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Cervicomediastinal Lipoma
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ABSTRACT : A 67-year-old female was hospitalized with complaints of cough and
shortness of breath. A chest roentgenogram showed a right upper mediatinal mass.
Computed tomography demonstrated a well circumscribed large mass, with a fat density,
extending from the azygos arch to the thyroid cartilage. The mass displaced the superior
vena cava anteriorly and trachea laterally to the left. It was hourglass shaped, 250g in
weight and could be easily removed completely along with the thoracic portion from the

Cervix.
discussed.

INTRODUCTION

Lipomas are the most common benign tu-
mors, particularly of the skin. However, me-
diastinal lipomas are rare benign tumors"®,
with cervicomediastinal type lipomas being
even more so®. We report a case of a large
cervicomediastinal type lipoma. The role of
computed tomography in the diagnosis of

mediastinal fatty tumors is discussed.
CASE REPORT

A 67-year-old female nonsmoker was hos-
pitalized in June 1988 for further evaluation
of a right mediastinal mass shadow. She
sometimes had a hacking cough followed by
shortness of breath and exertion since January
1988, when, for instance, walking up a slope or
walking for several minutes. She had been
treated at a hospital for bronchial asthma, but
the symptoms did not subside. The chest

The histologic findings were consistent with lipoma.
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Its CT diagnosis was

roentgenogram for mass screening of lung
cancer in May 1988 showed a medistinal mass
shadow. On admission, dyspnea deteriorated
in the supine position. An accentuated tracheal
sound over the middle upper field anterlorly was
audible on auscuitation. No lymphadenopathy,
venous enlargement of the neck or struma were
detected. The peripheral blood analysis, blood
chemistries, and serological tests were all within
normal limits. No pulmonary function test
could be satisfactorily conducted due to
dyspnea. The chest roentgenogram showed a
well circumscribed large mass of homogenous
density in the right upper mediastinum (Fig.
1), extending to the level of the right hilum
inferiorly and slightly displacing the trachea to
the left. Computed tomography (CT) demon-
strated a well circumscribed large mass ex-
tending from the right hilum to the neck along
the trachea. At the level of the aortic arch (Fig.
2A), the mass displaced the superior vena cava
anteriorly and the trachea laterally to the left.
The tracheal lumen showed an abnormal
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Fig. 1. Chest roentgenogram showed a well circum-
scribed mediastinal mass of homogeneous
density, extending from the right hilum to
the thoracic inlet.

configuration, and its size had been reduced by
about one-third by the mass. The mass was
almost of homogeneous density, with CT
numbers ranging from -65 to -95 Hounsfield
units (HU), indicating a fat density. It appeared
to contain several septae of fibrous texture. At
the level of the sternal notch (Fig. 2B), it was
situated between the right clavicula and spine,
displacing the trachea and adjacent vessels. Its
CT density was slightly heterogeneous. The CT
diagnosis was a mediastinal lipoma extending
from the azygos arch to the thyroid cartilage.

The right side of the lower neck was explored
to establish a tissue diagnosis. Histologic
findings of the biopsy specimen from the
cervical portion of the mass revealed mature
adipose tissue consistent with lipoma, with
fibrous tissue and small vessels. At operation,
on June 27, 1988, a right thoracotomy was
performed through the bed of the fifth rib. The
mass, yellow and soft, extended from the azygos
arch to the neck below the subclavian artery,
without adhering to surrounding tissue. A
transverse incision was- made in the lower
portion of the right sternomastoid muscle. The
mass was situated between the thyroid and right
carotid artery displaced laterally. It was pulled
up to the cervical portion and easily removed
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Fig. 2A. Computed tomography at the level of the
aortic arch. The mass displaces the
superior vena cava anteriorly and the
trachea laterally to the left. The tracheal
lumen is reduced by about one-third. Its
CT numbers ranges from -65 to -95
Hounsfield units.

Fig. 2B. Computed tomography at the level of the
sternal notch. The mass is situated
between the right clavicula and spine,
displacing the trachea and adjacent
vessels to the left. The mass density is
slightly heterogenous.
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Fig. 3. The removed mass. A thin fibrous tissue

encapsulated the mass. Left side in the
figure is cervical portion, and right side
thoracic portion.
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completely along with its thoracic portion. It
was hourglass shaped, elastic soft with a thin
fibrous capsule, and 250g in weight (Fig. 3).
The histologic findings were the same as those
of the biopsy specimen, and consistent with
lipoma. After the operation, respiratory symp-
toms such as cough and dyspnea subsided
completely.

DISCUSSION

Mediastinal lipomas are rare benign tumors,
and have been found to be only one to two per
cent of primary mediastinal tumors™?®. They
are predominantly found in the anterior
mediastinum® ®. Keeley and Vana classified
mediastinal lipomas into two main groups
according to their extent - wholly intrathoracic
lipomas or hourglass thoracic lipomas with
intrathoracic and extrathoracic portions®. Fur-
thermore, hourglass lipomas were divided into
cervicomediastinal and transmural types. In
their report, most mediastinal lipomas are
intrathoracic, and the hourglass type is less
common®. The present case is the cervico-
mediastinal type, and the particularly rare
hourglass type.

Most mediatinal lipomas are discovered by
a routine chest roentgenogram®. Mediatinal
lipomas are usually asymptomatic for a long
time until the tumors become large and
compress adjacent structures, such as the
trachea and esophagus® ®. Symptoms reported
in literature are exertional dyspnea, dysphagia,
weakness, fatigue, a sense of oppression, or a
feeling of heaviness®®. In such cases, it is
extremely difficult to differentiate lipomas from
malignant tumors by conventional roentgen-
ograms. On admission, we suspected a
malignant tumor of the mediastinum based on
the symptoms and chest roentgenogram.

CT in the diagnosis of mediastinal tumors
provides much information such as locations,
characteristics and relation to adjacent struc-
tures. Particularly in fatty tumors, CT is the
best diagnostic non-invasive procedure in that
CT numbers of fat tissue generally range from -
50 to -150 HU and provide a difinitive diagno-
sis* "®  CT diagnosis in some cases avoides
unnecessary thoracotomy® '®.

Primary liposarcomas rarely occur in the
mediastinum’® 'V.  Pathologically, they vary
from well-encapsulated, relatively benign tu-
mors to unencapsulated highly malignant
tumors invading adjacent structures rapidly'®.
Their CT density is heterogenous, and higher
than that of lipomas® '”. No malignant trans-
formation of lipomas has ever been observed'?.
For the above reason, it is considered that
biopsy in the cervix was unnecessary in the
present case.

SUMMARY

A large mediastinal lipoma of cervicomedia-
stinal type in an adult was reported and the CT
diagnosis was discussed.
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