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Case Report

Olgu Sunumu

A remarkable intestinal lipoma case
‹lginç bir intestinal lipom olgusu
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A 37-year-old female patient with a history of iron deficiency
anemia for three years had been hospitalized and followed up
with subileus. An obstruction at the proximal part of the
jejunum was found by enteroclysis method and a filling defect
due to a polypoid mass was determined. The small intestine
was resected. It was reported as a submucosal lipoma based on
results of the histopathological examination. In conclusion,
benign tumors of the small intestine, including intestinal lipomas, should be considered during the diagnostic process of
clinical ileus and anemia.

Üç y›ld›r, demir eksikli¤i ve anemi flikayetleri olan otuz yedi
yafl›ndaki kad›n hasta, subileus nedeniyle hastaneye yat›r›larak takibe alındı. Enteroklizis yöntemiyle jejunumun proksimal kısmında bir t›kan›kl›k ve polipoid kitleye ait dolma defekti gözlendi. Hastaya, ince ba¤›rsak rezeksiyonu yapıldı.
Histopatolojik de¤erlendirme sonucu submukozal lipomdu.
Sonuç olarak, klinik ileus ve aneminin tanısal sürecinde lipomu da içeren ince ba¤›rsak selim tümörleri göz önünde tutulmalıdır.
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The most frequently seen benign tumors of the
small intestine are adenomas, leiomyomas and lipomas, respectively.[1] Lipomas are benign intramucosal tumors originating from mature lipocytes. They
are generally identified casually during endoscopy
and colonoscopy. While they may be seen in any
segment of the gastrointestinal tract, they are
observed more frequently in the distal ileum and
ileocecal valve.[2] Less than 30% of lipoma cases
reported in the literature are symptomatic.[3] While
large lesions cause intestinal obstruction by mass
effect, submucosal lipomas are reported to cause
bleedings by inducing ulcerations in the mucosal
surface.[4] Because they have no malignancy potential, asymptomatic lipomas are not necessarily
removed. The treatment of symptomatic cases is surgical resection.[5,6]

was referred for surgery due to a mass in the jejunum
and was subsequently diagnosed histopathologically
with “intestinal lipoma” following the surgical
resection.

CASE REPORT

We present herein a case with an approximately
three-year history of iron deficiency anemia who

A 37-year-old female patient presented to the
emergency room of the hospital due to abdominal
pain, nausea, vomiting, and inability to pass
feces/gas, and had been hospitalized and followed up
with subileus. The patient applied to our center due
to persistence of her abdominal pain for four months.
She had a history of iron deficiency anemia for three
years, which was not responding to oral treatment
and of a cholecystectomy five years before. Physical
examination in our center revealed conjunctival
paleness and subcostal incision scar in the right
upper quadrant; no tenderness was present on deep
palpation except around the periumbilical area.
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Laboratory results were as follows: hemoglobin
(Hb): 7.9 g/dl, hematocrit (Hct): 24%, mean corpuscular volume (MCV): 78 fl, white blood cells
(WBC): 7100/mm3, and platelets (PLT):
291000/mm3. Biochemical values were within normal range. Direct abdominal radiography taken in
the standing position revealed one air-liquid level at
the left upper quadrant. Total abdominal ultrasound
and upper abdominal computed tomography (CT)
revealed excess intraabdominal gas and no other
pathology. Hyperemia was observed in the lower end
of the esophagus in the upper gastrointestinal
endoscopy. Colon radiography with barium was
reported as normal. Jejunal and ileal loops revealed
increase in wall thickness by total abdominal magnetic resonance imaging, but no mass formation was
observed. The colon and terminal ileum were determined to be normal in the colonoscopy.
An obstruction at the proximal part of the
jejunum was found by enteroclysis studies, and a
filling defect due to a polypoid mass and dilated
intestinal loops proximal to the obstructed segment
were determined (Figs. 1a, b). The size of the mass
was reported as 20 x 40 mm. No radiological pathologic finding was observed in the distal jejunal
loops, proximal ileal loops or pelvic ileal loops.
Transit time to colon was 90 minutes, which is prolonged compared to the normal values. In light of
these findings, the mass was first considered as an
adenomatous polyp or polypoid carcinoma, and surgical intervention was planned due to its symptomatic nature. The small intestine of the patient was
resected and a hemorrhagic polypoid mass, 40 x 40
x 20 mm and dirty yellow in color, was observed in
patches. It was reported to be a submucosal lipoma

(a)

based on the results of the histopathological examination (Figs. 2a, b). There was no complaint during
the follow-up of the patient, and Hb and Hct were 13
g/dl and 40%, respectively.

