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ABSTRACT
Colonic lipomas are benign tumors resulting from the proliferation of mature fat cells. Gastroin-
testinal lipomas are rare, often asymptomatic, and most are detected through diagnostic imaging
devices such as colonoscopy and abdominal-pelvic computed tomography. Lipomas of the colon
were first reported by Bauer in 1757 and are most often located in the ascending colon near ce-
cum. Approximately 90% of colonic lipomas are located in the submucosa. The remainder of these
tumors is intramucosal in origin. The reported incidence of colonic lipoma ranges from 0,2% to
4,4%. These fatty tumors are rarely greater than 2 cm in size and are rarely symptomatic. Lipomas
that growmore than 4 cm in size can lead to obstruction and intussusception requiring surgical or
endoscopic resection.
Colonic lipomas may be challenging to diagnose as they may be asymptomatic for a long time
or misdiagnosed as other's conditions. Atypical etiologies of intestinal obstruction should be con-
sidered in patients with persistent intermittent abdominal discomfort. Even though benign, some
abdominal tumor conditions may be presented as cases of emergency care. Symptomatic colonic
lipomas can be managed by endoscopy or surgery. Polypectomy through endoscopy is the treat-
ment choice for lipomas considered of low complication risk. These are lipomas with less than 2
cm diameter or pedunculated lipomas with a thin tail. When greater than 2 cm, surgery represents
the standard therapeutic option for lipomas.
In this report, we present two cases of symptomatic colonic lipomas: one case of splenic flexure
lipoma and one case of lipoma in the sigmoid colon. Both cases have been noted with intesti-
nal obstruction. Those two patients performed laparoscopic colectomy. The operation and post-
operative recovery were satisfactory. Both of the patients were discharged after taking seven days
of post-operative care. Through this article, we would like to introduce the incidence, clinical fea-
tures, diagnostic facilities, and surgical treatment of this benign tumor.
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INTRODUCTION
Colonic lipomas are benign tumors resulting from the
proliferation of mature fat cells. Gastrointestinal lipo-
mas are rare and often asymptomatic, and most are
detected through diagnostic imaging devices such as
colonoscopy and abdominal-pelvic computed tomog-
raphy. Lipomas of the colon were first reported by
Bauer in 1757 and are most often located in the as-
cending colon near the cecum. Approximately 90%
of colonic lipomas are located in the submucosa; the
remainder of these tumors are submucosal or intra-
mucosal in origin. The reported incidence of colonic
lipoma ranges from 0,2% to 4,4%1. These fatty tu-
mors are rarely greater than 2 cm in size and rarely
cause symptoms. Colonic lipoma larger than 4cm in
sizemay cause obstruction and intussusception in one
or more parts of the large intestine2.

CASE REPORTS

Case number 1
A female patient, 55 years old, was admitted to the
hospital because of left upper quadrant abdominal
pain lasting one week. The patient had intermittent
cramping pain, each episode lasting for 30 seconds.
Pain increases with bowel movements. No vomiting,
no fever. The conditions at admission were recorded:
her pulse was 80 times/minute, the temperature was
37 oC, her blood pressure was 120/80mmHg, respira-
tory rate was 16 times/minute. The abdominal exami-
nation notedmild pain in the left upper quadrant, and
there was a mobile mass in the left hypochondrium,
soft density. An anorectal investigation revealed no
abnormalities.
Abdominal ultrasound results showed a thick echo
structure, heterogeneous, well-defined, 55x37 mm,
and no angiogenesis in the descending colon. No
bowel obstruction was seen on ultrasound. Blood
tests showed no infection or anemia.
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The computed tomography results showed that there
was a 4x5x6cm tumor at the splenic flexure colon.
Colonoscopy results showed a lipoma-like tumor on
the macroscopic image, about 35cm from the anal
border.
The patient was diagnosed with semi-obstruction due
to a descending colon tumor and was scheduled for
elective laparoscopic left colectomy. The patient was
lying supine, with the head tilted to the right, under
endotracheal anesthesia. The surgical team carried
it out into the abdomen with four trocars. Exami-
nation of the abdomen noted that the abdomen was
clean, and the liver was pink and smooth. The loops
of the small intestine are not dilated. The colon is
slightly dilated. Exploration revealed that the splenic
flexure colon had a 5x6 cm intussusception, with a
tumor inside. Density was soft, mimicking colonic
polyp causing intussusception. No mesenteric lymph
nodes were seen. The lower part of the colon col-
lapses. Other organs have not reported any abnor-
malities. The surgical team performed a left colec-
tomy containing the tumor, connecting the transverse
colon - sigmoid colon laterally. The colonic lipoma
was then revealed at the size of 3x4x3 cm (Figure 1).
Postoperatively, the patient recovered well and had a
good bowel movement on the 3rd postoperative day.
After surgery, there was no abdominal fluid by ultra-
sound examination. Blood tests showed no abnor-
mality. The patient was discharged on postoperative
day 7. The postoperative pathology results showed
lipoma.

