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SUMMARY
Lipoma is a tumour of soft tissue with rare occurrence in
oral cavity accounting for only 1–4% of benign oral
tumours. Most common sites of involvement are the
buccal mucosa, tongue and floor of the mouth with
typical presentation of an asymptomatic, soft,
smooth-surfaced, nodular and yellowish mass.
Histopathologically, a classical lipoma resembles normal
adipose tissue and it has multiple variants which are less
commonly seen except fibrolipoma. The article presents a
case report of a relatively large oral classical lipoma in a
60-year-old man on a rare site, mandibular buccal
vestibule, along with a review of the literature and
special emphasis on its various histopathological
variants.

BACKGROUND
Lipomas are the commonest form of benign mesen-
chymal neoplasms of human body composed of
mature adipocytes, usually surrounded by a fibrous
capsule.1 2 They are often seen in the subcutaneous
and retroperitoneal spaces which contain fat3 and can
occur anywhere in the body and thus are called as the
universal tumour or ubiquitous tumour.4 Lipoma was
considered as an inadvertent growth of adipose tissue
called ‘the hypertrophy theory’,5 an aberrant differen-
tiation of mesenchymal cells into lipoblast called ‘the
metaplasia theory’6 and a congenital origin from
embryonic multipotent cells which differentiate into
lipoma under hormonal influence during adoles-
cence.7 Although the unavailability of lipids for metab-
olism coupled with the autonomous growth of lipoma
have rendered it to be a true benign neoplasm.8

Trauma and chronic irritation have also been
cited as triggers for the proliferation of fatty tissue
into a benign tumour.9 Hereditary and chromo-
somal abnormalities including rearrangements of
12q, 13q and 6p chromosomes have also been
cited in a few cases.10 They usually occur in fourth
and fifth decades of life with peak incidence age at
40 years and slight male predilection.3 11 In the
oral cavity, the most common sites are the buccal
mucosa, tongue, palate, mandible and lip.3

The aetiology and pathogenesis remain unclear
although mechanical, endocrinal and inflammatory
influences have been reported.8 This case report
discusses such a case with histopathological litera-
ture review.

CASE PRESENTATION
A 60-year-old man reported with symptoms of dif-
ficulty in chewing food, swelling and discomfort in

the left mandibular buccal vestibule opposite to the
canine and premolars since 6 months. The swelling
gradually increased in size to attain its present size.
Medical, dental, family and personal history were
unremarkable and the review of his systems appeared
normal. Clinically, the swelling was a fluctuant, lobu-
lated mass with smooth margins. It was non-tender,
fragile and solitary, measuring 2.5×2.3×2.5 cm
approximately. The oral mucosa over the mass
appeared normal (figure 1). Based on history and
clinical findings, a provisional diagnosis of lipoma
was made.

INVESTIGATIONS
Routine blood investigations, serum/urea electro-
lytes and urine analysis were carried out and all
were found to be within normal limits.
Excisional biopsy was performed (figure 2). The

resected yellow-coloured mass was placed in a
beaker with normal saline for clearing the blood,

Figure 1 Photograph showing a yellowish, lobulated,
soft fluctuant swelling mass in the left mandibular buccal
vestibule opposite to the canine and premolars.

Figure 2 Photograph showing the surgical removal of
the entire mass by excisional biopsy.
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where the specimen floated reinforcing the diagnosis of lipoma
(figure 3). Then the mass was transferred to 10% buffered for-
malin and was sent for histopathological examination (figure 4).

The microscopic sections of the specimen stained with H&E
showed a lobular arrangement of mature adipocytes bounded by
a thin fibrous capsule (figure 5). The adipocytes were large
round to ovoid cells with clear cytoplasm and eccentric nuclei
compressed against the cytoplasmic membrane (figure 6). A
final diagnosis of lipoma was made.

TREATMENT
Local surgical excision is the treatment of oral lipomas. The
entire mass was completely removed during biopsy procedure.
Biopsy was performed under local anaesthesia and the wound
was sutured with 4.0 vicryl suture material.

OUTCOME AND FOLLOW-UP
There were no postoperative complications. The patient was dis-
charged after placing sutures and was called after a week for the
removal of the sutures.

