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Abstract  Case Report 
 

Lipoblastoma is a benign soft tissue tumor that originates from embryonic white fat. It typically presents as a slow-

growing mass, frequently appearing in the extremities and trunk of young children. Histological examination remains 

the gold standard for confirming the diagnosis of lipoblastoma; however, radiological evaluation can assist in 

identifying, assessing the extent, and characterizing the mass prior to excision. Although cases of lipoblastoma in the 

facial region are relatively rare, they may present as visible swelling in the buccal area, raising concerns among parents 

and practitioners. This condition can sometimes be mistaken for other pathologies, making diagnosis more challenging. 

Here, we report the case of a 4-year-old female patient presenting with a painless mass in the left buccal region. Imaging 

modalities suggested the presence of encapsulated fat within the mass. The patient subsequently underwent complete 

excision, and histopathological examination confirmed the diagnosis of lipoblastoma. This study highlights the 

possibility of lipoblastoma occurring in rarely affected regions, such as the face in children, and the role of imaging 

examinations in diagnosis and therapeutic options. This case underscores the importance of early recognition of this 

condition to prevent unnecessary interventions and ensure appropriate management. 
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INTRODUCTION 
Lipoblastoma is a benign mesenchymal tumor 

derived from embryonic fat, resulting from the 

proliferation of immature adipocytes (adipoblasts). 

Although rare, it primarily occurs in infants and young 

children, with a predilection for children under the age of 

3 years [1,2]. The tumor most commonly locates in the 

subcutaneous tissues of the limbs and trunk; however, 

other unusual locations have been reported in the 

literature, including the face, neck, parotid gland, 

mediastinum, chest region, abdomen, scrotum [3], 

axillary region [4], and thoracic wall [5]. In our case, we 

report a rare location of a lipoblastoma in the Bichat fat 

pad in the left jugal region of a 4-year-old child. 

 

PATIENT AND OBSERVATION 
A 4-year-old child with no significant medical 

history. On clinical examination, she presented with a 

congenital left buccal subcutaneous mass, progressively 

increasing in size since birth. The mass was soft, with 

telangiectasia, non-tender, non-adherent to the deep 

plane, displacing the nose and retracting the ipsilateral 

labial commissure, with no other associated signs. (Fig. 

1) 

 

    
Fig. 1: Preoperative clinical appearance 
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Paraclinical examinations revealed: 

Facial MRI:  

A mass in the left Bichat fat pad, partially 

encapsulated, measuring approximately 44x38mm. It is 

hyperintense on T1 and T2, with complete suppression 

on fat saturation, showing the presence of internal septa. 

It enhances with contrast medium at the septa and 

displays serpiginous blood flow from the arteries. The 

mass is in contact with the masseter muscle, the 

intermaxillary commissure, the retromolar trigone, and 

the lateral pterygoid muscle. The other deep facial spaces 

are free of involvement. The appearance is highly 

suggestive of a lipoblastoma of the left Bichat fat pad. 

(Fig. 2) 

 

 

  
Fig. 2 : Preoperative facial MRI 
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A complete blood count, which was found to be 

normal After the pre-anesthetic consultation, surgical 

intervention was recommended to remove the excess 

adipose tissue. The procedure was performed under 

general anesthesia, allowing for the complete excision of 

the adipose mass, measuring 5/4/1 cm, as well as a 

biopsy of the superficial fat, via an intraoral approach 

(Fig. 3). The patient was monitored on an outpatient 

basis to prevent any postoperative complications. 

 

    
Fig. 3 : Intraoperative photo of the excision 

 

An histopathological examination of the 

excised specimen revealed hyperplastic adipose tissue, 

showing arterioles and veins with thickened smooth 

muscular walls, occasionally surrounded by capillary 

clusters. All of these clinical, paraclinical, and 

histopathological findings were in favor of a 

lipoblastoma. 

 

The evolution was marked by a reduction in the 

size of the left buccal region, leaving a left buccal ptosis 

and significant skin laxity. (Fig. 4) 

 

    
Fig. 4: Clinical appearance 8 months postoperatively 

 

DISCUSSION 
Lipoblastoma is a rare benign soft tissue tumor, 

primarily observed in young children. The term 

"lipoblastoma" was introduced by Jaffe in 1926. It most 

commonly affects the subcutaneous tissues of the limbs 

and trunk. Approximately 88% of cases are diagnosed 

before the age of 2, although some lipoblastomas may 

present at birth [5], as in the case of our patient. 

