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Abstract:
Intraoral  lipomas  are  benign  and  relatively  rare  tumors, 
although  they  occur  with  higher  frequencies  in  other  areas, 
most  especially  the  back,  abdomen  and  shoulders  of  adults. 
They have no gender predilection and predominantly affect the 
buccal  mucosa.  This paper  describes a case  of  intramuscular 
(infiltrating)  lipoma  on  the  buccal  mucosa  of  a  60-year  old 
male which is relatively rare when compared to simple lipoma 
of buccal mucosa, and review pertinent literature.
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Introduction:
Lipomas are benign mesenchymal neoplasms composed of ma-
ture adipocytes, usually surrounded by thin fibrous capsule.(1) 
They are the most common soft tissue tumors and about 15 – 
20% of cases occur in head and neck region. However, its oc-
currence in the oral cavity is rare, it accounts only 1–4% of all  
lipomas  affecting predominantly  the  buccal  mucosa,  floor  of 
the mouth and tongue. The unusual intraoral sites include the 
lips, gingiva and palate.(2)
Generally oral lipomas have been reported to occur in all ages 
but are frequently seen after 40 years of age with peak occur-
rence in the fifth or sixth decades of life.(3) The exact etiology 
remains unknown, although trauma, infection and other factors 
have  been  proposed  as  etiological  agents  for  lipomas.  They 
usually present as painless, well circumscribed, slow growing 
pedunculated or sessile, submucosal or superficial lesions. Most 
of the diagnoses were made clinically as they rarely give a ra-
diographic  impression  but  imaging  can be  useful  in  the  dia-
gnosis and delimitation of oral lipomas.
Microscopically, it is not possible to distinguish these lipomas 
from normal adipose tissue, despite their different metabolism, 
probably due  to  high  lipoprotein lipase activity  in neoplastic 
lipoma cells.(4) The most common lesions were simple lipomas 
and fibrolipomas and rarer variants included angiolipoma, in-
tramuscular (infiltrating) lipoma, pleomorphic lipoma, spindle 
cell  lipoma,  salivary  gland  lipoma  (sialolipomas),  myxoid 
lipoma and atypical lipomas.(5,6) We report a patient with an 
intramuscular/ infiltrating lipoma in the buccal mucosa which 
are relatively rare and also review the international  literature 

concerning about the clinical presentation, microscopical char-
acteristics, differential diagnosis and treatment.
Case Report:
A 60 – year old male complained of a left – sided swelling in 
the  buccal  mucosa.  The lesion  had appeared 10 years  previ-
ously,  growing  very  slowly  and  without  any  accompanying 
symptoms of oral intake or speech. Oral examination revealed 
non – tender, large, well demarcated, smooth, sessile with soft 
to firm mass of size 3 X 3 cm protruding from the left buccal 
mucosa.  The  overlying  mucosa  appeared  normal  (Figure  1). 
There was no palpable cervical lymphadenopathy. Medical his-
tory of the patient was non contributory.  Routine hemogram, 
ECG and X-ray chest were all within normal limits.

Figure 1: Preoperative showing large mass  on the buccal 
mucosa
Excisional biopsy of the mass was performed under local anes-
thesia (Figure 2). At gross examination, specimen was polypoid 
to round in shape and measure 3 X 3 cm. Upon formalin fixa-
tion  and  paraffin  embedding,  sections  were  treated  with 
haematoxylin – eosin. Microscopic examination showed an in-
tact stratified squamous epithelium covering the surface. The 
submucosa  revealed mature  adipocytes  extending  to  the  epi-
thelial level and which lie down through the irregular bundles 
of skeletal muscle fibers, along with few areas of vasculariza-
tion. No cellular atypia, necrosis, mitotic activity and lipoblast-
ic  proliferation  was observed (Figure  3).  The patient  had no 
perioperative problems and is without evidence of recurrence.
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Figure 2: Intraoperative.

Figure 3: Photomicrograph of H& E section showing infilt-
ration of adipocytes into the muscles under 10X.

