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Abstract
Primary tracheal tumors are very rare and 10%–20% are benign tumors. Tracheal lipoma is extremely rare and only a few cases
have been reported in the literature. A 69-year-old male patient presented to the emergency department with complaints of
shortness of breath, respiratory distress, chest pain and cough. Chest CT scan showed a round mass in the topography of the
trachea that almost caused airway obstruction. The lesion was resected endoscopically and the pedicle base was cauterized.
Tracheal lipoma is a rare condition that should lie in the differential diagnosis of treatment-resistant asthma.
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Introduction
Tumors that originate from the trachea are very rare
and few of them are benign tumors (10%–20%). The
main benign tumors are chondroma, papilloma, fibroma
and hemangioma. Tracheal lipoma, which is one of the
benign tumors of the trachea, is rarely encountered in the
literature.¹-⁵
If we evaluate the symptoms of this tumor, we may see
nonspecific symptoms such as dry cough and wheezing,
and rarely respiratory failure. Obstructive pulmonary
diseases may be considered in the diagnosis due to these
symptoms. These patients do not respond to the given
treatment. In case of insufficient response to treatment,
evaluation with fiberoptic bronchoscopy should be
performed. Resection is required in any tumoral
obstruction and can be achieved by both endoscopic and
open surgery.¹-⁴
We report a case of an elderly male with tracheal
lipoma following bilateral pneumonia and respiratory
failure while he was in the intensive care unit without any
previous response to asthma treatment.
Case Report
Our case is a 69-year-old male. He was admitted to the
emergency room with dyspnea, respiratory distress,
chest pain and cough. He reported the worsening of his
complaints over the past week. Over the past year, he
experienced periods of dry cough, wheezing and shortness
of breath. During this period, the patient was treated
with bronchodilators, inhaled corticosteroids and oral
corticosteroids and responded partially. He was treated as
an outpatient for recurrent pulmonary infections. There
was no additional disease.
Physical examination revealed fever, tachypnea,
tachycardia, hypotension, respiratory distress, wheezing,

stridor, decreased lung sounds on the basis of lung, and
81% SpO2, although additional oxygen was injected
through the nasal cannula (7 L/min).
Onthe chest X-ray of the patient, there were areas of lung
hyperinflation and alveolar consolidation in the lower half
of both pulmonary fields. The patient was admitted to
the intensive care unit due to pneumonia and respiratory
failure, and noninvasive mechanical ventilation support
was provided.
On the chest CT scan of the patient, there were bilateral
alveolar consolidations in the lower lobes. Also, a round
mass causing almost complete airway obstruction was
seen in the topography of the trachea (Figure 1).
If the physician does not have clinical and radiological
suspicion, tracheal tumors can be missed. We performed
fiberoptic bronchoscopy for our patient, and confirmed
the presence of a single-stemmed mobile lesion on
fiberoptic bronchoscopy. This lesion caused occlusion of
approximately 90% of the tracheal lumen and had a smooth
surface (Figure 2). The lesion was endoscopically resected
with the aid of a polypectomy snare, and the base of the
pedicle was cauterized. On pathological examination of
the material, histological findings compatible with lipoma
were observed (Figure 3).
After bronchoscopic surgery and cryotherapy, the upper
airway was completely cleared. The patient recovered
clinically and radiologically and was discharged on the
18th day.
Discussion
Tumors originating from the trachea are very rare.
Tracheal tumors are mostly malignant. Papillomatous
polyps are the most common benign tumors. However,
chondromas, leiomyomas, adenomas, hamartomas,
neurofibromas, hemangiomas, glomus tumors and
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Figure 1. On the patient’s chest CT, in the topography of the trachea, a
round mass occluding almost all of the tracheal lumen was observed.

Figure 2. Mobile lesion with a single stalk implanted in the left lateral wall
of the distal trachea and almost completely occluding the lumen.

