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ABSTRACT

Chondrolipoma is an uncommon histological variant of lipoma characterized by the
presence of mature adipose tissue intermingled with foci of mature hyaline cartilage.
While lipomas are frequent in the head and neck region, their occurrence in the oral
cavity- specifically the hard palate- is exceedingly rare. This report documents a case of
chondrolipoma in the left hard palate, reviews the literature and highlighting the utility
of Sox9 immunohistochemistry in confirming its cartilaginous component. This is the
first report of chondrolipoma occurring in the hard palate. Although chondrolipoma is a
benign and rare entity in the oral cavity, it should be included in the differential diagno-
sis of palatal swellings. Pathological confirmation through Sox9 expression verifies the
presence of chondrogenesis, and conservative surgical excision provides an excellent
long-term outcome.
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Introduction

Lipomas represent benign mesenchymal neoplasms of
adipose tissue. Within the oral cavity, they account for
approximately 1% to 4% of all benign tumors [1]. His-
tologically, lipomas are classified as simple lipoma or
variants such as fibrolipoma, spindle cell lipoma, intra-
muscular or infiltrating lipoma, angiolipoma, osteoli-
poma, chondrolipoma salivary gland lipoma (sialolipo-
ma), hibernoma, pleomorphic lipoma, myxoid, and
atypical lipomas [2-5].

The histopathological variant known as chondroli-
poma is particularly rare in the oral soft tissues. Its
pathogenesis remains a subject of debate, with primary
theories ranging from cartilaginous metaplasia of the
stromal cells to abnormal migration of embryonic carti-
laginous rests [1, 3]. We present a case of a patient pre-

senting with a firm, painless mass on the hard palate that
had been slowly enlarging over 18 months.

Case Presentation
A 44-year-old male presented to the Oral Medicine and
Radiology department of our institute with a chief com-
plaint of a "growth™ on the left side of the roof of his
mouth. The patient reported that the nodule had ap-
peared approximately 18 months prior, initially present-
ing as a small, asymptomatic elevation. Over the pre-
ceding six months, the lesion had gradually increased in
size, causing localized discomfort during mastication
and mechanical irritation during speech.

The medical history of the patient was noncontribu-
tory, with no history of trauma in the area, tobacco use,
or alcohol consumption.
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Figure 1: Clinical picture of the lesion shows a well circum-
scribed nodular growth on the left side of the hard palate

Intraoral examination revealed a large solitary, well
circumscribed, submucosal nodule located on the left
side of the hard palate, approximately 3 cm in diameter.
The overlying mucosa appeared normal in color and
integrity, without signs of ulceration or inflammation
(Figure 1). Upon palpation, the lesion was firm, non-
tender, and exhibited minimal mobility, appearing to be
fixed to the underlying periosteum. There was no asso-
ciated lymphadenopathy, and the patient exhibited no
neurological deficits.

A cone beam computed tomography (CBCT) scan
was obtained to evaluate the extent of the lesion. The
imaging demonstrated a well-circumscribed, soft-tissue
lesion with multiple calcified foci, with no evidence of
bone involvement or cortical erosion of the hard palate
(Figure 2). The lesion was provisionally diagnosed as
ossifying fibroma.

Figure 2: Axial view of CBCT (cone beam computed tomog-
raphy) reveals a well circumscribed lesion with multiple calci-
fied foci, with no involvement of underlying bone

Figure 3: Post operative view, after two months of surgical
excision

Given the progressive growth and resulting discom-
fort, surgical excision was recommended. Under local
anesthesia with sedation, a crevicular incision was
made, and a full-thickness mucoperiosteal flap was ele-
vated. The lesion was found to be encapsulated and was
easily dissected from the overlying palatal mucosa and
the underlying palatal periosteum. The mass was ex-
cised in its entirety, and the wound was closed with in-
terrupted 4-0 vicryl sutures. The one year follow up of
the patient was uneventful (Figure 3).

The excised specimen was a yellow-tan, firm, rub-
bery nodule measuring 1.6x1.4x1.0 cm.

Microscopic  examination revealed a well-
circumscribed lesion composed of mature adipocytes
separated by broad fibrous septa (Figure 4a). Inter-
spersed within the adipose tissue were distinct, well-
defined areas of mature hyaline cartilage (Figure 4b).
The chondrocytes were located within lacunae, and no
cellular atypia, mitotic figures, or malignant features
were observed (Figure 4c). Immunohistochemical stain-
ing was done using Sox9, which showed a strong posi-
tivity for the nucleus of chondrocytes (Figure 4d) con-
firming the diagnosis of chondrolipoma.

Discussion

Chondrolipomas of the oral cavity are frequently misdi-
agnosed clinically due to their deceptive presentation.
While standard lipomas are typically soft and "doughy,"”
the cartilaginous component in a chondrolipoma imparts
a clinical firmness that often leads clinicians to suspect a
ma [6-9]. An exhaustive literature review using the sali-
vary gland neoplasm, such as a pleomorphic adeno sear-
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ch engines PubMed, Scopus, and Web of science re-
vealed that only 23 cases of oral chondrolipoma have
been reported in the literature (Table 1). Intraorally, the
commonest site includes tongue with 12 reported cases
followed by lower lip, floor of the mouth, labial vesti-
bule, alveolar ridge, and gingiva [4, 10-12]. The present
case is being the first case of chondrolipoma reported in
the palate. Regarding the gender, thirteen cases have
been reported in males and ten cases have been reported
in females [4]. The mean age of the patients was ap-
proximately 51.

