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ABSTRACT: Thymolipoma is a rare benign tumor of anterior mediastinum, described by Lange in 

1916.1 Less than 200 cases have been reported worldwide.2 It accounts for 2% to 9% of thymic 

tumours.3 We report a case of thymolipoma in a 37 years old male patient, who presented with cough, 

dyspnea, chest pain for 2 months. CT THORAX revealed a large anterior mediastinal mass extending 

in to right hemithorax arising from thymus gland, with multiple areas of fat density, no significant 

mediastinal adenopathy, complete collapse of right middle and lower lobe suggestive of 

thymolipoma. CT guided biopsy suggestive of thymic neoplasm. The tumour was removed enbloc 

through surgery. Histopathological examination of large mass lesion confirmed thymolipoma. We 

report this case to emphasize the importance of considering thymolipoma as a differential diagnosis 

of anterior mediastinal mass, although rare.  
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INTRODUCTION: Thymolipoma is a rare, benign neoplasm of the thymus composed of mature 

adipose tissue and thymic tissue.  

Most patients with thymolipoma are asymptomatic, local nonspecific symptoms may present 

or the tumour may be associated with parathymic syndromes such as myasthenia gravis, 

hyperthyroidism, lymphangiomas, aplastic anemia, chronic lymphocytic leukemia and hodkins 

disease.4 Most thymolipomas run an indolent course, often achieving massive dimensions before 

presentation. . Thymolipomas can achieve massive dimensions–the largest paediatric and adult 

tumours weighed 2235g5 and 6000 g respectively.6  

Pre-operative diagnosis is the norm with well described CT and MRI features, and typical 

findings include the presence of a well-demarcated anterior mediastinal fatty mass containing islands 

and strands of soft tissue, which are pathognomonic features.7 Complete surgical excision is curative.  

 

CASE REPORT: 37 years male presented to pulmonology outpatient department of Sri Ramachandra 

Medical College with complaints of cough, breathlessness, right sided chest pain for 2 months. Cough 

was nonproductive, Dyspnea insidious in onset, started as grade 1 MMRC (Modified medical research 

council) progressed to grade 4 MMRC over 2 months. Chest pain present over right posterolateral 

chest wall, dull and diffuse, no h/o radiation. No history suggestive of hemoptysis, wheeze, 

palpitation, syncope.  

He was a farmer by occupation. No substance abuse. General physical examination was 

normal. Respiratory system examination revealed reduced movements on the right side, dull on 

percussion and absent breath sounds.  

Chest radiograph showed a dense homogenous opacity in the right side.  
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Fig. 1: Chest X-ray shows homogenous opacity in right hemithorax. 

 

 
 

 

USG Thorax study showed no evidence of pleural fluid.  

 

Fig. 2: Usg thorax did not show any evidence of pleural effusion 

 

 
 

 

Ct thorax study showed a large non-enhancing intrathoracic fat containing mass lesion              

(HU ranging from -71 to -102) is seen in the right hemithorax arising from thymus causing 

displacement of trachea, oesophagus and heart to left side, with mild herniation in to contralateral 

hemithorax, On administration of intravenous contrast, lesion does not show significant 

enhancement, no significant mediastinal adenopathy, complete collapse of right middle and lower 

lobe. Above findings suggestive of thymolipoma 

 

Fig. 1 

Fig. 2 
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Fig. 3 & 4: Ct Thorax-lung window shows intrathoracic fat containing lesion in right side extending in 

to contralateral hemithorax. 

Bronchoscopy study revealed extraneous compression of right bronchus intermedius.  

CT guided biopsy of mass lesion, histopathological examination showed presence of thymic 

tumour.  

PET CT suggestive of large fat density lesion with multiple patchy solid components arising 

from thymus. We did PET CT to rule out malignancy and metastasis 

Patient underwent right posterolateral thoracotomy, large gray yellow to gray tan soft tissue 

was excised, weighing 2. 7 kg, measuring 28x24x8 cm was removed.  

 

 

Fig. 6: Histopathological examination of surgical specimen (H & E stain, x 20x magnification shows 

presence of normal thymic tissue with adipose tissue and presence of hassal corpuscles suggestive of 

thymolipoma Post-operative course was uneventful.  

