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Rare Preauricular Lipoblastoma in a 27-Year-Old Man
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Background Preauricular masses encompass a diverse range of etiologies, with those of soft tissue origin presenting unique 
diagnostic considerations. Lipoblastoma, a benign adipocytic tumor, typically occurs in infancy and early 
childhood, most commonly on the trunk or extremities. Its presentation as a preauricular soft tissue mass in 
an adult is exceptionally rare. This report details such a case in a 27-year-old male.

Summary A 27-year-old male presented with a two-year history of a progressively enlarging, non-tender, mobile, soft 
3 cm mass in the right preauricular region. He reported intermittent swelling of the mass, particularly after 
alcohol consumption, but denied associated pain or drainage. A prior two-week course of antibiotics had 
yielded no reduction in size. Ultrasound characterized the mass as hyperechoic, while magnetic resonance 
imaging (MRI) revealed a superficial, well-circumscribed lesion without involvement of the parotid gland or 
external auditory canal.

The mass was subsequently resected under local anesthesia. Intraoperatively, the 3 cm lesion was bluntly 
dissected from the surrounding tissues down to the superficial musculoaponeurotic system (SMAS) layer; 
no distinct capsule was identified. Facial nerve function was confirmed to be intact following excision. The 
wound was irrigated, hemostasis was achieved, and the incision was closed in layers without complication. 
Histopathological examination revealed adipocytic tissue in various stages of maturation, occasional 
lipoblasts, and a myxoid to fibroid stroma. Immunohistochemical staining demonstrated tumor cells positive 
for CD34 and S100, with expression of RB1, consistent with a diagnosis of lipoblastoma.

Conclusion The differential diagnosis for preauricular masses is broad, including benign lipomas, myxoid liposarcomas, 
lymphangiomas, and benign or malignant parotid neoplasms. Lipoblastomas, while benign, are 
predominantly tumors of early childhood and are rarely encountered in adults, especially in the head and 
neck region. This case highlights an unusual presentation of lipoblastoma in an adult male. Definitive 
diagnosis relies on histopathological examination following complete surgical excision with clear margins, 
which is crucial to minimize the risk of local recurrence.
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Case Description
A 27-year-old male presented with a two-year history of a 
right preauricular mass. He reported that the mass inter-
mittently increased in size, particularly following alcohol 
consumption, but denied any associated pain, drainage, or 
constitutional “B” symptoms (fever, night sweats, weight 
loss). An empirical two-week course of antibiotics pre-
scribed prior to our evaluation had resulted in no discern-
ible change in the size of the mass.

On physical examination, a 3 cm, non-tender, mobile, soft 
subcutaneous mass was palpated in the right preauricular 
region. Initial ultrasonography characterized the lesion 
as a hyperechoic soft tissue mass. Subsequent magnetic 
resonance imaging (MRI) revealed a well-circumscribed, 
non-specific lesion confined to the superficial soft tissues 
of the right preauricular area, without evidence of involve-
ment of the underlying parotid gland or external auditory 
canal (Figure 1).

Figure 1. MRI of Preauricular Lipoblastoma. Published with Permission

(A) Axial T1-weighted image demonstrating a well-circumscribed lesion 
(arrow) within the superficial soft tissues, appearing hyperintense to muscle. 
(B) Axial T2-weighted image showing the lesion (arrow) as predominantly 
hyperintense with some internal heterogeneity. (C) Coronal T1-weighted 
fat-suppressed (FS) image post-contrast, illustrating the lesion (arrow) with 
peripheral and some internal enhancement, confirming its superficial location 
without invasion of the parotid gland or external auditory canal.
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Given the diagnostic uncertainty and the patient’s symp-
toms, complete surgical excision was recommended and 
performed under local anesthesia. Intraoperatively, the 
mass appeared unencapsulated and was carefully dissected 
from the surrounding subcutaneous tissue down to the lev-
el of the superficial musculoaponeurotic system (SMAS). 
Facial nerve integrity was confirmed throughout the pro-
cedure. As the lesion was benign and surgically resectable 
with clear margins, neoadjuvant or adjuvant therapies such 
as chemotherapy or radiation (which could be considered 
for size reduction in unresectable benign tumors or for 
malignant lesions) were not indicated. Histopathological 
examination of the excised specimen revealed tumor cells 
positive for CD34 and S100, with expression of RB1 (Fig-
ure 2), findings consistent with a diagnosis of lipoblasto-
ma.

