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Abstract The buccal fat pad is a trigone-shaped adipose
tissue located in the cheek that assumes numerous func-
tional and aesthetic clinical uses. It has been studied exten-
sively within the past four decades, and its use in repairing
common and debilitating oral defects is the motive for con-
tinued research on this topic. It is vital to understand the eti-
ology of any oral defect or of a lesion of the buccal fat pad,
for a misdiagnosis can prevent effective treatment of the
underlying problem. In this review, we describe the embry-
ology and anatomy of the buccal fat and its association with
clinical condition and clinical procedures.
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Introduction

For centuries, many anatomists, physicians and patholo-
gists have been studying the fat pads of the face. The com-
plex nature of the buccal fat pad concerning both anatomy
and function has sparked recent interest. These adipose
structures play an important role in facial aesthetics of peo-
ple of all ages, from neonates to adults. Because of the loca-
tion of the buccal fat pad, it is prone to undergo clinically
significant pathologies such as lipoma, herniation, and
pseudoherniation. The location, however, also allows for
easy access to cover a myriad of oral defects and lesions
including congenital palatal defects and numerous neoplas-
tic lesions, among others. This paper will review the
embryology, gross anatomy, function and pathologic pro-
cesses of the buccal fat pad.

Embryology

Much of our knowledge regarding the prenatal morphogen-
esis of human fat tissue is derived from studies conducted
in the 1980s. A landmark study by Poissonnet et al. [24]
studied the growth and development of adipose tissue dur-
ing early gestation, selecting the buccal fat pad as a model
system. Light microscopy and quantitative analysis of fat
lobule size were carried out on 805 human embryos and
fetuses. The stages of adipose development of the buccal
fat pad are summarized in Table 1. In brief, Poissonnet
et al. [24] showed that adipose tissue differentiates during
the second trimester, between weeks 14 and 16. In addition,
after the 23rd week of gestation, while the number of fat
lobules remain approximately constant, the size of these
lobules increases until the 29th week, suggesting that
weeks 14 through 23 are a sensitive period of fat lobule
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Table 1 Five morphogenic phases of fat formation (Poissonnet et al.)

Stages Events
1 Undifferentiated fat Fat is composed of an amorphous ground substance
tissue without condensation and fibers organized into loose connective tissue;
mesenchymal cells aggregate
2 Vascular invasion/angiogenesis Primitive blood vessels proliferate (emergence of the characteristic fat tissue);
arich capillary network develops from each small blood vessel.
Surrounding mesenchymal cells differentiate into stellate preadipocytes.
Blood vessels signal areas where fat cells will organize into groups
3 Development of mesenchymal These lobules contain stellate mesenchymal
lobules cells or pre-adipocytes without lipid droplets
Appearance of primitive fat lobules Fat storage becomes visible
5 Definitive fat lobules Fat lobules are well separated from each other

via connective tissue septa

development. Histological preparations of adipose slices
showed the morphogenic link between the onset of vascu-
larization and the first appearance of adipose cells. The
authors hypothesized that disturbances during this sensitive
adipose development period may potentially play a role in
the future development of obesity. After the 14th week of
gestation, the cheek is the first place on the face where adi-
pose tissue develops, doing so from deep to superficial. Fat
develops around the optic vesicle after the 18th week
between the sclera and the wall of the orbit [24].

The buccal fat pad plays a large role in the cheek promi-
nence of newborns and infants. The fat pad is well devel-
oped in the premature fetus and is one of the earliest sites of
well developed fetal adipose deposition. A profile of the
lipid content is imperative in understanding the develop-
ment of the buccal fat pad in the face throughout gestational
and early infantile years. Through gas—liquid chromatogra-
phy and thin-layer chromatography, Bagdade and Hirsch
[2] measured and tabulated the fatty acid composition of
adipose tissue from both the buccal fat pad and abdominal
subcutaneous tissue from the same subject for comparison.
The authors found that preterm infants showed similar adi-
pose tissue stores to that of maternal subjects. However,
during the third trimester of pregnancy, there were marked
changes in fatty acid composition in the buccal fat pad
compared to that of the mother, and these differences were
consistent with lipogenesis resulting from a high carbohy-
drate diet [2]. There is a large (12-fold) increase in body fat
during the final trimester.

