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ABSTRACT 
 

Aim: To describe the imaging features of a rare case of an asymptomatic thymolipoma presenting 
as opaque hemithorax. Thymolipoma is a rare benign neoplasm of the thymus which is composed 
of thymic elements and adipose tissue. 
Presentation of Case: We present a case of opaque hemithorax in a 37 year old male following 
trauma to the chest. The patient had pain in the left side of the chest following a trauma and his 
physical examination showed tenderness in the left upper chest. 
Discussion: Plain radiography was done which showed an opaque hemithorax. Computed 
tomography of the chest was done which revealed a large fat containing mass lesion occupying the 
entire right hemithorax. 
Conclusion: To our knowledge there are only few cases of such unusual presentation of giant 
thymolipomas reported in English literature. The main purpose of this report is to discuss the rare 
presentation of a giant asymptomatic thymolipoma and the role of imaging in aiding the diagnosis. 

Case Study 
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1. INTRODUCTION 
 
Thymolipoma is a rare benign tumor of anterior 
mediastinum which was first described by Lange 
in 1916 and further coined by Hall in 1949 [1,2]. 
Thymolipomas consists of elements of both 
mesodermal (fat) and endodermal (thymic 
epithelium) origin [3]. The imaging characteristics 
are those of fat and the thymic tissue appear as 
islands of soft tissue density within the fat [4]. 
Thymolipomas are soft and pliable tumors and 
accommodate themselves into the spaces 
between the lungs, heart, diaphragm and anterior 
mediastinum [5].   
 

2. CASE PRESENTATION 
 
A thirty seven year old male came with 
complaints of left side chest pain following 
trauma to the chest during bull fight. Initial 
physical examination showed mild tenderness in 
the upper chest on the left side. The patient had 
no specific complaint before the trauma. Chest 
radiography in frontal projection showed opaque 
right hemithorax with shift of trachea to the left 
side (Fig.1). The left hemithorax was 
unremarkable. All the blood investigations were 
unremarkable. Computed tomography of the 
thorax with contrast was done which showed  a 
large  non enhancing fat containing mass lesion  
(HU ranging from -71 to -102 ) of size 27 x 15.3 
cm is seen in the right hemithorax causing 

displacement of the trachea, oesophagus and 
the heart to the left side. The lesion is seen to 
extend into the anterior and posterior 
mediastinum with mild herniation into the 
contralateral hemithorax (Figs. 2a and 2b).  
 

 
 

Fig. 1. 37-year old asymptomatic male 
diagnosed with mediastinal thymolipoma. 

Chest radiography frontal projection shows 
homogenous opacity (asterix) involving the 
right hemi thorax with sparring of the apical 
segment of the right upper lobe. The trachea 

is mildly shifted to the left (left arrow) 
 

 

 
 

Fig. 2a and 2b. 37-year old asymptomatic male diagnosed with mediastinal thymolipoma.  
CT scan-Post contrast  axial view and reformatted coronal view of the chest in mediastinal 

window  shows a large non enhancing fat containing mass lesion( asterix) occupying the right 
hemithorax with extension into the anterior and posterior mediastinum and mild herniation 
into the contralateral hemithorax (curved arrow).Streaks of non enhancing soft tissues are 

seen within the lesion which represents thymic tissue (down arrow). 
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No areas of calcification were noted within the 
mass lesion. No adjacent rib erosion/cortical 
breech noted. Few arterial branches from the 
aortic arch is seen to course within the mass 
lesion. Multiple veins are seen draining into the 
brachiocephalic vein. Flattening of the right hemi 
diaphragm seen. Based on the imaging findings 
we raised the possibility of mediastinal 
thymolipoma. Following which CT guided biopsy 
of the mass was done (Fig. 3) and sent for histo-
pathological analysis. Histopathology showed 
mature adipocytes admixed with normal thymic 
tissue and hassal corpuscles suggesting thymic 
lipoma (Fig. 4). The patient underwent right post-
erolateral thoracotomy and a large fat containing 
mass weighing 2.7 kg was excised from the right 
hemithorax (Fig. 5). Post operative period was 
uneventful and the patient was discharged after 1 
week. 

