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ABSTRACT
Background: Colonic lipomas begin to be symptomatic when they reach a certain size, although the presentation can vary. In this study, 
we aimed to evaluate our experiences with the management of patients who presented with symptomatic giant colonic lipomas.
Methods: The data of 7 patients with single colonic lipoma were retrospectively reviewed. The following data were evaluated: age, gen-
der, clinical and diagnostic findings, American Society of Anesthesiologists (ASA) score, operative findings, postoperative complications, 
mortality, hospital stay duration, and hospital readmission. The diagnosis of colonic lipoma was established by computed tomography 
(CT).
Results: In this study, 4 (57.1%) of 7 patients with colonic lipoma were female, and 3 (42.9%) were male. The mean age was 56.7 years 
(range, 45-69). The main symptoms were abdominal pain (100%), and constipation (71.4%). The findings of intestinal occlusion detected 
on CT confirmed the diagnosis in all patients. Colon lipoma was located in the ascending colon in 2 patients, in the hepatic flexure in 
2 patients, in the transverse colon in 2 patients, and in the cecum in 1 patient. The surgical procedure was uneventful in all patients. Four 
(57.1%) patients underwent laparoscopic colonic resection, while in the remaining 3 (42.9%) patients, a laparotomy was performed. The 
mean operating time was 185.7 min (150-210). Length of stay was 7.1 days (6-10), with no mortality. The mean diameter of the lesions 
was 7.4 cm (6-9). At a 6-month follow-up, all patients were asymptomatic with no signs of recurrence.
Conclusion: Although colon lipomas are rare, they are of great importance because they can be symptomatic and can be confused with 
colon malignancies in the differential diagnosis. Being able to make a definitive preoperative diagnosis will change the surgical strategy. 
A minimally invasive surgical approach should be employed to resect symptomatic colonic lipomas with an experienced surgical team 
in eligible patients whenever possible.
Keywords: Colon, laparoscopic, symptomatic lipoma

INTRODUCTION
Colon lipomas are extremely rare benign non-epithelial 
tumors originating from adipose tissue. They are detected 
in the second frequency after adenoma in the colon. It is 
most common in the cecum and ascending colon.1 Their 
preoperative diagnosis is difficult. They are usually asymp-
tomatic, so they are often detected incidentally during 
colonoscopy, surgery, or autopsy. It is more common in 
women than in men. The most common age is 50-60 
years.2 It has been reported that up to 25% of lipomas are 
symptomatic and a significant portion of them are larger 
than 2 cm. Colon lipomas can vary in size from 2 mm to 
30 cm, and lipomas larger than 5 cm in diameter are called 
giant lipomas. There is a correlation between symptoms 
and tumor size.3 The main symptoms are abdominal pain, 
bloating, change in bowel habit, rarely intussusception, 

and bleeding.4 It has been reported that 90% of them 
are submucosal, and about 10% are subserosal. They 
are frequently confused with colon malignancies due 
to the symptoms they cause, their location, and struc-
tural features. Differential diagnosis of malignant tumors 
with preoperative imaging methods is very important in 
determining the treatment option in these patients. This 
similarity sometimes unnecessarily lays the groundwork 
for extensive surgical treatment applications.5 Herein, we 
aimed to present our surgical experiences in single giant 
colonic lipomas.

MATERIALS AND METHODS
The medical reports of the patients with the diag-
nosis of giant colonic lipoma between January 2015 
and December 2019 at 2 institutions (Dicle University 
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School of Medicine and Diyarbakır Memorial Hospital- 
Department of General Surgery) were analyzed retro-
spectively. The patients described in this series presented 
with the symptoms of abdominal pain, constipation, rec-
tal bleeding, vomiting, and nausea. The diagnosis of giant 
colonic lipoma was confirmed in all patients by computed 
tomography (CT) (Figure 1A-C). We reviewed their age, 
gender, clinical and diagnostic findings, American Society 
of Anesthesiologists (ASA) score, surgical procedure, 
operative findings, postoperative complications, mortal-
ity, hospital stay duration, histopathological findings, and 
hospital readmission.

