1130-0108/2010/102/6/398-400
REVISTA ESPANOLA DE ENFERMEDADES DIGESTIVAS
Copyright © 2010 ARAN EDICIONES, S. L.

REv Esp ENFERM DIG (Madrid)
Vol. 102, N.° 6, pp. 398-400, 2010

Letters to the Editor

Gastric lipoma — an unusual cause of upper
gastrointestinal bleeding

Palabras clave: Hemorragia digestiva alta. Estomago. Lipo-
ma.
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Dear Editor,

Gastrointestinal lipomas are benign, non-epithelial, slowly
growing tumors. The majority are located in the colon (60-
75%), followed by the small bowel (20-25%). Gastric lipomas
(GLs) are rare and usually located in the antrum (1,2).

Case report

We report the case of a 44-year-old man that was admitted
to the emergency department with a history of tiredness and in-
termittent melena for the previous month. He denied abdominal
pain, dyspeptic symptoms, and anorexia or weight loss; there
was no intake of non-steroidal anti-inflammatory drugs. Past
medical history was significant for arterial hypertension, obesi-
ty and sleep apnea syndrome. An esophagogastroduo-
denoscopy (EGD) performed 5 years earlier was described as
normal. Physical examination was unremarkable, except for
pallor and obesity (body mass index 34 kg/m?). Laboratory tests
showed a decreased hemoglobin (7,8 g/dL); the remaining
blood cell count and chemistry profile were within normal lim-
its. Emergency EGD revealed a subepithelial mass at the gas-

Fig. 1. Endoscopic view of a subepithelial mass at the gastric fundus,
with a central ulceration and fatty tissue protruding.

tric fundus, approximately 4 cm in diameter, with a central ul-
ceration where a yellowish tissue suggestive of fat was protrud-
ing (Fig. 1) —a lipoma or liposarcoma was suspected. An endo-
scopic ultrasonography (EUS) was performed, showing a
hyperechoic mass within the submucosal layer, mildly hetero-
geneous at the luminal border (Fig. 2). A computerized tomog-
raphy (CT) was also performed which revealed a homogeneous
mass with fat density in the gastric fundus, with well demarcat-
ed margins, with a notch on the side facing the lumen (corre-
sponding to the ulceration saw at EGD); no secondary lesions
were present (Fig. 3). The patient was submitted to partial gas-
tric resection (Fig. 4) and was discharged 10 days after the pro-
cedure; no incidents were reported. Histological examination
confirmed the diagnosis of submucosal lipoma and ulceration
of the overlying mucosa (Fig. 5).
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Fig. 2. EUS showing a hyperechoic mass within the submucosal layer,
mildly heterogeneous at the luminal border.

Fig. 3. CT scan demonstrating a mass with fat density, well demarcated
margins and a notch on luminal face.

Discussion

Gastric lipomas (GLs) are rare, representing 3% of all be-
nign tumours of the stomach and 5% of all the gastrointestinal
lipomas; 75% are located in the antrum and the vast majority
(95%) are submucosal (1). Although they are usually asympto-
matic and detected incidentally, severe symptoms can occur
with larger lesions (> 2 cm), such as hemorrhage, obstruction or
abdominal pain. Gastrointestinal hemorrhage is the most com-
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Fig. 4. Resected specimen containing fat on transection.

Fig. 5. Histologic section showing gastric mucosa and mature adipose
tissue at the submucosa (H&E stain, magnification 40x).

mon symptom (in over 50% of patients), occurring due to pres-
sure necrosis and ulceration of the mucosa (3).

At EGD, GLs appear as smooth, soft masses with a normal
overlying mucosa; a yellowish colour, the “tenting” sign (easy
retraction of the overlying mucosa with a biopsy forceps) and
the “cushion” sign (impression after compressing the mass with
the biopsy forceps) help to identify these lesions (1). Biopsy is
usually not diagnostic due to the submucosal nature of the le-
sion.

CT is highly specific for lipomas (4), showing well circum-
scribed submucosal masses with uniform fat density (-70 to
-120 Hounsfield Units), although thin fibrous septations inside
the mass are not uncommon (5). EUS has been reported for the
excellent diagnosis accuracy of GLs, the typical findings being
homogeneous hyperechoic tumours within the submucosal lay-
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er (6). If ulceration is present, the lipomatous characteristics
may be masked on both exams, due to inflammation and scar
into the tumor (4), as occurred in our case.

The treatment of GLs is still controversial. For small, sub-
mucosal lesions, endoscopic resection is a safe procedure, al-
though mere observation is a valid option, because malignant
degeneration has not been reported (7). For the majority of au-
thors, surgical resection remains the treatment of choice for
larger, symptomatic GLs (1), but the endoscopic resection has
gained importance even in this field. Reports of successful en-
doscopic removal, without major complications (hemorrhage
or perforation) have been published (8).
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