
Abstract. – Colonic lipomas are rare be-
nign lesions, detected accidentally. These are of-
ten asymptomatic, but large lipoma may produce
symptoms as abdominal pain, nausea, weight
loss, diarrhea, constipation, hemorrhage, and in-
tussusception. Colonic lipomas are more often
localized in the ascending colon: literature re-
ports less than 20 symptomatic cases situated
in the descending colon. We report the case of a
young man with a colonic giant lipoma diag-
nosed at Computed Tomography, who presented
with rectum bleeding and 5-kg weight loss. The
case was interesting because of the patient’s
young age, the tumor’s location in the left side of
the colon and the giant size (5.5 cm).
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Introduction

Lipoma of the colon is a rare lesion which
may be detected incidentally at colonoscopy, bar-
ium enema, CT (computed tomography), MRI
(magnetic resonance imaging), ultrasonography,
surgery or autopsy1-3. Most cases with small size
tumor are asymptomatic and don’t need any spe-
cial treatment, whereas lipomas exceeding 2 cm
in diameter may produce symptoms2,4. The most
common site is the ascending colon, in particular
the ileocecal valve. Literature reports less than 20
symptomatic cases situated in the descending
colon.
We report a case of a 5.5 cm lipoma, located in

the submucosa of the descending colon, diag-
nosed at CT.

Case Report
A 31-year-old-man came to our hospital in

February 2008 with a month story of intermittent
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abdominal pain, rectal bleeding, nausea, 5-kg
weight loss, changes in bowel habitus (from 1-2
to 5-6 times daily) and abdominal distension. A
colonoscopy was suggested, but refused by the
patient. A CT study was performed: the images
revealed an ovoid mass with a 5.5 cm maximum
diameter, well defined margins and a fat tissue
density. At laparotomy a 5.5 × 5 × 3.5 cm yel-
lowish polypus with several ulcerative and
necrotic areas on its surface was observed in the
descending colon. This lesion was located in the
submucosa layer of the intestinal wall. Intraoper-
ative frozen sections confirmed the hypothesis of
lipoma localized in the submucosal layer, exclud-
ed malignant degeneration and proved negative
surgical margins. Thanks to the histological con-
firmation only the local resection was performed
and the left hemicolectomy was avoided. The
post-operative histological examination showed
in addiction an acute and cronic sign of inflam-
matory change with mucosa ulceration and some
areas of steatonecrosis. The patient recovered
was discharged 9 days postoperatively without
perioperative morbidity.

Discussion

Despite being the second most common be-
nign colon tumor after adenoma, colonic lipomas
are rather rare5, with a reported incidence less
than 5%6,7.
They commonly occur in the right colon and

more often in women between their 50s and 70s.
In general, colonic lipomas don’t cause symp-
toms and they usually are detected incidentally
during instrumental investigations (such as
colonoscopy, ultrasonography, barium enema,
CT, MRI), surgery or autopsy. Although the ma-
jority remains asymptomatic, colonic lipomas
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may cause symptoms when the size excedes 2
cm in diameter. The most common signs and
symptoms associated to large colonic lipomas
are: abdominal pain, diarrhea, meteorism, hema-
tochezia, nausea, weight loss and alteration in
bowel habits. In the worst cases large lipoma can
determine intestinal invagination behaving as a
dragging factor3-7. The gold standard for the

colonic lipoma diagnosis is the colonoscopy
which allows the biopsy and the observation of
characteristic signs which may contribute to the
diagnosis8. Typical lipomas appear as smooth,
spheroidal, slightly yellowish polyps of variable
size, with or without a pedicle2. The characteris-
tic signs include the mucosa elevation over the
lipoma with the biopsy forceps (tent sign), lipo-
ma indentation with the biopsy forceps (cushion
sign)9, or the “naked fat sign”10 where the fat can
be extruded after biopsy. CT is the best non in-
vasive method to diagnose lipoma by demon-
strating homogenous fat density (–80 to –120
HU) within a sharply defined tumor, either when
patient refuse colonoscopy or when this exam
could not been performed. CT can also detect
colonic lipoma complications, such as intussus-
ceptions.
The decision to remove either endoscopically

or surgically colonic lipomas and how best to do
this, remains controversial.
With the advancement of colonoscopy, endo-

scopic cautery snare resection of colonic lipomas
has become popular . Endoscopic removal would
be preferable over surgical excision if it can be
done safely. If the polyp is on a true stalk and has
a shorter diameter than 4 cm, polypectomy can
be performed relatively safely11-14. If there is a
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Figure 1. 31-year-old-man with history of intermittent abdominal pain and rectal bleeding. CT scan show a well defined ipo-
dense mass of 5.5 cm in diameter within the descending colon representing a giant lipoma: Axial (A) Coronal (B) Sagittal (C)
plane.

Figure 2. Histologic examination reveals normal bowel mu-
cosa (top and right) and mature fat cells (down and left).
(Staining: Hematoxylin-eosin, Magnification 200 ×).



large visible blood vessel in the stalk, is recom-
mended to place a hemoclip before or after
polypectomy to decrease postprocedure bleeding.
Otherwise, surgical removal should be the pre-
ferred choice in the following situations: (1) lipo-
ma with a diameter of >4 cm, with a sessile ap-
pearance or limited pedicle; (2) unclear preopera-
tive diagnosis; (3) lesions with significant symp-
toms, especially the suspect appearance of intus-
susception; (4) muscular layer or serosa involve-
ment; and (5) not radically resectable lesions un-
der colonoscopy15.
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