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Case report: Lung lipoma
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Case Report

A 66-year-old man suff ering from an inguinal hernia had 
a routine, preoperative chest x-ray examination, which 
showed a well-deÞ ned, rounded pulmonary lesion in the 
left  upper lobe, measuring approximately 6.0 cm in diameter 
[Figure 1].

He had no symptoms. There was no relevant past medical 
history and clinical examination showed no abnormalities 
in the chest.

He underwent a CT scan of the chest, which demonstrated 
a well-deÞ ned, rounded, left  upper lobe lesion, measuring 
6.6 × 6.7 cm in the maximum transverse dimension [Figure 
2]. The lesion had smooth outlines and was in close relation 
to the left  apical segmental bronchus, minimally displacing 
it. It showed CT att enuation values of −100 to �110 HU, 

indicating the presence of fat [Figure 3]. No other solid 
component, calciÞ cation, or any features of malignancy 
were seen in this lesion. Linear enhancing structures, 
representing either septae or vessels, were seen traversing 
it. There was no additional enhancement [Figure 4]. 
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Figure 1: Chest radiograph, PA view, shows a well-defi ned, rounded 
pulmonary lesion in the left upper lobe (arrow)

Figure 2: Plain axial CT scan shows a well-defi ned, rounded left upper 
lobe lesion (arrow) measuring 6.6 × 6.7 cm

Figure 3: Plain axial CT scan shows a well-defi ned, rounded left upper 
lobe lesion (arrow) with CT attenuation values of –100 to –110 HU, 
indicating the presence of fat
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The previous seven reported patients underwent 
thoracotomy to establish the diagnosis, as malignancy 
could not be confidently excluded. In one patient, CT 
scan was diagnostic and a review of the previous images 
demonstrated a lesion that had persisted unchanged for 
12 years, making malignancy unlikely. In our case, the 
patient was asymptomatic. The tumor was an incidental 
Þ nding and showed CT att enuation values of �100 to �110 
HU, indicating the presence of fat, with no features of 
malignancy. As a result, no intervention was performed.

The differential diagnosis of fat-containing peripheral 
lung masses includes Þ brolipomatous hamartoma[14] and 
liposarcoma.[15,16] These tumors, however, contain other soft  
tissue elements and calcium, in addition to fat.[17]
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Figure 4: Contrast-enhanced CT scan does not reveal any enhance-
ment in the lesion (arrow)
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Discussion

The presence of fat within the lesion is highly suggestive 
of a lipoma. Although lipomas are the commonest benign 
neoplasms of the soft  tissues, their occurrence in the viscera, 
including the lungs,[1] is rare. In a review of 3,502 pulmonary 
tumors, 65 were benign and only 3 were lipomas.[1] In 
another review of 32 rare pulmonary tumors, Sekine et al. 
found 12 benign tumors, only 3 of which were lipomas.[2]

Intrapulmonary lipomas are divided into endobronchial and 
peripheral parenchymal lipomas. Endobronchial lipomas 
are more common, accounting for 80% of the cases,[3] and 
arise centrally from fatt y tissue in the walls of the proximal 
lobar or segmental bronchi. The fatt y tissue decreases with 
progressive bronchial branching and disappears when the 
bronchus is less than 1 mm in diameter,[1,4�7] which accounts 
for the rarity of peripheral lipomas. Over a 90-year period, 
as few as 8 cases of peripheral intrapulmonary lipomas have 
featured in the medical literature.[3,7�12] The Þ rst case was 
reported in 1911[8] and the most recent one in 2004.[13]

Peripheral lipomas are more frequent in men, with a peak 
incidence in the 5th and 6th decades and a predilection for 
the right side and the upper lobe of the lung.[3,7] The size 
varies from 1�7 cm. Parenchymal lipomas are asymptomatic 
because they are peripheral and are only found incidentally 
on routine radiographs. Endobronchial lipomas, on the other 
hand, may cause pulmonary changes due to atelectasis and 
secondary suppuration.[3] Imaging criteria for diff erentiation 
between endobronchial and parenchymal lipomas include 
their location as well as the presence of secondary obstructive 
changes in cases of endobronchial lipomas.

Benign, peripheral intrapulmonary lipomas usually present 
as solitary opacities on chest radiographs, indistinguishable 
on plain films from malignant neoplasms. CT scan is, 
however, diagnostic and shows a well-deÞ ned, homogenous 
lesion containing fat. This is conÞ rmatory and no further 
diagnostic evaluation is required. Source of Support: Nil, Confl ict of Interest: None declared.


