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Figure 1: Short pedicled mass in sigmoid colon.

Introduction 

Lipomas are a very common benign neoplasm, the most com-
mon soft-tissue tumor, consisting of mature fat cells enclosed 
by a capsule. They are mostly superficial and located at the 
subcutaneous tissue of any part of the body [1]. However, 
they can be found at other sites, such as the central nervous 
system, abdominal solid organs and also in a subepithelial pre-
sentation in any part of the gastrointestinal (GI) tract [2-4].

In most cases, especially in organ presentation, patients are 
asymptomatic and lipomas are incidentally diagnosed through 
routine imaging or lower and upper endoscopy exams. They 
have specific traits that do not need biopsies and its benign 
condition often does not require exeresis. Exceptions can be 
made for larger lesions, with cosmetic or functional distur-
bances.

Regarding lipomas presenting as subepithelial lesions (SEL) of 
the GI tract, complications are uncommon and usually mani-
fest as bleeding, intussusception, bowel obstruction [5], and 
rarely as rectal prolapse. We report here a case of a submuco-
sal colonic lipoma misinterpreted as rectal mucosal prolapse.

Case Report 

A 39-year-old female came for a colonoscopy, with a history 
of constipation, tenesmus and a mobile rectal lump that was 
partially externalized during defecation, which she pushed 
back into her rectum after every evacuation, for over 3 years. 
She had been evaluated by a proctologist that diagnosed it 
as rectal prolapse, and ordered a pre-operative colonoscopic 
evaluation. 

Digital rectal examination had no abnormalities, without any 
palpable masses. During the colonoscopic evaluation, a mo-
bile, large, with short pedicle mass was spotted (Figure 1), lo-
cated in distal sigmoid colon, with about 60mm in the largest 
axis and occupied the whole lumen. It had normal overlying 

mucosa, a yellowish hue, and soft consistency. The rest of the 
exam had no other abnormalities. The initial hypothesis was a 
subepithelial lipoma (Figure 2).

Considering the patient’s symptoms and the risk of sigmoido-
anal intussusception, we opted for an endoscopic exeresis. An 
endoloop ligation was performed, tightened at the base of the 
stalk, with mucosa color changing to dark red, confirming ad-
equate positioning (Figure 3).

After the loop was positioned, a braided snare was placed 
above the closed endoloop and a cautery-assisted resection 
was performed with coagulation followed by ENDO-Cut (Fig-
ure 4 & 5) Although the endoloop was correctly placed, after 
the resection there was a possible millimetric perforation (Fig-
ure 6) An endoscopic repair was performed with three endo-
clips (Figure 7) The whole colonoscopic procedure was insuf-
flated with carbon dioxide.

The patient was admitted for a 48-hour vigilance. The patient 
was discharged two days after the procedure, asymptom-
atic, and defecating without tenesmus. On one-week and 
one-month phone follow-up, the patient had no symptoms, 
no delayed bleeding, abdominal pain or tenesmus. The his-
topathological evaluation confirmed a subepithelial lipoma 
completely resected.
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Discussion 

Lipomas of the GI tract are a benign and usually asymptomatic 
condition, most common in the colon with a general incidence 
of 0,2 to 4,4%, followed by the gastric antrum [5]. Among the 
benign SEL of the GI tract, they are the most common in the 
colon and second in the stomach [6], after leiomyomas. GI 
stromal tumors are the most common SEL overall [7]. Lipomas 
have some specific features at endoscopic imaging, such as 
yellowish hue and soft touch at forceps probe (pillow sign) [7] 
that often establish the definitive diagnosis without the need 
of complementary evaluation or biopsies.

If complementary investigation is required, for example when 
there are abnormal morphological characteristics or rapid 
growth, endoscopic ultrasound (EUS) is the most accurate and 
indicated method for this purpose. At EUS imaging, lipomas 
are homogeneous and hyperechoic lesions with well-defined 
limits arising from the submucosal layer (or third layer) [7]. 
Tissue samplings are usually not necessary to confirm the di-
agnosis when these typical characteristics are present. Sub-
mucous colonic lipomas may be sessile or pedunculated, ac-
counting for 90% of the colorectal lipomas. The remaining 
10% are subserous. 90% are in the ascending colon. Most of 
them are smaller than 2cm without the need for surveillance 
or resection. However, when larger than 4cm, 75% are symp-
tomatic with pain, bleeding and even urgent situations such as 
colonic intussusception and bowel obstruction [3].

In complicated presentations, lipomas can be referred for re-
section and multiple options are available, from surgical treat-
ment to many endoscopic resection techniques. Traditionally, 
surgical treatment was the preferred option for lesions >4cm 
due to its submucosal origin, and the risk of a large pedicle 
being formed by a serosal invagination, and could contain the 
deeper muscular layer, leading to a non-negligible risk of per-
foration in endoscopic resections [8]. However, endoscopic 
techniques and devices have evolved recently and now, the 
endoscopic approach could be the treatment of choice. The 
use of endoloop with or without complete snare resection us-
ing electrocautery has been described as a safe method for 
resection [4,7-8].

Even when complications arise, as in the case presented above, 
the possibility of an endoscopic resolution of the adverse 
event represents an evolution in therapeutic endoscopy, wid-
ening the capabilities of non-invasive procedures and avoiding 
surgery. Previous studies have proven that deep mural injuries 

Figure 2: Yellowish hue occupying the whole lumen.

Figure 3: Positioned endoloop.

Figure 4: Braided snare below endoloop.

Figure 5: Mass after resection.

Figure 6: Colonic perforation.

Figure 7: Defect closure with endoclips.



and colonic perforations may be closed with endoclips [9].

Other techniques may be used for resection, such as endo-
scopic submucosal dissection, submucosal tunneling and 
endoscopic full-thickness resection, but those techniques re-
quire a specific skill set and a longer procedure duration that 
may not be widely available [7]. The management of colonic 
lipomas depend on size, location, symptoms and confirmed 
diagnosis, as abnormal characteristics may demand further 
investigation. Asymptomatic lipomas do not require follow-up 
or intervention. Symptomatic ones could be resected through 
endoscopic procedures [4,6-7]. 
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