RESULTS
A total of 7 patients with a diagnosis of colonic lipomas 
were identified, and there were 4 women and 3 men. The 
mean age at the time of diagnosis 56.7 years with the 
range of 45-69 years. Medical history was present in 2 
patients with diabetes mellitus, 2 patients with anemia, 
and 1 patient with coronary artery disease. One patient 

had a previous history of abdominal surgery (umbilical 
hernia). The most common presenting symptoms were 
abdominal pain and constipation. One patient was admit-
ted to the clinic with rectal bleeding. Four patients (57.1%) 
were ASA 3, and 3 (42.9%) ASA 2. All of the patients were 
presented with parsiyel intestinal obstruction symptoms 
and were operated under semi-urgent conditions due 
to a giant, symptomatic colon lipoma which could lead 
to different serious complications in the future. Four 
(57.1%) patients underwent laparoscopic colonic resec-
tion (5-port) (Figure 2Aand B), while in the remaining 3 
(42.9%) patients, a laparotomy was performed. The mean 
diameter of the lesions was 7.4 cm (6-9). Clinical features 
and surgical techniques are summarized in Table 1. The 
macroscopic appearance was typical submucosal lipo-
mas in all cases (Figure 2C). The postoperative period was 
uneventful, and there was no mortality. Postoperative 
complication developed in 1 female patient. This case 
developed ileus, and medical treatment was applied to 
her. Wound infection developed in a patient with diabetes 

Figure 1. Preoperative axial (A), coronal (B), and sagittal (C) computed tomography scans of abdomen revealed a round mass within 
the lumen of the transverse colon, densitometric values were consistent with a homogeneous fatty lesion causing colonic obstruction 

(red arrows).

Figure 2. Intraoperative view of the colonic lipoma (A, B), macroscopic view of the excised giant colonic lipoma (C).
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who underwent open surgery, and this patient was given 
daily wound dressing. The histopathological examination 
confirmed the diagnosis (Figure 3). During a follow-up 
period of 6 months, the patients were free of symptoms, 
and the colonoscopy and abdominal CT revealed that 
there was no recurrence or metachronous lesion of colon 
lipomas after 6 months of surgery in all cases.

DISCUSSION
Symptomatic lipomas of the colon are extremely rare 
and are usually solitary. Autopsy studies have shown 
that colonic lipomas are seen in 0.2-4.4% of the gen-
eral population and constitute 1.8% of all colonic 
benign lesions.6 It has been reported in the literature 

that colonic lipomas smaller than 2 cm do not give a 
clear symptom. Since lipomas detected in the elderly 
are larger than the younger ones, the symptomatic 
patient group is generally the elderly. As the size of the 
lipoma increases, the possibility of bleeding and anemia 
due to ulcer, necrosis in the colon mucosa increases.7 In 
our series, the mean age was 56.7, and the mean size of 
lipomas was 7.4 cm.

Contrast-enhanced colonogaraphy, CT, colonoscopy, 
endoscopic ultrasonography (USG) can be used in the 
diagnosis of colon lipomas. Smoothly circumscribed 
radiolucent filling defect can be seen on contrast-
enhanced graphs. In addition to being non-invasive, 
CT can be used to exclude colon malignancies most 
frequently involving lipomas and to evaluate all intra-
abdominal organs. Lipomas seen as round masses with 
smooth surfaces in adipose tissue density on CT are 
mostly diagnostic.8 Colonoscopy allows visualization of 
the lesion and biopsy for histopathological evaluation. 
While ulcer and necrosis can be seen in the area of the 
lesion in colonoscopy, oil leakage from the lesion can 
also be seen during a biopsy.9 Definitive diagnosis can be 
made by histopathological examination. On microscopy, 
a tumor consisting of mature fat cells with a mucous 
membrane in natural boundaries on its surface and a thin 
fibrous capsule beneath is seen.10 Since colon lipomas 
are usually submucosally located, care should be taken 
to perform a deep biopsy in order to make a diagnosis 
as a result of the biopsy. The submucosal location of the 
lipoma can be clearly demonstrated on endoscopic USG, 
and the lesion is defined as hyperechogenic.11 It has been 
reported that angiography can be used in the diagnosis of 
small lipomas.12

