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Case Report 

Single-incision video-assisted anatomical segmentectomy with 
handsewn bronchial closure for endobronchial lipoma
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Abstract: Endobronchial lipomas are rare benign tumors whose symptoms are usually confused with recurrent 

infections or even asthma diagnosis, and mostly caused by endobronquial obstructive component which also 

conditions severity. We report a case of a 60-year-old man with a right-lower lobe upper-segment endobronchial 

myxoid tumor with uncertain diagnosis. We performed a single incision video-assisted anatomical segmentectomy 

and wedge bronchoplasty with handsewn closure to achieve complete resection and definitive diagnosis. During the 

postoperative air leak was not observed and there was no complication, with low pain scores and complete recovery. 

Final pathological exam showed endobronchial lipoma. Single-incision (SI) anatomical segmentectomies are lung-

sparing resections for benign or low-grade malignancies with diagnostic and therapeutic value, and the need for a 

wedge bronchoplasty is not a necessary indication for conversion to multiport or open thoracotomy.
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Introduction

Endobronchial lipoma is a rare benign tumor which 
represents less than 0.5% of all lung neoplasms (1). 
Typically affects the first divisions of tracheobronquial 
tree (2). Symptoms are nonspecific arising from cough 
to recurrent pneumonia (2,3), due to endobronchial 
obstruction. Macroscopic appearance and pathological 
findings can mimic other low-grade malignances such 
as carcinoid tumors (4), thus difficult the identification. 
When the diagnosis is well set, first line treatment is 
endobronchial resection. However complications in 
bronchoscopic treatment and unclear definitive diagnosis 
may lead to surgical treatment. We present a Single-incision 
video-assisted thoracoscopic surgery (SI-VATS) anatomical 
segmentectomy with handsewn bronchial closure for an 
unsuspected endobronchial lipoma.

Case presentation

A 60-year-old man presented with right lower lobe (RLL) 
recurrent infections, limited to upper segment of RLL. 
Chest scan showed complete atelectasis and endobronchial 
obstruction of that segment (Figure 1). Bronchoscopic 
examination evidenced an endobronchial tumor with 
macroscopic features that strongly suggest carcinoid tumor 
(smooth, pearly appearance). Bronchial biopsy reported 
submucosal myxoid changes. With the high suspicion of 
carcinoid tumor without clinical nodal involvement, we 
decided to perform an anatomical segmentectomy with 
diagnostic and therapeutic aim.

Through a 4-cm SI-VATS approach, an anatomical 
RLL upper-segmentectomy with hilar and mediastinal 
lymphadenectomy were performed (Figure 2). Upper-
segment parenchyma seemed congestive due to recurrent 
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previous infections. Intraoperative frozen section 
showed myxoid tumor with bronchial margin contact. 
With the suspicion of carcinoid tumor, and in order to 
achieve microscopic complete resection (R0), wedge 
bronchoplasty with handsewn closure was carried 
out achieving free margins, assisted by intraoperative 
bronchoscopy (Figure 3). A new frozen section of the 
extension of the resection was informed as free of tumor. 
Total surgical time was 190 minutes including intraoperative 
frozen section.

During postoperative period there was no air leak, but 
due to handsewn bronchial suture chest tube was kept 
until 5th postoperative day. Pain control was adequate with 
maximum postoperative pain score in the visual analogue 
scale (VAS) of 2. No complications were observed during 
follow-up. Final pathological examination was concordant 

Figure 1 CT scan shows endobronchial obstruction of the upper-
segment bronchus of the right-lower lobe, with parenchymal distal 
segmental atelectasis.

Figure 2 Consecutive vascular and bronchial dissection during anatomical segmentectomy. (A) Upper segmentary right lower lobe (RLL) 
artery identification; (B) upper segmentary RLL vein clipping; (C) upper segmentary RLL bronchus dissection. Lipoma in the wall of the 
segmentary bronchus (dotted line).

Figure 3 Enlargement of bronchial margin resection and wedge bronchoplasty. (A) Extension in the resection of the bronchial margin after 
intraoperative result; (B) beginning of the handsewn closure of the wedge bronchoplasty; (C) end of the suture.
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with unexpected myxoid endobronchial lipoma of 12 mm 
and all lymph nodes negative. Patient is free of recurrence 
within 12 months follow-up, doing his normal active life 
without symptoms.

Discussion

Endobronchial lipoma represents an uncommon lung tumor 
(less than 0.5%), although its real prevalence remains unknown 
due to the low rate of reported cases. It usually presents 
with endobronchial symptoms such as cough, progressive 
dyspnea and recurrent infections. Difficulty in diagnosis 
lies on unspecific symptoms and appearance, so other more 
prevalent neoplasms are initially suspected (3,5). There are 
several reported cases of endobronchial lipoma mimicking 
other entities, such as carcinoid tumors (4). CT scan is very 
sensitive and specific for adipose tissue density (6). Diagnosis 
is usually set by bronchoscopic biopsy (7), and then first-
line treatment is bronchoscopic resection due to its 
benign nature. Nevertheless, surgical resection can be also 
considered in some situations such as anatomic difficulties, 
endoscopic complications or unclear diagnosis being unable 
to run out other low-grade malignances. 

SI-VATS approach theoretically decreases postoperative 
pain and fastens recovery (8,9), although multicenter 
randomized clinical trials lack when we search for evidence. 
With the suspicion of a low-grade malignancy (carcinoid 
tumor) we proposed SI-VATS anatomical segmentectomy 
in order to provide the least invasive approach with a 
lung-sparing anatomical resection. Need for handsewn 
bronchial suture or a bronchoplasty is not an indication for 
conversion to multiport VATS or thoracotomy. Absence of 
postoperative complications, and low pain score proves this 
approach is feasible and safe even for anatomical resections 
needing bronchial sutures or bronchoplasties. 

Sublobar anatomical resections such as segmentectomies 
are appropriate for benign and low-grade malignant tumors 
if nodal involvement is excluded. Bronchial lipomas can be 
a diagnostic challenge, although in these cases, minimally 
invasive lung-sparing techniques make surgery a suitable 
diagnostic and therapeutic option.
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