Lipoblastoma is often referred to as "infantile lipoma" 

due to its immature nature compared to adult lipomas. In 

1973, Chung and Enzinger [6] identified two distinct 

forms of this tumor: the encapsulated lobulated 

lipoblastoma, and diffuse lipoblastomatosis, which is a 

non-encapsulated, deeper, and more infiltrative mass 

involving adjacent structures. The etiopathogenesis of 

lipoblastoma remains unknown; however, it has been 

hypothesized that this tumor could be caused by 

chromosomal abnormalities. Gisselson et al., discovered 

that some patients with lipoblastoma have alterations in 

the PLAG1 oncogene on chromosome 8q12, which may 

lead to the transformation of mesenchymal progenitor 

cells into lipoblastomatous cells with varying degrees of 

proliferation and differentiation [7].  

 

Lipoblastoma can be clinically difficult to 

differentiate from other lipomatous tumors, and the main 

differential diagnoses include lipoma, liposarcoma, and 

teratoma [8]. Lipoma is rare in young children and can 

be excluded when a tumor contains non-adipose 

components, while teratoma typically presents with 

calcifications [8]. Myxoid liposarcoma is extremely rare 

in children under the age of 10 years old [9]; however, it 

remains the most important differential diagnosis due to 

its similar clinical presentation [10,11]. Additionally, 

both lipoblastoma and myxoid liposarcoma present 

hyperintense components on T2-weighted MRI, 

corresponding to an abundant myxoid matrix, which 

complicates the differentiation of these two entities 

based solely on imaging [8]. 
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Radiological imaging can be useful in assessing 

the extent of the disease and assisting in surgical excision 

planning ; however, its use is limited in differentiating 

lipomatous tumors [12]. MRI is the modality of choice 

for locating and characterizing lipoblastoma, as it is non-

invasive and does not expose children to radiation 

[15,17,18]. It is useful for determining the anatomical 

extent, tissue involvement, and characteristics of te mass, 

while providing information on other tissue features, 

such as cystic components, vascularity, and enhancement 

after contrast administration [8,19]. MRI also allows for 

the analysis of the tumor's relationship with adjacent 

structures and vascular-nervous elements [17,18]. On 

MRI, lipoblastoma appears as a solid, lobulated fatty 

mass with heterogeneous hyperintense signals on both 

T1 and T2-weighted images, due to the variable 

proportions of adipocytes, myxoid tissue, and fibrous 

tissue [15,16,17,20]. Lipoblastoma appears hypointense 

on T1-weighted images with fat saturation and shows 

enhancement at the septa and solid components after 

contrast administration [13,14]. The signal intensity of 

the fatty component in lipoblastoma is positively 

correlated with the proportion of mature adipocytes, 

which exhibit higher signal intensity on T1-weighted 

images compared to lipoblasts [8,21]. 

 

The definitive diagnosis relies on 

histopathological examination. Compared to 

liposarcoma, lipoblastoma has a more lobulated 

architecture and more uniform growth pattern. 

Lipoblastoma does not show nuclear atypia or mitotic 

activity, and also it lacks the distinctive microcystic 

spaces frequently observed in liposarcomas [10,22]. 

Macroscopically, a typical lipoblastoma presents as a 

light yellow or cream-colored mass, often marbled with 

homogeneous gelatinous or pale pink myxoid areas [23]. 

The mass is also lobulated, encapsulated, and soft 

[22,23]. Microscopically, both the circumscribed and 

diffuse forms of lipoblastoma exhibit a lobular 

architecture composed of adipocytes to varying degrees, 

separated by fibrous septa often rich in capillaries and 

venules arranged in a plexiform pattern [8,11,22,23].  

 

Lipoblastoma does not exhibit malignant 

characteristics; however, recurrences have been reported 

in 14% to 25% of cases, primarily due to incomplete 

excision [23,24]. If the patient is asymptomatic, simple 

clinical surveillance may be sufficient. However, in the 

case of rapid mass progression or the onset of symptoms, 

the treatment of choice remains complete surgical 

excision with preservation of adjacent tissues [19,25,26]. 

Postoperative follow-up is necessary to detect potential 

recurrences and monitor the size of incompletely 

resected lesions. MRI follow-up for a period of 5 years 

is recommended [24,26]. 

