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Submucosal Sigmoid Lipoma Acting as Unusual Lead
Point of Colocolic Intussusception
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We present the case of a 57-year-old man with sigmoid intussusception secondary to a submucosal
lipoma.

A 57-year-old man presented to an outlying hospital with six days of nausea and abdominal pain and
two days of bleeding per rectum. Computed tomography of the abdomen and pelvis demonstrated

a fat-density intraluminal sigmoid mass acting as the lead point of sigmoid intussusception.
Colonoscopy revealed a nonobstructing submucosal mass. Laparoscopic hand-assisted segmental
resection of the sigmoid was performed with a final pathologic review confirming the diagnosis as a
submucosal lipoma.

Adult colocolic intussusception is a rare occurrence and is secondary to malignancy in up to 65
percent of cases. Furthermore, colonic lipomas are uncommon in the descending colon, particularly
in the sigmoid colon. This case highlights a rare presentation of a sigmoid intussusception secondary
to submucosal sigmoid lipoma. Early consideration of nonmalignant causes combined with a
methodical approach allowed for a less invasive laparoscopic procedure to be performed in this
patient.
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Case Description

We report a case of a 57-year-old man who presented to an
outlying emergency department with a six-day history of
progressive and intermittent lower abdominal pain. This
pain was accompanied by nausea without vomiting, fevers,
and chills. He developed blood in his stool two days prior
to assessment, including the morning of presentation. He
denied any symptoms of anemia, such as fatigue or short-
ness of breath. His lower abdomen was tender to palpation
with no palpable masses, rebound tenderness, or guarding.
His medical history included hypertension, rheumatoid
arthritis, and benign prostatic hypertrophy. The patient
had undergone two prior colonoscopies revealing only
benign polyps, the most recent of which was five years ago.
Laboratory investigations, including complete blood count
and comprehensive metabolic panel, were unremarkable.
Computed tomography (CT) scan of the abdomen and
pelvis demonstrated sigmoid intussusception with a 4.4

cm x 3.1 cm fat density intraluminal sigmoid mass (Figure
1). He was transferred to our facility for further evaluation
and treatment by the colorectal surgery team.

Our differential diagnosis at this time included malignant
neoplasm, gastrointestinal stromal tumor (GIST), or intes-
tinal lipoma. The patient was admitted and underwent
mechanical bowel preparation. An approximately 6 cm
circular nonobstructing submucosal mass was identified at
colonoscopy in the sigmoid colon (Figure 2). Addition-
al findings included three polyps in the hepatic flexure,
descending colon, and rectum, all of which were consis-
tent with tubular adenomas upon final pathologic exam-
ination. With the patient in stable condition, laparoscopic
segmental sigmoid resection with hand assist and prima-
ry anastomosis was performed the following day without
complication. A large mid-sigmoid mass lesion was iden-
tified with surrounding inflammatory changes consistent

Figure 1. CT Scan of Abdomen and Pelvis. Published with Permission

A) Coronal view of intussusception involving the proximal, mid, and distal portions of sigmoid colon; B) Coronal view of a fat density intraluminal polyp, 4.4 cm x 3.1
cm in size, in mid and distal sigmoid colon,; C) Axial view of intussusception involving proximal, mid and distal portions of sigmoid colon; D) Axial view of fat density

intraluminal polyp, 4.4 cm x 3.1 cm in size, in mid and distal sigmoid colon
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Figure 2. Endoscopic View of Sigmoid Colon At 35 Cm Demonstrating
Large, Firm, Circular Mass with Normal Overlying Mucosa. Published With
Permission

Figure 4. Histological Slide Showing Presence of Lipoma Below Mucosal
Layer (Hematoxylin And Eosin Stain). Published with Permission

with intussusception (Figure 3). The postoperative course
of the patient was uncomplicated. He required minimal
intravenous analgesia and was started on a clear liquid diet
following the procedure. He was discharged on postoper-
ative day one following adequate pain control with min-
imal oral medications, once tolerating a general diet and
demonstrating regular bowel function. The final patholog-
ic review confirmed a 5 cm submucosal lipoma with focal
fat necrosis and mucosal overlying ulceration (Figure 4).

During a one-week follow-up at the clinic, it was deter-
mined that the patient was doing well and tolerating a reg-
ular diet with adequate bowel function and pain control.
The benign pathology results of intestinal lipoma were dis-
cussed with him at this time: he was instructed to continue
fiber supplementation and an over-the-counter stool soft-
ener until follow-up in four weeks. He continued to recov-
er well and was seen for his final visit, approximately six
weeks postoperatively. As his intussusception was resected
without reduction and no other lipomas were observed,
the risk of recurrence is low.

Figure 3. Segment of Sigmoid Colon with Mesentery, Gross Specimen. Published with Permission

A) submucosal lipoma (5 cm in diameter) with focal fat necrosis and mucosa overlying ulceration; B) cross-section of submucosal lipoma
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Discussion

Intussusception is the prolapse or “telescoping” of one seg-
ment of the intestine into another, classically caused by
some lesion or “lead-point.” Primarily a pediatric condi-
tion, only 5 percent of cases occur in adults."?

