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Case Report

Radiologic and Cytologic Findings in a
Case of Thyrolipoma

Gulgan Demirpolat, Bunyamin Guney, Recep Savas, Goksel Tuncay, Hadaver Alper, and Rifat Nuri Sener

Summary: Thyrolipomas are rare capsulated mass lesions
containing fat and thyroid tissue. We herein report the case
of a 60-year-old man who had goitre for 10 years, with rapid
enlargement of the gland during the last several months
before presentation. Sonography, scintigraphy, CT, MR
imaging, and sonography-guided fine needle aspiration
were performed. Sonography and scintigraphy revealed an
unusual mass of the thyroid. The diagnosis of thyrolipoma
was based on CT and MR imaging findings and fine needle
aspiration cytology.

Thyrolipomas, also called adenolipomas, are rare
capsulated mass lesions containing fat and thyroid
tissue. They are benign and usually biologically inac-
tive neoplasms of the thyroid gland (1-5). We report
a case of thyrolipoma and discuss briefly the differ-
ential diagnosis of fat-containing thyroid lesions, with
emphasis on imaging findings.

Case Report

A 60-year-old man was admitted with dyspnea, expectora-
tion, and fatigue. A physical examination revealed signs of
chronic obstructive pulmonary disease and diffuse goitre with a
soft swelling in the midline of the neck. The patient had goitre
for 10 years, and a rapid enlargement of the gland was noted
during the last several months before presentation. He had a
history of having received antituberculosis treatment five times
between 1960 and 1987. While he was hospitalized in another
hospital 3 years previously, for chronic obstructive pulmonary
disease, he was found to have mild renal insufficiency and gout.
At admittance to our hospital, he had a white blood count of
9.9 X 10*/mm?, a blood creatinine level of 4.12 mg/dL, and a
urea level of 149 mg/dL. Thyroid and thyroid-stimulating hor-
mone levels were normal. Sonography of the thyroid gland
revealed diffuse enlargement of the gland with retrosternal
extension and a few solid and cystic nodules, measuring 1 to 1.5
cm in the left lobe. The soft mass in the midline was confined
to the thyroid gland and was almost iso-echoic with no distin-
guished margins, but it caused more attenuation than the nor-
mal thyroid gland. No enlarged lymph nodes were detected.
Thyroid scintigraphy revealed a large hypoactive mass in the
midline. Unenhanced CT of the thorax and neck revealed a
mass with distinct margins and predominantly fat attenuation
in the thyroid gland (Fig 1). The hypoattenuated mass con-
tained some high attenuation areas isoattenuated with the
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Unenhanced axial view CT scan shows a well-circum-
scribed, predominantly fatty mass (Hounsfield unitsH. = —60) of
the thyroid gland. The mass causes enlargement of the isthmus
and extends to both right and left lobes. Small portions of the
right and left lobes have a soft tissue attenuation (Hounsfield
units = +50), consistent with normal tyroid tissue.

normal thyroid gland. CT of the thorax showed left upper lobe
atelectasis, fibrosis, and cicatricial emphysema in the left upper
lobe, which were considered to be sequelae to previous tuber-
culous infection. MR images of the neck confirmed the fatty
nature of the mass (Fig 2). Fine needle aspiration was per-
formed under ultrasonographic guidance and revealed thyroid
epithelial cells and fat cells containing mesenchymal elements,
supporting the diagnosis of thyrolipoma. A skin biopsy was
negative for amyloid deposition.

Discussion

Small amounts of adipose tissue are rarely seen in
normal thyroid glands adjacent to the capsule, adja-
cent to surrounding vessels, or in connective tissue
septa. They have been described in rare conditions
such as adenomas, papillary carcinoma, amyloid goi-
tres, nodular hyperplasia, and Graves’ disease (1, 2).

Fine needle aspiration cytology of these conditions
may reveal adipocytes and follicular cells. Thyrolipo-
mas differ from diffuse lipomatosis and amyloid goi-
tre with adipose tissue in that they are well circum-
scribed and capsulated mass lesions (1, 2).

The origin of adipose tissue in the thyroid gland is
unclear. Some authors think that adipose tissue is included
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Fic 2.  Fast spin-echo T1-weighted MR image (1104/12 [TR/
TE]; acquisition, 2; section thickness, 5 mm). The thyrolipoma is
isointense with subcutaneous fat.

in the thyroid gland during embryogenesis and that thyro-
lipoma is a true neoplasm with proliferation of fatty tissue
(3). Other authors suggest metaplastic origin from fibro-
blasts (3). Trites (4), who reported a case of thyrolipoma
associated with thymolipoma and a pharyngeal lipoma,
noted that the thymus, thyroid, and aryepiglottic folds arise
from the primitive foregut and added that the simulta-
neous appearance of these tumors suggested a disturbance
in the development of the primitive foregut. Breek at al (5)
reported a case of thyrolipoma and thymolipoma and
agreed with the hypothesis presented by Trites.

Our patient had diffuse enlargement of the thyroid
gland. His condition was euthyroid, and no enlarged
lymph nodes or clinical signs of malignancy were
found. Because the patient had a history of tubercu-
losis, amyloidosis was suspected to be the cause of

THYROLIPOMA 1641

renal insufficiency. Diffuse enlargement of the thy-
roid gland could also be explained with amyloid goi-
tre, but CT disclosed a well-circumscribed fatty mass
in the thyroid gland instead of diffuse lipomatosis as
seen in association with amyloid goitre. Amyloid goi-
tre is always associated with amyloid deposition else-
where in the body (2). Skin biopsy of our patient did
not disclose amyloid deposition. Fine needle aspira-
tion cytology of the mass confirmed the presence of
adipocytes and normal follicular cells.

Conclusion

Sonography and scintigraphy are widely performed
for imaging the thyroid gland and are usually sufficient
to make a diagnosis when combined with laboratory
findings and fine needle aspiration cytology. Fatty tissue
infiltration or fatty masses may be iso-echoic and cannot
be differentiated from normal thyroid gland on ultra-
sonograms. For the current patient, sonography and
scintigraphy were not diagnostic, and the diagnosis of
thyrolipoma was based on the CT and MR imaging
appearances, fine needle aspiration cytology, and exclu-
sion of other disorders.
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