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Experience

Background. Colonic lipoma is an uncommon benign non-epithelial neo-
plasm, which may mimic colonic malignancy. With limited data on this
pathology, we evaluated the clinical appearance and surgical management
of colonic lipoma.

Methods. Fourteen patients with colonic lipomas from July 2008 to De-
cember 2020 were reviewed. Patients were divided into two groups, elec-
tive surgery group and emergency surgery group, and analyzed these data.
Results. The mean age of all patient was 64.7 years. Symptoms were
noted in 11 patients and 3 patients were asymptomatic. Half of patients
had colonic lipoma located in the cecum, four in the transverse colon, one
in the descending colon, and two in the sigmoid colon. Nine patients un-
derwent elective surgery and five underwent emergency surgery. The tu-
mor size is larger in the emergency group than in the elective group (5 +
1.6cmvs.3.5+0.9 cm, p <0.01), and colonic intussusception was present
in all emergency group patients (p < 0.01). Univariate and multivariate
analysis showed that tumor size larger than 5 cm and intussusception are
risk factors for colonic lipoma causing emergency surgery.

Conclusions. Tumor size larger than 5 cm and bowel intussusception are
risk factors for colonic lipoma causing emergency surgery.

[J Soc Colon Rectal Surgeon (Taiwan) 2022,;33:19-25]

Lipomas may occur in any part of the gastrointesti-
nal tract but most commonly in the colon, ac-
counting for 65%-75% of gastrointestinal lipomas.'
The incidence of colonic lipoma in autopsy ranges be-
tween 0.2%-4.4%.” Lipomas are the second most com-
mon benign tumor of the colon after adenomatous pol-
yps. Most colonic lipomas are asymptomatic, smaller
than two centimeters, and are often incidentally found
during colonoscopy, surgery, or autopsy.”* However,
large colonic lipomas are more likely to cause symp-
toms, such as abdominal pain, lower gastrointestinal

bleeding, bowel obstruction, or intussusception.”

It is challenge to make accurate diagnosis before
surgery because of the low incidence of colonic lipoma
and its varied symptoms.®” In this study, we retrospec-
tively evaluated and analyzed the clinical characteristic
and outcome of surgical treatment for colonic lipoma.

Materials and Methods

The medical records of all patients received colon
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three patients who suspect colon cancer by colono-
scopy underwent pre-operative biopsy and the results
were adenomatous hyperplasia, chronic inflammation
and adenomatous polyp.

The most common presenting symptom was ab-
dominal pain and it was seen in eight patients. Consti-
pation and lower gastrointestinal bleeding were noted
in some of these patients; however three patients had
asymptomatic colonic lesions that were found inci-
dentally by colonoscopy examination and these three
patients received surgical treatment due to unclear
pre-operative diagnosis. Five patients underwent em-
ergency surgery because of acute abdominal pain that
resulted from colonic intussusception. Half of our pa-
tients had their colonic lipoma located in the cecum (n
=T7), four in the transverse colon, one in the descend-
ing colon, and two in the sigmoid colon. All fourteen
patients had no post-operative complication and re-
covered smoothly after operation.

In the elective surgery group (n = 9), four patients
were male and five were female, with a mean age of
65.3 years and a mean tumor size of 3.5 cm. Three pa-
tients had pedunculated colonic lipoma and six had
the sessile type. In the emergency surgery group (n =
5), three patients were male and two were female,
with a mean age of 63.6 years and mean tumor size
was 5.0 cm, which is larger than the elective group (p
<0.01), and all had colonic intussusception (p <0.01).
Pedunculated colonic lipoma was noted in three pa-
tients and the sessile type lipoma was noted in the
other two patients. There was no difference in age,
gender, duration of symptoms, tumor type, and tumor
location between the two groups as shown in Table 2.

Table 3 demonstrated risk factors for colonic li-
poma causing emergency operation. Tumor size larger
than 5 cm and intussusception are both risk factors in
univariate and multivariate analysis.