DIFFERENTIAL DIAGNOSIS
Oral dermoid/epidermoid and lymphoepithelial cysts must be
differentially diagnosed from the superficially located oral
lipomas.12 Similarly, lipomas located deep with normal surface

colour should be differentiated clinically from salivary gland
tumours and benign mesenchymal neoplasms.13 Subcutaneous
lipomas are usually thinly encapsulated and have distinct lobular
patterns, whereas, deep-seated lipomas have a more irregular
configuration, largely depending on the site of origin.
Histopathology remains the gold standard in making a diagnosis
of lipoma.14 The microscopic appearance of a circumscribed
but unencapsulated to thinly capsulated aggregate of mature
adipocytes with clear cytoplasm is the diagnostic feature of
classic lipoma11 as seen in the present case. All are well vascu-
larised, but under normal conditions, the distended adipocytes
may compress the vascular network and is thus not clearly
discernible.14

Figure 3 Photograph showing floatation of the resected mass placed
in a jar with normal saline.

Figure 4 Photograph showing the gross specimen.

Figure 5 Photomicrograph showing sheets of mature adipocytes
in a distinct lobular arrangement with a thin fibrous capsule (H&E
staining, ×10).

Figure 6 Photomicrograph showing mature adipocytes demonstrating
large clear cytoplasms and eccentric nuclei (H&E staining, ×40).
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Microscopic differential diagnoses include normal fatty tissue,
hibernoma and other histological variants of lipoma such as
fibrolipoma, infiltrating or intramuscular lipoma, angiolipoma,
myxolipoma, angiomyxolipoma, spindle cell lipoma, pleo-
morphic lipoma, myolipoma, angiomyolipoma, chondroid
lipoma, osteolipoma or ossifying lipoma, neurofibrolipoma
(NFL), sialolipoma and adenolipoma. Lipomas can be multiple
in number with or without association with a syndrome and
they can be present intraosseously.11 15

DISCUSSION
Lipomas are the adipose mesenchymal tumours which account
for 15–20% cases involving the head and neck region and only
1–4% affect the oral cavity. The first description of an oral
lesion was provided in 1848 by Roux where he referred lipoma
as ‘yellowish epulis’.14

Lipomas are similar in microscopic appearance to a normal
fat tissue. Like fat, they are composed of mature fat cells, but
the cells vary slightly in size and shape and are somewhat larger
(measuring up to 200 mm in diameter) and have higher metab-
olism when compared to normal adipocytes.8 14 Despite their
different metabolism, they are not used as an energy source as
in a normal adipose tissue, probably due to high lipoprotein
lipase activity in neoplastic lipoma cells.2 16 Since there is a
histological similarity between normal adipocytes and lipoma
cells, accurate clinical and surgical information is very important
in making a definitive diagnosis.15

Lipomas are occasionally altered by the admixture of a
fibrous connective tissue, which is often hyalinised known as
fibrolipomas and can be diagnosed based on the presence of
mature adipose tissue interspersed by bands of broad or fascicles
of dense connective tissue fibres. The greater proliferative rate
of fibrolipoma compared to a classic lipoma indicates the need
for its accurate diagnosis.14

Quite often, however, lesional fat cells are seen to infiltrate
into the surrounding tissues, perhaps producing long thin exten-
sions of a fatty tissue radiating from the central tumour mass.
This histological type is called as infiltrating lipoma. When
located within striated muscle, this infiltrating variant is called
intramuscular lipoma.14 15 Occasional tumours exhibiting abun-
dant vascular channels are termed as angiolipomas.
Histopathological evaluation of such tumours reveal mature
adipose tissue intermixed with dilated vascular elements, often
containing thrombi in the lumen.17

When there is myxoid background stroma, then it is called
myxoid lipoma or myxolipoma.14 It is composed of solid prolif-
eration of mature adipocytes admixed with abundant myxoid
substances which contains scattered short spindle-shaped cells.18

Another histopathological variant, angiomyxolipoma is a
benign uncommon lesion characterised by sheets of mature adi-
pocytes interspersed with proliferation of vascular channels and
associated with bland spindle cells scattered within an abundant
myxoid component.19

