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skin and subcutaneous tissue; occurring with an annual 
incidence of 1 per 1000 persons [1]. Lipomas are histolog-
ically made up of abundant mature adipose tissue with no 
mitotic activity. Lipomas are uncommonly found in viscer-
al locations such as stomach, kidney, brain, especially in 
the corpus callosum, and thoracic cavity [1,2]. Intrathoracic 
lipomas were first described by Fothergill in 1781 [3]. Clin-
ically pleural lipomas and other intrathoracic lipomas are 
slow growing benign tumors, often diagnosed coinciden-
tally. Sometimes they may grow to a large size and cause 
compression symptoms such as dyspnea and dysphagia. 

CLINICAL IMAGE

Case Description

A 31-year-old male presented with complaints 
of a mild non-productive cough for 2 months. He had no 
history of smoking, fever, chills, rigors, weight loss, dys-
pnea, chest pain and hemoptysis. There was no histo-
ry of exposure to occupational hazards or medications 
use. He was hemodynamically stable and had no signifi-
cant findings on physical examination. Postero-anterior 
radiography of the chest showed a pleural-based mass 
in the right upper lung field (Figure 1). Computed to-
mography (CT) of the chest was suggestive of a smooth, 
marginated mass in the right upper thorax, measuring 
5.4 × 4.5 × 2.7 cms (Figure 2). The mass contained fat 
and soft-tissue density with no calcifications; there were 
no bony erosions. Fat planes between right intercostal 
muscles and pectoralis muscle were intact. CT-guided 
biopsy was performed and histopathology confirmed the 
diagnosis of pleural lipoma. The tissue consisted of ma-
ture adipose cells (Figure 3). The etiology of cough was 
not attributed to the pleural lipoma; neither there were 
any signs of bacterial infections. He was initially treated 
with antitussive dextromethorphan syrup, followed by 
inhaled corticosteroids which led to complete recovery 
from the symptom.

Discussion

Lipomas are the most common benign tumors of the 

         

Figure 1: Postero-anterior radiography of the chest showing 
a pleural-based mass in the right upper lung field (red arrow).
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racoscopic surgery (VATS). The proponents of early surgi-
cal intervention suggest that surgical procedure is easi-
er if performed earlier as there are less neighboring adhe-
sions and tissue infiltration. Besides, these tumors have 
a variable growing rate and may cause compression of the 
lung parenchyma and intra parenchymal bleeding [14]. In the 
studies of Sakurai, et al. [2] 8 out of 10 patients were asymp-
tomatic and in Jayle, et al. [14] 4 out of 5 patients were as-
ymptomatic. The CT scan guided biopsy was performed in 
only 1 patient by Sakurai, et al. [2] and in 2 patients by Jayle, 
et al. [14]. In our case, we found that CT scan guided biop-
sy was clearly beneficial as it diagnosed the benign nature of 
the tumor, besides in patients undergoing surgical resection 
there is always a chance of local recurrence albeit small < 
5% [2] and incomplete removal leading to the complicated 
surgical procedure [2,14]. Therefore for an asymptomatic 
patient, we think before going for more invasive procedures 
like postero-lateral thoracotomy or VATS, CT scan guided bi-
opsy should be considered. However, for large size tumors, 
surgical resection or video-assisted thoracoscopic surgery 
(VATS) is preferred to prevent compressive symptoms [2].

All the options were discussed with our patient in 
detail and he chose conservative management, due to 
the absence of clinical signs and symptoms secondary 
to pleural lipoma, the low risk profile for malignancy, 
availability of the confirmed diagnosis, and he also did 
not want to take the unnecessary risk of surgery.
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Figure 2: Computed tomography of the chest showing CT-
guided biopsy of a smooth, marginated mass in the right upper 
thorax, measuring 5.4 × 4.5 × 2.7 cms.

         

Figure 3: Histology shows normal mature adipose tissue, with 
no mitotic activity.
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