Discussion

Colonic lipomas are benign colonic lesions of un-
known etiology with no malignant potential; how-
ever, when examined histologically, some lipomas
have atypical “pseudosarcomatous” features.'® Re-

garding sex distribution, female predominance (66.7%)
and equal sex distribution have been reported.' The
most common age is the fifth or sixth decades of life.
The most common site of colonic lipoma is the right

Table 2. The difference between elective group and emergency

group
Elective Emergency pvalue
group group

Number of patients 9 5
Sex (male/female) 4/5 32 0.61
Age (years) 653+18.0 63.6+£12.5 0.42
Intussusception 0 5 <0.01
BMI 249+22 22.7+24 0.82
Tumor size (cm) 35+£09 5+1.6 <0.01
Tumor type 3/6 372 0.37
(Pedunculated/Sessile)
Location 0.7

Ceceum 5 2

Transverse colon 2 2

Descending colon 1

Sigmoid colon 1 1

Descriptive were expressed by mean + standard deviation.

Table 3. The univariate and multivariate analysis of risk factors
for emergency operation of colonic lipoma

Univariate Multivariate
OR  pvalue OR p value
Sex
Male 1 0.58 1 0.61
Female 0.53 0.27
Age
> 65 1 0.58 1 0.61
<65 0.53 0.27
BMI
>25 1 0.20 1 0.23
<25 0.2 0.62
Tumor type
Pedunculated 1 0.33 1 0.37
Sessile 0.33 0.86
Location
Right side 1 0.92 1 0.93
Left side 0.88 0.10
Intussusception
Yes 1 <0.01 1 <0.01
No <0.01 <0.01
Tumor size
<5cm 1 0.01 1 <0.01
>5cm 32 10.8




22 Min-Hsuan Yen, et al.

J Soc Colon Rectal Surgeon (Taiwan) March 2022

side colon, especially in the ascending colon near the
ileocecal valve (45%-75%).5!° Ten percent patients
have multiple colonic lipomas, especially in the ce-
cum.!! In this study, half of the patients (n = 7) had co-
lonic lipomas at the cecum and 11 (78.5%) at the right
colon. This result is consistent with previous research.®!°

Microscopically, 90% of colonic lipomas are lo-
cated in the submucosal layer, and numerous fibrous
intervals can be observed in the adipose tissue, result-
ing in the lobulated appearance of lipomas. Submu-
cosal colonic lipomas usually grow toward the intesti-
nal lumen and the overlying mucosa may become at-
rophy, ulceration, or necrosis. Another 10% of pati-
ents with colonic lipoma have the subserosal type that
originates from the appendiceal epiploicae and grows
toward the peritoneal cavity.'> Compared to the sub-
serosal type lipoma, the submucosal type lipoma grows
into the bowel lumen and can easily produce symp-
toms or be detected by colonoscopy. Such characteris-
tics also appeared in this study; even though their ap-
pearance was sessile or pedunculated, all the patients
had the submucosal type.

The mean size of the reported colonic lipomas was
ranged from 0.35 cm to 10 cm and only 30% of them
exceeded 2 cm in diameter.'° Most colonic lipomas do
not cause obvious symptoms, and the size of the li-
poma is the main predictor of the development of
symptoms.'® Colonic lipomas < 2 ¢cm are usually asymp-
tomatic, those > 2 c¢cm are probably symptomatic, and
lesions > 4 cm become symptomatic in 75% of cases."
Symptoms may vary depending on the location and
size of the tumor; these include abdominal pain, changes
in bowel habits, gastrointestinal bleeding, bowel ob-
struction, perforation, and intussusception. Large le-
sions can develop superficial ulcers, leading to bleed-
ing and producing a varied combination of symptoms.®
In our study, all tumors were > 2 c¢cm in diameter. Al-
though three patients were asymptomatic, their tumor
was < 3 cm and between 2.5-2.8 cm on colonoscopy.