Table 1. Clinical Features of Patients (Colonic Lipomas) Included in the Study

Case Age/Gender Symptoms Location Size of Lesion (cm) ASA Surgery

1 69, F Abdominal pain, rectal 
bleeding

Hepatic flexura 8 × 6 3 Right hemicolectomy

2 63, F Abdominal pain, constipation Ascending colon 7 × 6 3 Right hemicolectomy

3 64, M Abdominal pain Hepatic flexura 9 × 8 2 Right hemicolectomy 

4 55, F Abdominal pain, constipation Transverse colon 7 × 5 2 Laparoscopic segmenter 
colon resection 

5 48, M Abdominal pain, constipation, 
nausea

Caecum 6 × 5 3 Laparoscopic right 
hemicolectomy

6 53, F Abdominal pain, constipation Ascending colon 7 × 6 3 Laparoscopic
right hemicolectomy

7 45, M Abdominal pain, constipation, 
nausea, vomiting

Transverse colon 8 × 7 2 Laparoscopic segmenter 
colon resection

ASA, American Society of Anesthesiologists; F, Female; M, Male.

Figure 3. Histopathology showed that the lesion was located in the 
submucosa of adipose origin. (H&E: 20×)
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The method to be chosen in the treatment of colonic lipo-
mas may vary from patient to patient. In this context, the 
method preferred depends on many factors such as the 
size of the lipoma, its location, whether it is symptomatic 
or not, the definitive diagnosis in the preoperative period, 
its differentiation with malignancy, the current diagnosis 
and treatment options (colonoscopic treatment, laparo-
scopic or robotic surgery), the patient’s age and comor-
bidities.13,14 Because of being benign masses, it may be 
appropriate to prefer endoscopic methods especially in 
cases diagnosed preoperatively.15 There are publications 
in the literature stating that asymptomatic lipomas up to 
2-2.5 cm can be removed by colonoscopy.16 Some authors 
have suggested that colonic lipomas larger than 2 cm can 
also be successfully removed by colonoscopy.17 However, 
Tamura et al.18 recommended that lipomas larger than 
2 cm should not be resected endoscopically. We did not 
try a colonoscopic treatment because of the large size of 
symptomatic lipomas in our series.

Obtaining information about the anatomical features of 
the mass with endoluminal USG will increase the suc-
cess rate of both endoscopic and surgical treatment. 
However, the risk of perforation, bleeding, and incom-
plete resection should not be ignored, especially in large 
and sessile lesions.19 Jiang et al.20 suggested that if the 
lipoma is larger than 4 cm, has a sessile or limited ped-
icle, if there is suspicion of malignancy or intussuscep-
tion, if it contains the muscular layer or serosa, and if it 
cannot be removed radically in colonoscopy, endoscopic 
removal would not be appropriate and it should be surgi-
cally removed.

In surgical treatment, many interventions such as hemi-
colectomy, segmental resection, enucleation with colot-
omy, or local excision can be applied depending on the 
definitive diagnosis in the preoperative period. Wider 
resections may be required in examinations and obser-
vations performed in the preoperative and perioperative 
period, in cases with a risk of malignancy or in cases that 
cannot be clearly distinguished, and in cases of compli-
cations.21 Although surgical treatment can be performed 
with conventional and mini-laparotomy, there are pub-
lications reporting that minimally invasive methods are 
superior to conventional surgery even in cases of invagi-
nation, if the conditions are suitable.22 On the other hand, 
the most important factor limiting laparoscopy is deter-
mining the location of the lesion. Marking can be done 
using appropriate dye or intraoperative colonoscopy can 
be performed. CT colonography can provide valuable 

information for the localization of lesions, especially in 
cases in which wider resection is planned.23

