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Abstract
A lipoblastoma is a benign tumor of adipocytes originating from embryonic white fat and occurs in the
pediatric population. Congenital lipoblastomas, however, are rare, and the incidence of these tumors in
neonates is unknown. Due to their rare presentation, congenital oral lipoblastomas can, firstly, pose
diagnostic challenges for the pediatrician and must be differentiated from the more commonly seen oral
lesions in the newborn and other rare malignant growths. Secondly, these benign yet gradually enlarging
tumors may result in obstructive and/or compressive symptoms, an important consideration for congenital
tumors present in the facial, head, neck, and oral locations given impending airway compromise, dysphagia,
and feeding difficulties associated with large growths. We report a rare case of congenital buccal
lipoblastoma in a term female newborn presenting as a pedunculated mass arising from the left buccal
mucosa. She underwent surgical excision, and histopathological analysis revealed the mass to be a
lipoblastoma. Subsequently, the infant recovered well and has had no recurrence of the mass. Follow-up is
recommended post-excision, given the risk of recurrence, which is higher with incomplete resection and
lipoblastomatosis (a deep, infiltrative, ill-defined subtype of lipomatous tumors). The pleomorphic adenoma
gene 1 (PLAG 1) gene overexpression has been implicated in a majority of lipoblastomas and may aid in the
diagnosis of atypical tumors. Oral lipoblastoma should be considered in the differential diagnoses for
newborns presenting with a mass or growth in the oral cavity.
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Introduction
Lipoblastomas have been recognized in the literature as tumors arising from embryonic white fat, seen most
often in children [1]. However, reports of congenital lipoblastomas presenting in the newborn period are
scarce. Due to their infrequent occurrence in newborns, these tumor-like growths can prove to be diagnostic
dilemmas for the neonatal provider, who may not be familiar with this unusual clinical finding. Newborns
born with tumors within the oral cavity can show a varied presentation, from being completely
asymptomatic to having severe, life-threatening symptoms due to airway obstruction and respiratory failure,
adding to the complexity of medical decision-making [2]. Clinical presentation often depends upon the size
and location of the lesion and, as such, requires a tailored therapeutic approach. Here, we present a rare case
of congenital buccal lipoblastoma in a newborn.

Case Presentation
A female newborn was referred to our Neonatal Intensive Care Unit (NICU) for a buccal mass noted shortly
after birth. The baby was born at a gestational age of 39 weeks and five days via emergent Caesarian section
(C-section) due to fetal distress following spontaneous labor to a twenty-seven-year-old Gravida 2, Para 2,
African American mother. Pregnancy was complicated by the presence of a short cervix. The mother received
routine prenatal care and did not receive any medications during pregnancy other than prenatal
supplements. The mother’s prenatal labs were unremarkable. There was no history of smoking, alcohol
consumption, or any illicit substances during pregnancy. Spontaneous rupture of membranes occurred two
hours prior to C-section. Meconium was present in the amniotic fluid, and at delivery, the umbilical cord was
wrapped around the baby’s chest. The newborn was vigorous at delivery and weighed 3.16 kilograms. APGAR
scores were 8 and 9 at 1 and 5 minutes, respectively. The baby received vitamin K, the hepatitis B vaccine,
and erythromycin eye ointment at birth. At two hours of life, while being bottle-fed, the patient was noted to
have an oral mass on her left buccal surface. The infant was made nothing by mouth (NPO) by the referring
hospital upon discovery of the mass, and further attempts at oral feeding were not made. She was
subsequently transferred to our facility for further evaluation.

Upon arrival, the neonate appeared to be active and in no respiratory distress. Her vital signs were within
acceptable range for her age. Examination of her oral cavity revealed an approximately 2-centimeter
pedunculated soft tissue mass originating from the left posterior buccal surface, with a 5-millimeter-long
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stalk (Figure 1, panels A, B, C).

FIGURE 1: Images of buccal mass
(Panel A, B, C): Images of fleshy-appearing left buccal mass with well-defined margins inside the oral cavity of a
newborn.

The remainder of her physical exam was normal. Her laboratory tests, including a complete blood count,
renal function panel, and capillary blood gas evaluation, were unremarkable (Table 1).
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Laboratory test Result Reference range