DISCUSSION
Small bowel neoplasms are uncommon. Benign
and malignant neoplasms of the small bowel account
for only a small fraction of all gastrointestinal neoplasms.[3] Early detection and treatment are the most
significant variables for outcome in small bowel
tumors.[7,8] The variable nature of the symptoms,
combined with the lack of physical findings, contributes to delay in diagnosis in many cases.[9] In one
study, failure to obtain a proper diagnostic test or
misinterpretation of the results accounted for delays
of 8 and 12 months, respectively; in comparison,
delay due to the patient’s failure to report symptoms
was less than two months.[8] It is very difficult to
diagnose intestinal lipoma without development of a
symptom.[10] Less than 30% of those lesions are
reported to be symptomatic; moreover, it is known
that approximately 70% of them are determined as a
result of a surgical intervention due to an unrelated
cause or as an autopsy finding.[3]
Intestinal lipomas usually express themselves
clinically by occult hemorrhagia leading to weakness and tiredness as a result of the subsequent anemia or by a subileus-ileus profile due to obstruction
or intussusception development because of the
mass.[11] Our patient had been diagnosed with iron
deficiency anemia for three years, which was not
responding to oral treatment, and she was hospitalized with subileus.

(b)

Fig. 1. (a, b) Enteroclysis examination showing a polypoid mass in the proximal jejunum.
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(a)

(b)

Fig. 2. (a, b) Submucosal lipoma appearance in histopathological examination of the lesion.

Preoperative diagnosis of these lesions is very
difficult.[12] Radiology-surgery correlation in determining primary small intestinal tumors was found to
be 100% in one study.[10] Benign tumors in the small
intestine do not have a characteristic CT appearance
and, in most instances, cannot be differentiated from
malignant lesions. Lipomas can be definitively diagnosed by the recognition of fat attenuation within the
mass.[13] In our case, upper abdominal CT revealed
excess intraabdominal gas without giving a diagnosis. Examination of the small intestine by enteroclysis method determined a mass 40 x 20 mm in size
in the jejunum, and adenomatous polyp or polypoid
carcinoma were suspected as the radiological diagnosis; however, the surgical histopathological diagnosis was submucosal lipoma. This led to the conclusion that while the findings of a mass quite large
in size and with atypical localization via enteroclysis
method were correlated surgically and radiologically, they were not correlated with the histopathological diagnosis. Moreover, in our case, there was an
iron deficiency anemia that had been non-responsive
to treatment for three years. Since the most frequently encountered causes of iron deficiency anemia are
reduction of iron absorption through the gastrointestinal system and low dietary iron intake, in order
to prevent delays in diagnosis of occult malignancies
and bleeding intestinal lesions, these diagnoses
should be ruled out first.[14] The NHANES 1 study
reported 9,024 individuals including males with iron
deficiency anemia and postmenopausal females who
were followed up for two months.
An increase in gastrointestinal malignancy was
determined compared to the control group without
iron deficiency anemia.[15] In a prospective study perCilt - Vol. 15 Say› - No. 4

formed on 100 patients with occult fecal blood, the
underlying cause was determined in 62 patients by
colonoscopy and esophagogastroduodenoscopy.[16]
Because it was difficult to reach the small intestine
through routine endoscopy, lesions of the small
intestine could be diagnosed only after many
months. Enteroclysis is a good and well-tolerated
method in determining small intestinal tumors. It is
much more sensitive than the conventional barium
examinations and less invasive than enteroscopy. It
is a method that can be used solely to determine the
characteristics and stage of a given tumor.[17,18]
In conclusion, the diagnosis of small bowel
tumors is often made late in the course of the disease
because the condition is rare and the symptoms are
nonspecific and of a variable nature. Benign tumors
of the small intestine, including intestinal lipomas,
should be considered during the diagnostic process
of clinical ileus and anemia. However, while investigating the etiology of iron deficiency anemia, if
small intestinal tumors are suspected, evaluation
with enteroclysis method increases the value of preoperative diagnosis.
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