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AngiofibromaM asquer ading asa Cheek Swelling - A Diagnostic Dilemma.
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Abstract: Casereport presenting an unusual site of angiofibroma is described. Extranasopharyngeal angiofibromas arerare. The most common site of presen-
tation of extranasopharyngeal angiofibromasisthe maxillary snus. \ereport a case of angiofibroma of the buccal mucosa. The purpose of thisarticleisto put
forth an unusual presentation of an Angio fibromain the oral cavity asreports of such casesinvolving the oral cavity are very few in literature.

INTRODUCTION

Vascular and fibrous lesions are common in the head and neck area
including both benign and maignant subtypes. Angiofibromas are
highly vascular benign tumorsthat characteristicaly arisewithin the
nasopharynx and are predominantly seen to occur inyoung adolescent
males. Although it is the most common benign neoplasm of the
nasopharyn, it accounts for 0.05-0.5% of all head and neck
neoplasms®. The term extranasopharyngeal angiofibroma has been
applied to vascular, fibrous nodules occurring outside the
nasopharynx. As on 2009, 56 extra nasopharyngea fibromas have
been reported, with the most common site of presentation being the
maxillary sinus?. The buccal spaceisanuncommon location for these
tumors, with only three previoudy reported cases of bucca space
extra nasopharyngeal angiofibromas?3»,

The clinica characteristics of extra nasopharyngeal angiofibromas
do not conform to that of nasopharyngeal angiofibromas. Therefore,
they can present diagnostic challenges. Here, we present arare case
of angiofibroma in the buccal mucosa, thus emphasizing that
angiofibroma, athough rare and unusual, should be included in the
differential diagnoses of such lesions. Furthermore, it is suggested
that angiofibroma should be included as one of the differential
diagnosis of soft tissue swellingsin the ord cavity.

CASE REPORT

The patient was a 51 year old male who reported to the ingtitution with the
complaint of swelling in the left cheek making it difficult for him to eat.
There were no symptoms related to the mass such as pain, rapid increase in
size, inability to open themouth or bleeding. Hispast medical history revealed
that he was aknown case of epilepsy for the last 20 years and was on and off
thedrugson hisown will. The last episode of seizure was about one and hal f
months back. Review of symptoms was negative for relevant
constitutional symptoms such as weight loss, fever or loss of appetite.
Physical examination revealed a swelling in the left buccal mucosa,
about 5x4 cm with dlight bluish tinge extending from posterior region
of the maxillary tuberosity till about 2-3 cm from corner of mouth. It
had a lobulated surface. An intraoral and external examination with
bimanual palpation revealed a well defined border, soft to firm in
consistency, mildly tender and failed to reveal any obvious breach of
the oral mucosa or adherence to the overlying skin, which clinically
correlated with a lesion of the buccal space. Examination of the head
and neck region, as well as the cranial nerve examination, was normal.
Further diagnostic work up included afine needle aspiration cytology, which
was non-diagnostic. Roentgenographic examination was not helpful. A
ultrasound was done which revealed a mixed heterogenous mass, 2.4x2.8
cm in left cheek deep to subcutaneous plane. A diagnostic and therapeutic
excision was planned. The mass was excised viaan intraoral approach. The

final pathology revealed a well encapsulated lesion, periphery of the
lesion showed dense vascularity. Numerous vascular channels lined by a
single layer of endothelia cells with fibrocellular background were noticed
(Figure 2).
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Figure 1 - H & E (20X) picture Figure 2 - H & E (40X) picture
showing background of collagenous showing numerous vascular channels
fibrous tissue showing Hyalinization with fibrocellular background

The stromal component was made up of spindle type and angulated
cells with occasional round cells in the background of collagenous fibrous
tissue which showed hyalinization and many bundles of collagen fibres.
No inflammatory component was noticed throughout the lesion, the
histopathology was suggestive of Angiofibroma.