Gross anatomy of the buccal fat pad
The buccal space is the compartment in which the buccal
fat pad is confined. The boundaries of this compartment

include the buccinator muscle medially, the deep cervical
fascia and muscles of facial expression anterolaterally, and
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the masticator space and parotid gland posteriorly [17].
Contents of the buccal space include the fat pad, parotid
duct, salivary glands, facial artery and vein, buccal artery,
lymphatic channels and branches of the facial and mandib-
ular nerves (Figs. 1, 2) [12, 26, 30].

The buccal fat pad is a tubular-shaped collection of adi-
pose tissue that occupies a prominent position in the mid-
face. It has numerous presumed functions including
suckling, contributing to mastication, protection and cush-
ioning of neurovascular bundles, separating the muscles of
mastication from one another, and aesthetics, amongst oth-
ers. In the infant, the buccal fat pad prevents the indrawing
of the cheeks during sucking, while it enhances intermuscu-
lar motion. Both the shape and function of the buccal fat
pad change significantly with age, as its suctorial function
and prominence relative to surrounding structures dimin-
ishes over time [4].

The anatomy of the buccal fat pad has been extensively
researched by many anatomists and physiologists, starting
with Bichat [4], the French anatomist who first described it
in 1802. A very detailed description of the buccal fat pad
was provided by Gaughran in 1957 [13]; later anatomical
explorations were performed by Sicher [9], Tideman [31]
and Dubin [8].

Racz et al. [25], in studying the anatomy of the buccal
fat pad in both adults and fetuses, described its structural
and functional significance in detail. In fetuses, the buccal
fat pad is prominent, globular-shaped, and well-limited. It
is situated under the anterior border of the masseter, on the
buccinator [25]. With age, three prolongations of the buccal
fat pad develop, termed anteromalar, pterygomaxillary, and
posterotemporal [25]. Racz et al. additionally asserts the
blood supply to the buccal fat pad arises from three sources:
the anterior deep temporal, buccal and posterior superior
alveolar arteries.

Upon investigation of two cases of buccal fat pad pathol-
ogy, one bilobed lipoma and one arteriovenous malformation,
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Fig. 1 Schematic representa-
tion of the buccal fat pad with its
temporal and buccal extensions,
as well as it relationship with
important landmarks in the face
such as the parotid duct, facial
artery, parotid gland and
buccinator muscle
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Fig. 2 The relationships of the BFP with important landmarks of the
face. The skin, together with a small amount of subcutaneous fat, has
been retracted laterally. The parotid duct and the parotid gland are ex-
posed as well as the branches of the facial nerve

Dubin et al. [8] carried out fresh cadaveric dissections and
confirmed the temporal/cranial extension of the buccal fat
pad as beneath the zygomatic arch and the temporalis mus-
cle, inserting on the coronoid process. Whereas Dubin et al.
[8] deemed the fat pad in the temporal region a cranial
extension of the buccal fat pad, Stuzin et al. [28] observed
that within the temporal region of the face exists superficial
and deep extensions that are, in fact, distinct fat pads not in
continuity. It is the deep fat pad within the temporal region
that is the true extension of the buccal fat pad, while the
superficial temporal fat pad differs in both appearance and

PP FISHER

\ Buccal br. of Facial n.

vascular supply, and is separated from the deep fat by a
deep temporal fascia [28]. Failure to acknowledge and
appreciate this cranial extension can result in patient mor-
bidity, and will be discussed at length later.

In our review of the literature of the anatomy and clinical
applications of the buccal fat pad, the most detailed
description to it is provided by Zhang etal. [35]. The
authors, as opposed to previous anatomists, divided the
body of the buccal fat pad into three lobes: the anterior,
posterior, and the new intermediate lobe (Fig. 3). These
lobes are each “encapsulated by an independent membrane,
fixed by some ligaments, and nourished by different sources
of arteries” [35]. The anterior lobe is triangular and located
below the zygoma, extending anterior to the buccinator.
The anterior lobe has branches of facial nerve lying over its
capsule, and is separated by connective tissue into even
smaller masses which contain the infraorbital vessels.