Discussion
Lipoblastomas are benign neoplasms arising from embry-
onic fat cells (lipoblasts) and are predominantly tumors 
of infancy and early childhood.1 They are relatively rare, 
with an estimated prevalence of approximately 3.5 per 
1,000,000 individuals.2 Current literature suggests a male 
predominance, with reported male-to-female ratios around 
2:1.3

Lipoblastomas are histologically subclassified into two 
main types: circumscribed and diffuse. The circumscribed 
variant, which is typically superficial and often encapsulat-
ed, accounts for approximately 70% of cases. Diffuse lipo-
blastomas, representing about 30% of cases, are poorly cir-
cumscribed and exhibit a more infiltrative growth pattern 
into deeper tissues.4 Radiologically, lipoblastomas present 

Figure 2. Immunohistochemical Stains of Soft Tissue Mass Biopsy. Published with Permission
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(A) H&E stain (40x original magnification) showing lobules of adipocytic cells in varying stages of maturation, separated by fibrous bands. (B) At 40x magnification, 
an admixture of mature adipocytes, occasional lipoblasts (immature fat cells with vacuolated cytoplasm and scalloped nuclei), and a myxoid to fibrous stroma is 
highlighted. (C) A higher-power view (100x magnification) further details the adipocytic tissue, lipoblasts, and primitive ovoid stromal cells within the myxoid stroma. 
(D) Immunohistochemical stain for CD34 (100x magnification) demonstrating diffuse positive staining within the spindled stromal cell component and capillary 
endothelium.
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as soft tissue masses. Ultrasound typically demonstrates a 
hyperechoic fatty component interspersed with hypoecho-
ic myxoid areas.4 Computed tomography (CT) and MRI 
often depict regions of low signal intensity consistent with 
fat.1 Histologically, lipoblastomas are characterized by a 
lobular architecture with fibrous septa, containing a mix-
ture of mature adipocytes, primitive mesenchymal cells, 
myxoid stroma, and hallmark lipoblasts in various stages 
of differentiation.4 Cytogenetic analysis, often utilizing 
fluorescence in situ hybridization (FISH), can aid in dis-
tinguishing lipoblastomas from other adipocytic tumors; 
rearrangements involving the PLAG1 gene region on chro-
mosome 8 (particularly 8q11-13) and polysomy of chro-
mosome 8 are characteristic findings.5

Although benign, lipoblastomas can exhibit rapid growth 
and, depending on their location, may impinge upon or 
damage adjacent structures. For instance, head and neck 
lipoblastomas can potentially lead to airway compromise 
if they attain significant size. The definitive treatment for 
lipoblastoma is complete surgical excision with negative 
margins. Despite their benign nature, local recurrence has 
been reported in up to 25% of cases, particularly for the 
diffuse subtype or when complete excision is challenging.1,6 
A general diagnostic and management algorithm is often 
followed (Figure 3).7 Resection of recurrent lipoblastomas 
can be complicated by scarring from prior surgery and 
the infiltrative nature of some tumors, especially in ana-

tomically complex or sensitive regions like the head and 
neck.1 Lipoblastomas occurring near critical neurovascu-
lar structures often have higher recurrence rates due to the 
increased difficulty in achieving wide negative margins.8 
Nevertheless, complete resection, when feasible, is criti-
cal, particularly in areas like the head and neck, to prevent 
functional compromise from continued tumor growth. 
Potential complications of surgical excision include intra-
operative bleeding, hematoma formation, infection, injury 
to adjacent neurovascular structures, postoperative venos-
tasis (a concern particularly with large retroperitoneal lipo-
blastomas9), and tumor recurrence if complete excision is 
not achieved. Long-term follow-up, typically for five to ten 
years, is generally recommended, as recurrences have been 
documented even a decade after initial resection.1,10

