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Endobronchial Linoma: An Unusual Gause of Obstructive Pulmonary Pathology
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Abstract:

Endobronchial lipomas are uncommon and account for only 0.1-0.5% of all lung neoplasms. They are usually
detected on chest X-ray and CT scan. These are benign neoplasms with no malignant potential and almost
negligible local recurrence. Endobronchial resection is usually adequate, but sometimes patients present with
obstructive pulmonary pathology and extensive surgery may be required.
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Introduction

Benign tumors of the endobronchial tree are rare,
and among them lipoma is the least common with a
documented evidence of 0.1-0.5% [1-3]. Although
histologically benign in character these tumors are
significant as they may simulate malignant tumors
clinically. Also due to their endobronchial location,
they can cause irreparable obstructive lung damage.
We discuss one such case of endobronchial lipoma
in the left lower lobe bronchus in a 45 year old
woman.

Case Report

A 45 year old female was referred to LRS institute
with complaints of cough with expectoration along
with on and off fever for last 2 years. She also
complained of chest pain for last 5 months. General
physical examination revealed mild anemia. Other
hematological and biochemical parameters were

Corresponding Author: Dr. Swati Agarwal
Email: drswatiagr@yahoo.com
Received: August 22, 2013 | Accepted: January 19,2014 | Published Online: January 30, 2014

normal. Pulmonary function test showed moderate
impairment of lung function. Chest X ray showed
collapsed consolidated left lung. On bronchoscopy
a polypoidal fleshy mass occluding the left main
bronchus, about 2.5 cm away from the carina was
found. Trachea, carina and bilateral vocal cords
were normal. Computed tomography scan of the
chest revealed a hypodense mass [Fig.1] in left
main bronchus occluding it completely. There was
collapse of the left main bronchus with extensive
bronchiectatic changes.

Aleft pnemonectomy wasperformed. Histopathology
specimen measured 11.5x9.5x5.5 cm and showed
a broad based globular mass of size 1.5x1.2x1.2
cm protruding from left main bronchus [Fig.2].
The mass was attached to surface mucosa and
appeared soft with glistening yellow surface. Cut
section was also yellow in color. Lung parenchyma
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showed dilated bronchovascular channels with
circumscribed creamish white areas measuring 0.3
to 0.6 cm in diameter. Microscopically, the tumor
mass was composed of mature adipocyte which
were univacoular and uniform in size [Fig.3]. The
mass was covered by thin fibrous capsule and partly
lined by respiratory epithelium. Lung parenchyma
(due to chronic obstruction) showed changes of
bronchiectasis, areas of chronic inflammation rich in
lympho-plasmacytic cell and feature of organizing
pneumonia. Tissue Ziehl Neelsen stain was negative.
No other heterologous elements like fibrous,
epithelial and glandular tissue along with cartilage
and muscle was found. A diagnosis of endobronchial
lipoma with changes of chronic bronchiectasis was
rendered.

Discussion

Most tumors of the tracheobronchial tree are
malignant (either primary bronchial carcinomas or
metastatic lesions). Only 5% of them are benign,
of which ninety percent are adenomas (mucous cell
adenoma, pleomorphic adenoma and oncocytoma)
or hamartoma [3]. Lipomas constitute 3.2-9.5%
of all benign endobronchial tumors [3]. They have
an incidence of 0.1-0.5% indicating that they are
extremely rare [1,2]. They can also be found as
intrapulmonary and mediastinal mass. Most of them
arise from the fat cells in the submucosal layer of
the main or lobular bronchus. Rarely, they arise from
connective tissue between or outside the cartilage.
Occasionally additional cell types, such as those of
fibrous tissue, glandular tissue and cartilage may
also be present.

Patients  with tracheobronchial lipomas are
generally in late middle age and with a definitive
male preponderance. Unlike malignant tumors,
endobronchial lipomas including other benign
neoplasm of tracheobronchial tree present with
symptom of obstruction including productive cough,
hemoptysis and wheezing, recurrent pneumoniaq,
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Fig.1: Contrast-enhanced chest CT shows
rounded hypodense fatty mass occluding the left
main bronchus.

Fig.2: Pneumonectomy specimen contains
polypoidal mass with glistening capsule and
homogenously yellow cut surface.

Fig.3: Histological photograph shows mature
adipocytes consistent with lipoma (H & E, x 400).
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bronchiectasis [4,5]. Depending upon the extent
of obstruction, varying degree of irreversible lung
damage can be found.

They may be misdiagnosed clinically, as a bronchial
carcinoid or metastatic tumor, as their symptoms
and complication are alike. Other conditions that
are clinically indistinguishable include inflammatory
psuedopolyp, broncholith and fungal infection. In
this scenario, identification of the lesion either by
endoscopic or radiological means may help avoids
unnecessary delay in proper management and
thus serious complications of the lung. The chest
radiographic features of lipoma are nonspecific
and typically related to obstruction like atelectasis,
pneumonia, bronchiectasis and medistinal shift
[4,5,6]. Bronchoscopy also often does not provide
a definite diagnosis due to the fibrous capsule
of the lesion. However, CT is highly specific and
sensitive in the detection of adipose tissue and
CT finding of a pedunculated homogenous lesion
with attenuation of around 100 HU can lead to
definitive diagnosis of endobronchial lipoma [3,7].
However, endobronchial hamartomas which can
contain fat besides cartilage, fibrous and epithelial
tissue, also appear as a fatty mass on CT [5,6].
Therefore, whenever a fatty endobronchial mass is
identified on CT, the differential diagnosis should
include lipoma and hamartoma. In our case, patient
presented with productive cough. CT scan showed
endobronchial hypodense fatty mass occluding the
left main bronchus completely, suggesting lipoma
and hamartoma. Laser resection by bronchoscopy
is considered the first choice of treatment in both
lesions [8]. However, in the case of delayed diagnosis
and destruction of underlying lung lobectomy or
pnemonectomy is often required as happened in
the present case [8].

Conclusion

Endobrochial lipoma is a rare benign neoplasm
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that may cause irreversible pulmonary damage
distally and may be misdiagnosed clinically as
a bronchial carcinoid or a malignant tumor. The
accuracy of transbronchial biopsy is low but
demonstration of homogenous fat attenuation by
CT imaging can guide the differential diagnosis.
Therefore, proper identification of the lesion by
endoscopic and radiological means is required
to avoid unnecessary complications and radical
surgery of the lung.
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