The intermediate lobe, not observed in previous reports
[2, 6,15, 21, 29, 31, 34], is thin in adults and large in chil-
dren, lying in the space around the lateral maxilla between
the anterior and posterior lobes [35]. The posterior lobe,
according to Zhang et al. is located in the masticatory space
and its surrounding areas, running up to the infraorbital
fissure and space around the temporalis muscle, down
towards the upper rim of the mandibular body. The poster-
ior lobe has four extensions: the buccal process (the most
superficial process, below the parotid duct), pterygopalatine
process (extends to the pterygopalatine fossa and envelops
the pterygopalatine vessels), pterygoid process (stays in the
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«Fig. 3 The external morphology of the BFP. The upper figure demon-

strates the locations of the three lobes: anterior, posterior and interme-
diate. The lower figure demonstrates the four extensions of the BFP:
buccal, pterygoid, temporal, and pterygopalatine (with permission
from Loukas et al. [19])

pterygoid space), and the temporal process that is further
separated into a superficial and profound process [35]. In a
previous study on the buccal fat pad from our group, we
were able to investigate on its volumetric variation [19].
Specifically, the mean volume of the buccal fat pad in male
was 10.2 ml (7.8-11.2), while in females the mean volume
was 8.9 ml (7.2-10.8). In addition, the mean thickness of
the buccal fat pad was 6 mm, with a mean weight of 9.7 g
[19].

Of both anatomical and clinical significance are the six
ligaments that Zhang et al. have described which anchor the
various parts of the buccal fat pad and also serve as entry
points of vessels to the buccal fat pad. Each lobe is
anchored to surrounding structures by two to four liga-
ments: maxillary, posterior zygomatic, medial and lateral
infraorbital fissure, temporalis tendon, and the buccinator
ligament. Furthermore, unlike previous anatomists, Zhang
et al. [35] listed numerous blood vessels supplying the buc-
cal fat pad (Table 2).

As Jackson [15] pointed out, two approaches can be used
to expose and access the buccal fat pad. The safer method
requires an incision in the upper buccal sulcus at the last
molar tuberosity region. The other mentioned approach
occurs during a face lift procedure, where branches of the
facial nerve are identified near the masseter; if a gap in the
thin fascia between the branches is opened, the buccal fat
pad will emerge [15]. Other approaches have also been
used to either access or resect a portion of the buccal fat
pad, including dissecting bluntly [35], utilizing an incision
through the gingivobuccal grove above the first molar [35],
and incision of the buccal mucosal membrane 1 cm behind
[29] or below [21] the parotid duct opening.

Functions of the buccal fat pad

Racz et al. [25] attributed many functions to the buccal fat
pad. They stated that the reason why the buccal fat pad is so
prominent in fetuses and neonates is for sucking, while
after birth, it becomes an accessory organ of the mastica-
tory process, aiding in chewing [25]. They also proposed a
potential role of the fat pad as an “aspiratory-expulsive”
pump. According to Zhang et al. [35] the anterior and pos-
terior lobes, as well as pterygoid and buccal protrusions are
all larger and more developed in children than in adults.
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Table 2 Authors and description of buccal fat pad

Author Year Description of buccal fat pad

Arterial supply Venous supply

Racz et al. [25] 1989
and well-limited than adults.
Situated under anterior border
of masseter and buccinator
Adults—uniformly shaped/developed;
with age, three prolongations occur:
anterior-malar, pteygomaxillary,

posterotemporal

Kahn et al. [16] 2000 Body of fat pad is made up of lower
and upper (jugal) halves, separated
by the parotid duct. Extensions are:
masseteric, superficial temporal,
deep temporal, pterygomandibular
pterygopalatine, and lower orbital.
Neonate: emphasis is placed
on neonate’s larger size

of the masseteric extension

Zhang et al. [35] 2002 Divided into three lobes: anterior,
intermediate and posterior
(four extensions: buccal, pterygoid,
pterygopalatine, and temporal

(superficial and profound))

Fetus—more prominent, globular-shaped,

Five sources:
tributaries of deep
temporal, buccal
and alveolar veins,
pterygoid venous
plexus, and
opthalmic veins

Three sources: deep temporal,
buccal, and posterior
superior alveolar

Branches from: the posterior
superior alveolar, anterior
profound temporal artery
anterosuperior branch of the
posterior lobe
(off of maxillary artery),
superior buccinator branch
(off of internal maxillary artery),
middle branch of posterior lobe
from pterygoid muscle artery,
inferior buccinator artery of the
facial artery, buccal extension
branch from the middle
facial artery

While many authors have suggested mastication and
sucking to be the main functions of the buccal fat pad due
to its location within the masticatory process [18, 21, 25,
29, 33], Zhang et al. [35] suggested numerous other func-
tions of the buccal fat pad. Because the lobes of the buccal
fat pad fill various deep spaces of the face, muscle contrac-
tion and movement of the masticatory and mimetic appara-
tuses force the buccal fat pad lobes to function as gliding
pads. The fat pad also serves as a cushion against injuries
caused by muscle contraction or externally derived trauma
that may injure facial neurovascular bundles.