DISCUSSION

Nasopharyngeal angiofibroma is a well-defined entity sharply
localized in time, space, and sex. In 1980, De Vincentiis and Pindlli
reviewed a series of 704 cases of angiofibroma and found that 13
cases manifested outside the nasopharynx, thus suggesting that extra
nasopharyngeal localization of this tumour is a possible, athough
rare occurrence®. Angiofibromas rarely originate outside the
nasopharynx®. In 2004, Windfuhr and Remmert reviewed theliterature
and compiled 65 cases of extra nasopharyngeal angiofibromas in
which four cases had oropharyngeal origin and the maxilla was the
most commonly affected site®. Besides the different location, typical
clinical characteristics of extranasopharyngea angiofibromas, such
as, symptoms, age, sex, do not conform to agreat extent with that of
nasopharyngeal angiofibroma. Thisfact hasled to doubt asto whether
extranasopharyngeal angiofibromas, though structurally similar,
should be considered as being different from nasopharyngeal
angiofibromat. Recently, Celik etal also proposed that patients, who
have different characteristics other than the classical angiofibromas,
should be referred to as “atypical angiofibroma’. Due to these
different features, extranasopharyngeal angiofibromas can present a
diagnostic chalenge and a meticulous evaluation with a high index
of suspicion is essentia in establishing the correct diagnosis and
treatment. Angiofibromas are histologically composed of a
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proliferating vascular component set in afibrous stroma. The former
ischaracterized by blood vessels of different size and smooth muscle
content. The stroma consists of plump spindle, angular or stellate
shaped cells and a varying amount of collagen fibers. Immuno
histochemical analysis has shown that stromal cells have strong
cytoplasmic reactivity for vimentin and are generally
immunonegative for smooth muscle actin. For an experienced
pathologist athough accurate diagnosis of an angiofibroma is not
too difficult, but whenitslocationisan extremely rareone, amethodic
evaluation and ahigh index of suspicion are essential in establishing
the proper diagnosis and treatment.
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| ntussusception dueto Jgunal Lipoma: A Case Report.
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Abgtract: Benign tumorsof thesmall bowe arerareclinical entities. These often remain asymptomatic throughout life. Despite comprising 75% of the length and
90% of the surface area of the gastrointestinal tract, the small bowe harborsrelatively few primary neoplasms and fewer than 2% of gastrointestinal malignan-
cies. \ereport a case of jgunal lipoma that became symptomatic due to intermittent obstruction episodes and caused intestinal obstruction due to intussuscep-
tion. Lipoma was removed and the patient’s postoperative period was uneventful. In this case report, the diagnosis and management of intestinal lipomas are

discussed along with a literature review.

INTRODUCTION

Lipomas condtitute about 10% of the gastrointestinal benigntumours'
and there are limited scattered cases in the literature of intestinal
lipomas presented with bleeding?, and bleeding and intussusceptions®.
Symptoms due to obstruction in adults tend to be chronic or
intermittent and include pain, constipation, weight loss, or apal pable
abdomina mass at physical examination. Intussusceptions are much
less common in adults, who account for 10% of al intussusceptions,
and unlike in children, a lead point is usually found. In adults,
intussusceptions may be ileocolic, colocalic, enteroenteric and there
isno anatomic predilection. Thelead points of adult intussusceptions
that involvethe colon are usually malignant (carcinoma, lymphoma),
whereasthosethat involvethe small bowel tend to bebenign (lipoma,
polyp, Meckel diverticulum, from lymphoid hyperplasia secondary
to viral infection). The clinical presentation of patients with
intussusceptions  also differs in these two age groups. Children
present acutely with colicky abdominal pain, vomiting, and bloody
stools that look like currant jelly, and often a palpable mass.
Symptoms in adults tend to be more chronic or intermittent and
include pain, constipation, weight |oss, or apal pable abdominal mass
a physica examination®. The CT findings in intussusception are
usually pathognomonic. The CT features include: (a) A target like
or sausage like mass, depending on the angle of the beam relative to
the intussusception, in which the inner central area represented by
its mesenteric fat and associated vasculature, all of which are
surrounded by the thick-walled intussuscipiens . (b) Ord contrast

materia trapped between the opposing walls of the intussusceptum
and intussuscipiens. (c) A soft tissue mass secondary to the
intussusception, possibly with the accompanying lead point,
telescoping into the intussuscipiens’.

Here we report a case of smal intestina (jejuna) lipoma which
presented with intestinal obstruction caused due to intussusception
and review some aspects of diagnosis and treatment.

CASE REPORT

A 22 years old male patient was admitted to the emergency department
with a history of pain abdomen, fullness and nausea with few episodes
of vomiting for 4-5 days. He gave history of intermittent abdominal
pain, distention aggravated by eating and episodic hematochezia for
last 8 -10 months. There was no past history of any previous operation.
There was no family history of gastrointestinal disorders or neoplasms.
Bowel sounds were slightly increased. On physical examination, the
abdomen was without palpable masses, tenderness or rigidity. Mild
abdominal distension was noticed. Digital examination showed that the
rectum was empty of stool. Proctologic examination reveaed no signs
of hemorrhoids, fissure or fistula. Examination of the other systems
was normal. Plan X-ray abdomen and results of routine laboratory tests
were within normal limits. Abdominal computerized tomography (CT)
scan showed a fat density (-85 to -95 HU) lesion measuring approximately
5 c¢m in the lumen of the jegjuna loops with evidence of intussusceptions
(Fig. 1,2,3). On exploratory laparotomy, about 15 cm from duodeno-
jejunal junction a mass was felt in the lumen of small gut which had
caused increased in diameter of small gut. On enterotomy a polyp like
mass was seen filling the lumen of jejunum and it was arising from
mesenteric border of the gut and was submucosal (Fig. 4,5). The affected
segment of jejunum was resected with an end-to-end anastomosis. The
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