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Exogenous lipoid pneumonia: importance of clinical
history to the diagnosis*
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ABSTRACT
Lipoid pneumonia is a rare disease resulting from the micro-aspiration of lipid formulations. Making a diagnosis of
lipoid pneumonia requires a high degree of clinical suspicion. Herein, we report the case of a female patient with a
history of breast cancer, presenting progressive dyspnea and cough, together with radiological findings of bilateral
pulmonary infiltrate. The working diagnosis of lymphangitic carcinomatosis, for which chemotherapy would be
indicated, was called into question based on the high-resolution computed tomography findings and on the fact that
the patient had a history of chronic ingestion of laxatives containing mineral oil. A lung biopsy confirmed a diagnosis
of lipoid pneumonia, which should always be considered in patients with diffuse lung disease having been exposed to
potential causative agents.
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INTRODUCTION

Lipoid pneumonia is an uncommon condition.
In its chronic form, it results from prolonged micro-
aspiration of lipid emulsions.(1) Its clinical and
radiological presentation is generally nonspecific,
which highlights the importance of taking a detailed
history of suspected exposures so that a diagnosis
can be made. We report the case of a patient with
chronic exogenous lipoid pneumonia.

CASE REPORT

A 77-year-old female homemaker had been
diagnosed with breast adenocarcinoma seven years
ago and was submitted to mastectomy and
radiotherapy at the time. The patient remained
clinically healthy for approximately five years and
received regular follow-up treatment by an
oncologist without any evidence of recurrence of
the disease. Two years prior to the current event,
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she began to present discrete dyspnea, which had
worsened over the preceding three months with the
appearance of dry cough. She lost approximately 12
kg in the preceding three months. Imaging studies
were carried out (Figures 1 and 2). The patient history
included antireflux surgery for gastroesophageal
reflux disease twelve years prior, in addition to a long
history of intestinal constipation. She was an
inveterate user of laxatives. She had been a two-
pack-a-day smoker for 50 years, having quit smoking
four months prior to seeking treatment. She had kept
two canaries in her house for the last ten years.

Upon physical examination, the patient presented
dyspnea (+4+) at rest without cyanosis or digital
clubbing. Chest auscultation revealed rales in the
pulmonary bases. The cardiovascular examination was

normal. The left breast was absent. The spirometry
showed restrictive ventilatory defect with forced
expiratory volume in one second at 55% of predicted
and forced vital capacity at 47% of predicted. The
patient was scheduled to undergo chemotherapy
based on the suspicion of breast cancer recurrence
in the form of lymphangitic carcinomatosis. The high-
resolution computed tomography scan showed
bilateral thickening of the interstice in the apical areas
(clinical profile compatible with lymphangitis).
Therefore, the extensive areas of gound-glass density,
interspersed with the aforementioned interstitial
thickening in a mosaic pattern of attenuation, which
is not usually described for that condition, called
attention to the lower lobes.

In view of the history of prolonged ingestion of
various types of laxatives, some of which contain
mineral oil, the suspicion of chronic lipoid pneumonia
was raised. The patient was submitted to an open
lung biopsy that confirmed this diagnosis (Figure 3).
The use of mineral oil-based laxatives was suspended.
After four months, there was no appreciable clinical
or radiological improvement.

DISCUSSION

Lipoid pneumonia is a rare disease resulting from
the micro-aspiration of lipid emuslions.(1) The most
common chronic form of the disease is caused by

Figure 1 - Simple anteroposterior chest X-ray showing
bilateral opacities, predominantly in the lung bases

Figure 2 - A) High-resolution computed tomography scan of the chest
showing a mosaic pattern of attenuation, predominantly in the lower lobes;
B) High-resolution computed tomography scan of the chest showing alveolar
infiltrate, predominantly in the lung bases, and areas of mosaic pattern of
attenuation

A                   B
Figure 3 - Pulmonary biopsy. Note the diffuse alveolar
filling at the expense of voluminous macrophages with
vacuoles in the cytoplasm and nuclei pushed to the
periphery (arrow) amid globular material and some epithelial
cells
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the prolonged ingestion of mineral oil-based laxatives
for the treatment of intestinal constipation. Less
common exposures include the application of
mineral oil in the nasal cavities or on the face, as
well as the repeated use of eye drops that contain
mineral oil. The elderly and individuals with
gastroesophageal reflux disease, as well as those
who have achalasia or difficulties in deglutition, are
at greater risk.(1-2) It is worthy of note that the patient
had a long history of gastroesophageal reflux disease
and had been submitted to fundoplication for its
treatment. The persistence of aspiration after
fundoplication might have been caused by the
failure of that procedure, as described in 5 of 39
patients evaluated in one study.(3) Cases of acute
lipoid pneumonia can result from the accidental
aspiration of hydrocarbon mixtures, as occurs in
fire eaters.(4) The clinical profile of the chronic form
of the disease is characterized by the insidious
evolution of dyspnea and cough.

Simple X-rays show basal opacities, diffuse
opacities or, occasionally, a solitary low-density mass
known as paraffinoma.(5) High-resolution computed
tomography scans reveal consolidation with low
attenuation, ground-glass opacity or a mosaic pattern
of attenuation,(1,5-8) as was reported in the present
case.

The diagnosis is suggested by the detailed clinical
history and was preferentially confirmed by the
finding of free lipids or lipids in the alveolar cell
vacuoles in the bronchoalveolar lavage. If this is
not confirmed, transbronchial or surgical biopsy
becomes necessary. In the present case, bearing in
mind the differential diagnosis for lymphangitic
carcinomatosis and the resulting therapeutic
implications, we opted for surgical biopsy involving
more than one lung lobe. Occasionally, the disease
is diagnosed when a pulmonary biopsy is performed
for the diagnosis of community-acquired pneumonia
that is refractory to antibiotic therapy.(9-10)

Treatment consists of suspending exposure to
the oily agent. Treatment with corticosteroids does
not seem to be beneficial. The prognosis is difficult
to predict, but seems to be worse among the
elderly. Frequently, there is no clinical improvement
ater the suspension of the offensive agent.(1,6)

Individuals with lipoid pneumonia can suffer
recurrent episodes of pneumonia or superinfection
with atypical microbacteria or Aspergillus spp.(11)

Cases of superinfection with atypical mycobacteria

occur with perpetuation of chronic cough and
weight loss. This was found in the investigation of
the case described herein.

In conclusion, lipoid pneumonia, despite being
rare, should be considered in patients with diffuse
lung disease when there is a history of exposure to
potential causative agents and compatible clinical/
radiological findings.
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