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Case report

SUMMARY

In the differential diagnosis of lipomas,
fibromatous hamartoma, liposarcoma, fibro-
lipoma and teratoma may be mentioned as
fat-containing lesions of peripheral localiza-
tion. However, these lesions are different
from lipomas in that they contain soft tissue

1. INTRODUCTION

Lipomas are well-defined and en-
capsulated mesenchymal tumors
of adipose tissue. They account for
1.6% to 2.3% of all mediastinal tu-
mors and are usually localized in
the anterior mediastinum. These
tumors are usually asymptomatic.
They are detected through chest ra-
diography performed for other rea-
sons (1, 2, 3, 4).

Despite their entirely benign na-
ture, invasive diagnostic interven-
tion or total surgical excision was
performed in the majority of the
cases reported in the literature. We
present here a patient we have fol-
lowed up without resorting to any
invasive diagnostic intervention or
total surgical excision.

2. THE CASE

A 47-year-old male patient with
no known health problems present
ed to our hospital upon detection
of a large opacity at left lower zone
observed in his chest radiograph in
a routine check-up ordered by his
workplace doctor. (Figure 1) His
thorax CT revealed a 1lilcm X 8 cm,
rather well-defined, homogeneous,

components and are not homogeneous. Fur-
thermore, they are much larger than lipomas,
are infiltrative and their CT density is greater
than -50 HU. Though it is emphsized that up
to the present time surgery has been the
gold standard method in the recognition and
treatment, considering the risks of surgical
procedures, we are of the opinion that diag-

round, fat-density, regu-
lar-contoured mass lesion
of intrathoracic location
in the posterior basal
segment of the lower lobe
(Figure 2). The patient was
examined with MRI to
clarify the site of the le-
sion with respect to the
diaphragm. The MRI re-
vealed that the lesion was
of a similar nature with
subcutaneous adipose tis-
sue in T1 and T2 weighted
sequences, showed a hy-
perintense character, and
was suppressed in general
on fatsuppressed sequenc-
es (Figure 3 and Figure
4). No contrast enhance-
ment was observed fol-
lowing intravenous con-
trast agent injection and
coronal study showed that
the contours of the dia-
phragm were regular and
free of any association
with the lesion. The lesion
was identified as an intra-
pulmonary lipoma of pe-
ripheral localization and

nosis can be established and the follow-up
can be managed with advanced radiological
methods and that there is no necessity for
invasive interventions especially in asymp-
tomatic patients.

Key words: intrathoracic lipoma, differential
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Figure 1. Posteroanterior chest radiograph demonstrates a well-
defined radiopacity in the left lower lobe at the left costophrenic angle

Figure 2. CT of the thorax (10 mm slice thickness, mediasten
windows:) in the same patient showing a well circumscribed,
rounded lesion in the lateral basal segment of the left lower lobe.
The density is that of fat.(-113,-133 HU)
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Figure 3. MRI of thorax; the lesion is hyperintens in T2 weighted

images

Figure 4. Coronal T2 weighted images ;the lesion is in thorax and

diaphragmaisintact

the fact that the patient was a symp-
tomatic also being taken into con-
sideration, he was scheduled for fol-
low-up.

3. DISCUSSION

Benign mesenchymal tumors of
bronchopulmonary localization are
rare occurrences. The incidence of
bronchial lipomas among all lung
tumors is only 0,1%. The incidence
is 13% among benign lung tumors
(1). Intrathoracic lipomas are well-
defined, encapsulated masses filled
with adipocytes as in adipose tissue.
The most frequent localizations are
the anterior mediastinum, the car-

diophrenic corner and the
cervicomediastinal  site.
They are generally detect-
ed as well-defined lesions
in lung radiography per-
formed for other reasons.
In CT scans, homogenity
and fat-density is a char-
acteristic observation for
lipomas. Our case was
well-defined and homoge-
neous, and its density as
measured in CT was of fat
density (113, -133). If the
lesion is close to the di-
apfragm, hernias and lo-
calized eventrations must
be taken into consider
ation for the differential
diagnosis. We performed
MRI to establish a differ-
ential diagnosis and espe-
cially to diffentiate from
diaphragm hernias. The
lesion was homogeneous
and had an intensity sim-
ilar to that of the sur-
rounding  subcutaneous
adipose tissue also in the
MRI. Diaphragm was in-
tact on the coronal plane
and no defect was found. This, too,
supported our diagnosis of lipoma.

Dimensions of peripheral lipo-
mas in previously reported litera-
ture range between 1 cm and 13 cm
(2) The dimension was measured as
11X8 cm in our case.

While in earlier times diagnosis
for peripheral lipomas used to be
established through surgery, in lat-
er times direct graphy and fluoros-
copy had taken its place. In our day,
CT and MRI have replaced these
methods in establishing diagnosis
and have minimized the need for
surgery especially in asympmtomat-
ic patients (3). The majority of the
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cases reported in literature had been
administered total surgical excision.

In the differential diagnosis of li-
pomas, fibromatous hamartoma, li-
posarcoma, fibrolipoma and terato-
ma may be mentioned as fatcon-
taining lesions of peripheral local-
ization. However, these lesions are
different from lipomas in that they
contain soft tissue components and
are not homogeneous. Further
more, they are much larger than li-
pomas, are infiltrative and their CT
density is greater than -50 HU (4).

Though it is emphsized that up
to the present time surgery has
been the gold standard method in
the recognition and treatment, con-
sidering the risks of surgical proce-
dures, we are of the opinion that di-
agnosis can be established and the
follow-up can be managed with ad-
vanced radiological methods and
that there is no necessity for inva-
sive interventions especially in as-
ymptomatic patients.
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