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ABSTRACT
Intracranial lipomas are rare congenital lesions that occur
because of abnormal differentiation of embryogenic meninges. These lipomas are usually seen incidentally on brain
imaging performed for another reason, and they are usually
asymptomatic and do not require treatment. We present a
case of ruptured intracranial lipoma, discovered in an elderly
patient presenting with dizziness and after falling.

CASE STUDY

A 94-year-old man presented after 2 falls during a 1-week
period. Each fall was preceded by dizziness. The patient denied any loss of consciousness, abnormal body movements,
headache, tinnitus, diplopia, palpitations, or chest pain. His
medical history was significant for hypertension and chronic
kidney disease. On examination, his vitals were within normal limits, including orthostatic blood pressure response. The
oral mucosa was dry. Chest, cardiovascular, and abdominal
examinations were unremarkable. Neurologic examination
showed lethargy and absence of focal weakness/numbness
or nystagmus. Laboratory testing, including hemogram and
basic metabolic panel, was unremarkable except for evidence
of acute kidney injury (creatinine, 2.2 mg/dL; baseline, 1.5
mg/dL). A computed tomography (CT) scan of the brain
without contrast revealed numerous foci of likely fat deposits,
estimated by densitometry (-13 Hounsfield units), within
the suprasellar cistern, ambient cisterns, left cerebellar subarachnoid space, and left temporal horns. This finding was
confirmed by noncontrast magnetic resonance imaging of the
brain, which showed bright spots on T1-weighted imaging
and low signal intensity on fat saturation imaging in similar
locations as previously noted on the CT scan (Figure 1).
A review of a brain CT scan performed 2 years earlier was
suggestive of a lipoma in the suprasellar region (Figure 2).
Intravenous hydration with normal saline was given for mild
dehydration, and this also resolved the acute kidney injury.
Physical therapy was initiated. The patient’s dizziness improved significantly in 48 hours, and he was discharged with
close neurology follow-up. To our knowledge, this is the first
reported case of ruptured intracranial lipoma.

Figure 1. Magnetic resonance imaging of the brain showing bright spots on
T1-weighted images in the suprasellar cistern (A), ambient cisterns (B), left
cerebellar subarachnoid space, and left temporal horns.

Figure 2. Computed tomography scan of the brain suggestive of lipoma in
the suprasellar cistern. The dashed arrow indicates an intracranial lesion
(determined by negative Hounsfield units).
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DISCUSSION

Intracranial lipomas are usually discovered in asymptomatic
patients as an incidental finding on neuroimaging or during
postmortem examination. They are considered rare tumors
with incidence estimated at 0.06%-0.46% of all intracranial
tumors.1 Intracranial lipomas are congenital malformations
resulting from abnormal persistence and maldifferentiation
of the meninx primitiva during the development of the
subarachnoid cisterns.2 Approximately 45% of intracranial
lipomas occur in the pericallosal region, making it the most
common location, followed by the quadrigeminal cistern
(25% of occurrences) and suprasellar cistern areas (15% of
occurrences).3,4 The clinical manifestations of lipomas are nonspecific and depend on lipoma location. Epilepsy is the most
common symptom in supratentorial lipomas and occurs in
about 50% of cases of callosal lipomas.5 Intracranial lipomas
located near the brainstem may cause ataxia, hydrocephalus,
gaze palsies, and trochlear nerve paralysis. In the pediatric
population, they are associated with nonspecific neurologic
complaints: headache, dizziness, seizures, or global psychomotor delay, which affects language and gross psychomotor
skills.6 Intracranial lipomas have a characteristic appearance on
unenhanced CT scans, with low attenuation. Calcifications are
often present in interhemispheric lipomas, most commonly
within a fibrous capsule surrounding the lipoma. On magnetic
resonance imaging, intracranial lipomas present with a high
signal on T1-weighted images and intermediate/low signal
on T2-weighted spin-echo sequences.6,7 Intracranial lipomas

Key Points
1. Intracranial lipomas are mostly congenital and form
because of an abnormal differentiation of the meninx
primitiva.
2. The clinical manifestations of lipomas are nonspecific
and depend on their location. Epilepsy is the most
common symptom of supratentorial lipomas and occurs
in about 50% of cases of callosal lipomas.
3. Intracranial lipomas are often managed conservatively,
and attempts at resection are associated with high
mortality.
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are managed conservatively, as with our patient.8 Attempts at
resection are associated with high mortality.9
Our patient presented with nonspecific dizziness and associated falls. It is unclear what caused these symptoms, as well
as whether the dizziness and falls were the cause or the result
of the ruptured intracranial lipoma. Lipomatous density/
signal spots were seen in the suprasellar region and superior
cerebellar surface. We theorize that these spots resulted from
the rupture of the lipoma seeding the subarachnoid space. It
is prudent to be cognizant of the fact that ruptured lipomas
can be seen on imaging for fall and dizziness evaluation. The
diagnosis of intracranial lipoma can be made confidently
with magnetic resonance imaging, with 100% specificity.10 v
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