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ABSTRACT: Lipomas are benign lesions formed by adult fatty
cells and surrounded by a fibrous capsule. These tumors may be
asymptomatic or present with a variety of symptoms and may
progress as a surgical emergency or be misdiagnosed as malignant
disease. Thus, we describe three cases of patients diagnosed
with gastrointestinal lipomas (one case in the small intestine,
one case in the cecum, and the third in the sigmoid) after the
onset of clinical picture suggestive of acute abdomen. The first
two cases were initially approached laparoscopically and after
resection, the anastomosis were performed by extracorporeal
pathways, through an incision of Pfannenstiel. The third case
had a laparotomy approach. The study was observational and
retrospective with analysis of medical records. Lipomas of the
gastrointestinal tract are rare, but should be remembered as a
differential diagnosis, especially in patients with acute abdominal
pain, usually compatible with obstructive acute abdomen.

Keywords: Acute abdomen; lipoma; intestinal pseudo-
obstruction; laparoscopy; benign lesion.

RESUMO: Os lipomas sdo lesdes benignas formadas por
células gordurosas adultas e circundadas por capsula fibrosa.
Esses tumores podem ser assintomaticos ou apresentar-se
com uma variedade de sintomas, podendo evoluir como uma
emergéncia cirirgica ou serem erroneamente diagnosticados
como doenga maligna. Assim, descrevemos trés casos de pacientes
diagnosticados com lipomas gastrointestinais (um caso de intestino
delgado, um caso de ceco, e o terceiro de sigmoide) apos inicio
de quadro clinico sugestivo de abdome agudo, os dois primeiros
casos foram inicialmente abordados por via laparoscopica e
posteriormente a ressec¢ao e anastomose foram realizadas por vias
extracorporeas, através de uma incisao de Pfannenstiel. O terceiro
caso teve abordagem laparotomica. O estudo foi observacional
e retrospectivo com analise de prontuarios médicos. Os lipomas
do trato gastrointestinal sdo raros, porém devem ser lembrados
como diagnostico diferencial, principalmente nos pacientes
que apresentam quadro de dor abdominal aguda, geralmente
compativel com abdome aguda obstrutivo.

Palavras-chave: Abdome agudo; Lipoma; Pseudo-obstrucéo
intestinal; Laparoscopia; Lesdo benigna.
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INTRODUCTION

Lipomas are benign lesions formed by fatty
cells surrounded by a fibrous capsule!. First
described in the gastrointestinal tract (GIT) by Bauer in
1757, they are a rare condition, although it is the most
common nonepithelial neoplasm in GIT?**, and may be
sessile or pediculate®.

The adipose cells that originate the lipomas are of the
unilocular type, the same ones that make up the common
adipose tissue®. From the lipomas capsule, septa of the
same tumor nature are broken, which contain collagen,
and therefore determine the consistency of the mass!.
Gastrointestinal lipomas may be symptomatic or not,
presenting a risk of evolving as a surgical emergency or
being misdiagnosed as malignant disease'.

CASES REPORT

Case Report 1

Male patient, 64 years old, with a history of pain
on the left flank for 30 days, colic type, without changes in
bowel habit, associated with melena for 10 days, without
hematochezia or weight loss. He denied comorbidities,
use of medications, alcohol consumption and smoking and
had a appendectomy 25 years ago. Abdominal ultrasound
(US) from the day before admission showed a nodule in
the left hypochondrium suggestive of thickening of the
intestinal loop.

The patient was hospitalized with a diagnostic
hypothesis of colon cancer, and colonoscopy was
performed, which showed diverticular disease
of the colon, in a universal, uncomplicated way.
Esophagoduodenoscopy showed mild enanthematous
pangastrite.

A computed tomography of the abdomen (Figure
1) showed signs suggestive of intestinal invagination
involving the jejunal segment and occupying the left flank,
with an extension of approximately 15 cm, without clear
definition of expansive processes or related neoplastic
causes.

Figure 1 - Case 1: Computed tomography of the abdomen
showing a sign of the target suggestive of intussusception

Surgical Description 1

The patient was then submitted to a laparoscopic
approach, revealing dilated small bowel loops on the left
flank and segment of approximately 5 cm hardened with
insinuation of one loop in another, in addition to adhesions
in the terminal ileum and mesentery. Subsequently,
an extracorporeal approach was performed with a
Pfannenstiel incision, with resection of approximately 15
cm of the invaginated jejunum segment, and an end-to-
end jejunum-jejunal anastomosis was performed (Figure
2 - A, B, C). Hemorrhagic areas in the mucosa adjacent to
the lesion were also noted. In the meso, a firm, brownish
lymph node was identified, measuring 0.6 x 0.4 x 0.3 cm.

