
INSIGHTS AND IMAGES
Cerebellopontine Angle Lipoma Manifesting as
Trigeminal Neuralgia
A
10-year-boy presented with episodic lancinating pain
in the right cheek, aggravated with chewing. The
stabbing pain was distributed over the second divi-

sion of the trigeminal nerve. Each episode lasted for several
seconds, and episodes occurred at a frequency of 20-30 times
a day, occasionally awakening the patient. He could obtain
partial relief by rubbing his cheek.

The patient’s developmental history was normal. Motor and
sensory examinationof the trigeminal nerveswasunremarkable,
and no autonomic dysfunction was evident. Cranial magnetic
resonance imaging was suggestive of right cerebellopontine
angle lipoma indenting the trigeminal nerve (Figure).
Figure. A, Axial T1-weighted magnetic resonance imaging of bra
ebellopontine angle (arrow). B, The lesion is causing indentation o
appears hyperintense on an axial fast imaging employing steady-s
mography scan showing fat attenuation of the lesion.
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A regimen of oral carbamazepine 50 mg 3 times/day was
started. At a 3-month follow-up, the patient was pain-free
and able to continue his studies. n

Sanjeev Kumar Bhoi, MD, DM
Department of Neurology

Suprava Naik, MD
Department of Radiodiagnosis
All India Institute of Medical Sciences
Bhubaneswar, Odisha, India
in showing a well-defined hyperintense lesion in the right cer-
ver the root entry zone of the right trigeminal nerve (arrow) and
tate acquisition sequence.C, Axial noncontrast computed to-
ht
Mediastinal Fat Necrosis
A
12-year-old boy was admitted to the emergency
department with a 2-day history of left anterior lower
pleuritic chest pain. No fever or other relevant
symptom was identified. No trauma was reported, and no
comorbidity was registered in the patient’s medical records.
Physical examination findings were unremarkable. The
electrocardiogram was normal. A chest radiograph obtained
at another medical service on the day of onset of the pain
revealed no significant finding. However, as the pain
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Figure. Contrast-enhanced CT images (soft-tissue window)
in the A, axial and B, coronal planes showing an ovoid medi-
astinal fatty lesion (arrow) in the left cardiophrenic space,
measuring 1.5 � 1.4 � 0.9 cm, demarcated by a soft-tissue
attenuation ring, with intrinsic and surrounding dense strand-
ing, and thickening of the adjacent pericardium.
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worsened, it was decided to perform a computed tomogra-
phy (CT) scan that revealed an ovoid mediastinal fatty lesion
in the left cardiophrenic space demarcated by a soft-tissue
attenuation rim (Figure). There was a small ipsilateral
pleural effusion. The diagnosis of mediastinal fat necrosis
was made. A conservative approach was adopted, and
the patient’s pain was relieved by nonsteroidal anti-
inflammatory drugs.

Mediastinal fat necrosis, also known as epipericardial fat
necrosis, is a self-limited cause of chest pain that represents
an inflammatory process, usually occurring in the juxtaperi-
cardial mediastinal fat and leading to encapsulated fat necro-
sis. The pathologic features of this condition are similar to
those of fat necrosis in epiploic appendacitis.1,2 The number
of reported cases has increased worldwide in recent years.3

Giassi et al reported a 2.15% frequency of mediastinal fat ne-
crosis among adult patients who underwent chest CT for the
evaluation of atypical chest pain, with a 3:1 male predomi-
nance.4 A few cases in pediatric patients have been reported
in the medical literature.5-7 Mediastinal fat necrosis may be
underdiagnosed in children because CT is not performed
routinely in the diagnostic workup of chest pain.6 Pediatric
patients who have the clinical features of musculoskeletal
chest pain and no other relevant findings do not require
additional evaluation or referral.8

Mediastinal fat necrosis usually manifests with acute
pleuritic chest pain in previously healthy individuals and
can mimic acute cardiopulmonary processes. The chest
pain is characteristically ipsilateral to the lesion. Usually,
the affected individuals have no history of trauma or
infection. Electrocardiography and laboratory findings
are usually normal, with nonspecific C-reactive protein
elevation. The pain is expected to subside gradually, ceas-
ing within several days.1,2,4

Imaging examinations permit lesion localization and char-
acterization.1 Chest radiograph may be normal or show an
ill-defined juxtacardiac opacity, with or without pleural effu-
sion. On CT, mediastinal fat necrosis manifests as an ovoid or
round fatty lesion demarcated by a soft-tissue attenuation
rim in the mediastinum, usually in juxtapericardial fat
(more frequently on the left side), with dense stranding of
the surrounding mediastinal fat. A small ipsilateral pleural
effusion is often present. Thickening of the adjacent pericar-
dium and atelectasis may be encountered.1,2,4 Ultrasonogra-
phy and magnetic resonance imaging also may be used to
diagnose this condition.2,7 Conservative treatment is indi-
cated, and nonsteroidal anti-inflammatory drugs are usually
sufficient to relieve the symptoms.1,2,4-7 In cases of diagnostic
uncertainty, follow-up imaging examinations can be
performed to document the expected lesion shrinkage or
disappearance.7

A confident diagnosis based on imaging findings may
help to preclude unnecessary invasive procedures, and
conservative symptomatic treatment is the recommended
practice. n
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