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Abstract

Oral lipomas as benign tumors are a rare entity in the oral cavity. However, certain locations that contain adipose tissue may be a place of origin for lipomas. This report
presents a case of lipoma on the floor of the mouth in a 74-year old male patient, with evident swelling, difficulties in speech, eating, and talking. Clinical examination
revealed tender oval yellowish mass located in the right sublingual space. Infection or cyst as a possible differential diagnosis were ruled out, besides the specific local-
ization. Under local anesthesia, the mass with dimensions of 3.3x2.3x1 cm was totally extirpated from the right sublingual space and histopathological evaluation
revealed a clear picture of lipoma, consisting of mature adipose cells. The follow up of six months did not reveal any recurrence or other morbidity events. It is of major
importance to take into consideration the vital anatomic structures in order to avoid injuries to the salivary duct or lingual nerve during the surgical technique. A thor-
ough differential diagnosis should be made before making the decision for treatment, especially because previously there were presented cases of malignant transfor-
mation of a buccal lipoma into liposarcoma. Keywords: oral lipoma, floor of the mouth, differential diagnosis. The authors declare that there is no conflict of interest in
regard to this study. The study has not received any funding.

AncTtpakt

OpanHuTe nunomm kako GeHUTHW TyMOpY Ce PeoK eHTUTET BO opanHata npasHuHa. Cenak, Te MoXe [a Ce NojaBaT Ha OApeAeHM Nokanusauuy Kou CoapkaT MacHo
Tk1BO. Bo 0BOj MpWka3 ce NpeseHTVpa Cnyyaj Ha MUNOM Ha MOAOT Ha yCTaTa Kaj 74-rofuLLEH Maj, CO eBUAEHTEH OTOK, NOTELLKOTVI BO FOBOPOT, MCXpaHaTa v 360pyBar-eTO.
KnuHndkuoT npernes nokaxa TBpaa OBasHa KONTeHkaBa Maca fiokanuanpaHa Bo JECHUOT cybniuHraaneH npoctop. VHtbekumja 1 LucTa kako MoxHa AvdepeHumujanta
[AvjarHosa 6ea vucdpneHm, v nokpaj crelduyHaTa nokanusawmja. Bo nokanHa aHectesuja, Macata co AumeHanm 3,3x2,3x 1 um GeLue LIENocHo ekcTvpnvpana o AECHOT
cybruHrBaneH NpocTop, a xvcTonaTonoLukaTa aHan3a nokaxa jacHa Crvka Ha nmmom, Koj Ce cocToelle Of 3pen MacHi kneTku. LecT mecewy nogoLHa, kaj nauveHToT
He GeLue 3abenexaH peLyans, HUTY [pyrv 3HaLy Ha MopbuanTeT. Of ronemo 3Hauekse e Npy XvpypLUKaTa TEXHUKA Aa Ce 3eMaT NpeaBIA BaXKHUTE aHAaTOMCKV CTPYKTYpH
€O Lien fia ce u3berHe NoBpefia Ha U3BOAHMTE kaHanu Ha MNYHKOBHUTE XKMe3fv W Ha jasuyruoT Heps. [Mpen Aa ce [foHece opnykaTa 3a TpeTMaH, noTpebHo e AeTanHo Aa
ce npoyun AvdepeHuyjanHata aujarHosa, ocobeHo mopaau (hakToT LTO MPETXOAHO Ce MpujaBeHM Cryyal Ha ManurHa TpaHcdopMauuja Ha BykaneH nvnom Bo
nunocapkom. KnyyHu 36opoBu: opaneH nunom, Nof Ha ycTaTa, AvdepeHumjanta aujarHosa

Introduction

Lipomas are benign tumors with mesenchymal ori-
gin, consisting of mature adipocytes and are relatively
common finding in the body. The head and neck region
is affected by around 15-20% of all lipomas', but their
occurrence in the oral cavity is rare, with a rate of
1:50,000 patients, which counts for 1-4.4% of all benign
tumors in the mouth’. Buccal mucosa is the most affect-
ed site, because of the present fat tissue. However, lipo-
mas may also develop on the lips, tongue, palate and

rarely the floor of the mouth**. The etiology of oral lipo-
mas is not elucidated, but several hypotheses exist,
including local chronic trauma as most speculated. Most
of the studies have shown no gender preferences,
although there are reports for slightly higher prevalence
in males’. Generally, lipomas are growths resulting from
developmental defects, but in the oral cavity they are
most commonly associated with trauma, and they are
more prevalent in adults older than 40. Clinically, lipo-
mas are painless, well defined, slow growing submucos-
al or superficial lesions, encapsulated with thin fibrous
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capsule and covered with intact mucosa® ‘. In addition,
some reports show intramuscular infiltrative types” .
Literature reviews show that the mean diameter of lipo-
mas in the oral cavity is 22 mm’. Although they do not
pose a serious health threat, lipomas may cause aesthet-
ic and functional disturbances, especially if located in a
visible area or if they interfere with the function of mas-
tication'™"'.