Figure 3. On examination of the sections, fibrous bands and vascular
structures were observed in the mature adipose tissue. These findings are
consistent with lipoma (H&E staining, ×20).

lipomas are rarely seen. Lipomas account for 0.1–0.5%
of all pulmonary tumors and are more common in the
endobronchial area.⁵-⁷ Tracheal lipoma is very rare. The
lower third of the trachea is where benign tracheal tumors
are usually located. However, the statistical data reporting
its incidence could not be determined in the literature.⁸,⁹
In a case series from Japan, 64 cases of endobronchial
lipoma were reported.10 Also, studies have reported cases
of tracheal lipoma in Taiwan and Brazil.²,⁴
Tracheal lipoma is more common in middle-aged

men.¹¹ Symptoms occur when the lumen is narrowed.
It is manifested by dry cough, wheezing, shortness of
breath and stridor. Generally, their clinical appearance
mimics obstructive pulmonary diseases such as asthma
and chronic obstructive pulmonary disease, leading to
a delay in diagnosis and treatment errors.⁷ Sometimes,
other diseases can mimic the clinical profile of asthma:
(1) In anterior pedicled tracheal tumors, worsening of
dyspnea in the supine position may be confused with
nocturnal asthma; (2) finding of a hyperinflated lung
on chest X-rays in cases of tumors that have a ball-valve
effect; and (3) short-term improvement after the use of
oral corticosteroids, caused by the reduction of the edema
surrounding the tumor.⁴ In our case, the patient had
received asthma treatment for about 1 year.
Radiologically, the chest x-ray is usually normal, but
hyperinflation may occur because the tumor closes the
trachea almost completely. Chest computed tomography
and magnetic resonance imaging are necessary for
diagnostic evaluation of tracheal lipoma. These imaging
methods provide insight into the location, extent and
invasion of the endotracheal lesion to other paratracheal
tissues.¹² In our case, previous chest radiographs were
normal and the lesion was detected on chest computed
tomography.
The most important and diagnostic examination in
the diagnosis of tracheal lipoma is flexible bronchoscopy.
Lipoma in the tracheobronchial tree is seen as a glossy,
lobulated, stalked or broad-base fatty submucosal
growth. Preoperative biopsy with flexible bronchoscopy
is controversial because of the risk of bleeding, lumen
closure and aspiration.¹ Necessary preoperative
histological diagnosis is controversial. Some authors do
not recommend it because of complications. In addition,
bronchoscopic biopsies taken from the tracheal lipoma
capsule may cause misdiagnosis. In our view, we are
considering the use of endobronchial resection and
cryotherapy due to progressive advances in bronchoscopy.
It is necessary both for the improvement of the symptoms
and for the correct diagnosis by removing the tumor tissue
completely.
Treatment for tracheal lipoma is the excision of lipoma
by bronchoscopy, or in some cases, tracheal resection
with end-to-end anastomosis. Laser treatment with
flexible or rigid bronchoscopy, cryotherapy or argon
plasma coagulation is now being used more frequently.
It is used more frequently due to both ease of procedure
and fewer complications. The technique to choose should
be left to the experience and preference of the operator.
No recurrence has been reported after bronchoscopic
procedures in the literature. Tracheal resection and
reconstruction have been applied in these rare tracheal
lipoma cases. Approximately 5% of patients undergoing
tracheal resection require tracheostomy or advanced
surgical procedures to treat postoperative tracheal
stenosis or anastomotic dissociation. Therefore, surgical
resection should be performed only in selected cases.¹-¹³
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In our case, endobronchial resection and cryotherapy
were performed. The patient was discharged on the 18th
day without any complication.
Tracheal lipoma and other tracheal tumors should be
considered in cases of unresponsive asthma and chronic
bronchitis. Bronchoscopic procedures are the most
effective and safe treatment of tracheal lipoma. It should
be recommended as the first approach in the diagnosis
and treatment of tracheal tumors. Tracheal resection and
reconstruction should only be considered in selected cases
when considered histopathologically malignant or when
invasion into paratracheal tissues on radiological imaging
is considered and endoscopic treatment fails.
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