Colonic intussusception is a rare condition in
adults, representing 1% of bowel obstructions. Ninety
percent of adult intussusceptions have an organic
cause and 60% are caused by neoplasms (60% malig-
nant and 24%-40% benign).'* Among malignant tu-
mors, primary adenocarcinoma is the most common

cause of intussusception in adults, and colonic lipoma
is the most common benign tumor causing intussus-
ception in adults, accounting for about 3.4% of all
adult intussusceptions.'>'® Most of the reported intus-
susceptions caused by colonic lipoma were peduncu-
lated,>!” and it may be related to the mechanism of
intussusception. In this study, sessile type colonic li-
poma can also cause intussusception, and interestingly,
all emergency surgeries for colonic lipoma resulted
from intussusception (Fig. 1). Also, large tumors are
more likely to cause intussusception, and tumors are
significantly larger in the emergency group than the
elective group in this study.

Various imaging modalities can aid diagnose co-
lonic lipomas. Barium enema may demonstrate a fill-
ing defect, and the lesion may exhibit a lobulated ap-
pearance;*'® however, these features are nonspecific,
and the lesion may be mistaken for another type of tu-
mor. Computed tomography and magnetic resonance
imaging are the preferred methods to diagnose be-
cause their imaging characteristics are relatively typi-
cal for adipose tissue and can provide rapid diagno-
sis.”!®* However, diagnosis will become difficult when

Fig. 1. The computed tomography showed intussusception
at transverse colon in patient 14.
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intussuscepted lipoma does not exhibit normal fat
density, and it may have a heterogeneous appearance,
reflecting the degree of infarction and fat necrosis
present at the time of image evaluation.!” Since most
colonic lipomas are submucosal, colonoscopy can di-
rectly visualize the tumor; thus, preoperative diagno-
sis mainly depends on colonoscopy. The typical ap-
pearance under colonoscopy is smooth, round, slightly
yellowish polyps of variable size, with or without a
stalk.' Also, biopsy probing also helps the diagnosis,
including the “cushion sign™*® (probing the polyp
with a closed biopsy forceps will often yield a pil-
low-like indentation), “tenting effect™ (grasping the
overlying mucosa with the biopsy forceps presents a
tent-like appearance), and the “naked fat sign”'® (bio-
psies may result in an extrusion of yellowish fat). Al-
though colonoscopy is reliable for diagnosing typical
types of colonic lipoma, if the lesion has ulceration or
irregular shapes, it will be mistaken for a malignant
tumor (Fig. 2).

Endoscopic resection of colonic lipomas > 2 cm is
controversial. Some studies have revealed that the re-
moval of lipomas > 2 cm in diameter is associated
with a greater risk of perforation or hemorrhage.'*?!
Conversely, some authors have reported that large
pedunculated or sessile lesions can be removed with-
out perforation.'®*> Asymptomatic colonic lipomas of
less than two centimeters can be observed.'

Surgical resection is controversial in lipoma ranged
from 2 cm to 4 cm,"*!”-? if patients have symptoms or
unclear diagnosis after imagine and colonoscopy ex-
amination, surgical resection is indicated in these pa-
tients. Surgical intervention should be considered in
the following: (1) colonic lipomas > 4 cm in diameter;
(2) an unclear preoperative diagnosis; (3) lesions with
significant symptoms, especially the appearance of
intussusception; (4) muscular layer or serosal layer in-
volvement; and (5) lesions that cannot be radically re-
moved under colonoscopy.* Surgical procedures in-
cluding local excision, segmental resection, hemico-
lectomy, or subtotal colectomy. The choice of any of
the above mentioned surgical interventions mainly
depends on the lipoma size, location, and the presence
or absence of definite preoperative diagnosis or dis-
ease complications. Although colonic lipoma is a be-

Fig. 2. The colonoscopy showed a tumor with ulceration
and protruding into bowel lumen at sigmoid colon
in patient 1.

nign tumor, intraoperative frozen sections are required
for patients with unclear pre-operative diagnosis or to
ensure negative surgical margins.*

In conclusion, colonic lipomas are benign colonic
tumors with varying symptoms depending on the size
and tumor location. In our study, the acute abdomen
requiring surgical treatment caused by colonic lipoma
resulted from intussusception, and the tumors with
intussusception are significantly larger than those with-
out intussusception.
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