Complete blood count   

Red blood cell count 5.5 million/µL 3.9 – 5.5 million/µL

Hemoglobin 21 g/dL 13.5 – 24 g/dL

Hematocrit 59.1% 42 – 60%

Mean corpuscular volume 106.7 fL 98 – 118 fL

Mean corpuscular hemoglobin 37.9 pg 31 – 38 pg

Mean corpuscular hemoglobin content 35.5 g/dl 30 – 36 g/dL

White blood cell count 19.58 x 103/µL 9 – 30 x 103/µL

Neutrophils 70.8%  66 – 87%

Lymphocytes 16.6% 20 – 37%

Monocytes 11.7% 4 – 12%

Eosinophils 0.2% 1 – 4%

Basophils 0.7% 0 – 1%

Platelet count 299 x 103/µL 150 – 400 x 103/µL

Mean platelet volume 9.8 fL 10 – 12 fL

Renal function panel   

Sodium 139 133 – 145 mmol/L

Potassium 4.3 3.2 – 6.3 mmol/L

Chloride 106 98 – 110 mmol/L

Carbon dioxide 19 18 – 27 mmol/L

Glucose 74 50 – 100 mg/dL

Calcium 10 6.9 – 10 mg/dL

Blood urea nitrogen 7 <5 – 19 mg/dL

Phosphorus 5.1 4.8 – 8.2 mg/dL

Albumin 4.1 2.6 – 3.6 g/dL

Creatinine 0.9 0.1 – 1.2 mg/dL

Arterial blood gas   

pH 7.4 7.32 – 7.49

pCO2 33 26 – 41 mm Hg

pO2 95 60 – 80 mm Hg

HCO3 22 16 – 24 mmol/L

Base deficit 4 0 – 2

TABLE 1: Laboratory tests
Screening lab tests obtained on admission

The infant’s blood type was B-positive. Some initial differential diagnoses included mucosal cyst, ectopic
thyroid tissue, and dental lamina cyst; however, the location and appearance of the patient’s mass did not
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match the typical presentation of these lesions.

Pediatric otolaryngology was consulted, and a complete excision of the mass was performed at the bedside
with local anesthesia and no complications on the day of life (DOL) 2. Additional imaging was not deemed
necessary due to the superficial, isolated, and well-encapsulated nature of the mass. The excised mass was
sent for histopathologic analysis. Microscopically, the mass was composed of lobules of adipocytes
separated by fibrous septae (Figure 2, panel A) with a background of marked, acute inflammation and
necrosis. The adipocytes displayed variable stages of maturation, including multivacuolated lipoblasts
(Figure 2, panel B). These morphologic findings were consistent with a diagnosis of lipoblastoma.

FIGURE 2: Histopathological images
(Panel A): 100x magnification, hematoxylin and eosin (H&E) stain showing adipocytes separated by fibrous
septum (arrow); (Panel B): 400x magnification, H&E stain showing adipocytes in variable stages of maturation,
including multivacuolated lipoblasts (arrow).

Post-excision, the infant was able to feed, void, and stool normally and was discharged home on DOL 4. Her
newborn metabolic screens were within normal limits. She was followed as an outpatient by pediatric
otolaryngology at three weeks and then again at four months of life. She showed no signs of recurrence of
the lesion or development of new lesions, and her surgical site was healing well. The infant continues to
grow appropriately and has no issues with feeding. 

Discussion
Lipomatous tumors are rare soft tissue tumors (10%) of childhood [1]. The incidence of these lesions in the
neonatal population is unknown. One such lesion is a lipoblastoma, which is benign in nature and presents
as a well-circumscribed growth of embryonic white fat [3,4]. Primarily pediatric tumors, lipoblastomas are
typically diagnosed within the first decade of life, although reports of congenital tumors are exceedingly
rare. Similarly, liposarcomas (malignant adipose tissue sarcomas) are also rarely seen in neonates, and the
exact incidence remains unknown. However, liposarcomas tend to affect pediatric patients in the second
decade of life. Lipoblastomas tend to have a male predilection [5,6] and most commonly occur in the
extremities or on the trunk [7] but can occur in other regions. 

Although benign, these tumors tend to progressively enlarge and depending upon the site of occurrence, can
cause symptoms from compression of surrounding tissues. Consequently, facial, oral, and neck lesions pose
unique clinical, diagnostic, and therapeutic challenges in the neonatal population. Neonatal patients may
have airway obstruction or compression which can clinically present as respiratory distress, a clinical entity
with a broad differential diagnosis in the newborn, and thus a high index of suspicion needs to be
maintained to ensure timely evaluation and intervention. Wan MH et al in 2021, reported a lingual
lipoblastoma in a newborn female that presented with respiratory distress and airway obstruction shortly
after birth [2]. Additionally, neonates may present with feeding difficulties. For both symptomatic and
asymptomatic neonates, interdisciplinary discussions regarding the timing of surgical intervention, the need
for transfer to a facility with a higher level of care, and in-patient monitoring versus outpatient follow-up,
are recommended by the authors. Lastly, the approach to a neonatal patient with lipoblastoma may be
different from that of an older child with lipoblastoma. Older pediatric patients may present with additional
symptoms, especially in the case of abdominal tumors. Consequently, the approach to surgery will also vary
depending on the location and size of the tumor.

