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Letters to the Editor

Giant lipoma and intestinal intussusception
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Dear Editor,

We have recently read in your magazine an interesting case
report of a polypoid colonic lesion (colonic lipoma) in which
Gonzalez Lopez et al. highlighted the rarity of this benign le-
sion and reviewed various aspects of this entity, concerning the
localization and the clinical features (1). We have had the op-
portunity to diagnose two cases of giant colonic lipoma with
suboclusive clinic between June and November of 2008.

Case report 1

A 43 years old woman consulted for episodes of abdominal
pain and diarrhoea for 6 month. She did not have any anal
bleeding or weight lost. The physical exam was irrelevant.
Complementary analysis showed: Hb: 9,8 g/dl. Fe: 13 mcg/100
(normal: 50-140). The rest of the biochemical parameters, in-
cluding CEA and CA 19.9, were normal. Colonoscopy revealed
a giant mobile polypoid tumour at the union of the spleen angle
and the descending colon, which prevented the passage of the
endoscope. The head of the lesion was ulcerated. Biopsies were
negative for malignancy. An abdominal CT image showed an
intussusception in the descending colon. The patient was ad-
mitted before the scheduled date for surgery, presenting new
and more intense suboclusive symptoms. During surgery, a
large wide base polypoid tumour in the descending colon, near
the splenic angle, was warned. A left hemicolectomy was per-

formed. The pathologist report informed of a submucosal lipo-
ma in the splenic angle, of 5 cm in diameter, with ulcerated mu-
cosa. Twenty two lymph nodes were isolated and informed as
of reactive origin.

Case report 2

A 57 years old woman, with no pathologic history, consult-
ed for intermittent episodes of abdominal pain and diarrhoea of
4 month. She did not present any anal bleeding. The physical
exam was irrelevant and the laboratory tests were normal.
Colonoscopy revealed a large polypoid lesion into the trans-
verse colon, occupying almost entirely the light, and showing
ulcerations on top (tumour’s head) (Fig. 1). The place was
marked with a clip to better assess the location of the polyp by a
plain X-ray. Biopsies were taken which were reported as
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colonic mucosa with ulceration signs and granulation tissue and
fibrous connective tissue, without evidence of malignancy. The
abdominal CT scan confirmed the endoscopic findings. Three
weeks later the patient had to be operated on emergency, for
presenting suboclusive symptoms. Surgery revealed a colonic
intussusception associated to a tumour of 5.5 cm, of submucos-
al origin. A left hemicolectomy was performed. Several lymph
nodes were isolated and informed as of reactive origin.

Discussion

Lipomas are rare benign tumours of the gastrointestinal
tract. Nevertheless, colon is a common site to diagnose this
pathology. The most usual to diagnose is the right colon, reduc-
ing its frequency in the distal end. Diagnose of two cases of
lipoma in such a small period of time demonstrates that this
rare pathology does exist and must be taken into account. In our
experience, both cases were affecting women of middle age.
Colonoscopy plays an important role in the giant colonic lipo-
mas management, since this may be seen generally as a rough,
brownish, polypoid lesion with ulcerated areas. There is not al-
ways present the typical yellowish colour. The placement of a
clip adjacent to the lipoma permits a more accurately localiza-
tion of the lesion, especially when a previous abdominal CT
scan is not performed. The options to confirm the diagnosis in-
clude the echoendoscopy to confirm the lesion of hipo-
echogenic aspect, and the endoscopy. The final treatment of the
giant colonic lipoma is surgery, especially when this implies
symptoms of acute intestinal occlusion or recurrent intussus-
ception, as we show in the two cases reported here. There are
several older publications presenting cases in which safe endo-
scopic resections of this kind of tumour are performed (2,3). In
other publication, the authors warn that endoscopic resection of
lipomas bigger than 2 cm in diameter may be associated with

REV Esp ENFERM DIG (Madrid)

bigger perforation risk (4). Recently, isolated cases were pub-
lished, with good results concerning the endoscopic resection
(5.6). In one of them, after the completion of an echoendoscopy
which confirmed that the tumour was superficial to the muscle
layer, no complications occurred after resection (5). Nowadays,
surgery remains the recommended treatment for giant colonic
lipomas. However, increased experience with endoscopic re-
section can make it a safe option. The treatment of choice
should be based on the clinical trial and in any case must be
performed as soon as possible, in order to prevent recurrent
episodes of suboclusive symptoms.

J. Espinel, E. Pinedo' and G. Rascarachi

Departments of Gastroenterology, and 'Radiology. Hospital de
Leon. Spain
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