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Introduction
We report a patient with a widened mediastinum secondary to
a rare and benign condition known as mediastinal lipomatosis
(ML). ML is caused by accumulation of adipose tissue within the
mediastinum. Case reports associate ML with obesity, diabetes,
Cushing’s syndrome, steroid use while other cases remain
idiopathic.1-4 We report a patient with Glioblastoma Multiforma
(GBM) on chronic steroids, who was found to have ML on
imaging despite lack of obesity or Cushing’s syndrome. This
case provides significant educational benefit in approaching a
patient with a widened mediastinum.

Case Presentation
A 59-year-old male with a history of recurrent GBM status post
stereotactic radiation and ongoing chemotherapy presented to
the hospital with lethargy, altered mental status and expressive
aphasia consistent with ongoing progression of his malignancy.
The patient was not obese (weight 72.1 kg; height 6’1”,
body-mass index 21), non-diabetic, and had been on a daily
dose of 2-8mg of dexamethasone intermittently (equivalent to
prednisone 25-50mg daily) for approximately a year and half
for GBM.
On admission, the patient was in no acute distress and denied
abrupt or sharp onset of thoracic or abdominal pain. Physical

Figure 1. CXR: Apparent widening of the superior mediastinum.
Mild atelectasis in the left midlung is noted.
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exam revealed a well healed scalp scar from previous GBM
resection, expressive aphasia, and chronic right sided weakness.
Despite chronic steroid use, there were no physical manifestations of Cushing’s syndrome such as round face, fat pad, or
purple stria. He had equal blood pressures in both arms and
intact pulses bilaterally. The patient’s fasting glucose was within
normal limits.
A plain chest radiograph demonstrated widening of the
mediastinum, which was new compared to a study 6 months
earlier (Figure 1). A follow up chest CT with contrast showed
anterior-superior mediastinum lipomatosis (Figure 2). The
pericardium and other surrounding structures were not
involved. Mediastinum and hila were within normal limits
on chest CT performed 7 months prior. The diagnosis of ML
was made by CT. Since the patient remained asymptomatic,
no further workup was required. Although steroids have been
associated with ML, Neuro-Oncology deemed the benefits
of steroids outweighed the risks. Therefore, the patient
continued steroid treatment and was discharged home with
Neuro-Oncology follow up.

Discussion
Mediastinal Lipomatosis is a benign cause of mediastinal
widening secondary to mature adipose deposition. Although
our patient remained asymptomatic with ML, symptoms

Figure 2. CT scan with contrast: Anterior-superior mediastinum
lipomatosis.
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may include dyspnea, cough, and chest pain.3-5 Physical exam
findings range from a benign exam to decreased breath sounds,
obesity, or associated signs of Cushing’s syndrome. 3,4 Unlike
most case reports reviewed, our patient did not have physical
exam signs of obesity or steroid excess. The patient, however,
was on chronic steroids, which may be associated with ML.3,4
Though the time course is unknown for development of fat
accumulation, this patient appears to have developed ML within
6-7 months.
In most case reports, ML is identified by an incidental
mediastinal widening on chest radiographs. Although ML is
considered benign, it does have certain clinical implications.
Kashikar et al report a patient presenting with progressive
shortness of breath who was ultimately found to have segmental
atelectasis of the lung related to ML.1 In the case presented by
Peek et al, ML caused right hemidiaphragm paralysis secondary
to phrenic nerve compression and mimicked cardiomegaly on
CXR.6 ML can also cause low voltages on electrocardiograms.2
A rare complication of ML is superior vena cava compression,
which can cause difficulty with central venous catheterization.7
In one case, a primary mediastinal large B-cell lymphoma was
found within mediastinal lipomatosis.8 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.9-10

Treatment
Treatment of ML depends on the degree to which it affects
the patient. ML is usually asymptomatic and no treatment is
necessary. Often, the patient is obese, and weight loss is strongly
recommended.2,16 Tapering steroids may improve symptoms and
reverse radiological findings.5 In the case presented by Nguyen
et al, surgical resection was required to relieve symptoms of
dyspnea caused by ML.4

Differential
ML is an uncommon cause of mediastinal widening and
acute causes must be excluded first. Emergencies include
aortic dissection, esophageal rupture, trauma, hemorrhage
or mediastinitis. 12 Mediastinal widening on CXR can be
followed up with immediate CT, MRI and Echocardiogram.
Critical warning signs can be elicited on history and physical
exam. Notably, aortic dissection often manifests as sudden
onset of sharp, tearing ripping pain in the chest or back with
maximal intensity at onset leading to absent pulses, >20
BP mmHg difference in blood pressure between arms, and
possible neurological abnormalities.11, 12 Other critical causes of
mediastinal widening include anterior mediastinal masses such
as lymphoma and thymoma, which can be distinguished from
benign lipomatosis by imaging.13, 14