The presentation of intussusception varies between the
pediatric and adult populations. While children more
often present with the “classic triad” (abdominal pain, pal-
pable mass, and bloody stools), adults with intussusception
commonly present with symptoms of bowel obstruction
such as nausea, vomiting, and abdominal pain.*** Blood
per rectum is an infrequent presentation, occurring in 29
percent of cases.?

The etiology of intussusception varies along two principal
planes—age and location within the intestine. By location,
there are four categories of intussusception: enteroenteric,
within the small bowel; colocolic, within the large bowel;
ileocolic, ileum into ascending colon; and ileocecal, with
the ileocecal valve as the lead-point.!

While pediatric cases are usually idiopathic or benign in
etiology, adult intussusception is secondary to an under-
lying pathology in up to 90 percent of cases.”” These
causes include benign or malignant neoplasm, Meckel’s
diverticulum, and postsurgical causes such as adhesions or
strictures. Meckel’s diverticulum may be the cause in 2—7
percent of small bowel intussusception.”® In fact, intus-
susception is estimated to occur in 13 percent of patients
with Meckel’s diverticulum.” Tumors as lead-point of
intussusception are more likely to be benign in the small
intestine compared to the large intestine, with lipomas
making up the majority of enteroenteric intussusception
and adenocarcinoma of the colon the majority of colocol-
ic intussusceptions.® In an institutional review of 23 years
of data by Nagorney et al.,* 65 percent of colocolic intus-
susception was due to malignant lesion compared to 29
percent of small bowel cases; similar incidences have since
been recorded.! Nonmalignant neoplasms include primar-
ily adenomatous polyps, hamartomatous polyps associated
with Peutz-Jeghers syndrome, and lipomas. Of small bowel
intussusception cases caused by benign neoplasms, lipoma
is the most common at 38 percent, followed by hamarto-
ma at 25 percent.® Adenocarcinoma of the colon remains
the most common cause in large bowel intussusception at
50 percent."”’ Lymphoma and metastatic tumor are less
common malignant causes.®
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Intestinal lipoma is a rare occurrence with an incidence of
0.04 to 4.5 percent at autopsy.'’ Colonic lipomas can be
found in the right colon in 70 percent of cases, and less
commonly the ascending colon with sigmoid lipomas, as in
our patient, a rare occurrence.''* Ninety percent of intes-
tinal lipomas originate in the submucosa with subserosal
and intramucosal comprising the few rare exceptions.'®!"'?
Intestinal lipomas are further classified by size, with those
greater than 4 cm called “giant lipomas.” While intestinal
lipomas rarely result in complications, giant lipomas are
more likely to result in intussusception.'!

The management of intussusception in adults is surgical,
given the likelihood of identifiable pathology in 70 to
90 percent of cases, especially underlying malignancy."?
Nonoperative reduction, such as air or contrast enemas
performed in pediatric intussusception, should not be
attempted in adults. The recommended approach to colon-
ic intussusception in adults is surgical resection without
reduction.”” The risk associated with a reduction in cases
of adult intussusception is potential disruption and spread
of a malignant tumor and risk of recurrence."'* Therefore,
the general consensus is that resection without reduction
is required in cases involving the colon, whether ileocecal,
ileocolic, or colocolic.' In some instances, intraoperative
reduction without resection is acceptable such as in enteric
intussusception with a clear benign etiology, in an effort to
preserve small bowel.” Intussusception can be treated with
a laparoscopic approach depending on patient condition
and surgeon experience. Several cases of laparoscopic treat-
ment of colonic intussusception have been reported.'>'¢

Intestinal lipomas are often discovered incidentally, and
surgery is reserved for the presence of symptoms. Lipo-
mas smaller than 2 cm have been successfully resected via
endoscopy; however, surgery is preferred in lipomas greater
than 2 cm as endoscopic removal is associated with a high-
er risk of perforation."”

Conclusion

While rare, a few cases of sigmoid lipoma as lead-point of
intussusception have been reported. Like ours, these cases
involved submucosal lipomas with sizes ranging from 2 to
7 cm.>'*'8 In these instances, laparotomy was performed
with open resection due to patient presentation or pre-
sumed diagnosis. In our case, a less invasive laparoscopic
segmental sigmoid resection with hand-assist was possible
due to the following conditions: 1) the early inclusion of
intestinal lipoma in our differential, 2) radiologic evidence
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of intussusception with a fat-density mass, and 3) stable
clinical condition of the patient. To our knowledge, this
is the first case of sigmoid intussusception secondary to
submucosal giant lipoma treated with this approach. This
case highlights an unusual cause and presentation of adult
intussusception, emphasizing the importance of a broad
differential and methodical approach to optimize patient
treatment.

Lessons Learned

While malignancy is undoubtedly the most important
differential to consider in adult intussusception, ancillary
testing may yield signs of nonmalignant pathology that
should be recognized by the care team. The addition of
patient stability and surgeon experience may allow for a
minimally invasive technique to be more readily applied.
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