The rarity of this entity in the hard palate is notable,
as the unique anatomical constraints of palate, a thin
layer of mucosa over bone- often make such masses
symptomatic earlier than those in the buccal mucosa or
tongue. Because clinical symptoms are often limited to
mild discomfort or mechanical interference during mas-
tication, the diagnosis is rarely finalized until the lesion
is excised [13-14]. Histopathologically, chondrolipomas
demonstrate sheets of well differentiated, mature adipo-
cytes that looks identical to subcutaneous fat with well-
defined nests of hyaline cartilage and fibrous tissue
stroma [15]. The diagnosis of chondrolipoma is usually
based on histopathological features; it seldom requires
immunohistochemistry [16].

However, Sox9 is considered master regulator of
chondrogenesis which can confirm the production of
hyaline cartilage in the lesion [17]. The differential di-
agnoses of chondrolipomas include chondroid lipomas,
chondrosarcomas, and extra skeletal chondromas [18].
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Figure 4: a: Low power view shows a well circumscribed lesion (Hematoxylin and Eosin stain original magnification 4x), b: Pictomicr-
ograph reveals well defined area of cartilage production interspersed within the mature adipose tissue. (Hematoxylin and Eosin stain
original magnification 10x), ¢: High power view reveals normal chondrocytes located in the lacunae (Hematoxylin and Eosin stain origi-
nal magnification 40x), d: Picture reveals strong nuclear positivity for Sox9 within the chondrocytes (Arrow). (Original magnification
4x)

Chondroid lipomas are exceedingly rare in oral cavity
and microscopically characterized by and admix of ma-
ture adipocytes and multivacuolated lipoblasts like cells
in cartilaginous matrix [19-20]. The true chondrolipo-
mas are comprised completely of mature adipocytes
without multivacuolated lipoblasts like cells [19, 21].
Chondrosarcomas show clinically aggressive pattern
and histologically atypical cells in a myxoid or fibrous
tissue stroma and lacks adipocytic component. On the
other hand, chondrolipoma lacks atypical cells [19-22].
Extra-skeletal chondromas of oral cavity may some-
times mimic chondrolipomas. However, the cartilage
production in chondromas is of much greater proportion
and shows lobular pattern of cartilaginous tissue [23].
The treatment of choice remains simple surgical ex-
cision. Recurrence is extremely rare, as the lesion is
typically well-encapsulated [21-24].
Consent
A signed consent of the patient was obtained to use the
pictures for publication.

Conclusion

This case highlights the importance of including rare
mesenchymal tumors in the differential diagnosis of
palatal nodules. While a firm consistency usually di-
rects the clinician toward salivary gland pathology, the
possibility of cartilaginous metaplasia within a lipoma-
tous tumor should be considered. Complete surgical
excision remains curative, and long-term prognosis is
excellent.
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Table 1: Clinical features of 23 cases of chondrolipoma reported in the oral cavity
Authors Year Age of the patient Gender Location Slzlgs?;r:he Treatment
LY GETRITED I 1976 72 Male Lower lip 2.5x1.5cm Surgical excision.
spans [6]
Allard et al. [7] 1982 69 Female Lower lip
Maes, Eulderink [9] 1989 47 Male Tongue Less than 1cm. Surgical excision.
[Fltgimura, EABI Y 1992 56 Male Tongue 1.5x1cm Surgical excision.
gztid[rg]wmz, @I 1995 52 Male Lower lip 1.7x1.7x1.3cm  Surgical excision.
I[—iléa]tanen, L 1997 68 Female Tongue 14x1cm Surgical excision.
Goel et al.[18] 2008 36 Female Tongue 3x2x1cm  Surgical excision.
Nonaka et al.[19] 2009 30 Male Tongue 14x1cm  Surgical excision.
n 1.6x1.5x1.2cm
?al;gg)m[gﬂ A 2009 28 and 59 Female and Male Ton%lgit?ggléablal and Surgical excision.
0.9x0.5x0.5cm
Bezerre et al. [24] 2010 68 Female Tongue NA Surgical excision.
Berg, Gosky [23] 2010 69 Male Tonge 1lcm Surgical excision
Shabbir, Green- . .
wood[20] 2011 71 Male Tongue NA Surgical excision.
Batcharova et al.[13] 2012 14 Male Tongue NA Surgical excision.
Vineet Raj etal.[4] 2014 35 Male Tongue 1x1lcm Surgical excision.
z?la[Tg?  Narayana 2014 56 Male Floor of the mouth ~ 1.5x1.3x1cm  Surgical excision.
gﬁTkah' G Yaranal 2014 6 Female Lower lip 1.5x1cm Surgical excision.
Viana KF, etal. [17] 2020 68 Female Upper alveolar ridge lcm Excisional Biopsy
Mani S., etal. [22] 2024 44 Male Gingiva 3x2cm Surgical excision.
Eiliyama ity el 2024 66 Female Floor of the mouth. 2cm Surgical excision.
BabaTetal. (2 2.2x1cm . ..
cases) [12] 2026 62 and 74 Female and Female Tongue 1 2x1.2cm Surgical excision.
Present case 2026 44 Male Hard palate 2cm Surgical excision.
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