
58 © 2022 Indian Journal of Dermatology | Published by Wolters Kluwer - Medknow

CASE REPORT

Abstract
As the popularity of injection lipolysis increases, several side effects of injection lipolysis 
have been reported. In this case, A 53-year-old woman visited our outpatient clinic with 
a new round-shaped protruding mass (size: 5.0 cm × 3.0 cm) in the submental area. The 
patient had received the injection lipolysis treatment before the visit. She had received 
injections in the submental area at 1-week intervals (i.e., 4, 5, and 6 weeks). We performed 
contrast-enhanced computed tomography of the neck for differential diagnosis and found 
a 5.0 cm × 3.7 cm × 2.1 cm rim-enhanced fluid-density lesion in the submental. Hence, 
surgical removal of the lesion was planned based on the diagnosis of unspecified complicated 
fluid collection. The removed mass was a 3.0 cm × 2.0 cm × 2.0 cm whitish fibrous tissue. 
Histological examination revealed mucormycosis infection. Although several side effects of 
lipolysis have been reported to date, mucormycosis infection in the submental area has not 
been reported before.
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Introduction
Noninvasive alternatives to liposuction in common practice 
are radiofrequency ablation, cryolipolysis, high-intensity 
focused ultrasound, and injection lipolysis.[1] Among 
several noninvasive alternatives, injections intended to 
dissolve fat have attracted interest from many physicians. 
However, with the increase in the popularity of injection 
lipolysis, several side effects of injection lipolysis 
have been reported like hyperpigmentation, infection, 
dermatitis, skin necrosis, and skin contour deformity.[2]

Mucormycosis is an aggressive infection caused by a 
ubiquitous group of molds known as mucormycetes.[3] 
Incidents of mucormycosis in immunocompetent hosts 
are rare, with 80% of all cases occurring in 
immunocompromised patients.[4,5]

Through this case report, we would like to discuss the 
side effects of mucormycosis infection that occurred 
after injection lipolysis in the submental area in an 
immunocompetent individual.

Case Report
A 53-year-old woman visited our outpatient clinic 
with a new round-shaped protruding mass (size: 

5.0 cm × 3.0 cm) in the submental area [Figure 1a]. 
The patient had no known drug allergies or a family 
history of major illnesses. The patient had received 
the injection lipolysis treatment before the visit. 
She had received injections in the submental area 
at 1-week intervals (i.e., 4, 5, and 6 weeks). The 
components of the injection were deoxycholic acid 
and phosphatidylcholine. After each procedure, no 
infections such as heating sensation, itching sensation, 
and erythematous skin lesion occurred; however, 
a mass-like lesion in the submental area gradually 
increased in size after each injection. We performed 
contrast-enhanced computed tomography of the neck for 
differential diagnosis and found a 5.0 × 3.7 × 2.1 cm 
rim-enhanced fluid-density lesion in the submental. 
In addition, soft-tissue edema, infiltration around the 
rim, and thickening of the left platysma muscle was 
observed [Figure 1b and c]. There were no specific 
abnormal findings in laboratory findings.

Hence, surgical removal of the lesion was planned 
based on the diagnosis of unspecified complicated 
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fluid collection. After examining the mass-like tissue 
located below the platysma muscle, total excision 
of the lesion was performed. The removed mass 
was a 3.0 cm × 2.0 cm × 2.0 cm whitish fibrous 
tissue with no evidence of grains or vasculature 
involvement [Figure 2].

Histological examination revealed cystic changes with 
necrosis and chronic active inflammation [Figure 3a]. 
Fungal hyphae intermingled with necrotic tissue 
were observed [Figure 3b]. Gomori methenamine 
silver staining of the specimen highlighted the 
broad and noseptate hyphae with nearly 90° 
branching [Figure 3c].

The patient did not complain of any general 
symptoms both before and after surgery. However, 
laboratory tests after surgery confirmed the 
presence of 906.9 pg/mL 1-3-β-D-glucan. To prevent 
complications, the patient was administered 300 mg 
posaconazole every 12 hours on the first day, then 
300 mg once daily for 3 months. Originally intended 
to be treated with intravenous amphotericin B, the 
patient refused intravenous amphotericin B treatment. 
Therefore, I had no choice but to start treatment with 
oral administration of posaconazole as a secondary 
choice. At 3 months after surgery, outpatient 
observation confirmed uneventful complete healing, 

without further recurrence or other complications. In 
addition, as a result of the laboratory test, it was 
confirmed that the level of 1-3-β-D-glucan was also 
reduced to 37.1 pg/mL.

Discussion
Complications following injection lipolysis are rare.[6] 
A clinical study investigating the stability of injection 
lipolysis indicated that the most common side effect 
after injection lipolysis is lesser esthetic improvement 
than that expected.[2] Further, other side effects of 
injection lipolysis are hyperpigmentation, late itching, 
persistent pain beyond 2 weeks, bacterial infection, 
atypical mycobacterial infection, chronic skin irritation 
or dermatitis, open wound, and permanent skin contour 
deformity requiring treatment.[2] The complication 
of mucormycosis infection after injection lipolysis 
has not been reported to date. A study applied the 
protocol used during breast augmentation surgery as 
a treatment before injection lipolysis and reported no 
infection after the protocol.[1,7] Development of a new 
pretreatment protocol to prevent side effects such as 
infection, which may occur after injection lipolysis, is 
required.