 

In our case report, a 4-year-old girl presented 

with a congenital left buccal subcutaneous mass, 

telangiectatic, increasing in size since birth and 

displacing adjacent structures. A radiological 

examination using MRI showed a mass in the left buccal 

fat pad, partially encapsulated, hyperintense on both T1 

and T2, disappearing with fat saturation and showing 

internal septa. A complete excision of the mass was 

performed via an intraoral approach. The definitive 

diagnosis was established through histopathological 

examination, which revealed hyperplastic adipose tissue 

showing arterioles and veins with thickened smooth 

muscle walls. This diagnosis is consistent with the 

symptoms and radiological findings, demonstrating that 

lipoblastoma can also occur in the buccal fat pad, 

although it is more commonly observed in the limbs and 

trunk. In our case, the 8-month postoperative follow-up 

showed no signs of recurrence but revealed ptosis and 

laxity of the buccal skin, which will be treated in a 

second surgical procedure. 

 

CONCLUSION 
Lipoblastoma is a benign tumor derived from 

adipose tissue, primarily occurring in young children. 

Complete excision of the tumor is recommended, and 

accurate identification of the mass before surgery is 

crucial for optimizing surgical planning. MRI is the 

imaging modality of choice to confirm the presence of 

adipose tissue in the lesion and to assess anatomical 

relationships. In the case of our patient, the diagnosis of 

lipoblastoma was unusual due to its location in the buccal 

fat pad; however, the clinical symptoms and radiological 

imaging supported this diagnosis. 

 

Patient Consent:  

I, on behalf of all the authors, confirm that 

informed consent was fully obtained from the legal 

representative (the mother) for the publication of this 

study and associated images. The patient and her legal 

representative voluntarily participated in the study. They 

were informed that the results of the patient's radiological 

examinations would be published for scientific purposes. 

 

Conflicts of Interest: 

Declaration of competing interests: The authors 

declare that they have no financial interests or personal 

relationships that could have influenced the work 

presented in this article. 

 

REFERENCES  
1. Kriaa S, Golli M, Zbidi M, Hafsa CH, Moussa A, 

Belguith M et al., Lipoblastome omental : à propos 

d´un cas. J Radiol. 2005 ;86(12):1808-9. Beebe 

MM, Melvin D Smith. Omental Lipoblastoma. J 

Pediatr Surg. 1993 ;28(12):1626-7.  

2. Yuan-Heng Mo, Steven Peng, Yiu-Wah Li, Chia-

Tung Shun. Mesenteric lipoblastoma: case report. 

Pediatric Radiology. 2003 ;33 :37-40.   

3. Adnani A, Chellaoui M, Chat L, Dafiri R. Aspect 

inhabituel d´un lipoblastome axillaire chez un 

nourisson. J Radiol. 2005 ;86(9):1043-5.   

4. Kchaou I, Boccon-Gibod L, Ducou Le Pointe H. 

Lipoblastome de la paroi thoracique chez un 



 

 

M. Marzak et al, SAS J Surg, May, 2026; 12(5): 360-364 

© 2026 SAS Journal of Surgery | Published by SAS Publishers, India                        364 

 

 

nourrisson de 11 mois. Archives de pédiatrie. 2007 

;14(7): 915-916.  

5. Kahn, J. L., Sick, H., Laude, M., & Koritké, J. G. 

(1988). Le corpus adiposum buccae (boule de 

Bichat). Cells Tissues Organs, 132(1), 41–47. 

6. Gisselsson D, Hibbard MK, Dal Cin P, Sciot R, Hsi 

BL, Kozakewich HP, et al., PLAG1 alterations in 

lipoblastoma: involvement in varied mesenchymal 

cell types and evidence for alternative oncogenic 

mechanisms. Am J Pathol. 2001 ;159(3):955–962. 

doi: 10.1016/S0002-9440(10)61771-3.  

7. Shek K.W., Cheng S.S., Tse K.S., Lai K.C., Chan 

M.K. Lipoblastoma : different features on magnetic 

resonance imaging. Hong Kong J Radiol. 2015 

;18:302–306.  

8. Fletcher CDM. Elsevier Saunders; Philadelphia: 

2013. Diagnostic histopathology of tumors.  

9. Moholkar S, Sebire NJ, Roebuck DJ. Radiological-

pathological correlation in lipoblastoma and 

lipoblastomatosis. Pediatr Radiol. 2006 ;36(8):851–

856. doi: 10.1007/s00247-006-0175-5.  