Spindle cell lipoma is a relatively uncommon benign lipoma-
tous tumour in which areas of spindle-shaped cells are seen
interspersed among normal adipocytes. It is characterised by
replacement of the mature adipose tissue by proliferation of
collagen-producing spindle cells.8 14 20 Bland mitotically
inactive spindle cells with little cytoplasm and elongated nuclei
are arranged in parallel registers between the fat cells, associated
with thick rope-like collagen bundles.21 When dysplastic
spindle-shaped cells, pleomorphic giant cells with or without

hyperchromatic enlarged nuclei are admixed with adipocytes
the term pleomorphic lipoma is applied. Spindle cell lipoma is
on a spectrum with pleomorphic lipoma, and these are histolo-
gically, clinically and genetically identical tumours, with the add-
ition of the floret giant cell in the pleomorphic lipoma.22 When
the spindle cells admixed with mature adipocytes are of smooth
muscle origin, the term myolipoma is used. It is termed angio-
myolipoma when smooth muscles appear to be derived from
the walls of arterioles. Rarely, chondroid or osseous metaplasia
may be seen in a lipoma which is described as chondroid
lipoma, osteolipoma or ossifying lipoma.14

NFL also known as perineural lipoma and intraneural lipoma
shows sheets of spindle and oval cells with wavy to oval nuclei
in a myxoid background. Nerve bundles and lobules of mature
adipocytes can be appreciated in other areas of a tumour as
well.23 Sialolipoma reveals a well circumscribed and encapsu-
lated mass of mature adipose tissue in lobular proliferation. The
epithelial islets of glandular components are uniformly com-
posed of atrophic, non-neoplastic, duct-acinar units of the saliv-
ary gland parenchyma, which is scattered throughout the
tumour or is located in the periphery of the tumour.24 An
intense lymphoid infiltrate, congested blood vessels, fibrosis and
myxoid change may be noted in the adipose tissue.25

Adenolipoma has histological characteristics similar to sialoli-
poma; but it is composed of mature adipocytes and duct ele-
ments without acinar cells. Adenolipoma also differs from
sialolipoma due to the lack of organoid arrangement of the
ductal type tissue.24

The term lipomatosis has been used to describe a condition in
which patients may present with multiple tumours.26

Intraosseous lipomas most commonly occur in the cancellous
and long bones of lower extremities. Microscopically, the tissue
is composed of areas of mature adipocytes interspersed with
few trabeculae of mature lamellated bone and prominent thin-
walled, large calibre vascular spaces. Serial sections fail to reveal
normal haematopoietic tissues.4

The nature and etiopathogenesis of lipoma is largely
unknown but few theories are still relevant.27

Lipomas are slow growing and patients commonly present
with a well-circumscribed nodule developing for several years.15

Clinically they may present as solitary or multiple lesions.28

They are usually asymptomatic, mobile, soft, compressible and a
submucosal mass with a yellowish hue and doughy consistency
but can also present as a fluctuant nodule.3 15 The size of the
tumour depends on the location but rarely exceeds 25 mm in
diameter and the mean size reported in the literature is
20 mm.11 28 They usually occur in fourth and fifth decades of
life with peak incidence age at 40 years and slight male predilec-
tion.3 11 In the oral cavity, the most common sites are the
buccal mucosa, tongue, palate, mandible and lip.3

In the present case, the site, left mandibular buccal vestibule
was rare and the size 25×23×25 mm approximately was rela-
tively large. The duration of the symptom was 6 months which
is shorter than the mean duration reported in the literature.

The treatment of oral lipomas, including all the histological
variants is simple local surgical excision.14 Although the growth
of oral lipomas is usually limited, they can reach great dimen-
sions, interfering with speech and mastication and reinforcing
the need for excision.15 Fewer than 5% of lipoma recur
locally.26 Infiltrating lipomas are difficult to extirpate and are
thus, liable to recurrence. Recurrence is reduced by wide surgi-
cal excision.11 Malignant change is virtually unheard of, and
only a few cases have been reported in the literature.26
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Learning points

▸ Oral lipomas are uncommon tumours of the oral cavity with
half of the reported cases occurring in the buccal mucosa.

▸ The present case reports a relatively unusual site of
occurrence and large size.

▸ The features of lipoma are usually straightforward and
classical; histopathological diagnosis coupled with complete
clinical and surgical details is very important in differential
diagnosis of these lesions and is thus imperative to its
diagnosis.
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