Risk factors for mucormycosis infection are poorly 
controlled diabetes, organ transplantation, long-term 
steroid use, malignancy, neutropenia, skin trauma, 
and burns.[3,4] Cutaneous mucormycosis results from 
the direct inoculation of fungal spores in the skin. 
Dissemination from internal organs to the skin is 
extremely rare.[8] In this case report, the patient 
was immunocompetent and did not have any other 
underlying diseases that could be risk factors. Hence, 
we presumed that the route of infection is injection 
lipolysis.

Cutaneous mucormycosis has several clinical 
manifestations. Symptoms such as facial swelling, 
skin or mucosal necrosis, pain, and fever may occur 
during invasive cutaneous mucormycosis infection. The 
progression of facial cutaneous mucormycosis is very 
rapid; mucormycosis has been reported to penetrate into 
the tissue surrounding the infection.[3,4] Based on the 
degree of invasiveness, cutaneous mucormycosis can be 

Figure 2: Removed mass (size: 3.0 × 2.0 × 2.0 cm, whitish, fibrous tissue with no 
evidence of grains or vasculature involvement)

Figure 1: Preoperative findings. (a) Protruding mass of 5 x 3 cm in the submental area, (b) Computed tomography findings (Axial view): rim-enhanced fluid-density lesion in 
the submental area, (c) Computed tomography findings (Sagittal view): soft -tissue edema, infiltration around the rim
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classified as localized, deep extension, or disseminated 
infection.[4] The typical symptom of cutaneous 
mucormycosis is a necrotic eschar accompanied by 
surrounding erythema and induration; however, in 
this case, the patient had no symptoms (e.g., pain, 
tenderness, skin problem) other than a protruding skin 
lesion.[8]

Considering the potential severity of mucormycosis 
infection, active treatment should be initiated 
immediately after mucormycosis infection is 
suspected.[9] In our case, immediately after 
mucormycosis was diagnosed by biopsy, active 
treatment was initiated. Surgical excision and 
antifungal treatment are the standard treatments 
for primary cutaneous mucormycosis.[5,10] Surgical 
excision should proceed as perfectly as possible 
until healthy margins are obtained. In our case, 
preoperative computed tomography confirmed the 
presence of a 5.0 cm × 3.7 cm × 2.1 cm rim-enhanced 
fluid-density lesion and successful surgical excision 
of the isolated mucormycosis prevented invasion into 
the muscle and tissue around mucormycosis infection. 
In addition to surgical excision, timely and adequate 
treatment with antifungal medication is important. 
To date, only two antifungal agents, namely 
amphotericin B and posaconazole, are known to have 
reliable activity against mucormycosis.[10] Currently, 
no clear standard exists for the duration of the use 
of antifungal agents. Antifungal agents are mainly 
taken up to the resolution of symptoms of infection 
and substantial radiographical improvement. The 
duration of administration varies from 1 week to 
3 years (average duration, 6 months).[10] In our case, 
no special symptoms of infection were observed 
after the surgical removal of mucormycosis; however, 
antifungal treatment was administered for a total 
of 3 months to prevent complications like fungal 
infection. Also, the reason that antifungal treatment 
was administrated is that 1-3-β-D-glucan tested after 
surgery showed a high value of 906.9 pg/mL. This 
is supported by the fact that the 1-3 β-D-Glucan 
test can be used to monitor response to treatment 
during other fungal infection. In addition, surgical 
excision of mucormycosis effectively treated the 
infection. First, the contrast-enhanced computed 
tomography of the neck before surgical treatment 

allowed accurate preoperative evaluation of the 
location and size of the lesion. Second, the patient 
was immunocompetent, and therefore, wound healing 
occurred uneventfully.

The standard for diagnosis of the mucormycosis 
is histological biopsy and microbiological 
culture.[5] Unfortunately, in our case, the diagnosis 
for mucormycosis was only diagnosed by histologic 
method. When the submental mass was removed, 
the inflammatory findings such as heating sense 
and erythematous skin lesion were not identified, 
so we did not think of performing microbiological 
culture. We think this is the limitation of this 
study. However, according to previous study, culture 
growth is positive in only 1.5-2.5% of cases of 
mucormycosis.[5] Pathologically, the fungal forms of 
mucormycosis are characterized by wide, aseptate 
or sparsely septated hyphae. Also, the angle of 
branching is approximately 90°. The pathological 
difference from Aspergillus species is that the angle 
of branching of mucormycosis species is closer to 90° 
than that of Aspergillus species.[5] In our case, the 
pathological characteristics of mucormycosis were 
confirmed [Figure 3a-c].

Although several side effects of lipolysis have 
been reported to date, mucormycosis infection in 
the submental area has not been reported before. 
This case report indicates that the possibility of 
mucormycosis infection after injection lipolysis should 
be considered.
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