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A 75-year-old man with intermittent dry cough and
progressive dyspnea on exertion was admitted to our
clinic. He had a past history of coronary artery dise-
ase and a coronary artery bypass grafting operation.
He had a 20 pack-year history of smoking. 

The admission chest X-ray revealed consolidation and
atelectasis at basal part of the right lung (Figure 1).
Chest computed tomography (CT) demostrated ple-
ural thickening, pleural effusion, and middle lobe late-
ral segment atelectasis of the right side suggesting
bronchial obstruction (Figure 2). 

The patient underwent fiberoptic bronchoscopy which
showed an endobronchial polypoid lesion without a pe-
duncle originating from the orifice of the lateral seg-
ment of the middle lobe (Figure 3). Mucosa of the lesi-
on was shiny, thin, reddish, and had a rich vascularisa-
tion, mimicing a malignant tumor. Bronchoscopic re-
section was not considered feasible because it was im-
possible to clearly identify the tumor's endobronchial
origin. Bronchial mucosal biopsy was not performed
because of risk of hemorrhage. Bronchial lavage was
performed from the lateral segment  of the middle lobe.
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Figure 1. Chest X-ray of the patient. Figure 2. Computed tomography of the chest.



Patient underwent surgery with right thoracotomy. At
bronchotomy, a yellow smooth fatty lesion occluding
the middle bronchus was found, frozen section of
which yielded no neoplastic tissue. Wedge shape
bronchotomy was performed and the lesion was re-
sected with its base (Figure 4). 

Histopathological diagnosis was endobronchial lipo-
ma that had a higher number of mature lymphocytes
than other cellular components.  

Endobronchial lipoma is an extremely rare benign en-
dobronchial tumor. In 1979 Schraufnagel et al. repor-
ted a benign tumor prevalance of 3% while endob-
ronchial lipoma prevalence of only 0.1% (1). Diagno-
sis of the tumor is often obtained by bronchoscopic bi-
opsy;  however, sometimes it can only be put by
bronchotomy or thoracotomy, as in this case (2-4).
Bronchoscopic resection should be considered the
first choice of treatment for bronchial lipoma; nevert-
heless, surgical resection is reserved for some pati-
ents. Surgical resection is preferred when there is dif-
ficulty in definite diagnosis and there is a possibility of
a complicated malignant tumor (5-7).
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Figure 3. Bronchoscopic imaging of the lesion.

Figure 4. Macroscopic appearence of the resected lesion.