However, the clinical diagnosis of lipoma on the
floor of the mouth may be challenging, because of the
unusual localization, nonspecific appearance, small inci-
dence and other more likely differential diagnosis, such
as ranulas.

This paper reports a case of lipoma on the floor of the
mouth, preliminary giving a clinical appearance of ranula.

Case presentation

A 74-year old man was referred to the University
Clinic for Maxillofacial Surgery in Skopje, complaining
on painless growing mass on the sublingual area on the
right side intraorally, which persisted for several weeks.
Although it did not cause any pain, the mass was a rea-
son for discomfort and interfered with the function of
eating, speech, and swallowing. The anamnesis revealed
a history of high blood pressure, controlled with appro-
priate antihypertensive medication, therefore not con-
tributing to any specific issues.

The clinical intraoral examination revealed a rela-
tively firm mass in the right sublingual area, ovoid in
shape, extending from the central incisor on the second
molar (Figure 1). The overlying mucosa did not show
any signs of inflammation, neither a change in color or
consistency. The mass was not fixed to the mucosa and
it was not fluctuant. No ulcers or exophytic lesions were
noted. The mass dimensions were roughly 4x2 cm,
which caused discomfort during tongue movements and
hence, it interfered with the function of speech and eat-
ing. There was no history of pus discharge, bleeding,
pain, or huge variations in the size associated with tak-
ing food or drinks. Upon manual extraoral pressure in
the submandibular area, the swelling bulged and was
more evident in the mouth. However, palpation revealed
that the mass was limited to the area above the mylohy-
oid muscle, indicating that it did not spread from the
sublingual space. No significant cervical lymphadenopa-
thy was noted. Blood analysis showed normal range of
parameters important for ruling out infection or other
disturbances that may be associated with the mass.

Regarding the dental status, the patient was partially
edentulous, having fixed metal-composite bridge con-
structions on the both sites of the jaws, which lasted for
more than 10 years. The remaining teeth were character-

ized with advanced attrition. There were no detected
changes on the oral mucosa in terms of ulcers, change in
color or other possible growths.

Figure 1. Intraoral appearance of a mass in the right
sublingual space. Note the metal-composite bridge
constructions on both sides of the lower jaw.

Taking into consideration the nature of the sublingual
mass, its tendency not to regress, not causing any spe-
cific symptoms, except the discomfort and difficulties to
speak, eat, and swallow due to the limited movement of
the tongue, a decision for total extirpation of the mass
was made. The procedure was performed under local
anesthesia. 2 ml of solution of 2% Lidocaine hydrochlo-
ride (40 mg) and adrenaline (0,025 mg) were injected in
the area of innervations of the lingual nerve, in the sub-
mucosal zone around 1 cm below the second lower
molar. Additionally, a small amount of anesthetic solu-
tion was injected around the mass that was subject to
extirpation. Incision was made over the highest point of
the growth, taking into consideration the anatomic path
of the Wharton’s duct of submandibular gland and main-
taining at least 1 cm distance from it. After the initial
incision, a dissection of the remaining overlying mucosa
was done laterally, to the extent where the mass was
located (Figure 2). Then, a blunt dissection of the adja-
cent mucosa, connective tissue and in part of the muscle
fibers was performed, taking care not to cause any injury
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on the lining of the mass. The mass itself was yellowish,
with smooth surface, covered with a very thin capsule.
Having it carefully clumped on the periphery on its ante-
rior aspect, with further combination of blunt dissection
techniques, the mass was completely extirpated (Figures
3 and 4). The remaining surgical site was carefully
examined for possible remains of the mass, and satisfac-
tory hemostasis was achieved (Figure 5). The wound
was sutured by primary intention, with non-absorbable
3-0 silk sutures. Finally, salivation was checked by man-
ual stimulation of the submandibular gland, to make sure
the Wharton’s duct was intact. Once the anesthetic peri-
od of the injected solution was over, the patient was
asked for any changes in sensitivity of the tongue and
mucosa in the sublingual area. He confirmed no
changes, approving that there was no damage to the lin-
gual nerve.

Figure 2. After the initial incision was made, a yellowish
lobulated mass just beneath the mucosa was noted.

A specimen with dimensions 3.3x2.3%1 cm (Figure
6) was sent for histopathological evaluation and was pre-
pared with Hematoxylin and Eosin staining.
Microscopic analysis revealed mature adipose tissue
lobules, comprised of benign adipocytes, separated by
the connective tissue springs and incorporated with cap-
illaries. On the surface, a thin capsule was noted. Hence,
a histopathological diagnosis of lipoma was set.
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Figure 3. Blunt dissection was performed to detach the
tumor from the surrounding mucosa, connective tissue
and in part the muscle fibers, in order to avoid damage
of the Wharton’s duct and the lingual nerve.

