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SUMMARY

Introduction Colonic lipomas are relatively common but they rarely progress to complete acute ob-

struction.

Case Outline We report a case of a 67-year-old woman with acute intestinal obstruction caused by a large
pedunculated lipoma of the ileocecal valve. Preoperatively, the patient presented acutely with clinical
and radiographic signs of small intestine ileus. A right hemicolectomy with subsequent terminolateral
ileocolostomy was performed. The histopathological examination revealed a benign lipoma of the ileoce-
cal valve which telescoped into the cecum and caused ileocolonic intussusception. The postoperative
course was uneventful and the patient was free of symptoms during a 12-month follow-up period.
Conclusion Since these benign tumors are frequently revealed by laparotomy and the definitive diag-
nosis is made on the basis of histopathological examination, we can conclude that extensive resections
of the large intestine are justified in cases with acute clinical presentation.
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INTRODUCTION

Colonic lipomas are rare benign tumors, which
constitute the most common nonepithelial
(mesenchymal) neoplasm of the gastrointes-
tinal tract [1, 2]. Ileocecal valve and cecum are
most affected sites, followed by the rectum,
sigmoid colon and descending colon [2]. They
may be sessile or pedunculated. Although the
majority are small and asymptomatic (<2 cm),
the larger ones appear to correlate with symp-
tomatology, such as abdominal pain, diarrhea,
obstruction and rectal bleeding [3-6]. The
first report of colonic lipoma was by Bauer in
1757 [7].

CASE REPORT

A 67-year-old woman presented at the emer-
gency room with a 3-day history of severe
central abdominal pain, which was associated
with nausea, vomiting, abdominal distention
and complete constipation. She had a four-
-month history of change in bowel habits. On
abdominal examination, she was found to have
a distended and tender central abdomen, with
tympanic percussion and silent bowel sounds,
with no signs of peritonism. She had no previ-
ous abdominal operations. Rectal examination
was unremarkable. Blood results were normal.
Plain abdominal radiograph suggested a small
intestine ileus. Since the patient did not re-
spond to conservative therapy (tube decom-
pression, enema) and considering the abdomi-
nal radiograph, mechanical bowel obstruction
was obvious and immediate laparotomy was
performed. Intraoperative findings revealed

dilatation of the whole small intestine caused
by a palpable tumor mass in the ileocecal re-
gion with intussusception of the small intes-
tine. A right hemicolectomy with subsequent
termino-lateral ileocolostomy was performed.
Macroscopic examination of the resected speci-
men showed a pedunculated, yellowish, soft
tissue tumor of the ileocecal valve measuring
5 cm in diameter which telescoped into the
cecum and caused ileocolonic intussusception
(Figures 1 and 2). Subsequent histopathologi-
cal examination revealed that the mass was a
lipoma with no evidence of malignancy (Figure
3). The postoperative course was uneventful
and she was discharged on postoperative day
seven. The patient was free of symptoms dur-
ing a 12-month follow-up period.

DISCUSSION

Colonic lipomas represent uncommon adipose
neoplasms with a reported incidence ranging
between 0.15 and 4.4% [8]. It is the third most
common benign tumor of the large bowel af-
ter hyperplastic and adenomatous polyps [9].
These tumors are more prevalent in women
than in men with a peak incidence in the 5" and
6" decade of life [2, 8, 10]. Most such lesions
(65%) have been identified in the right colon [2,
10]. In 90% they are localized at the submucous
level [2]. They may be sessile or pedunculated,
usually solitary, but multiple lesions are also
reported in 10 to 25% of cases [11]. No cases of
malignant transformation or recurrent colonic
lipoma have been reported [3].

Symptoms caused by colonic lipoma cor-
relate with the size of the tumor. The majority
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Figure 2. Gross finding of bisected cecum with pedunculated lipoma
of the ileocecal valve

is small and asymptomatic (<2 cm), and also suitable for
endoscopic removal [3, 7, 8]. Large colonic lipomas are less
suitable for endoscopic treatment considering the risks of
complications, such as perforation and bleeding [7], but
new endoscopic techniques are being developed to mini-
mize such possibilities [12].

The majority of patients with lesions larger than 4 cm
have the following symptoms: discomfort, abdominal pain
and obstruction, which are mostly caused by chronic in-
termittent ileocolonic or colo-colonic intussusception or
rectal bleeding as the result of atrophy and ulceration of
mucosa overlying the lipoma [2-6, 8, 9, 10, 13].
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Figure 3. Light microphotograph of lipoma of the ileocecal valve (H&E,
original magnification x40)

Patients rarely present with dramatic clinical symp-
tomatology necessitating urgent operative treatment,
such as intussusception, which can lead to complete acute
obstruction or acute hemorrhage. Franc-Law et al. [13]
reported that the appearance of dramatic symptoms in
colonic lipomas probably depends on the size of tumors
and their position in the large intestine, and that larger
tumors and rarer left-sided colonic lipomas are more likely
to cause acute obstruction.

For large lipomas surgical resection is recommended to
relieve symptoms or exclude malignancy [1, 8, 14], with
a wide range of operative techniques, such as colotomy
and excision, segmental colonic resection, hemicolectomy
or subtotal colectomy, including laparoscopic procedures
[2,4,5, 6, 8-11, 14]. While colotomy with excision of
the tumor and laparoscopic approaches should be con-
sidered for uncomplicated preoperatively diagnosed lipo-
mas, more extensive operations should be performed in
patients with questionable diagnosis and acute clinical
symptoms [14].