 

 
 

Fig. 3. 37-year old asymptomatic male 
diagnosed with mediastinal thymolipoma. CT 
guided biopsy of the fat containing mass. The 

needle is seen to be inside the fatty lesion 
(left arrow) 

 
3. DISCUSSION 
 
Thymolipomas are rare slow-growing mediastinal 
tumors constituting only 2—9% of all thymic 
neoplasm's. It is composed of mature adipose 
tissue with islands of benign thymic tissue 
interspersed. They are soft and pliable tumors 
and bend inferiorly as they enlarge [5]. They are 
said to slump onto the diaphragm, accom-
modating themselves in the spaces between the 
lungs, heart, diaphragm, or anterior mediastinum. 
 
Thymolipomas are commonly seen between 3-56 
years with a mean age of 22 years. The 
incidence of thymolipoma is roughly 0.12 per 
100000 people per year [6]. No specific sex 
predilection.  

 
 

Fig. 4. 37-year old asymptomatic male 
diagnosed with mediastinal thymolipoma. 

Photomicrograph of hematoxylin and eosin (x 
200) stained biopsy sample of the mediastinal 
mass shows mature adipocytes admixed with 
normal thymic tissue and hassal corpuscles 

suggesting thymic lipoma 
 

 
 

Fig. 5. 37-year old asymptomatic male 
diagnosed with mediastinal thymolipoma. 

Intra operative image showing a large 
thymolipoma (down arrow) being excised 

from the right hemithorax 
 

These tumors are slow growing and usually 
asymptomatic. Sometimes the affected individual 
can present with respiratory tract infections and 
respiratory distress when the tumor grows to a 
larger size [7]. However if there is no symptoms 
the tumor can reach larger sizes before 
diagnosis as seen in our case [8,9,10]. 
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Thymolipoma can be associated with other 
diseases; such as myasthenia gravis, systemic 
lupus erythematosus, red cell aplasia, 
hypogammaglobulinemia, graves’ disease and 
cystic lymphangioma [8,9,10]. 
 
Microscopic examination shows normal adult 
adipose tissue with accumulation of lymphocytes 
and the characteristic scattered islands of 
Hassal’s concentric corpuscles of thymic tissue 
[11]. 
 
Radiologically thymolipomas usually present as 
anterior mediastinal masses. They are seen to 
hang along one or both the sides of the 
pericardium and mould themselves into the 
adjacent mediastinum and diaphragm [4]. 
Thymolipomas are predominantly fat containing 
lesions and it is very difficult to identify them on 
chest radiography. They can mimic 
cardiomegaly, pericardial effusion or pericardial 
tumors [12]. 
 
On CT thymolipomas predominantly appear as a 
fat density lesion admixed with streaks of soft 
tissue representing thymic tissue [13,14]. 
 
As the thymolipomas consist of fat and soft 
tissue, the signals vary on each sequence which 
are as follows: On T1 sequence they appear 
hyper intense and the thymic soft tissue has 
intermediate signal. STIR shows fat suppression. 
 
The differential diagnosis for fat containing mass 
lesion in the  mediastinum include lipoma 
mediastinal lipomatosis,liposarcoma,teratoma, 
diaphragmatic hernias, extramedullary 
erythropoiesis, lipoid pneumonia, lipoblastoma 
and cardiac liposarcomas [15,16,17]. As 
mentioned above, thymolipomas are fat density 
lesions admixed with streaks of soft tissue. If the 
soft tissue show contrast enhancement the 
possibility of liposarcoma are to be considered. 
 
Surgical resection of the thymolipoma is curative. 
No evidence of recurrence or metastasis has 
been reported. 
 

4. CONCLUSION 
 
Thymolipomas are unusual anterior mediastinal 
tumors accounting for about 5% of thymic tumors 
and are detected incidentally. Early detection 
should be the primary objective of the radiologist 
and the clinician to avoid complications related to 
pressure defects. Surgical resection is the 

treatment of choice and recurrence of 
thymolipomas is uncommon. 
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