Figure 1: Lipoma of splenic flexure colon after bi-
section (Source: Binh Dan hospital)

Case number 2
A female patient, 63 years old, was admitted to the
hospital because of abdominal cramping pain for less
than two weeks. Pain increases with bowel move-
ments. No fever, no vomiting recorded. The condi-
tion at admission: her pulse was 75 times/minute, her
temperature was 37oC, her blood pressure was 140/80
mmHg, respiratory rate was 20 times/minute. Ab-
dominal examination revealed mild pain in the lower
right quadrant. An anorectal investigation revealed
no abnormalities.
Blood tests revealed no infection or anemia. Can-
cer markers (CEA, CA 19-9) were not increased.
Endoscopic results showed a sigmoid colon tumor,
20cm from the anal border, large in size, occupying
the entire colon. Ultrasound showed a 6x4cm thick
echogenic mass behind the bladder. No intussuscep-
tionwas recorded on ultrasound. The results of a large
computed tomography scan showed an image of in-
tussusception in the sigmoid colon due to a fatty tu-
mor.
The patient was scheduled for laparoscopic sig-
moidectomy. The team operated on the abdomen
with four trocars. Intra-abdominal exploration re-
vealed that the terminal sigmoid colon had a tumor
size of 5x5x4cm (Figures 2 and 3), no invasion of the
lymphnodes, and no adhesions to adjacent structures:
liver pink, smooth surface. The peritoneum does not
metastasize. The upper colon is dilated, with signs of
semi-obstruction. The small intestine is not dilated.
The surgical team carried out sigmoid colon closure,
end-to-end anastomosis.
Postoperatively, the patient recovered well and passed
bowel movements on postoperative day 1. After
surgery, the patient was examined by ultrasound, and
no abdominal fluid was noted. Postoperative blood
tests did not reveal infection or anemia. Pathology
resulted in a lipoma (Figure 4). The patient was dis-
charged on postoperative day 7.

DISCUSSION
Presentation and diagnosis
In most cases, colonic lipoma causes no symptoms
and may just be found by colonoscopy or opera-
tion for other reasons. The size of colonic lipoma is
strongly related to a patient’s symptoms. Around 75%
of patients with lipomas bigger than 4cm in diame-
ter may have symptoms from mild (abdominal pain,
increased bowel movement) to severe (intestinal ob-
struction, gastrointestinal bleeding).3,4. Colonic lipo-
mas are mostly benign, with only about 6% causing
symptoms. Common symptoms of colonic lipoma
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Figure 2: Sigmoid lipoma before and after bisection (Source: Binh Dan hospital).

are gastrointestinal bleeding (54.5%), abdominal pain
(42.4%), change in bowel habits (24.2%). Other rare
symptoms include intestinal perforation, intussus-
ception, and rectal prolapse5–7. However, some have
larger colonic lipoma but have no symptoms at all.
Those situations delay the making of diagnosis and,
therefore, may increase the patients’ risk. Further-
more, colonic lipomas may mimic colonic cancer in
presentation due to the similarities in age and symp-
toms8.
Since it is quite difficult to diagnose colonic lipoma
clinically, tools such as radiographic, endoscopic, ul-
trasound, magnetic resonance imaging (MRI), and
postoperative pathology are important in making the
absolute diagnosis. Endoscopic ultrasound (EUS)
generally illustrates a hyperechoic (or hypoechoic
in some cases) lesion from the submucosal layer9.
Colonic endoscopic and biopsy are also important
to diagnose non-emergency patients. However,
sometimes even experienced endoscopists mistake a
colonic lipoma with colorectal cancer10. When com-
plications appear, such as obstruction, torsion, and is-
chemia…, abdominal ultrasound can quickly assess
the patient’s problem and point out the emergency sit-
uation.
The histopathologic analysis is the most important
tool for making a definitive diagnosis and is often
made after surgeries or endoscopic biopsy. The fi-
nal diagnosis of lipoma is based on histopathological
findings. Most histopathological findings show well-
differentiated lipomas, possibly with surrounding in-
flammatory tissue. In some cases, microscopic re-
sults show a pseudosarcoma. In general, patients with

colonic lipoma have a good prognosis. The rate ofma-
lignancy of colon lipoma has not yet been recorded 1.
Computer tomography (CT) andMRI are also used to
access one with colonic neoplasm. Because of char-
acteristics for fatty tissue, they can illustrate colonic
lipomas and the position, adjacent lesions, or compli-
cations. But just like colonic endoscopy, CT or MRI
maymistake a large tumor with other kinds of colonic
neoplasms. Therefore, they are not used to confirm
the problem11.