 

  
 

 

 

 

 

Fig. 3 Fig. 4 

Fig. 6 Fig. 5: Excised gross specimen 
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Fig. 7: Postoperative chest X-ray. 
 

 
 

 

DISCUSSION: Thymolipoma is an uncommon benign neoplasm of thymus. There is no gender 

predilection and the patients’ ages range from 3 years old to 76 years old.2,8,9 Incidence is 

approximately 0. 12 cases per 100 000 inhabitants per year.10 It is also known as lipoma of the 

thymus, benign thymoma, thymolipomatous hamartoma, lipothymoma, and mediastinal lipoma.  

Arising in the anterior mediastinum at the level of the thymus gland, these soft and pliable 

tumors droop inferiorly as they enlarge and are said to slump onto the diaphragm, accommodating 

themselves to the spaces between the lungs and the heart, diaphragm, or anterior mediastinum.3 

Pathogenesis of this tumour has not been clearly elucidated, four possible theories have been 

postulated. Briefly, the first suggests that thymolipomas are lipomas arising from within the thymus6. 

The second is that the thymus initially undergoes hyperplasia, the gland itself thereafter becoming 

replaced by fatty tissue.11 The third possibility (The ‘mixed tumour’ theory) suggests that both thymic 

and fatty tissue are neoplastic and contribute equally to the development of the thymolipoma.12 The 

fourth and final theory suggests that these tumours are a variant of thymomas, which undergo fatty 

degeneration.13 

When the patient experiences symptoms, they are usually related to compression of adjacent 

structures, such as the heart, the great vessels, the lungs or the bronchi.14 Approximatly half of the 

patients with this tumor experience symptoms such as dyspnea, chest pain, and weight loss10. The 

frequency of the symptoms increases once the tumour increases in size. Our patient had cough, 

dysnea and chest pain.  

On standard chest X-ray, the radiologic features can mimic several conditions such as 

cardiomegaly, pericardial effusion, and pericardial tumors.15 Differential diagnosis with large pleural 

tumor, basal atelectasis, and pulmonary sequestration is necessary.3 Chest skiagram of our case 

showed a large homogenous density lesion in right hemithorax. Characteristic CT findings involve 

fatty tissue containing soft tissue streaks that probably represent islands of normal thymic 

components.16 Fat density on CT scans, however, can also indicate lipoma, liposarcoma, teratoma, 

prominent epicardial fat pad or congenital diaphragmatic hernias.17 CT thorax study of our patient 

showed a lesion arising from thymus, with multiple areas of fat density suggestive of thymolipoma.  

Fig. 7 
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In general, MRI scans show areas of high signal intensity intermingled with areas of 

intermediate intensity on T2-weighted images, and the adipose tissue of the tumor appears 

isointense in T1-weighted images.18 Although the diagnosis is strongly suggested by imaging studies 

that demonstrate fat and soft tissue within the tumor without the invasion of neighboring structures, 

it is not possible to make an exact diagnosis or even to differentiate benign from malignant             

neoplasms.19,20  

So we proceeded with CT guided lung biopsy to confirm the diagnosis and to exclude other 

differential diagnosis. Microscopic features include the presence of normal adult adipose tissue with 

accumulation of lymphocytes and the characteristic scattered islands of Hassal’s concentric 

corpuscles of thymic tissue. The amount of the latter is well in excess of that normally expected for 

the patient’s age.21 

The only curative treatment is surgical resection of the tumor, which can be accomplished via 

sternotomy, anterolateral thoracotomy, clamshell incision or sternotomy accompanied by 

anterolateral thoracotomy (Hemiclamshell incision). The choice must be individualized for each 

anatomical presentation of the neoplasm.22,23 

 

CONCLUSION: Thymolipoma is a rare thymic neoplasm, mostly asymptomatic. Patients report to 

hospital usually once the tumour reaches large size. It should considered as a differential diagnosis if 

chest radiology is suggestive of anterior mediastinal mass.  

Surgical resection is the treatment of choice. Prognosis is excellent.  
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