Congenital lipoblastomas should be differentiated from other oral lesions such as mucosal cysts, congenital
epulides, ranulas, ectopic thyroid tissue, choristomas, hamartomas, and vascular lesions [8,9] in the
newborn. A detailed physical exam is the first step, as the anatomical location of the mass can provide clues
into underlying pathology. Lipoblastomas, which are generally encapsulated, must also be differentiated
from other lipomatous growths, including lipoblastomatosis [1], which is less well-defined and tends to be
infiltrative. This distinction is important as incomplete resection leads to recurrence in up to 25% of
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cases [10] due to the infiltrative nature of the lesion. Other differential diagnoses, albeit rare, include
liposarcoma of varying degrees of differentiation, lipomas, atypical lipomatous tumors, and lipomatosis [1]. 

Histologically, a lipoblastoma consists of lobules of adipocytes in multiple stages of maturation and is
separated by fibrous septae [11]. Abnormal pleomorphic adenoma gene 1 (PLAG 1) rearrangement (due to
alteration in chromosome 8) and overexpression of PLAG 1 protein are implicated in up to 70% of
lipoblastomas [11], and testing may be warranted if tumors are grossly or histologically atypical [12]. A
follow-up period of at least five years is recommended [13], although some authors feel this should be longer
based on institutional data [14,15].

Conclusions
Congenital oral lipoblastomas are rare, and depending on size and location, these can present as a painless
mass or swelling or be symptomatic at birth, potentially resulting in airway compromise and feeding
difficulties; as such, a high index of suspicion must be maintained. Lesions present at birth may not get
diagnosed until later when they are significantly larger. Pathology is diagnostic; however, cytogenetic
analyses for the aberrant PLAG 1 gene may be helpful in diagnostically challenging lesions. The prognosis is
excellent after complete resection. However, follow-up is recommended for a minimum of five years due to
the risk of recurrence.

Additional Information
Author Contributions
All authors have reviewed the final version to be published and agreed to be accountable for all aspects of the
work.

Concept and design:  Vonita Chawla, Sarah M. Perez

Acquisition, analysis, or interpretation of data:  Vonita Chawla, Indirapriya Avulakunta, Jeffrey A.
Dorrity, Kandi A. Stallings-Archer, Adam Johnson, Sarah M. Perez

Drafting of the manuscript:  Vonita Chawla, Kandi A. Stallings-Archer

Critical review of the manuscript for important intellectual content:  Vonita Chawla, Indirapriya
Avulakunta, Jeffrey A. Dorrity, Kandi A. Stallings-Archer, Adam Johnson, Sarah M. Perez

Disclosures
Human subjects: Consent for treatment and open access publication was obtained or waived by all
participants in this study. University of Arkansas for Medical Sciences issued approval N/A. Our institution
does not require ethical approval for reporting individual case reports. . Conflicts of interest: In compliance
with the ICMJE uniform disclosure form, all authors declare the following: Payment/services info: All
authors have declared that no financial support was received from any organization for the submitted work.
Financial relationships: All authors have declared that they have no financial relationships at present or
within the previous three years with any organizations that might have an interest in the submitted work.
Other relationships: All authors have declared that there are no other relationships or activities that could
appear to have influenced the submitted work.

References
1. Ameloot E, Cordier F, Van Dorpe J, Creytens D: Update of pediatric lipomatous lesions: a

clinicopathological, immunohistochemical and molecular overview. J Clin Med. 2022,
11:10.3390/jcm11071938

2. Wan MH, Tengku Nun Ahmad TE, Naicker MS, Abu Bakar MZ: Congenital tongue base lipoblastoma causing
neonatal airway compromise. BMJ Case Rep. 2021, 14: 10.1136/bcr-2020-239554

3. Abdul-Ghafar J, Ahmad Z, Tariq MU, Kayani N, Uddin N: Lipoblastoma: a clinicopathologic review of 23
cases from a major tertiary care center plus detailed review of literature. BMC Res Notes. 2018, 11:42.
10.1186/s13104-018-3153-8

4. Bruyeer E, Lemmerling M, Poorten VV, Sciot R, Hermans R: Paediatric lipoblastoma in the head and neck:
three cases and review of literature. Cancer Imaging. 2012, 12:484-7. 10.1102/1470-7330.2012.0037

5. Zhang W, Zhang S, Yang Z, Zhang Y, Wang Z: Lipoblastoma in one adult and 35 pediatric patients:
Retrospective analysis of 36 cases. Exp Ther Med. 2023, 25:11. 10.3892/etm.2022.11710

6. Coffin CM, Lowichik A, Putnam A: Lipoblastoma (LPB): a clinicopathologic and immunohistochemical
analysis of 59 cases. Am J Surg Pathol. 2009, 33:1705-12. 10.1097/PAS.0b013e3181b76462

7. Putra J, Al-Ibraheemi A: Adipocytic tumors in children: A contemporary review . Semin Diagn Pathol. 2019,
36:95-104. 10.1053/j.semdp.2019.02.004

