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Fig. 1. 68-year-old man with uncomplicated lung cancer.

CT scan at the level of AP window shows lobulated peripheral
lung mass and linear low attenuation extrapleural fat
(arrowheads) with focal pleural retraction along the inner
margin of rib without lung volume change or parenchymal in-
filtration.
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Table 1. Extrapleural Fat Ratio in Uncomplicated & Compli-
cated Lung Cancer Patients.

Fat(—) Fat(+)

Uncomplicated(n=16) 14(83%) 2(13%)
Complicated(n=79)

Pa.(n=35) 21(60%) 14(40%)

Pa. + PI.(n=38) 11(29%)  27(71%)

Pl.(n=6) 4(67 %) 2(33%)

Total 95 50(53%) 45(47 %)

Pa.=Parenchymal complication, Pl.=Pleural complication

Table 2. Extrapleural Fat Ration in Complicated Lung Cancer
Patients.

Fatl—) Fat(+) Fat(—)* Fat(+)*
Collapse(n=52) 22(42%) 30(58%) 7/9(78%) 2/9(22%)
Pneumonia(n=30) 11(37%) 19(63%) 3/3(100%) 0/3(0%)
Tbe(n=30) 13(43%) 17(57%) 4/7(57%) 3/7(43%)
(

Pleural reaction(n=31) 9(29%) 22(71%) 4/6(67%) 2/6(33%)

Pleural metastasis(n=10) 5(50%) 5(50%)  0(0%) 0(0%)
Empyemaln=5) 1(20%)  4(80%)  0(0%)  0(0%)
Direct invasion(n=4) 1(25%) 3(75%) 0(0%)  0(0%)
Total n=79 n=36(46%) n=43(54%)

* Number of extrapleural fat hypertrophy in complicated lung cancer
associated with only one complication.
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a
Fig. 2. 73-year-old man with lung cancer complicated by atelectasis.

CT scans(a,b) at the level of right lower lobe shows the the right lower lobe atelectasis. Note the thin extrapleural fat layer
outlined by the atelectatic lung internally and the rib externally.

a
Fig. 3. 60-year-old man with lung cancer complicated by pulmonary tuberculosis.

a CT scan at the level of aorticopulmonary window shows a mass with the low density. Note the focal accumulation of the
extrapleural fat internal to the rib.

b. CT scan at the level of the right lower lobe bronchus shows multiple nodular tuberculosis lesions in both lungs. Focal
cicatrical emphysema is seen around a nodule in the posterior portion of the left lung.
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Fig. 4. 66-year-old man with lung cancer complicated by em-
pyema.

CT scan at the level of the right main bronchus shows
loculated pleural fluid collections with enhancing thickened
pleura, Alinear extrapleural fat layer(arrowheads) seperates
the thickened parietal pleura from the rib.

Fig. 5. 57-year-old man with complicated lung cancer.

CT scan at the level of the aorticopulmonary window shows
metastatic pleural masses(M) in the right hemithorax. Note the
extraple- ural fat hypertrophylarrowheads) external to the
thickened pleura.
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| Extrapleural Fat Hypertrophy in Patients with
Lung Cancer: CT Findings

' Won Seok Choi, M.D., So Eun Kim, M.D., Cheol Kyu Kook, M.D.,
Cheol Yong Shin, M.D., Chong Hyun Yoon, M.D.,
Shin Hyung Lee, M.D., Chang Joon Lee, M.D.

| Department of Diagnostic Radiology, National Medical Center

Purpose: Extrapleural fat hypertrophy is thought to be associated with findings of chronic pleural or pulmon- |
ary parenchymal diseases, and more favours clinical course of benign disease rather than malignant disease |
which is rapidly progressive. |
Recently, however, we observed frequent extrapleural fat hypertrophy in CT scens of lung cencer patients, es-
pecially those with complicated ones. We studied the frequency of extrapleural fat hypertrophy and the relation-
ship between the extrapleural fat hypertrophy and the complications of lung cancer.

Materials and Methods: We retrospectively analized the CT findings in 95 patients with primary lung can-
| cer. 85 patients were confirmed pathologically and 10 patients were confirmed by clinical and radiological fol-
low-up studies.

Results: Among the 95 patients, 79 patients were associated with more than one complications(Lung col-
lapse, pneumonia, pulmonary tuberculosis., pleural reaction, pleural metastasis, empyema, chest wall inva-
sion). Extrapleural fat hypertrophy was observed in 43(54%) patients with complication, and 2(13%) patients
without complication. The frequency of the extrapleural fat hypertrophy was 40%(14/35) in patients with only
parenchymal complicated patients, 33%I(2/6) in patients with only pleural complication, and 71%(27/38) in
patients with both parenchymal and pleural complications.

Conclusion: Extrapleural fat hypertrophy was more frequently observed in complicated lung cancer patients
rather than non-complicated, and higher frequency of the extrapleural fat hypertrophy was noted in those with
more than two complications. It was concluded that extrapleural fat hypertrophy in lung cancer patients was
non-specific finding caused by associated complication. Its mechanism is thought to be chronic pleural irritation
and negative thoracic pressure.
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