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PRESENTATION OF CASE 

A 65-year-old male got admitted with complaints of anterior 

neck swelling for the past 10 years. The swelling was 

insidious in onset and gradually progressive in size. Initially, 

the swelling was of size 2 x 3 cm, which gradually progressed 

to its present size of about 7 x 5 cm. The swelling was not 

associated with pain. There was no history of difficulty in 

swallowing, hoarseness of voice or difficulty in breathing. 

There was no history suggestive of hyperthyroidism or 

hypothyroidism. There was no history of neck irradiation in 

the past or during childhood. Patient had not taken any 

treatment for thyroid disease and neither does the patient 

give history of any surgical intervention in the past. There 

was no history of similar swellings in the past. 

 

General Examination- Patient was conscious and oriented. 

His vitals were- 

BP- 130/90 mmHg, pulse- 84/minute. 

Patient was afebrile at the time of examination. There is no 

tremor of the outstretched hands. 

The jugular veins did not appear to be distended. 
 

L/E- A 7 x 5 cm, soft, symmetrical, mobile mass with 

distinct edges over the upper neck, which resembled that 

seen in a goiter. The swelling was around 5 cms below the 

mentum and medial to the sternocleidomastoid muscle. The 

lower border of the swelling was visualised and palpable. 

There was no warmth or tenderness on palpation. No scar 

or discharging sinus was seen over the swelling. The trachea 

was not deviated. There was no carotid bruit and cervical 

lymph nodes could not be appreciated. Examination of the 

oral cavity was normal. 
 

DIFFERENTIAL DIAGNOSES 

1. Nontoxic goiter. 
2. Thyroid cyst. 
3. Thyroid neoplasm. 
4. Lymphangioma. 
5. Lipoma. 

 

 
Figure 1. Patient at Presentation Which  

Shows Anterior Neck Swelling 
 

CLINICAL DIAGNOSIS 

On the basis of the patient’s history and clinical examination, 

lymphangioma and thyroid cyst were ruled out. As the 

swelling was gradually progressing in size and since the 

patient was an elderly, thyroid neoplasm could not be ruled 

out; hence based on the clinical examination, a clinical 

diagnosis was more in favour of either nontoxic goiter or 

lipoma. The clinical diagnosis did require histopathological 

examination for confirming the diagnosis, which was done. 

 

PATHOLOGICAL DISCUSSION 

For histopathological examination, initially a Fine Needle 

Aspiration Cytology (FNAC) was done. 

The FNAC report revealed cytosmears, which showed 

scant cellularity comprised of fragments of mature adipose 

tissue with traversing capillary channels only. Features 

suggestive of lipoma. 

Patient was then taken up for excision biopsy under 

general anaesthesia. Intraoperatively, a deep seated lipoma 

over the left anterior neck was visualised. This was excised 

into and the specimen sent for histopathological examination 

to confirm the diagnosis. 
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Figure 2. Picture Taken Prior to Surgery, 

Which Shows a Swelling Over the  
Left Anterior Neck of Size 7 x 5 cms 

 

 
Figure 3. Intraoperative Findings Showed a 
Deep Seated Lipoma Over the Anterior Neck 

 

 
Figure 4. An Irregular Tan Yellow 
Tissue Measuring 7 x 3 x 2.4 cms 

 

Histopathological examination of the specimen- sections 

show a partially encapsulated lesion composed of lobules of 

mature adipocytes separated by delicate fibrous septa. The 

mature adipocytes had minimal variation in size. The nucleus 

was found to be pushed eccentrically. The fat contained few 

capillaries. No atypia noticed. The features were consistent 

of that of a lipoma. 

 

 
Figure 5. H and E 4x- Section Shows Mature 

Adipose Tissue with Thin Fibrous Capsule (Pointer) 
 

 
Figure 6. H and E 10x- The Fat Contains Few Capillaries 

 
Figure 7. H and E 40x- Mature Adipocytes 

with Minimal Variation in Size. Nucleus 
Pushed Eccentrically (Pointer) 

 

DISCUSSION OF MANAGEMENT 

Lipomas are the most common neoplasms of mesenchymal 

origin arising in any location where fat is normally present. 

Of the variety of lipomatous, benign tumours that occur over 

80 percent are ordinary lipomas and only about 13 percent 

of these occur in the posterior neck. Rarely, lipomas can 

occur in the anterior neck, infratemporal fossa, oral cavity, 
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pharynx, larynx and parotid gland. Lipomas are composed 

of mature fatty cells and occur predominantly on the upper 

back, shoulder and abdomen.1,2 In the head and neck 

region, where only 13% of lipomas are seen.3 Besides the 

frequent aesthetic consequences, clinical symptoms depend 

on the size, location and also the rate of growth of the 

lesion.4 The most common presentation of lipoma is a 

painless, well-circumscribed mass with progression in size 

overtime.4 Although, the aetiology of lipoma has not been 

elucidated as yet, heredity, obesity, diabetes, trauma, 

radiation, endocrine disorder, insulin injection and 

corticosteroid therapy are occasionally implicated as possible 

aetiological factors.5 Rarely, lipomas can be associated with 

syndromes such as hereditary multiple lipomatosis, adiposis 

dolorosa, Gardner’s syndrome and Madelung’s disease.4 
Ultrasonography can be used as the initial study. 

Ultrasonography of subcutaneous tumours is useful for 
acquiring information about the nature, size and depth of 

the lesions as well as their relationship to adjacent vessels 

and other structures. The characteristic sonographic 

appearance is that of an elliptical or rounded mass parallel 

to the skin surface that is hyperechoic relative to adjacent 

muscle.6  However, because echogenicity is influenced by 

the volume of non-fat tissue,7 it may appear as sometimes 

isoechoic8 or even hypoechoic.7 High-resolution CT scan 

imaging can usually be diagnostic even though Magnetic 

Resonance Imaging (MRI) shows better definition of soft 

tissue.9 Although, most lipomas can be observed without 

treatment.10 They need excision if there is diagnostic 

uncertainty. The treatment of choice is complete excision 

after a thorough preoperative clinical and radiological 

assessment in order to prevent recurrences.11,1 However, 

complete excision can be difficult given its infiltrating 

capacity, and thus unlike a general lipoma, its resection 

should include adjacent normal muscular tissues including a 

portion of the attached muscles.11,12 Most of lipomas present 

are capsulated and this facilitates surgery, which is the 

definitive line of management. 

 

FINAL DIAGNOSIS 

Lipoma over the anterior neck is a very rare presentation. In 

our case, patient presented with a mass resembling that of 

goitre. Though a number of differential diagnosis can be 

made with regards to neck swelling, investigations such as 

USG and FNAC can help clinch a diagnosis of lipoma, which 

warrants a complete excision as the treatment of choice. 
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