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Abstract
Lipoid pneumonia is a rare disease. Herein we report an

extremely rare case of lipoid pneumonia associated with a pul-
monary tumorlet, located in the right lung which occurred in an
80-year-old man without any other organ involvement. The patient
benefited from lung surgery and at a subsequent follow-up he had
no consequences from surgery.

Introduction
Lipoid pneumonia is a relatively rare disease, characterized by

the accumulation of adipose material at the alveolar and interstitial
levels. The pathogenesis is linked to the aspiration or inhalation,
chronic or occasional, of oily substances. It can present with
symptoms such as cough, fever, breathlessness, chest pain, but it
can sometimes be asymptomatic.1,2 It is important to exclude a
lung cancer.2

Case Report
An 80-year-old man, former smoker and retired chemist, pre-

sented himself at our attention complaining of chest tightness in
the last two months. His chest Computed Tomography (CT) scan
showed an expansive solid formation with irregular morphology,
located in the lower right lobe in peri-hilar site. It was character-
ized by non-homogeneous values of density, due to the presence
of solid tissue mixed with fluid density areas that were likely
necrotic, with a heterogeneous enhancement after contrast medi-
um administration. Ground glass opacities, bronchiectasis, lym-
phadenopathies in pre and para- tracheal and subcarinal station
were found, too. A necrotic substance appeared inside (Figure 1 A-
C). After a few days, the patient underwent a bronchoscopy with
transbronchial biopsies in the right lower lobe. The microbiologi-
cal examination showed no pathogenic flora and negative research
for mycobacteria as well. The histological examination showed
fragments of bronchial mucosa and lung parenchyma free from
neoplastic infiltration, but the site of lipoid pneumonia. The cyto-
logical preparations consist of upper respiratory tract cells, neu-
trophil granulocytes, macrophages lung and some normo-typical
bronchial elements. After thoracic surgeon evaluation, since there
was a suspected neoplastic pathology, the patient performed a
spirometry that revealed normal values and subsequently he
underwent a lower right lobectomy. The histological examination
showed: lung parenchyma characterized by homogeneous fibro-
sis, with thickening of alveolar septa that sometimes show “swiss
cheese-like” appearance, lymphoplasmacytic phlogosis at intersti-
tial arrangement, accumulation of macrophage foamos in
endoalveolar and interstitial locations. The morphological picture,
also in the light of the clinical suspicion, is compatible with a
phlogistic process in the type of lipoid pneumonia. Absence of
definite images referrable to neoplasm in the material under exam-
ination. Present, in the surrounding lung parenchyma, neuroen-
docrine tumorlet (CD56+, Sinatophysin+, Chromogranin+) with a
diameter of 0.2 cm. Station 4, 7, 9 and 10 lymph nodes sent sepa-
rately free of images referrable to neoplasia. Laboratory findings
were notable for a markedly elevated serum C reactive protein (10
mg/dL), an increased level of white blood cells (12,000/mm3),
Covid-19 swab test was negative. After three months, the patient’s
clinical condition was good except for mild dyspnea on exertion,
even though no respiratory failure was developed.
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Discussion
Lipoid pneumonia results from the accumulation within alveo-

lar macrophages of endogenous or exogenous lipids.3
The diagnosis of lipoid pneumonia is based on typical radio-

logical aspects, with particular attention to the study of density, and
an adequate clinical history correlation. Radiological appearance
of the disorder can resemble many other lung diseases; therefore,
histological confirmation is sometimes necessary to rule out a
malignant origin.3,4

The clinical symptoms could be various, inducing to seek a dif-
ferential diagnosis. Sometimes it is asymptomatic, needing a clin-
ical history evaluation to find the causes of lipid inhalation. The
reported case shows how inhalation of foreign substances can gen-
erate a strong chronic inflammatory reaction, bronchiectasis and
fibrosis. Since the patient underwent surgical resection and a neu-
roendocrine tumorlet was found, it would be suggestive to promote
new studies investigating the causes of a possible association of
lipoid pneumonia and tumorlet, which is a pulmonary neuroen-
docrine cell hyperplasia. The latter could foster the development of
a neuroendocrine tumor, such as carcinoid. Its finding is probably
due to the strong chronic inflammation induced by the lipid mate-
rial deposition and it can be found in association with infectious
diseases such as tuberculosis or with other carcinoids.5,6
Differential diagnoses should be kept in mind with several other
forms of lung thickening or nodule, such as those associated with
tobacco smoking or those associated with pulmonary fibrosis.7 We
know that respiratory complications could be found due to surgery,
however in our case report no respiratory failure was observed
three months after lung surgery, since the patient had a normal res-
piratory function before surgery.8

Conclusions
When evaluating a lung opacity that presents with chest pain,

we must place the differential diagnosis with pneumonia and lung
cancer. The association of a tumorlet requires a specific surgical
approach.
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                             Case Report

Figure 1. A) Computed Tomography (CT) scan revealing an opac-
ity located in inferior right lobe. B) CT scan revealing in relation
with descending aorta. C) CT scan revealing a necrotic substance
inside.
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