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Infiltrating angiolipoma of the cheek
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SUMMARY
Angiolipoma, spindle cell lipoma, myelolipoma,
chondrolipoma and myxolipoma are histological variants
of lipomas arising from fat tissue. Although angiolipoma
is the most common tumour in the trunk and forearm, it
occurs infrequently in the head and neck region. In this
report we present a case of angiolipoma occurring in the
buccal mucosa of a 33-year-old man. The patient had
noticed a painless mass in his buccal mucosa for
2 months. The surgically removed tumour, measuring
4 × 4 cm in diameter was histologically evaluated. The
tumour was composed of proliferations of mature fat
cells and connective tissue containing many small blood
vessels, which were evenly distributed.

BACKGROUND
Lipomas are the most common benign mesenchy-
mal tumours composed of mature adipocytes.1

They are well separated from the surrounding
tissues by a thin fibrous capsule.2 They are usually
slow-growing, soft and asymptomatic masses. The
most common localisation of a lipoma is just below
the surface of the skin, although it may be found
anywhere in the body where adipose tissue is
located.1 Even though these neoplasms tend to be
highly vascular, identification of vessels is difficult
because of compression. Lipomas are subclassified
into multiple different histological subtypes based
on the appearance of the associated stroma.
Angiolipoma, spindle cell lipoma, myelolipoma,
chondrolipoma and myxolipoma are some histo-
logical variants of lipomas.3

Although angiolipoma is the most common neo-
plasm seen in the trunk and extremities of young
people, it occurs infrequently in the head and neck
region. Angiolipoma is very rarely found in the soft
tissue of the oral region, with only 21 reported
cases.4 In this report, the authors present the clin-
ical, macroscopical and histopathological features
of infiltrating angiolipoma excised from the cheek.

CASE PRESENTATION
A 33-year-old man with an apparently good
general health was referred to K.M. Shah Dental
College and Hospital, with swelling on the lower
right side of the face since 2 months. It was not
associated with pain, paresthaesia or discharge
(figure 1). On extraoral examination, approxi-
mately 4 × 3× 2 cm swelling extending from
corner of mouth to 4 cm anterior to ear was
present on right cheek (figure 2). The overlying
skin was normal. Swelling was well circumscribed,
soft in consistency, movable, tender, non-fluctuant
and no bruit was present. On intraoral examination
a non-fluctuant swelling of approximately 1 × 1 cm

Figure 1 Extraoral clinical picture (front view).

Figure 2 Extraoral clinical picture (side view).
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was noted (figure 3). Based on the clinical findings, leiomyoma,
was given as provisional diagnosis.

INVESTIGATIONS
Macroscopic examination revealed, a single bit of tissue which
was 4× 4× 2 cm in size, irregular in shape, yellowish brown in
colour, soft in consistency having irregular borders and rough
surface (figure 4).

Microscopically, it was composed of proliferation of mature
adipose cells intermixed with small-sized to medium-sized dilated
blood vessels, infiltrating the underlying muscles (figure 5). The
blood vessels were evenly scattered within the lesion (figure 6).
The fat cells had no conspicuous cellular atypia (figure 7). There
was a diffuse infiltration of chronic inflammatory cells. The
tumour was non-encapsulated (figure 8). The histological features
were suggestive of infiltrating angiolipoma.

DIFFERENTIAL DIAGNOSIS
On the basis of patient’s history, clinical examination, diagnosis
of haemangioma, leiomyoma, neurilemmoma was hypothesised.

TREATMENT
Surgical excision was performed under local anaesthesia
through an extraoral approach (figure 4). Since it was not adher-
ing to the surrounding tissue, detachment was easy and the mass
was removed as a lump and sent for histopathological
examination.

OUTCOME AND FOLLOW-UP
After surgical excision of the tumour and regular follow-up of
the patient with clinical examination has not revealed any signs
of recurrence until today.

