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Mediastinal lipomatosis is a benign condition characterized by 

deposition of abnormal amount of mature adipose tissue within the 

mediastinum. Usually asymptomatic and its incidence is 

underestimated. We report a symptomatic case of mediastinal 

lipomatosis who presented radiologically as mediastinal widening with 

left lower lobe segmental lung collapse. 
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Introduction:- 
Mediastinal lipomatosis is a benign condition characterized by deposition of abnormal amount of mature adipose 

tissue within the mediastinum. Usually asymptomatic and its incidence is underestimated. Case reports associate 

mediastinal lipomatosis with factors such as obesity, diabetes, Cushing's syndrome, steroid use, while other cases 

remain idiopathic [1,2]. We report a symptomatic case of mediastinal lipomatosis who presented radiologically as 

mediastinal widening with left lower lobe segmental lung collapse. 

 

Case report: 
A 46-year-old male with poorly monitored high blood pressure and no history of steroid use, diabetes, Cushing 

syndrome or obesity. He presented acute chest pain with dorsal irradiation.  

The clinical examination was unremarkable outside the blood pressure at 174/82 mmHg. 

 

Chest radiograph showed mediastinal widening and opacity in left lower zone, suggestive of left lower lobe 

segmental lung collapse. The electrocardiogram was normal. 

 

Chest CT angiography was requested to rule out pulmonary embolism, aneurysm of great vessels or aortic 

dissection.  The chest CT scan showed an unencapsulated homogenous fat attenuating region extending from the 

upper mediastinum to the diaphragm and partially involving the left oblique fissure, which simulated segmental lung 

collapse on the chest X-ray (Fig.1). There was no mass effect on adjacent structures nor pleural or pericardial 

effusion. The mediastinal vessels were normal, with no proximal or distal pulmonary embolism.  

 

This adipose tissue deposition was diagnosed as mediastinal lipomatosis. In the absence of any other identifiable 

cause, it was thought that mediastinal lipomatosis was a possible cause of the symptomatology of our patient. 
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Figure 1:- Chest CT angiography. (a) axial, (b) axial parenchymal window, (c) coronal and (d) sagittal: 

Unencapsulated homogenous fat attenuating region extending from the upper mediastinum to the diaphragm and 

partially involving the left oblique fissure supporting the diagnosis of mediastinal lipomatosis. 

 

Discussion:- 
Mediastinal lipomatosis is a relatively common benign cause of mediastinal widening [3]. It is the result of an 

excessive proliferation of mature fat cells. Histologically, lipomatosis is indistinguishable from lipoma except for 

the lack of circumscription [1]. 

 

Contributing factors 

Several contributing factors have been described in literature like obesity, Cushing’s syndrome, alcohol abuse, 

diabetes, prolonged steroid use, congenital malformations, lipomatous abnormalities in the family or other 

endocrinologic abnormalities [1,2]. The idiopathic origin has also been reported in the literature [2], which was the 

case of our patient who had presented none of the above-mentioned factors. 

 

Symptoms 

Mediastinal lipomatosis is usually asymptomatic and fortuitously discovered. However, it can become compressive 

and cause cough, dyspnea even respiratory distress, chest pain, dysphagia, cardiac arrhythmia or superior vena cava 

syndrome [2-5]. Our patient had acute chest pain with dorsal irradiation. The physical examination can be quite 

normal, as it can regain dyspnea, obesity and signs associated with Cushing's syndrome [5]. Our patient had no 

evidence of obesity or steroid excess.  

 

Imaging  

In most cases, mediastinal lipomatosis is fortuitously identified by anterior and superior mediastinal widening on 

chest X-rays without any deformity of the trachea. In our patient’s case, in addition to mediastinal widening, there 

was an aspect of segmental collapse of the left lower lobe which is relatively rare presentation. The examination of 

choice is computed tomography or, less often, MRI, it allows not only to confirm the diagnosis of mediastinal 

lipomatosis but also to define its extent. Adipose tissue can extend from the upper mediastinum to the diaphragm 

and can involve the heart and lungs [5].  CT is also useful for eliminating a vascular or tissue cause that may require 

a biopsy. 
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Differential diagnosis  

Mediastinal lipomatosis can easily be confused with other causes of mediastinal widening or pulmonary collapse. In 

case of acute symptomatology, emergencies should be excluded first. These include aortic dissection, esophageal 

rupture, trauma, haemorrhage or mediastinitis [5]. In our patient’s case, left lower lobe segmental lung collapse was 

suggestive of pulmonary embolism. Outside the emergency, causes of mediastinal widening include lymphoma, 

lung cancer, thymoma and aneurysms of great vessels [2]. All of these differential diagnoses can be distinguished 

from benign lipomatosis by imaging, as well as clinical data and electrocardiogram. 

 

Complications 

Although mediastinal lipomatosis is considered benign, it has certain clinical implications. In the case presented by 

Peek et al, mediastinal lipomatosis was responsible for paralysis of the right hemidiaphragm secondary to phrenic 

nerve compression [6]. Mediastinal lipomatosis can also cause low voltages on the electrocardiogram [7]. The 

compression of the superior vena cava, making central venous catheterization difficult, has been cited as a 

complication [8]. Huang and al., reported a case of primary mediastinal large B-cell lymphoma in mediastinal 

lipomatosis [9]. A more significant complication is laryngeal compression secondary to excess adipose tissue in the 

mediastinum leading to airway compromise and right ventricular outflow tract obstruction [10,11]. 

 

Treatment  

The treatment of mediastinal lipomatosis depends on the degree to which it affects the patient. Mediastinal 

lipomatosis is usually asymptomatic and no treatment is necessary. In the case the patient is obese, weight loss is 

strongly recommended [5]. Tapering off steroids is usually needed in steroid induced lipomatosis [3]. However, in 

case of symptoms related to mass effect, complete surgical resection or surgical reduction may be necessary [12], as 

in the case presented by Nguyen et al [13]. The clinical episode presented by our patient was transient and required 

no treatment. 

 

Conclusion:- 
Mediastinal lipomatosis is a benign cause of mediastinal widening on chest radiography. The diagnosis is made on 

the CT. Medical emergencies and malignancies should be excluded first. 
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