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Abstract

A 44-year-old woman presented to our hospital with progressive dysphagia and weight loss
of 1 year. CT scan showed a large mass consisting of fatty tissue anterior to the thoracic
vertebra. The differential diagnosis involved esophageal lipoma, tumor, and paraesophageal
herniation. Axial CT images are not appropriate for precise detection of the continuity. However,
coronal or sagittal plane MR images are reliable for this purpose. Thus, multiple plane imaging
is very important and necessary for correct diagnosis. The mass was diagnosed as giant
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Introduction

Lipoma of the alimentary tract is uncommon, with an
overall incidence of 4.1%, but that of the esophagus is
extremely rare with an incidence of only 0.4% (1). They
originate from undifferentiated mesenchymal cells in the
submucosal layer (2). Esophageal lipomas may exceed
10 cm in length and can be pedunculated or sessile
(1, 3). They seem to have a predilection for the upper
third of the esophagus, which is thought to be due to local
effects of the propulsive forces of swallowing on the
narrow cervical segment (4). Presenting symptoms are a
consequence of progressive esophageal luminal
obstruction, including dysphagia, chest discomfort, and
regurgitation. Sloughing of the superficial mucosa with
resultant low-grade gastrointestinal bleeding may occur
due to from chronic friction injury as the pedunculated
mass slides within the esophageal lumen or ball-valves
across the gastroesophageal junction. Preoperative
diagnosis can be reliably established on the basis of
computed tomography, endoscopic, and endoscopic
ultrasonographic findings (5, 6). In this report, we describe
the advantages of multiple plane imaging for correct
diagnose.

Case Report

A 44-year-old woman was referred to our hospital because
of progressive dysphagia and weight loss persisting for
1 year. Occasionally, she suffered from recognized chest
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pain and regurgitation. In her physical examination and
laboratory tests, no abnormality was detected.

Computed tomography (CT) examination showed that a
mass in the lower thorax was located anterior the thoracic
vertebra, behind the left atrium, in the lower one-third of
the esophagus (Pic.1a,b). The mass size was 75x46x33
mm. The CT attenuation of the mass was (-) 112
Hounsfield units, which was consistent with fatty tissue.
No enlarged lymph nodes were seen in the neck,
mediastinum, or upper abdomen. The mass seemed to
extend through the esophageal hiatus to the peritoneal
fatty tissue on axial sections of CT. The axial and coronal
sections of MR images were used to distinguish esophageal
mass from the paraesophageal herniation. The images
demonstrated a nonhomogeneous hyperintense mass on
T1 (Pic. 2a), T2- weighted images and decreased signal
intensity on T1-weighted images with fat suppression
(Pic. 2b). There was focal fibrous tissue which was
hypointense on T2-weighted images. There were no
peduncul or vasculary component of the mass. No
herniation of the stomach or intestines to the thorax was
detected. Although the findings observed on axial sections
of CT and MR were similar, coronal sections of T2-
weighted MR images (Pic. 2c) clearly showed the location
of the fatty mass. Postoperative findings confirmed our
diagnosis.

Picture 1. Contrast enhanced CT scans showed a lipomatous mass (star)
anterior the thoracic vertebrae. a: mediastinal; b: paranchimal It is
clearly showed that the mass is not related with lung paranchime.
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Discussion

Benign tumors of the esophagus are rare compared with
malign tumors. Lipomas are extremely unusual,
constituting only 2% of benign esophageal tumors (7),
making it one of the rarest tumors reported. Fibrolipoma
is a variant of lipoma but clinically does not differ much
from lipoma (8). Other variants of lipoma, such as
angiolipoma and angiofibrolipoma, have been reported
(9, 10), but they do not significantly differ clinically from
other lipomas. Lipoma occurs commonly in males above
the age of 40 and is usually located in the upper esophagus
(78.6%) in contrast to fibrovascular polyps, which are
commonly located in the middle and lower thirds of the
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Picture 2. Axial T1-weighted MR images showed a nonhomogeneous
hyperintense mass (a; star); coronal fat suppressed T1-weighted MR
images showed a lipomatous mass (star) with decreased signal intensity
(b) and coronal Trufi T2-weighted MR imaging of the thorax showed
an intraluminal esophageal lipomatous mass (c; star).

esophagus (67.4%). The size of these tumors varies from
2.0 to 22 cm with a mean of § cm (7). The etiology of
these tumors is unknown even if some authors believe
that the tumor arises from an embryological vestige of
one of the branchial arches (11).

Esophageal lipomas may have malignant differentiation
because of vascularity of large benign polyps (12), and

ulceration may complicate the problem (13).

Clinically the symptoms are correlated with the size of
the tumor, the commonest being dysphagia more to solids
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than to liquids (86.7%). Other symptoms associated with
such pedunculated tumors are chest pain, regurgitation,
cough, dyspnea, recurrent chest infection, and even
haemoptysis (14). Weight loss, though uncommon, can
also be a presenting symptom.

The omentum sometimes herniates because of congenital
defects of the diaphragm, such as Morgagni (15) or
Bochdalek defects. However, omental herniation through
the esophageal hiatus is rare (16). Eliska, using human
cadavers of both sexes and all ages, investigated the
mechanism of the development of hiatal herniation. He
suggested that the phreno-esophageal membrane acts as
one of the main mechanisms of competence of the cardio-
esophageal junction, which prevents reflux and hiatal
hernia. The membrane arises from the abdominal surface
of the diaphragm and attaches to the esophagus by two
limbs. He suggested that the arrangement of the membrane
gradually changes with age, and that a transitional type
appears during the formation of a hiatal hernia. In the
transitional type, the membrane is pushed upwards by
sliding of the esophagus and by subperitoneal fat (17).

Differentiation of esophageal lipomatous tumor and
paraesophagial omental hernia is very important because
treatment protocols and operation methods are completely
different for both pathologies. Both CT and MRI can
reveal the fatty nature of esophageal tumor and omental
herniation. Paraesophageal omental herniation should
extend through the esophageal hiatus on both sides of the
diaphragm. Axial CT images are not appropriate for
precise detection of the continuity. However, coronal or
saggital plane MR images are reliable for this purpose.
Therefore, multiple plane imaging is very important and
necessary for correct diagnosis. Similar to our case, based
on axial CT images, the diagnosis was suspicious but
MRI with multiple planes, particularly coronal images,
showed the esophagus and diaphragm from end to end,
thus assisting the correct diagnosis. Coronal or saggital
MR images of such patients should be obtained for
definitive diagnosis.

In conclusion, rare lipomatous esophageal tumors should
be differentiated from paraesophageal omental herniation.
Although both CT and MRI can show the fatty nature,
multiple plane imaging is required to detect the continuity
of the mass and to diagnose correctly.
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