Imaging
The study of choice for diagnosis of ML is CT or, less often, MRI.
Initial CXR will show a widened mediastinum with increased
lucency. A follow up CT reveals a collection consistent with fat
(attenuation of 50 to 100 Hounsfield units). The adipose tissue
can extend from the superior mediastinum to the diaphragm
and may involve the heart and lungs. Interestingly, CT may
also show incidental heart involvement with a characteristic
dumbbell shape within the interatrial septum. However, of those
studied with interatrial septum lipomatosis, no patient had
evidence of electrocardiogram or other cardiac abnormalities,
again emphasizing the benign nature of this diagnosis.13-15

Conclusion
In contrast to medical emergencies and malignancy, mediastinal
lipomatosis is a rare but benign cause of mediastinal widening
on CXR. Symptoms caused by mediastinal lipomatosis
include dyspnea, cough and arrhythmias, but most people
are asymptomatic. The diagnosis is made by CT once acute
conditions have been ruled out. Since the prevalence of obesity
and use of steroids is increasing, it is important to understand
the presentation, diagnosis, and treatment of mediastinal
lipomatosis as we will likely see more cases of ML in the future.

References
1.

Kashikar S, Gulkari A, Singhania. CT to the rescue in benign, symmetrical
mediastinal lipomatosis. Thorax 2012 Aug;67(8):758

2.

Puttarajappa C, Dhoble A. Mediastinal lipomatosis as a cause of low voltage
complexes on electrocardiogram and widened mediastinum: A case report. Cases
Journal 2008 Sep;1(1):171

3.

Jamali M, Zouhair K, El Ouzzani T, Lakhdar H. Precocious mediastinal
lipomatosis: a rare complication of systemic corticosteroid therapy. Ann
Dermatol Nenereol 2006 Mar; 133 (3):257-9

4.
5.

Nguyen K, Hoeffel C, et al. Mediastinal Lipomatosis. South Med J vol 91, No. 12
Sorhage F, Stover DE, Mortazavi A Unusual etiology of cough in a woman with
asthma. Chest. 1996 Sep;110(3):852-4.

6.

Peek D, Heijmen R, Ernst S, Schepens M. Extensive mediastinal lipomatosis
in a patient with severe aortic valve stenosis. Eur J Cardiothorac Surg 2002
Mar;21(3):564-5

7.

Gombar S, Mitra S, Thapa D, Gombar KK, Pathak R Anesthetic considerations in
steroid-induced mediastinal lipomatosis. Anesth Analg. 2004 Mar;98(3):862-4

8.

Huang C, Huang W, Shih J, Yang P. Primary mediastinal large B-cell lymphoma
mimicking liposarcoma. Med Oncol 2008 25:284-6

9.

EnziG. Multiple symmetrical lipomatosis: an updated clinical report Med 1984;
63:56-64

10. Bulakci M, Yahyayev A, Ucar A, Erer B, Erer B, Dursun M Unusual cause of
right ventricular outflow tract compression: mediastinal lipomatosis J Thorac
Imaging. 2011 Nov;26(4):W134-6
11. www.uptodate.com
12. Gleeson CE, Spedding RL, Harding LA, Caplan M. The mediastinum: Is it wide?
Emer Med 2001 18:183-4
13. Viamonte M Jr, Viamonte. Radiology and pathology of fat. M Crit Rev. Diagn
Imaging 1981; 16(2): 93:-123
14. Pugatch RD, Falling LJ, Robbins AH, Spira R. CT Diagnosis of benign
mediastinum abnormalities. AJR AM J Roentgenol. 1980 Apr; 134(4):685-94
15. Meaney JF, Kazerooni EA, Jamadar DA, Korobkin M. CT Appearance of
Lipomatous Hypertrophy of the Interartrial Septum AJR AM J Roentgenol. 1997
Apr; 168(4):1081-4
16. Prasanta Raghab Mohapatra, Ashok Kumar Janmeja. Asymptomatic Mediastinal
Lipomatosis

16

http://jdc.jefferson.edu/tmf/vol14/iss1/8
DOI: <a href="https://doi.org/10.29046/TMF.014.1.008" >https://doi.org/10.29046/TMF.014.1.008</a>

2