While lipoblastomas can arise anywhere in the body, they 
are most commonly located on the trunk and extremities. 
The head and neck region is a less frequent site, account-
ing for only 10-15% of cases.11 Various preauricular masses 
are described in the literature, though few are of purely 
soft tissue origin without parotid involvement. Differen-
tial diagnoses include angiomatoid fibrous histiocytoma 
(AFH),12 tumor calcinosis (presenting as a bony swell-
ing),13 and subcutaneous adipose tissue deposits in patients 
with lipodystrophy.14

When considering the broader differential for a preauricu-
lar soft tissue mass, common entities include benign lipo-
mas, myxoid liposarcomas (a key malignant differential), 
lymphangiomas, and benign or malignant parotid gland 
tumors (e.g., pleomorphic adenomas, mucoepidermoid 
carcinomas, adenoid cystic carcinomas).3 A combination 
of imaging, meticulous histological examination, and, 
increasingly, cytogenetic analysis (FISH or karyotyping) 
is utilized to differentiate lipoblastomas from these other 
head and neck tumors. Definitive diagnosis relies on his-
topathology, which reveals immature fat cells at various 
stages of differentiation, organized into lobules separated 
by fibrous septae.3 A crucial distinguishing feature from 
liposarcomas is the absence of significant nuclear atypia 
in lipoblastomas. Furthermore, the characteristic chromo-
somal rearrangements involving chromosome 8 (PLAG1) 
are specific to lipoblastomas and are not found in liposar-
comas.15,16

Figure 3. Lipoblastoma Diagnosis and Management Algorithm.
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Conclusion
The presented case of a preauricular soft tissue mass in a 
27-year-old male, confirmed histopathologically as a lipo-
blastoma, is unusual given the patient’s age and the tumor’s 
location. While the male predominance aligns with typ-
ical epidemiology, adult presentations, especially in the 
head and neck, are rare. Complete surgical excision was 
achieved, and the patient had no evidence of recurrence at 
four-month follow-up, with no further concerns report-
ed after one year. The superficial location of the tumor, 
without involvement of critical neurovascular structures, 
facilitated complete resection, thereby likely reducing the 
risk of recurrence. The patient remained tumor-free at his 
four-month postoperative follow-up.

This case study serves as an important reminder for clini-
cians to include lipoblastoma in the differential diagnosis 
of head and neck soft tissue masses, even in adult patients. 
The findings also offer further support for the established 
diagnostic criteria and histopathological features of lipo-
blastomas currently noted in the literature.

Lessons Learned
The presented case underscores the necessity of careful 
surgical resection and comprehensive histopathological 
evaluation for soft tissue masses of unknown origin, even 
in seemingly straightforward locations. Lipoblastomas, in 
particular, have a wide differential diagnosis and require 
meticulous pathological assessment, including immuno-
histochemistry and potentially cytogenetics, to confirm the 
diagnosis and differentiate them from malignant adipocyt-
ic tumors. The optimal diagnostic approach, as employed 
in this case, involves thorough preoperative imaging fol-
lowed by complete surgical excision and detailed patholog-
ical analysis. Although lipoblastomas possess no malignant 
potential, complete resection with clear surgical margins is 
paramount to minimize the likelihood of local recurrence. 
Consequently, longitudinal clinical follow-up, potentially 
for five to ten years, is recommended to monitor for late 
recurrences. Follow-up for the patient described is ongo-
ing, and continued surveillance will be essential to ensure 
optimal long-term surgical outcomes.
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