Figure 5. Surgical site after extirpation of the tumor and
after achieving satisfactory hemostasis.
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Figure 6. The mass sent for histopathological evalua-
tion had the following dimensions: 3.3x2.3x1 cm
(tumor placed next to a surgical instrument for compari-
son).

Sutures were removed one week after the surgery.
The follow-up of six months did not reveal any signs of
morbidity associated with the surgical procedure, nor
any signs of recurrence.

Discussion and conclusion

Although oral lipomas are a rare entity, they may
occur at any site where adipose tissue is present. The
most common oral location is the inner side of the cheek.
However, this report presents a case of a lipoma on the
floor of the mouth, extending through the right sublin-
gual space. They may occur in the lips, tongue, gingival,
and palate. Lipomas are benign tumors which may
remain undiagnosed until they reach certain dimensions,
like in our case. Because the sublingual space may be
more commonly associated with a number of pathologi-
cal changes, some of which are very similar to each
other, a thorough history and detailed checkup should be
performed before deciding on the treatment. In terms of
differential diagnosis, when such a mass is present in
this area, the general dentist or surgeon should think of
several possible conditions. Retention or extravasation
cyst, known as ranula or mucocele, which in this zone
presents as a swelling limited to the above-mylohyoid
muscle space, derived from an obstruction in the ducts of
the sublingual gland or the gland itself, should be ruled
out. Other types of cysts may also be taken into consid-
eration, especially developmental dermoid or epider-
moid cysts. This diagnosis was ruled out because the
mass in our case was not connected with the overlying
mucosa, but was slightly mobile. Infection spread in the
sublingual space, including abscesses may also be a pos-
sibility, but in our case, there were no signs of infection

— there was no redness, pain, increased temperature, nor
pus discharge or signs of damage of the mucosa. Finally,
a possible tumor lesions, including benign or malignant
ones, shall be taken into consideration.

A previous review shows that the mean age of
patients with oral lipomas is 50.2 years’, which is con-
sistent with our case where the patient was over the age
of 70. However, there are several reports when younger
patients were diagnosed with this kind of benign
tumors™'?. Literature also shows that there are no
predilections regarding the gender, despite the fact that
lipomas are slightly more common in men. The exact
reason and mechanism of occurrence of intraoral lipo-
mas are not fully elucidated, but several hypotheses
include chronic irritation or trauma, poor dental and oral
status, hereditary and developmental disturbances’.

Clinical characteristics may play an important role in
deciding whether the mass will be removed or moni-
tored. Because there were no signs of regression, the
mass in our case was completely removed. The final
diagnosis was set by the histopathological evaluation,
which usually reveals adipocytes larger than normal,
organized in lobules and encapsulated, with low vascu-
larization. As in the case in this report, atypical changes
are not seen by rule. However, a case of transformation
of a lipoma on the buccal mucosa which was initially
diagnosed with biopsy, into liposarcoma'. This possibil-
ity underlines the necessity of careful examination or
deciding to remove any lesion that does not show signs
of regression. In exceptional cases, imaging may be used
for proper evaluation of the nature and extent of the
mass. MRI may play a particularly important role since
lipomas are well detected due to the high signal intensi-
ty. Sialolipomas appear on both T1- and T2-weighted
images on MRI, hence being another indication for this
imaging tool'*". However, different diagnostic imaging
modalities such as MRI, CT, or ultrasound may not be
completely accurate in distinguishing lipomas from
well-differentiated liposarcomas'. Hence, the micro-
scopic analysis is the gold standard for setting a final
diagnosis. Histopathologically, lipomas are differentiat-
ed from liposarcoma if there are no signs of lipoblastic
proliferation, adipocytes with various sizes, increased
nucleous to cytoplasm ratio, signs of atypia or hyper-
chromatia, or bizarre stromal cells in fibrous septa,
between adipocytes or in vessel walls'”'.

Interestingly, lipomas differ metabolically from nor-
mal fat cells even though they are histologically similar.
It has been shown that the fat of lipoma is not used for
energy production during starvation periods, as it hap-
pens with the normal adipose tissue".

Not only preliminary diagnosis may be challenging,
but also certain considerations and precautions should be
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taken into account when planning and performing the
surgical procedure on the floor of the mouth. Important
anatomical structures should be kept in mind and careful
techniques should be implemented. These include the
duct of the submandibular and sublingual gland and the
lingual nerve, which may pass this area very superficial-
ly, posing a risk of damage. Therefore, the incision
should be planned at least 1 cm away from the projected
path of the duct, while sharp dissection should be avoid-
ed in order to prevent nerve damage, especially in cases
where possible muscle extension of the mass is present.
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