Figure 2 - Case 1: A. Segment of resected small intestine; B. Jejunal polypoid tumor; C. Enteric anastomosis

The patient had no further complications, being
discharged from the hospital on the 13th postoperative
day. The previously sectioned pathological study of
the small intestine segment, measuring 18.5 cm in
length and 3.0 cm in diameter, revealed smooth and
brown serosa. In the mucosa, 7.5 cm from the smallest
margin, a firm, yellowish polypoid tumor was observed,
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measuring 4.5 x 3.5 x 2.0 cm, showing invagination into
the intestinal lumen (Figure 3. A). Diagnosed jejunum
segment (intussusception); submucous lipoma, ulcerated,
measuring 4.5cm, associated with intussusception and
serositis. Surgical margins were free of neoplasia. A
lymph node showed reactive follicular hyperplasia.
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Figure 3 - A. Segment of small intestine affected by invagination (Case 1); B. Resected surgical specimen containing terminal ileum,
cecum, vermiform appendix and ascending colon (Case 2); C. Tumor in region and cecum with lipomatous aspect (Case 2)

Case Report 2

A 40-year-old female patient was admitted to
the emergency room with a history of epigastric pain
that migrated to the right iliac fossa two days ago,
associated with vomiting. She denied comorbidities. On
physical examination, she presented pain with sudden
decompression in the right iliac fossa. USG of the
abdomen was suggestive of acute appendicitis.

Surgical Description 2

The patient underwent a laparoscopic approach on
the same day of admission. Surgical findings were intact
vermiform appendix, little hyperemia, with invaginated
basis and presence of nonspecific voluminous increase of
the cecum. The entire right colon was freed through the
avascular line and part of the transverse; after resection
of the piece, an extracorporeal approach was performed
- a Pfannenstiel incision was performed to remove the
piece and make an ileum-transverse lateral anastomosis
with linear stapler. A spheroid, fibroelastic mass of 8 cm
in diameter inside the cecum with partial invagination of
the base of the appendix was found. The appendix was
normal in appearance (Figure 3. A).

The patient had no further complications and
was discharged on the fifth postoperative day. In
outpatient return, it brought results of histopathological
examination: analyzed surgical specimen of right colon
and terminal ileum in monobloc, measuring 33 cm in
length and diameter ranging between 2.5 and 4.5 cm,
partially covered by mesentery. When opened, the mucosa
was preserved, yellow-green, except in the cecum where
pediculated, firm-elastic tissue formation was observed,
with 6.0 x 6.0 x 3.5 cm. Cutting surface of the formation
has an adipose aspect. The appendix measured 7.0 x
0.8 cm, grayish-brown with virtual light. There were no
lymph nodes in the specimen (Figure 3. B). Histological
diagnosis: pediculated lipoma, ulcerated in the submucosa
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of the cecum. Associated mild chronic colitis. Lymphoid
hyperplasia of the cecal appendix.

Case Report 3

A 49-year-old female patient was admitted to the
emergency room with severe diffuse abdominal pain three
days ago. He was on the 15th postoperative day of total
hysterectomy with bilateral oophorectomy. An abdominal
CT with venous contrast showed hypodense collections
in the pelvis, the largest measuring 10.8 x 8.3 x 4.7 cm
and the right, measuring 3.5 x 2.9 x 2.3 cm, with a small
amount of free fluid in the abdominal cavity; expansive
formation with fat-like density adjacent to the rectum
wall and intra-abdominal herniation of small bowel loops,
adipose tissue and mesenteric vessel, surrounding the
sigmoid, but without definition of upstream obstruction.

Surgical Description 3

The patient was then submitted to urgent laparotomy
whose findings were: moderate amount of hematic
secretion in the abdominal cavity, without signs of active
bleeding; absence of pus or enteric secretion. Identified
invagination of the entire sigmoid to the rectum; during
an attempt to reduce invagination, there was extensive
sigmoid devascularization; “head” of the invagination
represented by giant polypoid lesion of 6 cm on its largest
axis, of possible lipomatous lineage. Vermiform appendix
with firm adhesion and area of inflammation near the
ligation of the right gonad vessels. Surgical team chose to
perform appendectomy and sigmoidectomy with manual
colorectal anastomosis.

The patient had no further complications being
discharged from the hospital on the seventh postoperative
day. The pathological study showed: sigmoid colon
material — colonic segment measuring 43 cm in length
and 5.9 cm in the largest diameter, smooth and pale,
noting an area of continuity measuring 6.0 cm in diameter
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to 16 cm from the smallest margin, where polypoid tumor
is visualized. When opened, it is observed that the tumor
is elastic, measuring 6 x 4.5 x 3.5 cm. The tumor is of
adipose aspect. In the adjacent meso, four yellowish-
brown lymph nodes were identified, the largest measuring
1.5 x 0.8 x 0.5 cm. Vermiform appendix measuring 8 cm

in length and 1 c¢m in its largest diameter, smooth outer
surface, partially covered by purulent material (Figure
4). Histological diagnosis: pediculated and ulcerated
lipoma of the sigmoid colon, associated chronic colitis.
Vermiform appendix within normal limits.