In the differential diagnosis of colon masses, liposarco-
mas should be kept in mind with benign lipomas. Some 
cases of colonic liposarcoma previously published in the 
literature are shown in Table 2. Liposarcoma is one of 
the most common soft-tissue sarcomas and represents 
20% of mesenchymal malignancies. Primary colonic lipo-
sarcoma tends to occur in adults, with a peak incidence 
between fifth and sixth decades and an equal sex distri-
bution. It is thus difficult to distinguish them preopera-
tively from other colon cancers. It tends to occur in the 
retroperitoneum and deep soft tissues of the trunk and 
in extremities in adults. However, it has been observed 
rarely in the gastrointestinal system, and colon liposar-
coma is extremely uncommon. It is unlike lipoma and 
relatively rare in fat-rich areas such as the subcutaneous 
tissue and mesocolon. Historically, liposarcoma has been 
divided into 5 subtypes according to the World Health 
Organization: well-differentiated, dedifferentiated, myx-
oid, pleomorphic, and mixed type.24 Liposarcoma is gen-
erally a slow-growing, heterogeneous, locally aggressive 
tumor, which usually becomes symptomatic when the 
size of the tumor increases to a large extent. The symp-
tomatology of primary colonic liposarcomas depends 
on the location of the mass. Clinical features of primary 
liposarcoma of the colon are variable and nonspecific; 
abdominal pain, diarrhea, weight loss, anemia, and hema-
tochezia, constipation and sometimes, an abdominal 
mass may be palpable.25

Treatment modalities for intra-abdominal liposarcomas 
include resection, chemotherapy, and radiation. Surgery 
is the mainstay of the treatment for primary colonic 
liposarcoma. Usually, an en bloc (radical complete sur-
gical) resection of the tumor is carried out with macroscop-
ically negative margins, and this type of surgery markedly 
increases the survival rate. In most patients, location, 
density, and displacement, rather than the invasion of the 
adjacent organs, are diagnostic of the tumor and preclude 
the pre-treatment biopsy.26 However, in some patients, 
radiology may point toward different entities, such as 
lymphoma, neuroendocrine tumor, or gastrointestinal 
stromal tumor, which may necessitate a pre-treatment 
biopsy. In contrast to limb sarcomas, removal of the entire 
tumor in colonic liposarcoma/liposarcomatosis may not 
be achieved. As a consequence, disease recurrence and 
death may ensue.27 Liposarcomas are considered among 
the most radioresponsive soft-tissue tumors, hence 
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preoperative or postoperative adjuvant radiation therapy 
should be offered. Adjuvant radiation therapy may consti-
tute a valuable treatment option in order to improve local 
control, specifically with the involved margins or high-
grade tumors. Adjuvant chemotherapy has not yet been 
shown to significantly change outcomes.28

The prognosis for colonic liposarcoma is still difficult 
to predict. It may be affected by a variety of factors, 
including location, size, dissemination of the disease, as 
well as histological type. Dedifferentiated liposarcoma 
has a worse prognosis than well-differentiated liposar-
coma because of the high incidence of local recurrence 
and distant metastasis. Approximately 40% of dedif-
ferentiated liposarcomas will recur locally, and 17% will 
metastasize, and 28% of patients will ultimately die of 
the tumor.29 Therefore, complete removal with a clear 
resection margin is extremely important. Pleomorphic 
liposarcoma is a high-grade tumor containing a variable 
number of pleomorphic lipoblasts. It is aggressive, show-
ing a high metastasis rate, with the lung representing the 
most common site of metastasis and tumor-associated 
mortality of 40%.30

CONCLUSION
Surgical removal of large and symptomatic colon lipomas 
is required both to exclude the diagnosis of malignancy 
and to prevent complications that may develop. Especially 
in cases with early diagnosis, choosing minimally inva-
sive methods as much as possible by experienced surgi-
cal teams will provide an advantage in terms of both low 
morbidity and patient comfort.
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