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“Giant” lipoma of the sigmoid colon:  
spontaneous expulsion 12 days after failure  
of endoscopic resection. report of a case  
and review of the literature
Georgia	lazaraki1,	d.	Tzilves1,	d.	Tragiannidis1,	frideriki	Patakiouta2,	i.	Pilpilidis1,		
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summary

background: lipomas of the colon are benign tumors which 
occur rarely. Their size ranges from 2 mm to several cm. They 
are usually asymptomatic but occasionally they present with 
clinical manifestations depending on tumor size, localiza-
tion and complications, which often lead to diagnostic diffi-
culty. patient-methods: a 78-year-old man presented with a 
6-month history of multiple episodes of crampy abdominal 
pain due to a lipoma of 40 mm x 30 mm x 24 mm located in 
the sigmoid. endoscopic resection was performed without 
success. we report here for the first time, lipoma self-ex-
pulsion with the feces 12 days after the endoscopic resection 
attempt. in this report a review of the literature regarding 
clinical features, diagnosis and treatment of this uncommon 
disease is also performed. conclusion: surgery remains the 
main therapeutic option, especially for large colonic lipomas, 
however endoscopic removal would be preferable over sur-
gical excision if it can be done safely.
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iNTroducTioN

lipomas	of	the	colon	are	rare	benign	tumors	with	ex-

tremely	low	malignant	potential.	They	are	the	second	most	
common	benign	colonic	tumor	after	adenomatous	pol-
yps.1	Most	of	these	tumors	remain	entirely	asymptomatic	
and	are	usually	detected	by	chance.	nonetheless,	large	le-
sions	may	occasionally	mimic	symptoms	of	colonic	ma-
lignancies	and	present	with	bleeding,	abdominal	colicky	
pain,	obstruction	and	intussusception,	and	in	this	case	they	
should	be	resected	either	endoscopically	or	surgically.1,	2	

in	this	report,	we	present	for	the	first	time	in	the	liter-
ature,	the	case	of	a	patient	with	a	giant	lipoma	obstruct-
ing	the	sigmoid	colon,	which	was	self-amputated	12	days	
after	failure	of	endoscopic	removal.

case reporT

a	78-year-old-man	presented	to	his	physician	with	a	
six-month	history	of	intermittent	episodes	of	diffuse	col-
icky	abdominal	pain.	Prior	to	this,	during	one	episode,	the	
patient	had	presented	to	the	emergency	room	of	a	hospital	
and	bowel	obstruction	had	been	suspected	but	symptoms	
spontaneously	resolved.	Physical	examination	revealed	
mild	left	abdominal	tenderness	without	rebound	tenderness	
but	results	were	otherwise	unremarkable.	normal	bowel	
sounds	were	auscultated.	Colonoscopy	revealed	a	large	
polyp	(>3	cm	diameter)	in	the	sigmoid.	Biopsies	from	the	
lesion	were	suggesting	normal	colonic	mucosa	and	the	pa-
tient	was	referred	to	our	department	for	polypectomy.	He	
had	a	medical	history	of	transurethral	prostatectomy	and	
resected	transitional	cell	carcinoma	of	the	urinary	bladder.	
results	of	laboratory	investigation	including	carcinoembry-
onic	antigen	(CEa)	were	within	normal	limits.	abdominal	
CT	detected	a	5-cm	low	attenuation	mass	at	the	sigmoid	co-
lon.	The	colonic	tract	appeared	distended	above	the	lesion.	
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Colonoscopy	demonstrated	a	hemispherical	tumor	of	ap-
proximately	45	mm	diameter	in	the	sigmoid.	The	overlying	
mucosa	was	smooth	and	the	lesion	was	soft	and	compress-
ible.	The	lesion	appeared	to	be	pedunculated	with	a	short	
stalk	of	approximately	2	cm.	The	“tenting	sign”	(grasping	
the	overlying	mucosa),	the	“cushion	sign”	(flattening	and	
restoration	of	the	shape	of	the	lipoma),	and	the	“naked	fat	
sign”	(extrusion	of	fat	after	biopsy	of	the	colonic	mucosa)	
were	demonstrated,	suggesting	a	diagnosis	of	benign	sub-
mucosal	lipoma	although	malignancy	could	not	be	exclud-
ed.	Based	upon	the	appearance	of	the	lesion	(it	seemed	to	
be	a	large	pedunculated	polyp),	a	decision	was	made	to	at-
tempt	colonoscopic	resection.	The	patient	was	informed	
for	increased	risk	of	perforation	and	bleeding	during	en-
doscopic	removal	and	an	informed	consent	was	obtained.	
a	large	hexagonal	electrosurgical	snare	(Olympus,	Tokyo,	
Japan)	was	needed	to	ensnare	the	lesion	near	its	base	(fig-
ure	a).	subsequent	excision	of	the	lesion	was	unable	to	be	
performed	despite	use	of	an	excessive	amount	of	electro-
surgical	monopolar	current.	The	snare	was	easily	removed	
from	around	the	base	of	the	lesion.	One	weak	later,	repeat-
ed	colonoscopy	was	performed	showing	piecemeal	necro-
sis	and	regression	of	the	lesion	(figure	b).	Given	the	size	of	
the	lesion,	and	that	the	patient	had	presented	with	episodes	
of	intermittent	obstruction,	surgical	resection	for	both	di-
agnostic	and	therapeutic	purposes	was	recommended	and	
the	patient	was	scheduled	for	sigmoidectomy.	On	the	12th	
day	after	endoscopic	removal	attempt,	the	patient	present-
ed	reporting	defecation	of	the	polypoid	mass	into	the	stool,	
apparently	due	to	self-amputation	of	the	mass	(figure	c).	
Histological	examination	revealed	characteristic	lipoma	of	
colon.	subsequent	colonoscopy	one	week	later,	revealed	a	
large	crater	of	4	cm	of	diameter	(figure	d).	further	histol-
ogy	of	the	forceps	biopsy	from	the	crater	margins	revealed	

