue tumour, representing 16% of all benign 

soft tissue tumours, with 25% of all lipomas presenting in 

the head and neck region [7].  

     Treatment of lipoma is usually relatively straight 

forward, with surgical resection being the most common 

treatment modality. Liposuction removes the adipose 

tissue but not the fibrous capsule, and may be used in the 

treatment of large and small lipoma. This is sometimes 

preferred by patients who are concerned about scarring, 

however if the lipoma is large in size and has expanded the 

cutaneous tissues this will result in excess skin after the 

procedure. Steroid injections cause atrophy of the adipose 

tissue and can be used in treatment of small lipomas or in 

patients unwilling to undergo surgical excision. 

Recurrence may be higher if residual tumour or capsule 

remains post-operatively. If liposarcoma is suspected then 

wide local excision is required to ensure complete excision 

and prevent tumour recurrence.  

     In our case review, where the giant lipoma is extends 

below trapezius and close to the thoracic cavity (Figure 2), 

a detailed knowledge of the local anatomy is required to 

prevent damaging the lung apex, subclavian vein, nearby 

spinal accessory, brachial plexus or phrenic nerves. 

Perforating vessels to the trapezuis may also be 

encountered while removing lipomas in this region, which 

can make haemostasis difficult to obtain. It is therefore 

vitally important to have pre-operative imaging of the 

lesion, to fully assess the extent of the tumour and identify 

at-risk structures locally.  

     There has been a reported case of a giant lipoma in 

close proximity to the spinal canal with a possible 

communication, rendering the spinal cord at risk8. Pre-

operative planning is crucial in surgical removal of giant 

lipoma and the patient must be fully informed of the risks 

involved during the pre-operative consent process. The 

risk of recurrence of ordinary lipoma is less than 5% of 

cases9. Cases of recurrence are usually due to difficult 

surgical access secondary to anatomy or microscopic 

infiltration into adjacent structures, thus rendering 

excision incomplete. 

     Giant lipoma in the head and neck may encroach on the 

oesophagus and laryngopharynx. Compromise to these 

structures could result in dysphagia and dyspnoea. Giant 

lipomas can get extremely large, weighing several kilos; 

this added weight can cause considerable discomfort but 

also can exert pressures causing difficulty with 

endotracheal intubation. The risk of a liposarcoma being 

misdiagnosed as a benign lipoma cannot be overlooked 
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and a biopsy must be taken if the tumor is not to be 

surgically excised. The potential of malignant 

transformation of lipoma to liposarcoma is controversial 

and reported cases are extremely rare. It is believed that 

the malignant transformation is non-existent and the 

reported cases are most likely to represent sampling errors 

or misdiagnosis at initial presentation [10].  As our case 

represents a benign tumour, the safe preservation of all 

adjacent structures is of clear important. All adjacent 

anatomy and associated functions remained intact but were 

at risk of iatrogenic damage during surgical excision; this 

was avoided. The giant lipoma abutted the spinal 

accessory nerve but had no consequences to its function. 

Malignant transformation of this giant lipoma could have 

resulted in significant morbidity due to involvement of 

adjacent structures, such as the ipsilateral lung, thyroid, 

spinal accessory nerve or metastatic disease to deep 

cervical or branchial plexus lymph nodes. 

 

 

Conclusion 

 

     Giant lipomas of this size are rare entities in the head 

and neck region. This is a report of the successful removal 

of the largest documented giant lipoma of the 

supraclavicular fossa.  Surgical resection was completed 

without complication, with no recurrence to-date and a 

significant improvement to the patient’s quality of life.  

Giant lipoma in the head and neck, such as this, pose real 

concerns regarding airway compromise, prohibited 

intubation, risks to adjacent and important anatomical 

structures and safe surgical practice; these factors inform 

the choice of regional or general anaesthetic. Although a 

strong evidence base does not support malignant 

transformation, such lipoma can negatively impact patient 

quality of life. Their benign nature impresses on the 

importance of preservation of adjacent anatomical 

structure and therefore function. 
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