LIPOMA OF HYPOPHARYNX
K K Tan, K A Abraham, K H Yeoch

ABSTRACT

The histologically benign hypopharyngeal lipoma is a potentially fatal tumour because of the risk of upper airway obstruction. It may
be asymptomatic or present with symptoms ranging from vague foreign-body sensation to sore throat, dysphagia or dysphonia. The
diagnosis may be suggested by indirect or fibreoptic laryngoscopy. Lateral neck soft tissue X-ray and barium swallow may help but
CT imaging of the pharynx enables a more precise preoperative diagnosis. Treatment is by surgical excision of the lesion either
perorally, endoscopically or viaa lateral pharyngotomy. Long-term follow-up is recommended due to the possibility of recurrence and
metachronous lesions.
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INTRODUCTION Fig 1 — The mass visible in the patient's oropharynx
Lipomas are true benign neoplasms of mature adipose tissue.
They rank among the most common types of benign soft tissue
tumours and they represent 4% to 5% of all benign neoplasms.
Lipomas are commenly found in the soft tissue of the neck, trunk,
back and extremities, but are relatively uncommon in the upper
aerodigestive tract where they predominantly occur in the mouth.
The following case report describes a lipomatous lesion of the
hypopharynx.

CASE REPORT

A 44-year-old man presented to the ENT Department, National
University Hospital, with a 4-month history of a sensation of
something in the throat. During this period he also experienced
a few choking attacks which woke him from sleep. He was seen
by his family physician several times and treated with antibiotics
with persistence of his symptoms. There was no pain, dysphagia,
dysphonia or any other head and neck symptoms. He himself
neticed a swelling at the back of his throat while trying to clear
his throat one week prior to his hospital consultation,

On examination, a smooth, lobulated mass was visible on
depressing the tongue (Fig 1). It occupied part of the oro-and
hypopharynx and despite indirect and fibreoptic laryngoscopy,
the exactorigin of the swelling could not be identified. The larynx
was partially obscured by the mass.

A lateral soft tissue X-ray of the neck was reported as normal
but a CT scan of the hypopharynx revealed a lobulated soft tissue
mass arising from the posterior wall of the pharynx. The mass
extended from the leve] of C3 downwards to approximately C5,
just above the false cords. Ithad the attenuation of fat inits central
region, enclosed by arim of soft tissue. There was no evidence of
infiltration of the muscles of the posterior pharyngeal wall.

An examination under general anaesthesia was carried out.
Endotracheal tube was passed without difficulty and direct
pharyngo-laryngoscopy was performed. The mass was found to
be attached by a broad pedicle to the left posterior pharyngeal
wall. The pedicle extended from about 2 cm below the lower pole
of the left tonsil to the upper end of the aryepiglottic fold, a total
length of about 3.5 cm. Attempted removal of the mass with
suspension laryngoscopy was unsuccessful due to limited access.
A Boyle Davis gag was then inserted and the mass, with its base,
was visualised and removed with scissors and diathermy. The
pharyngeal excision site was left unsutured. Post-operative
recovery was uneventful,

Gross pathology revealed a pedunculated bilobed mass
measuring 3.5x3.0x1.5 ¢m (Fig 2). It was covered by normal
looking mucosa. The cut surface showed two nodules. The
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Fig 2 — The excised swelling after fixation in formaldehyde

DISCUSSION

Lipomas are uncommon inthe upper aerodigestive region, despite
an abundance of adipose tissue in the submucosa of the tongue,
floor ofthe mouth and buccal area. However, ifupper acrodigestive
lipomas do occur, they are most frequently found in these areas.

Lipomas account for 4% to 5% of all benign tumours® but
make up only 1% to 2.2% of benign eral tumours. Uncommon
head and neck locations for lipoma include the maxillary antrum @,
parotid®, nasopharynx®, larynx®®, retropharynx‘® and
sternocleidomastoid muscle™. In our case, the lipoma occurred
in the hypopharyngeal wall, which is also an unusual site for
lipomas. Lipomas in this region had also been reported by other
authors®819,

Most hypopharyngeal lipomas are solitary but synchronous
multiple lipom as may occur®®. There has been speculation of the
potential for malignant change but so far no case of
liposarcomatous transformation has been reperted. It is the
opinion of Batsakis"" that malignant forms of lipematous tumours
arise de novo and not from pre-existing lipomas.

Hypopharyngeal lipomas are generally pedunculated. The
size varies from 2-3 em in diameter up to 15-20 ¢m in length.
Microscopically the lesions have the characteristic appearance of
a lipoma, as found in the present case, being composed of
univacuclated fat cells without atypia. A qualifying prefix of
"fibro" may be used for lipomas possessing an unusually prominent
connective tissue component. If the vascularity of the lesion is
much greater than that of a simple lipoma, the designation
"angiolipoma" is appropriate’'?. The latter form is, however,
unusual in the head and neck. It is usually subcutaneous and
occurs in extremities and trunk'®,

Because of the potential prolapse into the oesophagus or
trachea, patients may be either asymptematic or complain of
dysphagia, a foreign body sensation, achange in quality of voice,
or have sudden transient attacks of dyspnoea®. The tumour may
be seen through the mouth as in our example. Sleep apnoea
secondary to airway compression has also been reported™. In
exireme cases, death occurred from aspiration of pedunculated
tumour®™. Our patient’s symptoms did suggest few episodes of
temporary airway obstruction but he did manage to cough the
tumour out of the laryngeal inlet to relieve the obstruction.