Concerning aesthetics, the fullness of the anterior lobe of
the buccal fat pad, as illustrated by Yousif et al. [34], may
cause deepening of the nasolabial fold and relaxation of the
mimetic muscles, both associated with aging. In addition,
buccal fullness has always been explained by the anteroin-
ferior protrusion of the buccal fat pad [18, 21, 25, 29, 33].
However, other causes of such fullness include relaxation
of the mimetic muscles, poor ligamentous development,
and rupture of the buccal fat pad capsule [35]. Additionally,
these factors increase the chance for buccal prolapse into
the oral cavity or subcutaneous layer.

Kahn et al. [16] undertook anatomical, histological
and imaging studies of deep adipose tissues of the face,
including the buccal and parapharyngeal fat pads. They,
like Dubin et al. presented imaging evidence of a narrow
connection bridging the body of the buccal fat pad as
well as a superficial temporal extension [16]. They also
showed that the superficial and deep temporal extensions
were clearly delineated by temporal fascia and thus are
separate from the temporal fat pad. These authors pre-
cisely described the morphological presentation of the
buccal fat pad (Table 2), stating that it lies between the
masticatory muscles and is involved in the sliding of
these muscles over one another during their action. In
their histological preparations of the buccal fat pad, they
observed “pure white fat, with very fibrous trabeculae
through which vessels passed” [16]. Its markedly lower
density on a CT scan than freely mobile fats found
throughout the body suggest that the buccal fat pad does
not undergo lipid metabolism like most other fat in the
body; histological preparations corroborate this finding
with the presentation of less vesicles and smaller mito-
chondria, which are indicative of tissue undergoing less
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metabolism. Kahn et al. [16] also acknowledged the use
of the buccal fat pad as a fatty flap to repair losses of
alveolar or palatine substance of the jaw.

Pathology of buccal fat pad

The continuity of adipose tissue as discussed by Kahn
et al., especially within the deep face, allows for the poten-
tial of several pathological conditions including cellulitis
and abscess formation. Muscle and adipose effacement, as
well as emphysema produced by anaerobic organisms
within the fat pad can be observed on CT. Facial trauma
exposing surrounding adipose tissue can serve as a vehicle
for infectious pathology to extend to various spaces in the
head, such as the infratemporal fossa [16].

Trauma

Traumatic herniation of the buccal fat pad is often misdiag-
nosed as a lipoma. The problem lies within the fact that
there is a time lapse between the traumatic event and the
pathological appearance of the fat pad. It is for this reason
the term traumatic pseudolipoma has been used since the
1970s. Pseudoherniation of the buccal fat pad is a term
coined by Matarasso [22] which involves the outward dis-
placement of the lower half of the buccal fat pad resulting
in a “chipmunk cheek,” where a walnut-sized mass of the
fat pad is abnormally positioned. This is different from trau-
matic pseudolipoma, which is an intraoral herniation of the
buccal fat pad which requires the piercing of both the buc-
cinator muscle and oral mucosa.

One case report of a traumatic pseudolipoma involved a
two and a half-year old boy who struck his face against a
chair, causing bleeding from the mouth and a swelling on
the inner aspect of the cheek [5]. The child presented with a
pedunculated, grayish-yellow, soft, irregular swelling of the
mucosa of his cheek adjacent to the occlusion of the molar
teeth with coagulated blood around the lesion. Treatment
involved blunt dissection under general anesthesia and clo-
sure with sutures. Upon histological examination, adipose
tissue infiltrated the oral cavity with numerous polymor-
phonuclear leukocytes. Brooke and MacGregor [5] hypoth-
esized that the patient had bitten through both the mucosa
and the buccinator, thus allowing the herniation of the buc-
cal fat pad. Had the history not been taken, a misdiagnosis
of lipoma could have occurred, for the clinical findings are
very similar.

Although rare, similar findings of traumatic herniations
have been observed (Table 3). A review of the literature
shows that most cases involve children less than 5 years of
age. This fact can be due to many reasons:
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1. The buccal fat pad is more prominent in children than
in adults.