Figure 4 - Case 3: A. Surgical specimen - sigmoid; B. Open surgical specimen containing polypoid tumor

DISCUSSION

Intestinal lipoma has a higher incidence in women
(2:1)7, which ended up coinciding with our present report.
In a review of 64 patients with symptomatic lipomas, 41
(64%) were women.! The most common age is in the fifth
to sixth decades of life for the colon, with both cases being
outside the standard age group. For the small intestine, the
predominant age group is from the sixth to the seventh
decades®’, and in this case, the patient described is in this
range.

The most common site for GI lipoma is the colon,
specifically the cecum and ascending colon. Our study
describes one case in the cecum and one in sigmoid,
which is rarer. The place where lipoma is most common
is ileus, and the jejunum is more infrequent, as identified
in Case 1.

According to Mouaqit'® in his review of 51
cases of intestinal intussusceptions in adults induced by
lipoma, 26 occurred in the small intestine, 21 of ileum
and only 5 in jejunum. Twenty-three were in the colon,
3 in the cecum and 3 in the sigmoid. Seven were from
the ascending colon, 6 from the transverse colon and 4
were in the descending colon. Only 2 occurred in the
stomach, exemplifying the rarity of this disease. D’Javid
et al.! reviewed 278 cases, of which 44% were between
the ileocecal valve and the distal portion of the ascending
colon, before liver flexure, 21.5% in the transverse colon
and 34.5% in the most distal segment, including the
rectum.

According to Jiang’, after reviewing 33 cases, the
most common signs and symptoms include abdominal
pain (42.4%), rectal bleeding (54.5%) and alteration of
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bowel habit (24.2%). Our three cases presented abdominal
pain as a cardinal symptom, consistent with the literature.
Only the case of jejunum lipoma presented with other
symptoms associated, among them, melena; no patient
presented change in bowel habit.

Lipomas usually become symptomatic when they
exceed 2 cm in diameter, and the size of the lipoma is
directly related to acute complications such as obstruction
and invagination''. The three cases reported in this article
had large diameters, the smaller one 4.5 cm and the
largest was 6 cm. The most frequent acute complication of
intestinal lipoma is intussusception', found in the current
literature.

Surgical intervention is mandatory in situations
of obstruction, intussusception, perforation or massive
hemorrhage caused by intestinal lipoma. Lipomas that
do not generate surgical urgency, but are symptomatic, or
large (even asymptomatic) should also be ressected'?.

Several surgical methods, such as local excision
through a small two-point incision, segmental colon
resection, and hemicolectomy, can be employed to treat
a colon lipoma. An important criterion to be considered
when choosing the procedure is to evaluate the existence
of intussusception, size, tumor location and correct
preoperative diagnosis”!®. The use of minimally invasive
techniques should be encouraged due to less surgical
trauma and the already known advantages of laparoscopy.

With the advancement of colonoscopy and
endoscopic cauterization, loop resection by colonoscopy
has become popular and has proven to be a safe therapeutic
method, especially for small lesions. However, lipomas
larger than 2 cm in diameter are associated with a higher
risk of perforation, and the surgical approach is preferable’.



Kim et al.'* described endoscopic removal of
lipoma with a maximum diameter of 3.8 cm, assisted by
injection of saline solution with or without epinephrine in
the submucosa below the lesion, without complications.
Jiang” reports a similar result, with safe endoscopic
removal of a large lipoma of 5 cm.

However, there is consensus in the literature that
inadequate cases for endoscopic resection should always
have surgical resection indicated, either by laparoscopy
or open approach, for symptom relief and prevention of
intussusception and other complications'2.

As concluded by Jiang’, surgical removal should
be the preferred choice in the following situations: lipoma
with diameter > 4 cm, with a limited sessile or pedicle
appearance; uncertain preoperative diagnosis; lesions
with significant symptoms, especially the appearance of
intussusception; involvement of the muscular or serous
layer; and injury that cannot be radically restrained by
colonoscopy'?. Since the three cases described in this
article have been an emergency with acute complications,
the surgical approach proved to be the most appropriate.

Because lipomas are benign tumors, the margin of
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malignancy-free resection should be immediately checked
in the operating room using freezing biopsy in order
to confirm that the tumor is actually benign and avoid
large intestinal resections. However, if malignancy is not
excluded, the surgical procedure should be enlarged with
lymph node dissection and radical intestinal resection®®.
Due to the unavailability of frozen biopsy in the emergency
room of our service, which made intraoperative analysis
impossible, all lesions were resected with a wide margin
of safety.

CONCLUSIONS

This manuscript has relevance because it describes
three cases of a rare condition: gastrointestinal lipoma.
Due to the low prevalence, there is difficulty in conducting
clinical trials with a greater number of patients,
emphasizing the importance of case series. Although
rare, gastrointestinal lipomas should be remembered
as a differential diagnosis, especially in patients with
abdominal pain compatible with acute abdomen, intestinal
obstruction, and intestinal intussusception in adults.
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