8. Chapman MC, Soares BP, Li Y, Shum DJ, Glenn OA, Glastonbury CM, Courtier JL: Congenital oral masses: an
anatomic approach to diagnosis. Radiographics. 2019, 39:1143-60. 10.1148/rg.2019180128

9. Bilodeau EA, Hunter KD: Odontogenic and developmental oral lesions in pediatric patients . Head Neck
Pathol. 2021, 15:71-84. 10.1007/s12105-020-01284-3

 

2024 Chawla et al. Cureus 16(12): e75461. DOI 10.7759/cureus.75461 5 of 6

javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
https://dx.doi.org/10.3390/jcm11071938
https://dx.doi.org/10.3390/jcm11071938
https://dx.doi.org/10.1136/bcr-2020-239554
https://dx.doi.org/10.1136/bcr-2020-239554
https://dx.doi.org/10.1186/s13104-018-3153-8
https://dx.doi.org/10.1186/s13104-018-3153-8
https://dx.doi.org/10.1102/1470-7330.2012.0037
https://dx.doi.org/10.1102/1470-7330.2012.0037
https://dx.doi.org/10.3892/etm.2022.11710
https://dx.doi.org/10.3892/etm.2022.11710
https://dx.doi.org/10.1097/PAS.0b013e3181b76462
https://dx.doi.org/10.1097/PAS.0b013e3181b76462
https://dx.doi.org/10.1053/j.semdp.2019.02.004
https://dx.doi.org/10.1053/j.semdp.2019.02.004
https://dx.doi.org/10.1148/rg.2019180128
https://dx.doi.org/10.1148/rg.2019180128
https://dx.doi.org/10.1007/s12105-020-01284-3
https://dx.doi.org/10.1007/s12105-020-01284-3


10. Spătaru RI, Cîrstoveanu C, Iozsa DA, Enculescu A, Tomescu LF, Șerban D: Lipoblastoma: Diagnosis and
surgical considerations. Exp Ther Med. 2021, 22:903. 10.3892/etm.2021.10335

11. Gerhard-Hartmann E, Vokuhl C, Roth S, et al.: The histological and molecular spectrum of lipoblastoma: A
case series with identification of three novel gene fusions by targeted RNA-sequencing. Pathol Res Pract.
2021, 226:153591. 10.1016/j.prp.2021.153591

12. Fallon SC, Brandt ML, Rodriguez JR, Vasudevan SA, Lopez ME, Hicks MJ, Kim ES: Cytogenetic analysis in
the diagnosis and management of lipoblastomas: results from a single institution. J Surg Res. 2013, 184:341-
6. 10.1016/j.jss.2013.05.010

13. McVay MR, Keller JE, Wagner CW, Jackson RJ, Smith SD: Surgical management of lipoblastoma. J Pediatr
Surg. 2006, 41:1067-71. 10.1016/j.jpedsurg.2006.02.025

14. Séguier-Lipszyc E, Baazov A, Fichman S, Ash S, Freud E: Current management of lipoblastoma . Eur J
Pediatr. 2018, 177:237-41. 10.1007/s00431-017-3059-9

15. Dao D, Najor AJ, Sun PY, Farrokhyar F, Moir CR, Ishitani MB: Follow-up outcomes of pediatric patients who
underwent surgical resection for lipoblastomas or lipoblastomatosis: a single-institution experience with a
systematic review and meta-analysis. Pediatr Surg Int. 2020, 36:341-55. 10.1007/s00383-019-04612-z

 

2024 Chawla et al. Cureus 16(12): e75461. DOI 10.7759/cureus.75461 6 of 6

https://dx.doi.org/10.3892/etm.2021.10335
https://dx.doi.org/10.3892/etm.2021.10335
https://dx.doi.org/10.1016/j.prp.2021.153591
https://dx.doi.org/10.1016/j.prp.2021.153591
https://dx.doi.org/10.1016/j.jss.2013.05.010
https://dx.doi.org/10.1016/j.jss.2013.05.010
https://dx.doi.org/10.1016/j.jpedsurg.2006.02.025
https://dx.doi.org/10.1016/j.jpedsurg.2006.02.025
https://dx.doi.org/10.1007/s00431-017-3059-9
https://dx.doi.org/10.1007/s00431-017-3059-9
https://dx.doi.org/10.1007/s00383-019-04612-z
https://dx.doi.org/10.1007/s00383-019-04612-z

	A Rare Case of Congenital Buccal Lipoblastoma in a Term Neonate
	Abstract
	Introduction
	Case Presentation
	FIGURE 1: Images of buccal mass
	TABLE 1: Laboratory tests
	FIGURE 2: Histopathological images

	Discussion
	Conclusions
	Additional Information
	Author Contributions
	Disclosures

	References