10. Srinivas GN, Chalageri AB, Gupta A, Vijayanand 

M. Lipoblastoma: a rare benign, pediatric soft tissue 

tumor. 2013 ;6(3):305–7. 

11. Kok KY, Telisinghe PU. Lipoblastoma: clinical 

features, treatment, and outcome. World J Surg. 

2010 ;34(7):1517–1522. doi: 10.1007/s00268-010-

0466-8. 

12. Murphey MD, Carroll JF, Flemming DJ, Pope TL, 

Gannon FH, Kransdorf MJ. 24 (5) 2004. From the 

archives of the AFIP : benign musculoskeletal 

lipomatous lesions; pp. 1433–1466. 

(Radiographics).  

13. Ambusaidi FM, Al-Mammari L, Al-Brashdi Y, Al-

Shamsi RM. Imaging features of Lipoblastoma. Int 

J Pediatr Adolescent Med. 2022 ;9(1):69–72. doi: 

10.1016/j.ijpam.2021.05.004.  

14. Lomoro P, Simonetti I, Nanni AL, Corsani G, Togni 

G, Fichera V, et al.,Imaging of head and neck 

lipoblastoma: case report and systematic review. J 

Ultrasound. 2021 ;24(3):231–239. doi: 

10.1007/s40477-020-00439-w.  

15. McRae J, Hashmi A, Radulescu A, Carter CS, Khan 

FA. Lipoblastomas and liposarcomas in paediatric 

patients : a case series. J Int Med Res. 2021 ;49(3) 

doi: 10.1177/0300060520981362.  

16. Abraham-Mendoza S, Padilla-Guevara R, Cortés-

García C, Morales-Piñón E, García-Salazar J, 

Téllez-Bernal E. Lipoblastoma: case report and 

literature review. Gaceta Mexicana de Oncología. 

2018 ;16:348–351.  

17. Maamatou W, Trabelsi F, Leila J, Daib A, Rabiaa B, 

Asma J, et al.,A giant lipoblastoma in a 13-month-

old girl: a case report. J Surg. 2022 ;10(5):180–183 

18. Susam-Sen H, Yalcin B, Kutluk T, Cahit Tanyel F, 

Haliloglu M, Orhan D, et al.,Lipoblastoma in 

children: review of 12 cases. Pediatr Int. 2017 

;59(5):545–550. doi: 10.1111/ped.13239.  

19. Chen CW, Chang WC, Lee HS, Ko KH, Chang CC, 

Huang GS. MRI features of lipoblastoma: 

differentiating from other palpable lipomatous 

tumor in pediatric patients. Clin Imaging. 

2010;34(6):453–457. doi: 

10.1016/j.clinimag.2009.11.009.  

20. Reiseter T, Nordshus T, Borthne A, Roald B, Naess 

P, Schistad O. Lipoblastoma: MRI appearances of a 

rare paediatric soft tissue tumour. Pediatr Radiol. 

1999;29(7):542–545. doi: 

10.1007/s002470050641.  

21. Own AI, Salam IM, Mahmoud MA, Elamin EM, El 

Hassan AM. Lipoblastoma in a four-year-old 

African child. Fetal and pediatric pathology. 2005 

;24(3):133–9.  

22. Chung EB, Enzinger FM. Benign lipoblastomatosis. 

An analysis of 35 cases. Cancer. 1973;32(2):482–

492. doi: 10.1002/1097-

0142(197308)32:2<482::aid-

cncr2820320229>3.0.co;2-e.  

23. Han JW, Kim H, Youn JK, Oh C, Jung SE, Park 

KW, et al.,Analysis of clinical features of 

lipoblastoma in children. Pediatr Hematol Oncol. 

2017;34(4):212–220. doi: 

10.1080/08880018.2017.1354949.  

24. Hashimoto S, Kikuta K, Sekita T, Nakayama R, 

Takayama S, Sasaki A, et al.,A giant popliteal 

lipoblastoma in a 23-month-old girl: a case report. 

Journal of Med Case Rep. 2017 ;11(1):338. doi: 

10.1186/s13256-017-1513-y.  

25. McVay MR, Keller JE, Wagner CW, Jackson RJ, 

Smith SD. Surgical management of lipoblastoma. J 

Pediatr Surg. 2006;41(6):1067–1071. doi: 

10.1016/j.jpedsurg.2006.02.025. 

 