The differential diagnosis of hypopharyngeal mass lesions is
listed in Table I. Lipomas of the larynx and valleculae have
similiar symptomatology and appearance to those of the
hypopharynx!"$, Benign pedunculated tumours of the oesophagus,
like hypopharyngeal lipomas, may produce vague symptoms and
may present as masses protruding from the mouth?'®,

Microscopically the well differentiated liposarcomamay be
misinterpreted as a lipoma. Ten out of 26 well-differentiated
liposarcomas reported by Kindblom!"? were primarily diagnosed
as benign lipomas or fibrolipomas and the true nature of the
tumours only became evident when the patients experienced one
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Table I - Differential diagnosis of hypopharyngeal lesions

Benign: lipomatous lesion

(lipoma, fibrolipoma, angiofibrolipoma)
fibroma

angiofibroma

leiogmyoma

papilloma

adenoma

rhinosporidiosis

Malignant: pseudosarcoma
synovial sarcoma

paraganglioma

or more recurrences®®. In this aspect, our case needs to be
followed up long term to exclude this possibility.

Lateral neck softtissue X-ray, barium swallow and tomograms
may be of diagnostic assistance. CT scanning is of more help in
making a correct diagnosis by determining the tissue density of
any suspicious hypopharyngeal mass and in delineating the
relationship to its surrcunding structures®®, as illustrated in Fig
3. Endoscopy is unreliable for identifying the true gross pathology
and biopsy is often equivocal, misleading or unsatisfactory®.

Fig 3 - CT scan demonstrating the tumour arising from the
hypopharynx. The mass has the attenuation of fat in its
central region, enclosed by a rim of soft tissue,

Peroral, endoscopic or lateral pharyngotomy excision of a
hypopharyngeal lipoma is the treatment of choice and is usually
curative. Intubation may be difficult in some cases'®,

Recurrences were found in three of the cases reviewed by
Mansson®, one from non-radical extirpation and two cases were
metachronous lipomas. Long-term follow-up of patients is
recommended to prevent airway symptoms that may occur from
unrecognised metachronous lesions®. :

QOur patient conforms to case reports of hypopharyngeal
lipoma reported by others. We treated our patient with careful
local excision of the lesion including its base perorally with
suspension laryngoscopy. It has been twelve months since the
patient completed treatment. The patient is on regular and long-
term follow-up in the clinic. With no evidence of recurrence so
far.
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CCTV Demonstration of Advanced Techniques of Therapeutic Endoscopy

Topics:

* ERCP

* Sphincterotomy

* Lithotripsy

* Stenting

* Mother and Baby choledochoscopy
* Qesophageal dilatation & intubation
* BICAP

* Ulcer haemostasis

* Variceal sclerotherapy and banding
* Laparoscopic surgery

* Endoscopic ultrasonography

* Percutaneous endoscopic gastrostomy
* Balloon pyloric dilatation

For further information, please write to:

Dr Sydney Chung
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The Chinese University of Hong Kong
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Shatin, N.T.

Hong Kong

Tel : (852) 636-2233

Fax : (852) 635-0075
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ANSWER TO ELECTROCARDIOGRAPHIC CASE
Diagnosis: Long QT syndrome

Fig 2 - ECG rhythm strip showing torsade de pointes

V1

laVF

DISCUSSION

The 12-lead electrocardiogram shows prolonged QT interval,
Thecalculated QTcusing Bazett's formulaQTe =QT (inseconds)/
seuare root of the RR interval in seconds, was (.53 seconds. The
causes of a prolonged QT interval include acquired long QT
syndrome due to antiarthythmic drugs especially Class I
antiarrhythmic drugs (eg quinidine), post myocardial infarction,
electrolyte abnormalities due to hypokalemia, hypocalcemia and
hypomagnesemia, neurological disorders such as intracranial
haemorrhage, hypothyroidism, complete heart block and rarely
the congenital long QT syndrome‘-®,

Onadmission, the patient’s episedes of fits were decumented
tobe due to recurrent episedes of torsade de pointes (Fig 2). There
was no definite family history of sudden death or of congenital
deafness, The ECGs of her 3 daughters were all found to have
prolonged QT interval as well. ECG monitoring in the coronary
care unit, showed episodes of T wave alternans especially prior
to episedes of torsade de pointes.

The patient thus has the diagnostic criteria for the congenital
long QT syndrome of the Romano-Ward type™, which is
autesomal dominant in inheritance. It is distingnished from the
other type of congenital long QT syndrome, the Jervell Lange
Nielsen type, by the absence of perceptive deafness and is
autosomal recessive in inheritance. The management of these
patients involves the use of high dose beta blockers!?, This
contrasts markedly with the acquired pause-dependent long QT
syndrome, which sometimes needs isoprenaline, magnesium or
high rate cardiac pacing®®. In recalcitrant cases, temporary
blockade of the left stellate ganglion may achieve emergency
control of the recurrent torsades de pointes and lessen the risk of
anaesthesia®. Patients who do not respond to high dose beta
blockers treatment will benefit from left high thoracic
sympathectomy'”, In some patients permanent pacing have been
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successful in those who have been unsuccessfully treated with
both a beta blocker and left cervicothoracic sympathectomy®,
Finally, patients who fail all such treatment, may benefit from the
implantation of an implantable defibrillator®. In our patient,
unfortunately, she had sustained anoxic brain damage as aresult
of the recurrent episodes of torsade de pointes. Her arrhythmia
was controlled by a combination of high dose beta blockers and
left sympathetic block by scalene block. She had a high left
thoracic sympathetectomy whichcontrolled herrecurrent torsades.
She however did not recover from her anoxic brain damage and
eventually died of pneumonta. It is important to recognise that
patients with recurrent "fits” may be arrhythimic in origin and the
long QT syndrome should be excluded'®, Treatment with high
dose betablockers and in selected patients with high thoracic left
sympathectomy have been shown to improve the prognosis'™.
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