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ABSTRACT

diagnosis.

Sublingual lipomas are uncommon benign lesions of the oral cavity. It is often difficult to distinguish this condition
from other more sinister conditions clinically. Imaging plays an important role in establishing the diagnosis and
distinguishing this entity from other conditions. We present a case of sublingual lipoma in a middle aged man with
relatively atypical ultrasonographic features. Subsequent cross sectional imaging helped in making a definite

KEYWORDS: Sublingual lipomas are uncommon ultrasonographic definite diagnosis.

INTRODUCTION

Lipomas are the most common benign neoplasms of
mesenchymal origin and may arise in any location where
fat is normally present.™ Lipomas are composed of
mature fatty cells and occur predominantly on the upper
back, shoulder and abdomen.?®! In the head and neck
region, where only 13% of lipomas are seen, the
posterior neck space is the most common site.”*! Rarely,
they can develop in the anterior neck, infratemporal
fossa, in or around the oral cavity, pharynx, larynx and
parotid gland. Sublingual lipomas are relatively quite
uncommon and they can be easily confused with other
common benign lesions clinically. Imaging is useful not
only to diagnose them with certainty but also to
differentiate them from malignant lesions like
liposarcoma.

CASE DESCRIPTION

A middle aged man presented to the hospital with
complaints of a swelling in the floor of mouth since last
1 year. The swelling was initially showing a gradual
increase in size but since last 2 months, it was rapidly
increasing in size. On examination, the swelling was off
midline, soft in consistency and non-tender. The patient
was referred to us for ultrasound (USG) of the oral
cavity. The lesion was seen transorally as a
heterogenous, predominantly  hyperechoic, lesion
(Figure 1). The inner extent of the lesion could not be
delineated as it was extending into deeper planes. No
definite vascularity was seen on colour Doppler. Based
on USG appearance, a provisional diagnosis of oral
cavity epidermoid was made.

The patient was advised CT neck for further evaluation.
On CT neck, a hypodense lesion with attenuation value
of -80 to -120 HU was seen in sublingual space. The
lesion was seen extending into left pharyngeal mucosal,
submandibular and parapharyngeal spaces. Laterally the
lesion was abutting the deep lobe of left parotid gland.
No solid component, septations, or, calcification were
seen within the lesion. The CT diagnosis was consistent
with lipoma (Figure 2). A pre-operative MRI neck was
done to define the extent of the lesion, look for
neurovascular bundle involvement and rule out any
possibility of malignancy. On basic MRI sequences, the
lesion showed fat signal intensity (Figures 3,4). On fat
sat sequences, the lesion showed suppression of internal
contents (Figures 5). On post contrast sequences, no
abnormal enhancement was seen within the lesion
(Figure 6). Finally, USG guided fine needle aspiration of
the lesion was done. It showed mature fibroadipose
tissue fragments in a mucinous background consistent
with clinical diagnosis of lipoma (Figure 7).

DISCUSSION

The floor of the mouth is the part of the oral cavity that is
located under the tongue. It may be involved in a wide
range of pathologic processes, some of which are unique
to the region. The mucosal surface of the floor of mouth
is easily examined clinically, as superficial abnormalities
can be assessed visually. Imaging plays a crucial role to
assess the disease that extends deep into the floor of
mouth or spreads beyond its confines.”? Common
pathologies in the floor of mouth include cystic lesions
such as ranula, dermoid and epidermoid cysts;
inflammatory processes resulting from spread of dental
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infection; penetrating trauma; obstructing submandibular
duct calculi and intravenous drug abuse. Other common
pathologies include neoplastic lesions, vascular
malformations (both high and low flow hemangiomas)
and pseudotumors. Neoplastic lesions can be benign such
as lipomas or malignant such as squamous cell
carcinoma and salivary gland tumors.

Few cases of lipomas of oral cavity have been reported.
These represent 1% of benign tongue neoplasms. In
descending order of frequency, they occur in the cheek,
tongue, floor of mouth, buccal sulcus, palate, lip and
gingiva. The floor of mouth is the third most common
location for lipomas of the oral cavity after cheek and
tongue.®!

Ultrasound examination of ranula, which is a common
cystic lesion in sublingual space typically reveals a
simple anechoic lesion deep to mylohyoid muscle. It may
contain fine internal echoes due to debris. Descriptions
of the sonographic appearance of lipomas are more
variable. While some authors reporte lipomas to be
sonolucent with few internal echoes, others describe
them to be echogenic with poorly defined contours.**!]
The reason for these conflicting reports may be the fact
that most investigators group lipomas located in various
parts of the body under one category such as those found
in the extremities, thorax, and abdominal walls, renal
angiomyolipomas, adrenal myelolipomas, pelvic
dermoids, renal sinus lipomatosis and pelvic
lipomatosis.*?

