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Figure 1: Brugada like ECG pattern (right bundle branch 
block with coved ST segment elevation in leads V1-V3).
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Abstract
A case of a 33-year-old female who presented with mild dyspnea and palpitations is presented. Diagnostic investiga-
tion was consistent with a giant intrathoracic mass filling the right thoracic cavity and an abnormal electrocardiogram 
(Brugada-like pattern). The patient underwent surgical removal of the mass (benign lipoma) with a normal postoperative 
ECG pattern. Hippokratia 2013; 17 (4): 368-369.

Keywords: Arrhythmia, lipoma, mediastinum
Corresponding author: Nikolaos Barbetakis, MD, PhD, Thoracic Surgery Department, Theagenio Cancer Hospital, 2 Alexandrou Simeοnidi 
str., 54007, Thessaloniki, Greece, e-mail: nibarbet@yahoo.gr

Introduction
Μediastinal lipomas typically arise within the anterior 

mediastinum and represent only 1.6–2.3% of all primary 
mediastinal tumors1. Although lipoma is histologically 
diagnosed as a benign tumor and grows slowly, those 
growing and causing clinical symptoms should be con-
sidered clinically malignant and surgery is mandatory.

Description of case 
A 33 year-old female was admitted with mild dyspnea 

and persistent palpitations. A Brugada-like ECG pattern 
(right bundle branch block with coved ST segment eleva-
tion in leads V1-V3, Figure 1) and a large mediastinal 
mass were noted. Computed tomographic scan demon-
strated a well-circumscribed lesion with fat tissue attenu-
ation (Figure 2). Complete staging was negative for met-
astatic disease. Thoracotomy revealed a tumor attached 
to the right cardiac chambers. The lesion was extending 
from the right lateral thoracic wall to the pericardium. 
Dissection from the right atrium was difficult due to 
strong adhesions. The tumor (20 x 14 x 7cm, 2650gr) was 
encapsulated by a smooth elastic surface and composed 
of yellowish tissue (Figure 3). Pathology confirmed the 
diagnosis of a benign lipoma. Postoperative period was 
uncomplicated with a normal ECG pattern. The more 
probable cause was the compression of the right ventricu-
lar outflow tract caused by the mass.

Discussion
Lipomas are almost always benign in nature and ma-

lignant degeneration is very rarely reported. Intrathoracic 
benign lipomas are extremely uncommon. They are fully 
encapsulated and very slow growing, often over many 
years 1. They are usually identified by routine chest ra-

diograph or are discovered after the patient presents with 
symptoms of shortness of breath with exertion or dyspnea 
secondary to the compression of the bronchi, vagus nerve, 
esophagus, or other internal structures. Other symptoms 
can include cough, arrhythmias, orthopnea and intermit-
tent dysphagia2. Differential diagnosis of mediastinal fat-
ty masses  may include benign lipomas, thymolipomas, 
liposarcomasand germ cell neoplasms1,3-6.Differentiating 
a lipoma from a liposarcoma can be challenging in many 
cases, especially if it is a low-grade malignancy2.
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Several causes are known to induce the right precor-
dial ST elevation mimicking Brugada syndrome. Right 
ventricular outflow area is assumed to be responsible 
for such ECG changes. Mediastinal tumor as a cause of 
Brugada-like ECG pattern is reported only once in the in-
ternational literature7. Current recommendations include 
complete en bloc removal of such tumors whenever pos-
sible, as this is the only definitive treatment option. Once 
resected, local recurrence of intrathoracic or mediastinal-
lipomas is uncommon.
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