Discussion:
Lipomas are common, benign tumors located in any part of the 
body in which fat is normally present. They are relatively un-
common in the oral cavity, representing about 0.5% to 5% of 
all benign oral tumors. Generally, their prevalence does not dif-
fer with gender, although a predilection for men has been repor-
ted.(7)

Lipomas generally grow slowly because pain is not a feature in 
many cases,  many  years  elapse  before  patients  consult  their 
dentist or physician.(8) It bears variable sizes from small 10mm 
masses to few large case series of 2–5 cm that have been pub-
lished in the English language literature. The present case re-
ports the relatively rare large size of the lesion.

Clinical diagnosis of oral lipomas is not always easy. Where the 
overlying mucosa is thin and the yellow color of the tumor ap-
pears through it, the diagnosis is easily made. However, in the 
deep seated cases, the diagnosis is seldom made clinically and 
the  tumors  often  attain  appreciable  size  before  they  cause 
symptoms  and their  presence  recognized.(9,10)  In  such situ-
ations, other possibilities such as cyst, an encapsulated abscess 
or other benign tumors have to be considered. The case repor-
ted here shows the difficulty that can be encountered in dia-
gnosing deeply embedded lipoma. The deep position of this le-
sion  suggested  other  possibilities  such  as  neurofibroma, 
fibroma, salivary gland tumor and lipoma.

The occurrence of multiple lipomas is associated with cowden’-
s syndrome or multiple hamartoma syndrome. This condition is 
either familial or sporadic and is associated with the predomin-
antly  post  pubertal  development  of  a  variety  of  cutaneous, 
stromal and visceral neoplasms, resulting from mutation of the 
phosphatase and tensin homolog (PTEN) gene.(11) It  can in-
volve various organs, such as the skin, oral mucous membrane, 
thyroid, breast, ovaries and central nervous system. No such ab-
normality was observed in the present case.

Histologically,  lipomas can be classified as simple lipomas or 
its  variants  namely  fibrolipomas,  angiolipoma,  intramuscular 
(infiltrating) lipoma, pleomorphic lipoma, spindle cell lipoma, 
salivary gland lipoma (sialolipomas), myxoid lipoma and atyp-
ical lipomas.(9) Although the clinical appearance of color and 
tissue consistency may vary with the combination of histologic 
features, such combinations are not of prognostic significance.
(12) 

Intramuscular  lipomas  are  of  primary importance  because  of 
their differential diagnosis  with liposarcomas due to its large 
size,  deep  location  and  their  ability  to  infiltrate  adjacent 
muscles and recur locally.  Therefore, detailed histological ex-
amination is essential in all intramuscular lipomas, which can 
be  commonly  misdiagnosed  as  liposarcoma.  Differential  dia-
gnostic crieteria were summarized in Table 1. The intramuscu-
lar lipoma is usually well demarcated, but has no capsule and 
infiltrates into the adjacent muscle. Our case had no areas of 
lipoblastic  proliferation,  nuclear atypia and mitosis.  Although 
intramuscular or infiltrative lipomas are recognized as a histo-
logic subtype there is speculation that they are simply lipomas 
with entrapped muscle fibers.(9) 

The  treatment  of  oral  lipomas,  including  all  the  histologic 
variants, is simple surgical excision. No recurrence is observed 
except  intramuscular  lipomas.  The  recurrence  rate  for 
infiltrating lipomas has been reported to be 3 to 6.5%.(13,14) 
They have propensity to recur without adequate surgery. Long 
term follow up was recommended and so far, after 1 year our  
patient is free of disease.

Summary:
Lipomas  are the most  common  neoplasms of  the soft  tissue. 
They are only presenting 0.5 to 5% of all the benign neoplasms 
of the oral cavity. The most common histologic subtype is the 
simple lipoma which predominantly affects the buccal mucosa. 
Intramuscular  (infiltrating)  lipoma  of  the  buccal mucosa  is  a 
rare variant of lipoma and a few cases have been reported, with 
same  histologic  and  clinical  appearance,  well  differentiated 
liposarcoma must be excluded and surgical excision should be 
carefully done.
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