DISCUSSION
Angiolipoma was first described as a rare entity in 1912 by
Bowen,5 but was established as a distinct entity in 1960 by
Howard and Helwig.6 Later it was classified as infiltrating and
non-infiltrating types depending on the histopathological
features.7

Non-infiltrating angiolipomas are encapsulated. The size can
vary from 1 to 4 cm. Angiolipomas tend to be located on the
forearms, upper arms, thighs and anterior abdominal wall and
are more common in men than in women. The face, scalp,
palms or soles are hardly ever involved. Infiltrating angiolipomas
are characterised by a non-encapsulated tumour and extend into
surrounding tissues. They are usually diagnosed in older
patients. They have two anatomical forms: intermuscular and
intramuscular.4

The aetiology of lipoma is still unknown. It is believed that
diabetes mellitus induced by hypercholesterolaemia and obesity,
radiation and a familial or genetic link, such as abnormality of
chromosome 12, may be involved in lipoma development.8 9

However, in the literature, trauma is also mentioned as one of

Figure 3 Intraoral clinical picture.

Figure 4 Complete surgical removal of the lesion.

Figure 5 Gross specimen.

Figure 6 H&E (4×) histopathological view.
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the aetiological factors.8 There are two different opinions about
the occurrence of so-called traumatic lipomas. The first is that,
after trauma, adipose tissue prolapses through fascia, resulting
in a direct impaction. The second opinion is that, after soft
tissue trauma and haematoma formation, cytokines mediate dif-
ferentiation and proliferation of preadipocytes, resulting in
lipoma formation.9

Histopathological characteristics of angiolipomas include
(1) gross evidence of tumour formation; (2) microscopic evi-
dence of more than 50% of mature lipocytes in the tumour and
(3) microscopic evidence of angiomatous proliferation.10 These
were the findings in our case.

Differential diagnosis includes haemangioma, leiomyoma,
neurilemmoma and Kaposi’s sarcoma. The presence of phlebo-
liths in CT, pulsation and fluctuation are helpful to rule out
haemangioma. However, histopathological evaluation is
required for exclusion of leiomyoma and neurilemmoma.
Kaposi’s sarcoma is a vascular malignancy, while lipoma is an
adipose mesenchymal neoplasm. Palate, gingiva and tongue are
the most common locations and clinically Kaposi’s sarcoma
occurs as ulcerative exophytic reddish lesion.

Surgical excision is the treatment for infiltrating and non-
infiltrating angiolipomas. Carbon dioxide laser and liposuction
may be alternative options for treatment of single or multiple

angiolipomas. In the present case, we performed surgical exci-
sion. These lesions have been removed by both intraoral and
external approaches depending on the relation of lesion to oral
cavity. The intraoral approach has better cosmetic result.11 Most
of the reported lesions were on mucosal side and were of
smaller size and hence could be removed by intraoral route.
Our patient had a lesion and was projecting from the outer side
of the cheek hence this lesion was excised by external approach.
An external approach was described to be safer by Aniceto
et al.12

Generally, recurrences are very rare. The exception is for infil-
trating angiolipoma, which have a recurrence rate of 35–50%.13

Our patient reported 6 months postoperatively without any dis-
comforts and no signs of recurrence.

Learning points

▸ The diagnosis of angiolipoma is based on clinical as well as
histopathological examination. Ultrasonography and fine
needle aspiration cytology may be useful in diagnosis of
angiolipoma.

▸ The appropriate treatment for infiltrating and non-infiltrating
angiolipoma is the surgical excision, with excision including
the surrounding tissues recommended for an infiltrating
angiolipoma in which the capsule is absent or partially
associated with the tumour.

▸ There is no evidence that angiolipomas undergo malignant
transformation, due to the lack of atypia, pleomorphism or
mitotic figure in angiomatous or adipose tissue.
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Figure 7 H&E (10×) histopathological view.

Figure 8 H&E (40×) histopathological view.
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