2. Children tend to place foreign objects into their mouths
allowing for easy rupture of the buccal mucosa.

3. The suckling activity of neonates and infants can pro-
mote herniation via a mucosal defect.

The differential diagnosis, as noted by Wolford et al. [32],
includes inflammatory hyperplasia, traumatic neuroma,
lipoma, hemangioma, and salivary gland neoplasms.

Pseudoherniation of the buccal fat pad is a clinical syn-
drome that involves the outward displacement of its infe-
rior-most portions. This is often observed as a soft, non-
tender walnut-sized mass that reduces into the buccal space
[22]. When digital pressure is applied to the mass from the
exterior, it is easily and painlessly reducible into the sub-
stance of the cheek. Differential diagnoses for similar find-
ings can include salivary gland tumors, benign lesions, a
dilated parotid duct, lymphadenopathy, soft-tissue malig-
nancies, or abscesses. The conditions in which pseudoher-
niation occurred within the seven cases Matarasso observed
were trauma, surgery (facialplasty or liposuction), cortico-
steroid use, idiopathic, or a congenital predisposition [22].
The position and size of the mass can vary and move with
different facial expressions such as smiling and grimacing.
Magnetic resonance imaging is the best method to study
this condition and can provide important characteristics
about the adipose tissue.

Reasons for pseudoherniation of the buccal fat pad, as
stated by Matarasso [22], include natural weakness of the
parotidomasseteric fascia or a discontinuity between the
anterior margin and the posterior aspect of the fascia that
cover the muscles of facial expression. Repetitive muscular
activity or a loss of ligamentous support [23] can also lead
to the eventual displacement of the buccal fat pad. Rapid
and effective treatment for buccal fat pad pseudoherniation
includes replacement or excision of the displaced fat pad.

Oncological defects of the buccal space and fat pad

Of particular clinical significance is the ability of the buccal
fat pad to serve as an early marker for tumor invasion [,
16, 17]. Common morphological presentations of tumors
include effacement of adipose spaces or compression of the
surrounding adipose tissue. Vascular malformations can
potentially invade the buccal fat pad [16]. For instance,
Dubin et al. [8] reported a case where an arteriovenous mal-
formation existed within the temporalis muscle and the
buccal temporalis extension of the buccal fat pad, which
tracked into the lateral orbital wall, beneath the zygomatic
arch. This malformation was primarily fed from the infraor-
bital and transverse branches of the facial artery. Removal
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of a portion of the zygomatic arch revealed total replace-
ment of the remaining buccal fat pad with the arteriovenous
malformation [8]. Treatment involved resecting the vascu-
lar lesion and replacing the zygomatic arch back into its
normal position.

Considering the number of structures compacted into the
buccal space, multiple lesions of varying histology may
arise within its boundaries. Kurabayashi et al. [17] evalu-
ated the MRI characteristics of thirty patients with various
buccal space lesions, including malignant tumors (adenoid
cystic carcinoma, acinic cell carcinoma, fibrosarcoma,
rhabdomyosarcoma, lymph node metastasis), benign
tumors (hemangioma, lymphangioma, pleomorphic ade-
noma, neuroma, and lipoma), and nine cases of non-neo-
plastic inflammation. Some of the lesions were well-
defined, and others showed infiltration into muscle, bone
destruction, and edema. Thus, the differential diagnosis for
buccal space lesions must include tumors having a glandu-
lar, vascular, lymphatic, connective, muscular, ductal or
neural origin [17].

Clinical uses of the buccal fat pad

Within the past decade alone, with the use of MRI and CT
investigations there have been many cases where the buccal
fat pad was used as a flap for oral reconstruction after tumor
removal or other oral lesion (Figs. 4, 5). It is for this reason
the buccal fat pad is drawing attention in the field of

Buccal Fat
Pad

Fig. 4 Cross section of T2 MRI at the level of the oral cavity and the
hard palate. The BFP is evident anteriorly to the masseter
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Buccal Fat
Pad

Masseter

Fig. 5 Cross section of T1 MRI at the level of the oral cavity and the
hard palate. The BFP is evident anteriorly to the masseter. Notice the
volume of the BFP in relationship to the masseter

aesthetic facial surgery, especially through modification of
facial contours and the malar eminence. For example, Dean
et al. [7] used a pedicled buccal fat pad flap to reconstruct
oral defects caused by tumor removal in 32 patients (16
were localized to the palate, 6 in the buccal mucosa, 7 in the
retromolar trigone, and 3 in the lateral pharyngeal wall). In
all patients, the defects were adequately repaired.