Symptomatic colonic lipomas are very rare, presenting
with a variety of symptoms depending on their size and
position, often leading to misdiagnosis. Since these benign
tumors are frequently revealed by laparotomy and the de-
finitive diagnosis is made on the basis of histopathological
examination [1], we can conclude that extensive resections
of the large intestine are justified in cases with acute clini-
cal presentation.

lipoma diagnosed preoperatively: report of a case and review of
the literature. Surg Today. 2012; 42(7):686-92.

5. Dultz LA, Ullery BW, Sun HH, Huston TL, Eachempati SR, Barie PS, et
al. lleocecal valve lipoma with refractory hemorrhage. JSLS. 2009;
13(1):80-3.

6. Meshikhes AW, Al Momen SA, Al Talaq FT, Al Jaroop AH. Adult
intussusception caused by a lipoma in the small bowel: report of a
case. Surg Today. 2005; 35:161-3.

7. Khawaja F. Pedunculated lipoma of the colon. Risks of endoscopic
removal. South Med J. 1987; 80:1176-9.



Srp Arh Celok Lek. 2014 Nov-Dec;142(11-12):721-723

8. Chung YF, Ho YH, Nyam DC, Leong AF, Seow-Choen F. Management
of colonic lipomas. Aust NZJ Surg. 1998; 68:133-5.

9. ChibaT, Suzuki S, Sato M, Tsukuhara M, Saito S, Inomata M, et al. A
case of a lipoma in the colon complicated by intussusception. Eur J
Gastroenterol Hepatol. 2002; 14:701-2.

10. Ryan J, Martin JE, Pollock DJ. Fatty tumours of the large intestine:

a clinicopathological review of 13 cases. Br J Surg. 1989;
76:793-6.

11. Vecchio R, Ferrara M, Mosca F, Ignoto A, Latteri F. Lipomas of the

large bowel. Eur J Surg. 1996; 162:915-9.

723

12. LeeES, Lee KN, Choi KS, Lee HL, Jun DW, Lee OY, et al. Endoscopic
treatment of a symptomatic ileal lipoma with recurrent ileocolic
intussusception by using cap-assisted colonoscopy. Clin Endosc.
2013;46(4):414-7.

13. Franc-Law JM, Begin LR, Vasilevsky CA, Gordon PH. The dramatic
presentation of colonic lipomata: report of two cases and review of
literature. Am Surg. 2001; 67:491-4.

14. Ghidirim G, Mishin |, Gutsu E, Gagauz |, Danch A, Russu S. Giant
submucosal lipoma of the cecum: Report of a case and review of
literature. Rom J Gastroenterol. 2005; 14:393-6.

MeTe/bKacTU ONCTPYKTUBHM IMNOM UNEOL,EKA/IHE BaBYNe: NPUKa3 6onecHUKa

bepucnag Bekuh, Pactko Xusuh

XupypLka knuHuka, KnuHnuko-6onHnykm uentap,[p Aparvwa Muwosnh” - leanrbe, beorpag, Cpbuja

KPATAK CAZIPXKAJ

YBop J/lunomu gebenor upesa cy penatvBHO 4ectu, MehyTum,
peTKo AOBOAE [0 aKyTHe ONCTPyKLuuje LpeBa.

Mpuka3 6onecHuKa MpuKasyjemo cnyvaj 67-roanilibe xe-
He C aKyTHOM ONCTPYKLMUjOM LipeBa y3pOKOBaHOM BENNKUM
netesbKacTM IMNMOMOM unieoleKanHe Bansyse. bonecHuua
je Npym/beHa Kao XUTaH XUPYPLIKKA CiyYaj C KIUHUYKAM 1
paguorpadckum 3HauuUmMa uneyca TaHkor upeBa. HaunmbeHa
je AecHa xemuKonekTomuja C NPYMapHOM TepMUHO-NaTepan-
HOM aHacTOMO30M. [1aToxncToNoWKNM npernefom noTepheH
je meTesbKacT GEHUIHU NIMNOM UMeoLIEKasiHe BanByIie Koju je

Y3POKOBAO YBNayeHEe nneyma y Lekym C nocieanyHOM MNEOKO-
NIMYHOM UHTYyCycLenumjom. lMocTonepaumoHm TOK je npoTekao
6e3 KomnnuKaumja, a bonecHuua je 6vna 6e3 cumMnToma TOKOM
jenHoroguLwber neproaa KNMHMYKor npahetsa.

3akrmpyuak C 0631poM Ha To [la ce 0B/ BEHUIHU TyMOPY YeCTOo
OTKPBajy TOKOM onepaLivje 1 Aa Ce KOHauyHa AnjarHo3a nocta-
BJba TEK MATOXMCTONOLLKMM MPErIefoM, MOXKEMO 3aK/byUnTH [ia
Cy OMncexHe pecekumje pebenor LpeBa onpasaaHe Kog 6one-
CHUWKa C aKyTHOM KJIMHUYKOM Npe3eHTaLujom.

KrbyuHe peuu: nneoueKkanHu IMMNOM; akyTHa ONCTpyKLUja Lpe-
Ba; onepauwja gebenor upesa; MHTycycLenumja
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