Case Report

Pathologic Findings in a Case
of Pseudolipoma of the Liver,
and its Differential Diagnosis

MONIKA BANSAL, PUNEET KAUR, ANUREET KAUR

ABSTRACT

The name pseudolipoma of Glisson capsule is used
interchangeably with another commonly used term, hepatic
pseudolipoma, the prevalence of which, as mentioned by
Karhunen is 0.2%.The mean age of occurrence is 67 years.
These are fatty masses mainly found on the diaphragmatic
aspect of Glisson’s capsule. They are more common in
men than in women, and are usually asymptomatic. So,
they are only seen at necropsy, or as an incidental finding
on radiology or intraoperatively. Macroscopically, these
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innocent lesions may mimic metastatic carcinoma, and
microscopically they must be distinguished from true
hepatic lipomas, parasites (hydatid cysts) or solitary sub
capsular necrotic nodule.

We report a case of idiopathic pyloric stenosis, with an
incidental finding of a calcified lesion in liver on CT scan,
which was differentially diagnosed as calcified hydatid cyst
or calcified old abscess by the radiologist. On microscopy,
the lesion was diagnosed as pseudolipoma of the Glisson’s
capsule.
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CASE REPORT

A 46 vyears old male presented in Gastroenterology
Department, with the chief complaints of off and on vomiting,
loss of appetite and generalized body aches, for the past
one and a half month. There was no history of previous
abdominal surgery. CT-scan showed a circumferential
thickening of antro-pyloric region of stomach, along with
mild splenomegaly. It also showed a calcified lesion in liver,
and the possibilities of calcified hydatid cyst, or calcified
old abscess were suggested by the radiologist. Endoscopy
was performed and balloon dilation was done. But since the
symptoms were not relieved, finally open laparotomy was
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done, and a segment of the stomach, including the thickened
pylorus was removed. Intraoperatively, the surgeon found
the nodule mentioned on CT, protruding from the surface of
the right lobe of the liver, measuring around 2x2 cm. It was
removed and sent for histopathological examination .The
nodule was round to oval, firm and measured 2x1.2x0.5 cm
in size.The cut surface showed yellow to white homogenous
areas [Table/Fig-1].

Routine histopathological processing was done and
sections were prepared, which showed a thick hyalinized
capsule underneath which were seen clusters of polygonal
cells lacking nuclei and focally filled with basophilic material.
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[Table/Fig-1]: Gross examination showed an oval, whitish —yellow, smooth surfaced, firm nodule measuring ar ound 2x1.5 cm, which showed
a yellowish center on cut section. [Table/Fig-2]: Section showed an encapsulated nodule showing shadowy outlines of necrotic adipocytes,
lacking nuclei. (H&E x50). [Table/Fig-3]: Low power showed necrotic adipocytes, having foci of dystrophic calcification. (H&E x 100).
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After a review of literature, a diagnosis of pseudolipoma
of the Glisson’s capsule was made. Sections from the
stomach showed idiopathic hypertrophic pyloric stenosis
[Table/Fig-2,3]. The patient was discharged in a stable
condition. He is on regular follow-up.

DISCUSSION

Pseudolipoma is defined as an encapsulated lesion that
contains degenerated fat and is enveloped by the liver
capsule [1]. This entity was described by Rolleston in 1891,
who postulated that it arises from a detached piece of
epiploic appendix that undergoes degeneration and later
calcification, and becomes lodged between the diaphragm
and the liver [2]. It is also thought that it may be caused
by traumatic inclusion of fat within the liver capsule during
surgery, or by transcutaneous liver biopsy. [3]

A previous history of abdominal surgery is present in many
patients [4]. On CT, it appears as a well-circumscribed
nodule on the liver surface with a center of fat or soft-tissue
attenuation [1]. The size of the reported pseudolipomas
ranges from 0.4- 2.0 cm [5] , corresponding with our finding.
It does not require any treatment, because it does not
produce any symptoms [5].

The pseudolipoma can mimic a hepatic lipoma from
which it can be distinguished by the presence of fibrous
encapsulation and well defined margins. A lipoma, on the
other hand, has irregular margins and is not encapsulated
[6]. On microscopic examination, a true lipoma contains
lobules of viable mature adipocytes, unlike ghost cells
containing basophilic material in a pseudo lipoma.

Because of its subcapsular location, pseudolipoma
protrudes from the surface of the liver, and can be confused
grossly with metastatic nodules, like those from cancers of
the prostate and large intestine [7].

The other differential diagnosis of this uncommon entity
includes a solitary necrotic nodule of the liver. This entity is
a subcapsular nodule having a necrotic core surrounded
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by collagenized fibrous tissue. These lesions are usually
asymptomatic like a pseudolipoma, and they are detected
incidentally during preoperative evaluation for some other
cause, or during surgery [8]. FNAC vyields necrotic material
only, and the only way of making a certain diagnosis is
histopthology. The pathogenesis of the solitary necrotic
nodule is still not clear. In their study, Shepherd et al.,
suggested that these are sequelae of trauma or infection [9].
Sunderasan et al., [10], showed the presence of the feeding
vessels within the nodule. They also described reticulin fibres
within the nodule, and suggested the diagnosis of a sclerosing
hemangioma. Parasitic infections including hydatid cyst are
likely to be the cause in certain cases [11].

CONCLUSION

Pseudolipomas are benign, harmless lesions, and are usually
incidental findings on radiology, during surgery, or autopsy.
They must be included in the list of differential diagnosis of
solitary nodular lesions of the liver, and the pathologist must
be aware of their histopathological findings to be able to
differentiate them from other mimics.
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