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Abstract Case Report

This is the case report of trans oral trans pharyngeal removal of air gun pellet which was accidentally fired into the
mouth of a young gentleman while attempting to clean the gun. The gun pellet pierced the soft palate and dodged into
the Cranio Vertebral Junction (CVJ) in the anterior aspect. Removing a foreign body dodged close to such a deep and
vital area of the brain and spinal cord was a very challenging task from the part of Surgeons. The most difficult part of
the whole scenario was the dilemma of whether to operate upon a patient who was totally preserved and remove a
foreign body or to just observe the patient. We proceeded with the first option of surgical removal. The patient
survived the surgery and was discharged without any focal neurological deficit.
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INTRODUCTION

Launois-Bensaude disease is a rare pathology
characterized by the presence of multiple non-
encapsulated  symmetrically  arranged  lipomas
predominantly cervico-facial. It occurs mainly in men
between 35 and 50 years old and is frequently
associated with alcoholism, liver disease, glucose
intolerance, hyper uricemia and cancer of the upper
aero-digestive tract [1, 2].

CASE REPORT

This is a 45-year-old HIV positive patient who
has a history of chronic alcoholism with active
smoking. the patient presented with masses in the back
of the neck that spread to the para cervical region.
which gradually increased in volume the biological
assessment confirmed chronic alcoholism on the results
of hepatic markers. In etiological assessment, MRI
showed extensive cervico-facial lipomatosis involving
the subcutaneous  tissue, with many more
individualizable lipomas and with vascular invasion,
but without pathological contrast enhancement. From a
pathological point of view, the patient underwent
surgical excision of the lipomas, the evolution marked
by the reappearance of lipomas, which is why
liposuction was carried out twice (figurel) [3, 4].

Fig-1.2: pictures of cervical and neck lipomas
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DiscussioN
Launois-Bensaude disease is a benign,
symmetrical,  predominantly male lipomatosis,

predominantly cervico-facio-truncal [4].

If, for some, the term alcohol-dependent
deserves to be added in the definition, as the frequency
of chronic intoxication is found, the term benign should
for others be abandoned because of the potential
complications related to the disease and alcoholism. It
mainly occurs in men between 35 and 50 years old.
Familial cases are reported and are transmitted
according to the autosomal dominant mode with
variable penetrance. Alcoholic withdrawal is also,
paradoxically, reported. The disease may thus appear
during voluntary detoxification or after prolonged
hospitalization for illness or trauma. The onset of the
disease after trauma is also reported. The evolution of
the disease is quite stereotyped [5].

After relatively rapid growth over several
years, the progression of the disease slows down or
stabilizes. The evolution by thrusts is also described. An
acute form, developing in 15 days, is reported in the
literature. Stopping alcohol does not cause the lesions to
regression. Clinically Lipomatous masses are painless,
except in cases of nerve or mediastinal compression.
Although flexible to palpation, their texture is denser
than that of isolated lipomas. The absence of a capsule
and the infiltrating character are two major
characteristics that distinguish the lipomatous masses
from the disease from the simple lipomas. They partly
explain the difficulties of surgical treatment [6].

Sometimes the lipomatous masses are limited
by a pseudo-capsule that results from compression of
the perimysium or surrounding connective tissue.
The skin in relation to lipomas is, in most cases,
normal. Sometimes it is erythematous or telangiectatic.
Enzi's classification distinguishes two types depending
on the location of the disease [7]. In type 1, the
lipomatous masses are deep, with subcutaneous fat
atrophy. There is a risk of compression for mediastinal
locations (cave syndrome, tracheal compression). The
location of lipomas in the cervical, sus-clavicular and
deltoid region gives a pseudo-athletic appearance to the
patient. In type 2, lipomatosis is diffuse and
subcutaneous. There is no compression syndrome. It is
of interest to the trunk, abdomen and root of the limbs.
The appearance of the patient thus mimics obesity.
There is an overweight. Carlsen proposes a third type: a
congenital form essentially located at the trunk.
No cervical damage is found in 0 to 30% of cases and is
more common in women. An extension of the disease to
the larynx is described.

Anatomopathological the tissue has the same
characteristics as normal adipose tissue. Fibrous
partitions are thicker [8]. The appearance is close to a
lipoatrophy ~ with  many small fat  cells.

Anatomopathological examination of exegesis parts is
systematic. Liposuction is prohibited if in doubt about
sarcomatous (very rare) malignant degeneration.

The disease is frequently associated with liver
disease, glucose intolerance, hyper uricemia and cancer
of the upper aerodigestive tract. Surgical treatment is
the only effective treatment. Interventions are often
long and tedious, which is why the splitting of
interventions is essential. Surgery is difficult because of
the volume of fatty masses, the dissemination of
lipomas and their infiltration into nearby tissues due to
the absence of a capsule. Computed tomography can
predict these difficulties [9].

Sometimes Liposuction appears to be an
attractive alternative to surgery on the surface because it
is simple, less dilapidated, reproducible, and with
minimal scarring ransom. The postoperative follow-up
is simpler, with a lower frequency of hematomas, less
blood loss, less seroma and shorter operating time.

CONCLUSION

L.B disease is considered difficult to treat, as it
occurs in middle-aged subjects, often weakened by
alcohol poisoning and by the infiltrating and
hemorrhagic nature of lipomatous masses. All patients
must benefit from specialized and personalized medical
care before any surgery. The total cooperation of the
patient is required and is an indispensable prerequisite
for surgery. Alcoholic withdrawal, correction of
metabolic disorders, establishment of hygienic rules are
requested. Screening for VADS cancer should be
discussed. Surgery is only considered after alcohol
withdrawal. It is planned, split.
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