With the availability of high-frequency high-resolution
USG transducers, the internal architecture and
appearance of lipomas are now better understood. The
characteristic sonographic appearance is that of an
elliptical or rounded mass parallel to the skin surface that
is hyperechoic relative to adjacent muscle with
echogenic striations parallel to skin surface.l*
Hemangiomas may have a similar shape and echogenic
lines but are hypoechoic with a heterogeneous echo
pattern and contain cystic and sinusoidal spaces as well
as the occasional phleboliths.*! Epidermoid cysts are
commonly seen in the submental, submandibular area
and sternal notch.™ They are well defined, hyperechoic
relative to adjacent muscle with a uniform echogenicity,
and may exhibit distal enhancement. The linear
echogenic lines so characteristic in a lipoma are not seen.
Branchial cysts are typically located in the posterior
submandibular space at the angle of the mandible*® and
thyroglossal cysts usually are seen in the midline below
the hyoid. The position of these lesions together with
their well-defined cystic nature confirms the diagnosis.
However, some lesions may contain cellular material and
cholesterol crystals, making them uniformly echogenic,
resembling a solid mass.™*"!

CT provides a definitive diagnosis of lipoma in virtually
all cases. The typical CT characteristics are a well
circumscribed,  encapsulated, homogeneous, low-

attenuation mass that usually measures between -65 and -
125 HU.'® In the great majority of these lesions, the
clearly defined CT appearance correlates well with a lack
of marginal microscopic infiltration, although such
extension, when present, is well beyond the resolution
capability of CT scanners and most often goes unnoticed
by the surgeon. It is this microscopic infiltration that
probably accounts for many of the recurrences.!*?"!
Deeper lesions may have scattered areas of internal soft-
tissue density often more apparent on CT versus MRI.
These may represent areas of fat necrosis, fibrous tissue,
blood vessels or muscle fibre. These lesions cannot be
confidently differentiated from liposarcoma by imaging.
Intramuscular lipomas may invade and interdigitate with
the associated skeletal muscle, resulting in a
characteristic striated appearance which may help
distinguish from liposarcoma.?!

MRI shows fat signal intensity lesion on all sequences
with consequent fat suppression on fat suppressed
images. It also helps in ruling out atypical features
suggesting liposarcoma and assessment of surrounding
anatomy. Most lipomas pose no diagnostic dilemmas.
However, when presented with large (>10 cm) or rapidly
growing masses, especially in the head and neck region,
physicians should be concerned about malignancy. A
thin capsule, very thin sepations and scattered small
areas of soft tissue density are common however avidly
enhancing thick nodular septae, large soft tissue
component and calcification are more in favour of
liposarcoma. Final diagnosis can be confirmed by FNAC
showing mature adipocytes with no cellular atypia.

Although most lipomas can be observed without
treatment, they need excision if there is diagnostic
uncertainty, lack of homogeneity to palpation, large neck
mass (>10cm), rapid growth, associated pain, deep-
seated locations (intramuscular or intermuscular) or
cosmetic concern. Treatment is complete surgical
excision, but liposuction can be useful in certain
locations such as the face.[?? Liposuction is sometimes
preferred as there is less scarring following the procedure
but there is higher chance of recurrence, compared with
excision. 1?1

FIGURES

Figure 1: USG image showing heterogeneously
hyperechoic lesion (arrow) in the floor of mouth in
sublingual area.
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Figure 2: Saggital post contrast CT image of the
patient reveals fat density lesion (arrow) in sublingual
area  extending into  submandibular  and
parapharygeal space.

Figure 5: Fat saturated sequence reveals dropout of
bright signal of the lesion (arrow) consistent with
lipoma.

Figure 3: Axial T1 weighted image reveals fat signal ~ Figure 6: T1 post contrast fat sat image reveals no
intensity lesion (arrow) in sublingual region with  a@pPpreciable enhancement of lesion (arrow).
extension into adjacent neck spaces.

Figure 7: Leishman stained section showing mature
fibroadipose tissue fragments in a mucinous
background (arrow).

’ A _,

Figure 4: Axial T2 weighted image reveals

hperintense lesion (arrow) in sublingual region with CONCLUSION

extension into adjacent neck spaces. Multi-modality imaging is a useful approach in
distinguishing lipomas from other benign and malignant
lesions in deep spaces of neck. Ultrasound may pose a
diagnostic dilemma due to variable appearance of
lipoma. However CT and MRI help to establish a
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confident diagnosis of lipoma and to differentiate it from
malignant liposarcoma based on characteristic imaging

features.
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