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 Giant Colonic Lipoma Causing an Ileocolic Intussusception
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Intussusception is less common in adults than in children. Intussusception in adults is associated with an identifiable etiology
in 90% of cases. Lipoma is the second most common type of benign tumors of the colon, after adenomatous polyp. Small
lipomas are usually asymptomatic, but giant lipomas are often presented as abdominal pain, vomiting, diarrhea, and bleeding.
We reported a case presenting with ileocolic intussusception and found a giant colonic lipoma incidentally under
colonoscopy. After surgical resection, the histopathologic examination of the specimen showed the configuration of
submucosal lipoma, measuring 7.0×4.0×3.0 cm3 in diameter. Along with a review of the literature, the incidence, symptoms
and treatment of colonic lipomas are discussed.
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INTRODUCTION

Colonic lipomas are rare and an uncommon cause of
surgical emergencies. Those causing surgical emergencies
include obstruction, perforation, bleeding, and intus-
susception1. Accurate preoperative diagnosis of colonic
lipoma is often difficult for clinicians. However, computed
tomography is a useful method to diagnose giant colonic
lipoma. Surgical resection is a definitive treatment for large
lipomas to relieve the symptoms or exclude malignancy1,2.
Here, we present a case with a giant colonic lipoma causing
ileocolic intussusception and excellent prognosis after
surgical intervention.

CASE REPORT

The 34-year-old female was robust until 5 days ago
when she suffered from nausea, vomiting and intermittent
dull epigastric pain. She denied any significant medical or
surgical history. On physical examinations, her abdomen
was soft and flat. Mild tenderness over right abdomen was
observed. Besides, she had not noticed any symptoms of

weight loss, rectal bleeding or change in bowel habits.
Blood work and urine tests did not reveal any abnormalities.
But the stool was melanotic and strongly guaiac positive.

Subsequent gastroendoscopy revealed bile reflux com-
plicated with acute gastritis. No peptic ulcers or neoplasms
were found. Computed tomography of the abdomen showed
a coil spring appearance mass about 7cm in diameter at
ileocecal region (Fig. 1). Ileocolicl intussusception was

Fig. 1 Computed tomography of the abdomen showed a coil
spring appearance mass (arrow) about 7cm in diam-
eter at ascending colon.
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highly suspected. Afterward, colonoscopy was done and it
revealed a huge, submucosal mass at ascending colon (Fig. 2).
Endoscopic biopsy was performed and it showed a pattern
of extensive necrosis without evidence of malignancy.

After integrating the above positive findings, surgical
intervention was recommended. Minimal exploration with
segmental resection was performed and a soft, mobile, in-
traluminal mass was found at ascending colon (Fig. 3). No
regional lymph node enlargement or invasion of surrounding
structure was observed. The histopathologic examination
of the surgical specimen confirmed a submucosal lipoma
with chronic ulcer, measuring 7.0×4.0×3.0cm3 in
diameter. Postoperationly, no complication occurred and
the patient was discharged 1 week later.

DISCUSSION

Intussusception is very common in children and mainly
in those under the age of three. In children, the etiology was
idiopathic and the ileocecal valve may be functioning as
the lead point in ileocecal intussusception3. In the adult
population, 90% of cases are associated with pathological
lesions, with benign or malignant tumors functioning as
the lead point in more than 65% of cases4. Moreover, lead
points for intussusception include Mechel’s diverticula,
lymphoma, inverted appendix , foreign bodies, adhesion,
and rarely, colonic lipoma. Colonic lipoma is the second
most common benign tumor of the colon, after adenomatous
polyp5. The majority of colonic lipomas are submucosal
and some may be with a stalk. The distribution through the
whole colon tends to favor the right side, particularly in elder
women, with the majority found in the cecum (70%)2,3.

Tumors less than 2 cm are usually asymptomatic, found
incidentally and required no treatment. However, if there is
suspicion of an adenomatous polyp, resection is warranted6.
Lipomas larger than 4 cm are considered giant and produce
symptoms in 75% of cases5,6. Symptoms are usually ab-
dominal pain, lower gastrointestinal bleeding, changes in
bowel habits, obstruction, or, rarely, intussusception1,2,3,7.

Computed tomography is an excellent method to diag-
nose giant colonic lipomas, by revealing a well demarcated,
round, low-attenuated lesion in the lumen of the colon5,8.
Moreover, it helps to distinguish this entity from other
common diseases, such as cholecystitis, diverticulitis, co-
lonic polyps and malignancy. Barium enema and
colonoscopy are additional assessment that may aid in
diagnosis. Colonoscopy is mandatory to establish the
location, size and morphology of the lesion .But clinicians
should be aware that colonoscopic biopsies may be less
histopathologic value as the lesion is beneath the normal
mucosa1. Differentiating a benign lipoma from malig-
nancy before the operation is useful, because the diagnosis
will affect the extent of surgical resection.

The definitive treatment for giant or symptomatic lipo-
mas is surgical resection1,2. Traditional laparotomies in-
clude enucleation, limited excision, segmental colonic
resection, and hemicolectomy. Endoscopic resection has
been reported but it is with a high incidence of perforation
(43%)1,9. For large and broader-based lesions, endoscopic
removal could be associated with a high rate of perforation
or bleeding, and is not recommended1-3,7. It is suggested
that lesions larger than 2 cm in diameter with symptom
should be resected surgically1-3,7.

In summary, intussusception in adults is rare and most

Fig. 2 Colonoscopy revealed a huge, well demarcated mass
at ascending colon.

Fig. 3  A soft, mobile, and intra-luminal mass about 7.0×4.0
×3.0cm3 in diameter was found at ascending colon.
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had an identifiable etiology. The diagnosis is difficult due
to episodic and non-specific symptoms. Clinicians should
have a high index of suspicion. The useful investigations
are abdominal computed tomography, colonoscopy and
barium enema. The surgical technique may be modified
according the situation and surgical experience. More
importantly, complete excision is effective of treatment
and an overall well prognosis is expected.
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