Figure 3: Intussusception in the sigmoid colon due
to a fatty tumor (Source: Binh Dan hospital)

Management

There are many treatments for colonic lipomas. En-
doscopic resection can be performed for tumors less
than 2 cm in size. However, for tumors larger
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than 2 cm, endoscopic resection increases the risk
of colonic perforation because lipomas contain more
water, so endoscopic electrocoagulation will be less
effective12. Colectomy containing lipoma is usually
indicated when: 1) tumor size is larger than 2 cm;
2) the preoperative diagnosis is unknown; 3) symp-
tomatic lipoma; 4) lipoma invades muscle or serosa;
5) lipomas that are not resectable through gastroin-
testinal endoscopy1.
Before, they believed that endoscopic resection was
related to a higher risk of perforation and bleeding,
but recent studies have shown brighter results as the
complication rates are acceptable13,14. When the tu-
mors are large enough to make it difficult for endo-
scopic resection, or the situations turn worse, such as
intussusception or intestinal obstruction, surgical re-
section is the treatment of choice. Besides, surgery is
also the first choice for sessile lipomas and has lim-
ited depuncles8. There are surgical techniques that
can be used, such as hemicolectomy, segmental re-
section, or local excision, depending on the site and
size of the tumor6,8,15. In their case study, Gould and
colleagues used surgical resection of the colonic seg-
ment of intussusception. Later histopathology, the
mass was found to be colonic lipoma16.

CONCLUSION
Colon lipoma is a relatively rare disease in benign tu-
mors of the gastrointestinal tract. Typically, colonic
lipomas are minor and cause no symptoms. Symp-
toms usually appear when the cancer is more signifi-
cant than 2cm, in which bowel obstruction and bleed-
ing are common. Currently, laparoscopic resection
of the colon containing the tumor is still effective in
treating complications of this tumor.
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Figure 4: Microscopic slides revealing mature fat cells (Source: Binh Dan hospital)
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TÓM TẮT
Bướu mỡ đại tràng là những khối u lành tính do sự tăng sinh của các tế bào mỡ trưởng thành.
Bướu mỡ đường tiêu hóa rất hiếm gặp, thường không có triệu chứng và hầu hết được phát hiện
thông qua các phương tiện chẩn đoán hình ảnh như nội soi đại tràng và chụp cắt lớp vi tính vùng
bụng-chậu. Bướu mỡ đại tràng được tác giả Bauer báo cáo lần đầu tiên vào năm 1757. Chúng
thường xuất hiện ở đại tràng lên gầnmanh tràng. Khoảng 90% bướumỡ đại tràng xuất phát từ lớp
dưới niêmmạc, còn lại có nguồn gốc từ lớp niêmmạc. Tỷ lệ mắc bướumỡ đại tràng được báo cáo
là từ 0,2% đến 4,4%. Bướu mỡ đại tràng hiếm khi lớn hơn 2 cm và thường không có triệu chứng.
Các bướu mỡ lớn hơn 4 cm có thể dẫn đến tắc ruột và lồng ruột.
Bướu mỡ đại tràng có thể gây khó khăn cho việc chẩn đoán vì chúng có thể không có triệu chứng
trong một thời gian dài hoặc có thể gây chẩn đoán nhầm với các bệnh lý khác ở ruột. Những
nguyên nhân gây tắc ruột không điển hình nên được xem xét ở những bệnh nhân có triệu chứng
tắc ruột. Mặc dù lành tính, một số tình trạng bướu mỡ đại tràng có thể gây ra tình trạng cần được
phẫu thuật cấp cứu. Bướu mỡ đại tràng có triệu chứng có thể được điều trị bằng nội soi đại tràng
hoặc phẫu thuật. Cắt bướu qua nội soi đại tràng là lựa chọn điều trị hàng đầu cho bướu mỡ nguy
cơ thấp. Đây là những bướu mỡ có đường kính dưới 2 cm và thuận lợi cho việc cắt nội soi. Đối với
bướu mỡ lớn hơn 2 cm, phẫu thuật là phương pháp điều trị thường được lựa chọn.
Trong bài báo này, chúng tôi trình bày hai trường hợp bướu mỡ đại tràng có triệu chứng: một
trường hợp bướu mỡ ở đại tràng góc lách và một trường hợp bướu mỡ ở đại tràng xích ma. Cả
hai trường hợp đều được ghi nhận với biểu hiện tắc ruột. Hai bệnh nhân đều đã được phẫu thuật
nội soi cắt đoạn đại tràng. Quá trình phẫu thuật và phục hồi sau phẫu thuật đạt kết quả tốt. Cả hai
bệnh nhân đều được xuất viện sau 7 ngày chăm sóc hậu phẫu. Cũng qua bài báo, chúng tôi xin
giới thiệu về dịch tễ, đặc điểm lâm sàng, phương tiện chẩn đoán và điều trị bướu mỡ đại tràng đã
được báo cáo qua y văn.
Từ khoá: bướu mỡ đại tràng, lồng ruột, phẫu thuật nội soi cắt đại tràng
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