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Abstract

Lipoma is one of the common mesenchymal neoplasms with most of the lipomas developing on the trunk and proximal portion
of extremities. Lipoma of the oral cavity is rare and represent about 0.5% to 5% of all benign oral tumors. A case of lipoma oral
cavity in an elderly male treated by surgical excision is reported.

INTRODUCTION

Lipoma is a benign mesenchymal neo¬plasm composed of
mature adipocytes, usually surrounded by a thin fibrous

capsule1. They develop in any location where fat is normally
present, mostly in the subcutaneous tissues but also could

develop in deeper tissues2. Lipoma most commonly occurs
in the trunk and limbs of the body, and seldom in the oral
and maxillofacial region. They are relatively uncommon in
the oral cavity, representing about 0.5% to 5% of all benign

oral tumors1,3. A lipoma arising from the anterior pillar of
left tonsil in a 60 year old male is presented.

CASE REPORT

A 60 year old male patient presented with three year history
of swelling in the oral cavity, which has slowly increased in
size. He complained of recurrent pain, and lump in the
throat. The patient was a smoker and farmer by profession.
Past history was insignificant.

General physical examination was normal.
Otorhinolaryngological examination of the oral cavity
revealed a pedunculated, smooth, soft tumor of approximate
size 1.5 x 1.0 x 0.8cm attached to left anterior pillar. It was
painless, mobile and attached to the anterior pillar of tonsil
by a narrow small stalk. There was no palpable cervical
lymphadenopathy. Dental examination revealed that he was
partially edentulous. (Figure1).

Figure 1

Figure 1: A smooth encapsulated pedunculated mass of 1.5 x
1.0 x 0.8cm arising from left anterior pillar.

Provisional diagnosis of lipoma with epidermoid cyst and
hamartoma as other differential diagnosis was made. The
routine radiological and blood investigations were normal.
After anesthetic fitness the patient was taken up for surgery
under local anesthesia. The swelling was excised through
trans-oral route. The excised specimen was well
encapsulated, yellow colored tumor with a soft consistency
measuring 1.5 x 1.0 x 0.8cm. (Figure2).
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Figure 2

Figure 2: The excised Lipoma measuring 1.5 x 1.0 x 0.8cm.

On cut section, it had typical lobulated lipomatous
appearance. Histopathological examination showed
uniformly rounded cells with peripheral sheets of mature
adipocytes containing large clear cytoplasm and eccentric
nuclei with inconspicuous vascularity and no evidence of
cellular atypia, confirming the pre-operative diagnosis of
lipoma (Figure 3).

Figure 3

Figure 3: Stratified squamous lining covered some uniformly
rounded cells (lymphoid tissue) with peripheral sheets of
mature adipocytes (H&E; x20)

Post operative period was uneventful and after a follow up of
15 months, patient has no recurrence.

DISCUSSION

Benign lipomas are the most common mesenchymal tumors
developing in any location where fat is normally present, but
are relatively uncommon in the oral and maxillofacial

region2. Lipomas of the oral and maxillofacial region are
slow growing neoplasms as in other parts of the body. They

mostly develop in one site and only 5% are multiple3.
Tumors in the oral cavity may become symptomatic earlier
than those in other anatomic sites. Still most tumors in the
literature have been relatively asymptomatic and several

grew to a large size before patients sought medical advice.1,4,5

In the present case also patient gave a history of about three
years.

These tumors most often occur in adult patients usually older

than 40 years6 with a male predilection and are uncommon in

children.7 Our case was also an elderly of male patient.

The lipomas in the maxillofacial region has been reported in
the major salivary glands, buccal mucosa, tongue, lips,

palate, vestibule, and floor of mouth1,6-8 . Superficial lipomas
in oral and maxillofacial region sometimes can be diagnosed
clinically. Palpation reveals a soft, painless, and mobile mass
with a history of gradual enlargement, over several months
or years as in the present case. Deep lipomas usually are not
palpable and it may be difficult to distinguish between the
mass and the adjacent tissues, especially when the mass is
adherent to muscles and salivary glands. Hence, the imaging
examination such as ultrasonography or a fine needle

aspiration biopsy (FNAB) is useful for the diagnosis2,9,10.

On ultrasonography most lipoma appears hypoechoic. Most
lipomas have capsules and appear as well defined masses,
usually with a distinct echogenic capsule. But the blending
of fat into the surrounding subcutaneous or muscular tissue
could result in ill defined ultrasonographic margins as can

occur with intramuscular lipoma.2 However, the soft tissue
characterization is less specific with ultrasonography than
with computed tomography or magnetic resonance imaging.
When the mass is difficult to identify on ultrasonogram, CT

or MRI is necessary. 3,11

Microscopically, it is not possible to distinguish these
lipomas from normal adipose tissue, despite their diffe¬rent
metabolism (they are not used as an energy source as is
normal adipose tissue), probably due to high lipo¬protein

lipase activity in neoplastic lipoma cells1,12. Based on their
histopathologic features, lipomas can be classi¬fied as:
classic lipoma; lipoma variants, such as angiolipoma,
chondroid lipoma, myolipoma and spindle cell/pleomorphic
lipoma, all with specific clinical and histologic features;
hamartomatous lesions; diffuse lipomatous proliferations;

and hibernoma.13,14

Angiolipoma, a recognized clinical and histologic lipoma
variant has been reported in the mucolabial fold, in the
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buccal mucosa, and in other sites of the head and neck14,15.
Chondroid lipoma, first described by Meis and Enzinger in
1993, is a benign lipoma variant that can resemble

liposarcoma and myxoid chondrosarcoma16. Cartilaginous or
osseous metaplasia in a lipoma is a relatively rare finding
characterized by mature, benign cartilage or bone formation
within the neoplastic fatty tissue. The pathogenesis is largely
speculative, but probably is related to endochondral

ossification by pluripotent mesenchymal cells in the fat.14,17

Intramuscular and poorly circumscribed lipomas can occur
in the oral and maxillofacial region, most commonly in the

tongue1,4. The clinical significance of intramuscular lipoma
in this anatomic location is unknown, although in extremity
locations, these may have an infiltrative growth pattern and a

tendency for local recurrence.18 Secondary changes such as
fat necrosis and prominent hyalinization can also occur in

lipomas.7

Deferential diagnosis of oral lipoma include oral dermoid,
epidermoid cysts, oral lymphoepithelial cysts, sali¬vary

gland tumors and benign mesenchymal neoplasms.19,20.

The treatment of oral lipomas, including all the histological
variants, is simple surgical excision. No recurrence is

observed1. In our case also no recurrence was noted after 15
months. However Cao et al have reported recurrence in
patients under 18 years old and development of liposarcoma
after several recurrences. Therefore, the complete resection
should be ensured during first surgical treatment. Long-term

follow-up is necessary in patients under 18 year’s old.21
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