The buccal fat pad has also been successfully used as an
unlined pedicled graft for maxillary defects, such as defects
in the alveolar crest, maxilla, hard and soft palate, cleft, ret-
romolar region of the mandible, and vestibular sulcus [3].
Furthermore, the buccal fat pad has been used on many
occasions to repair palatal defects [14]. Surgery that
involves the hard palate can often leave oroantral or orona-
sal defects resulting in considerable difficulty in speech and
deglutition. The buccal fat pad, because of its close proxim-
ity to oral defects, can be used for reconstruction. In addi-
tion, the pedicled buccal fat pad graft can be used to
support bone grafts in the reconstruction of the maxilla,
which can restore the facial contour and function of the
maxillary sinus in patients who have undergone partial
maxillary resection [36]. It can also be used to effectively
reconstruct small to medium-sized posterior maxillary alve-
olar defects [1].

Fan et al. [11] used the buccal fat pad as a pedicled graft
in thirty patients with oral defects. Swelling ensued and
fibrous tissue formed immediately after the reconstructive
surgeries. However, the swelling significantly decreased
within 2-3 weeks, as did the size of the defective areas
[11]. Histological samples showed regenerated epithelia
and mucosa, the mucosa developing an appearance similar
to normal oral mucosa. Regeneration of tissue was
observed in three areas: surrounding the normal mucosa,
the buccal fat pad membrane, and epithelial tissue of the
oral mucosa [11]. Thus, the buccal fat pad can be used to
cover defects resulting from traumatic injury or malignant
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tumors of the soft tissue of the oral cavity. Pedicled fat pad
grafts are advantageous because they reduce the invasive-
ness and duration of the operation, and buccal fat pads that
have served to reconstruct defects have been shown to
lessen pain and operative trauma. In addition, the rich blood
circulation to the soft tissue promotes the healing of nearby
structures. The grafted fat pad also functions as a site for
granulation (thus limiting scar contraction), and can
physically close dead space of a defective area [27].
Furthermore, the buccal fat pad has strong anti-infection
and reconstruction advantages with little necrosis or
absorption [11].

Oroantral communication is of significance because it is
often encountered by surgeons with patients that have
defects resulting from congenital deformities such as cleft
palate as well as operations removing tumors and cysts. In
fact, the pedicled buccal fat pad was first used for the clo-
sure of oroantral and oronasal communications secondary
to oncological resections by Egyedi [10]. To help restore
mastication and articulation functions in these patients,
local flaps such as a palatal or buccal sliding flaps are effec-
tive and not as invasive as other oral surgeries. For larger
defects that may involve parts of the maxillary and palatine
bones, the pedicled buccal fat pad graft is an effective, less
invasive option with a better outcomes than other surgical
techniques to heal similar oral defects [27]. The pedicled
buccal fat pad has also been used to close chronic buccal
fistula in the maxillary antrum [15].

The advantages of using the buccal fat pad flap in oral
reconstruction are numerous:

It is a simple and quick flap to use.

The procedure can be done under local anesthesia.

No visible scars are left.

Excising the contralateral buccal fat pad is often not
needed because no asymmetry results from the eleva-
tion of the flap.

5. Failure and morbidity rates are very low, and

6. There is low patient morbidity [7].

NS

The disadvantages of the pedicled buccal fat pad include
the following:

1. Only small-to-medium defects can be covered.

2. It can only be used for coverage of defects, not for add-
ing bulk, and

3. A small depression may be caused by the procedure

[7].

Conclusions

The buccal fat pad has been studied extensively within the
past four decades, and its use in repairing common and

debilitating oral defects is the motive for continued research
on this topic. Because of the location of the buccal fat pad, it
is prone to undergo clinically significant pathologies such as
lipoma, herniation, and pseudoherniation. The location,
however, also allows for easy access to cover a myriad of
oral defects and lesions including congenital palatal defects
and numerous neoplastic lesions, among others. It is vital to
understand the etiology of any oral defect, or of a lesion of
the buccal fat pad, for a misdiagnosis can prevent effective
treatment of the underlying problem. Furthermore, with
increasing societal emphasis on the effects of aging, further
research on these effects and other natural phenomena on the
buccal fat pad are needed with hope that effective use of this
multifarious adipose tissue can be maximized.
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