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Introduction

The lipoma is the most common benign neoplasm of mesen-
chymal origin in human patients, which is composed mainly of
fat tissue and is usually found in the extremities of the body, but
the maxillofacial region may be rarely affected [1,2]. The lipoma
of the oral cavity is even rarer, accounting for about 1-4% of this
tumor [3,4].

Lipoma of the oral cavity presents as a slow-growing painless
mass of soft consistency and is usually found in the buccal mu-
cosa, floor of the mouth, tongue or lips [1-4], but other unusual
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Abstract

Introduction: The lipoma is the most common benign
neoplasm of mesenchymal origin in human patients and the
oral cavity may be rarely affected. The definitive treatment
of this lesion is the surgical excision in one piece.

Case report: A 40-year-old healthy woman presented
with a large painless swelling in the left lower vestibule,
which had slowly increased in size during the last two years
and the mass was suspected to be a lipoma. The disease
was removed in one piece under local anesthesia, without
intercurrences. The histological examination revealed a sim-
ple lipoma and there was no clinical signs two years after
the surgery. The protocol of treatment of the present case
report is a safe procedure and a reasonable way to treat
patients with giant lipomas of the oral cavity, especially in
Public Health Services of developing countries where the
resources may be limited.

sites may also be affected [5]. Depending on its histological
features, they may be classified as simple lipoma, fibrolipoma,
spindle cell lipoma, intramuscular or infiltrating lipoma, angio-
lipoma, salivary gland lipoma, pleomorphic lipoma, myxoid li-
poma, and atypical lipoma [4,6-8].

The definitive treatment of the lipoma of the oral cavity is
the surgical excision of the tumor in one piece. The present case
report aims to describe the protocol of treatment of a giant li-
poma located in the buccal mucosa of the oral cavity.
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Case report

A 40-year-old healthy woman presented with a painless
swelling in the left lower vestibule, which had slowly increased
in size during the last two years. She reported difficulty with
eating and speaking.

On examination, a large swelling was noted in the buccal sul-
cus at the region of the lateral incisor to the first molar. There
were no signs of inflammation or infection (Figure 1). The swell-
ing appeared to be soft at palpation and the overlying mucosa
had a normal color. The neighboring teeth did not show any
mobility and the panoramic radiograph showed no bony abnor-
malities nor root resorption. The submandibular lymph nodes
were not enlarged. The mass was suspected to be a lipoma.

Protocol of treatment

The patient was treated in the ambulatory. She received a
preoperative dose of 8 mg of dexamethasone one hour before
surgery. The inferior alveolar nerve, buccal nerve, and mental
nerve of the left side are individually blocked with 1.8 ml of 2%
lidocaine with 1:100.000 epinephrine and a single incision is
performed on the mucosal plane over the mass and a few mil-
limeters beyond (Figures 2 A and B). The border of the oral mu-
cosa is grasped with an Adson forceps and a blunt dissection is
performed around the entire tumor with a Metzenbaum scissor.
Care must be taken to prevent the rupture of the tumor capsule
with the scissor’s tips. The tumor is pulled out with a Kelly for-
ceps and dissected from beneath to be removed in one piece
(Figure 3). The oral mucosa is repositioned and closed with a
running suture. A Penrose drain may be left in place for 24-72
hours within the tissue to collect blood from the dead space,
but it was not done in our patient.

The surgical specimen had an oval shape and a gelatinous
consistency, measuring about 35 mm. It was covered with a
thin capsule, which showed the yellowish substance of the tu-
mor. The histological examination revealed a well-defined tu-
mor composed of mature adipocytes covered by a thin fibrous
capsule. Some clusters of mature adipocytes were surrounded
by collagen fibers. There was no invasion of tumor cells tumor
beyond the fibrous capsule. The definitive diagnosis was simple
lipoma (Figure 4).

After the surgery, the patient was prescribed with 500 mg of
Amoxycillin for seven days, and 600 mg of Ibuprofen and 500
mg of Acetaminophen for 4-5 days. The patient was followed up
for two years and no recurrence had occurred.

Figure 1: Large and painless mass of soft consistency in the left
buccal mucosa, suggesting a lipoma. It was possible to delimit the
area of the mass with the fingers of the examiner.

Figure 2: Surgical technique. (A) Slightly curved incision on the
mucosal plane over the mass, and a few millimeters beyond (con-
tinuous white line). (B) After the incision, it is possible to see the
yellowish substance of the tumor.

Figure 3: Tumor grasped with a Kelly hemostatic forceps. From
that surgical step, the tumor must be dissected from beneath.
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Figure 4: Oval surgical specimen with a resistant capsule of
smooth and transparent surface, showing the yellowish substance
of the tumor. The histological exam revealed several clusters of
mature adipocytes covered by thin a fibrous capsule (Hematoxylin

and Eosin staining, 100x).

Discussion

Slow-growing masses involving the oral cavity, like in the
present case report, are more likely to be less aggressive le-
sions. However, masses of rapid growth must raise suspicion of
being a malignant tumor. In such cases, the primary surgical ex-
cision of the tumor is not recommended without a preoperative
histological diagnosis to define what best definitive treatment
should be followed [9,10]. Other complementary exams may be
needed [10].

The preoperative surgical planning may include a Computed
Tomography (CT) scan for soft tissues or a Magnetic resonance
imaging (MRI) to define the exact extension of the tumor. A CT
scan can be especially helpful in the diagnostic work up of lipo-
ma because fat is the only soft tissue with a density lower than
water [11], but the CT was not necessary in the present case re-
port because it was possible to delimit the tumor on palpation,
which appeared to be superficial to the mandible.

The patient of this report was treated in the Public Health
Service of Brazil and, unfortunately, some imaging exams such
as those mentioned above are not easily available or patients
have to wait for several months to be submitted to a certain
exam. Additionally, the cost of the exam is considerably high in
private centers. In this respect, we evaluated only a panoramic
radiography to rule out osseous diseases and based our diag-
nostic hypothesis and treatment plan mainly on the clinical
evaluation.

Depending on the location of the lipoma, some vital struc-
tures may be damaged and patients must be aware of that.
During the removal of the giant lipoma of the present case,
some branches of the mental nerve had to be carefully sepa-
rated from the capsule of the tumor and the patient developed
a postoperative paresthesia that spontaneously recovered 3
months after the surgery.

Lipomas may recur if incompletely excised [11]. Such recur-
rences, however, must be meticulously evaluated because a
low-grade liposarcoma may be misdiagnosed as a lipoma [12].
Therefore, we recommend a clinical follow-up of, at least, 5
years a recent CT scan or MRI should be evaluated in each post-
operative consultation, if feasible.
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Surgical excision of a giant lipoma of the oral cavity is a safe
procedure and the treatment presented in the present report
is a reasonable protocol to treat patients, especially in Public
Health Services of developing countries where the resources
may be limited. If lipomas recur one has to consider a low-grade
liposarcoma, which is easily misdiagnosed as a simple lipoma
[12].
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