figure d.	The	lipoma	was	auto-amputated	leaving	a	large	cra-
ter	in	its	place.figure a.	Endoscopic	attempt	of	removal	of	the	colonic	lipoma

figure b.	Endoscopic	view	of	the	lipoma	one	weak	after	endo-
scopic	removal	failure.

figure c.	The	auto-amputated	lipoma.
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no	evidence	of	malignancy	and	findings	typical	of	non-spe-
cific	inflammation.	The	patient	was	free	of	symptoms	dur-
ing	the	11-month	follow-up	period.

discussioN

lipomas	of	the	large	bowel	are	uncommon	benign	fat-
ty	neoplasms,	with	a	reported	incidence	ranging	between	
0.2%	and	4.4%.3	The	most	common	sites	of	lipomas	in	the	
large	intestine	are	the	cecum,	ascending	colon,	and	sig-
moid	colon,	in	decreasing	frequency;	70%	are	localized	
to	the	right	hemicolon.	lipomas	arise	from	the	submuco-
sa	in	approximately	90%	of	cases	and	from	the	subsero-
sa	and	intermucosa	in	the	remaining	cases.	Colonic	lipo-
mas	are	more	common	in	women	than	in	men,	the	peak	
incidence	being	recorded	in	the	fifth-sixth	decade	of	life,	
with	a	predilection	for	the	right	colon	in	women	and	the	
left	colon	in	men.1–4

although	the	majority	remain	asymptomatic,	colon-
ic	lipomas	may	present	with	symptoms	such	as	pain,	di-
arrhoea,	obstruction,	and	bleeding.	Colonic	lipomas	size	
ranges	from	2	mm	to	30	cm.	size	(>2	cm)	appears	to	corre-
late	with	symptoms	and	75%	of	patients	with	a	lesion	larg-
er	than	4	cm	have	symptoms.5	a	large	lipoma	may	present	
abdominal	pain	due	to	intermittent	intussusception2,3,6,7,8	or	
partial	bowel	obstruction,	as	was	the	case	of	our	patient.	in	
the	Mayo	Clinic	series,	46%	of	large-bowel	lipomas	were	
discovered	incidentally	in	specimens	removed	for	other	dis-
eases,	11%	were	resected	because	of	a	neoplasm	suspected	
of	being	a	carcinoma,	and	6%	were	symptomatic.2

Colonoscopy	may	allow	direct	visualization	of	the	sub-
mucosal	lipoma,	which	appears	as	a	mass	covered	by	nor-
mal	mucosa.	Endoscopic	features	to	facilitate	colonic	lipo-
ma	diagnosis	have	been	described	including	“tenting	sign”	
(grasping	the	overlying	mucosa),	“cushion	sign”	(flatten-
ing	and	restoration	of	the	shape	of	the	lipoma),	and	the	
“naked	fat	sign”	(extrusion	of	fat	after	biopsy	of	the	co-
lonic	mucosa).2,3,6,7	Colonoscopy	is	reliable	for	the	diag-
nosis	of	a	typical	lipoma,	but	it	may	prove	to	be	of	no	help	
when	the	lesion	is	atypical.	Computed	tomography	(CT)	
has	been	proposed	as	a	non-invasive	means	of	diagnosis	
despite	well-known	limitations	of	the	method	in	detecting	
endoluminal	structures.3,4,8,9	The	CT	characteristics	of	li-
poma	include	a	spherical	or	ovoid	shape;	smooth,	sharply	
demarcated	margins;	and	homogeneous	density	with	CT	
values	between	–40	and	–120	HU.	not	all	intussuscepted	
lipomas	are	characterized	by	homogeneous	low	attenua-
tion	on	CT,	and	a	study	by	Buetow	and	colleagues7	showed	
that	they	might	be	mistaken	for	other	neoplastic	causes	of	
intussusception	such	as	adenocarcinoma,	lymphoma,	and	

metastasis.	in	this	particular	case,	CT	scanning	was	accu-
rately	suggestive	of	a	colonic	lipoma.

Pathologically,	lipomas	are	well-differentiated	tumors	
arising	from	deposits	of	adipose	connective	tissue	in	the	
bowel.	sarcomatous	changes,	in	colonic	lipomas	have	
not	been	reported,	but	intermittent	torsion	and	relative	
ischemia	can	give	rise	to	a	pseudomalignant	appearance.	
The	greatest	clinical	significance	of	lipomas	lies	in	their	
potential	to	be	confused	with	adenomatous	polyps	or	oth-
er	aggressive	pathology.10	despite	recent	diagnostic	inno-
vations	it	has	been	reported	that	the	preoperative	diagnos-
tic	accuracy	is	only	about	62%.4	in	most	cases	therefore	
the	histological	diagnosis	is	arrived	at	only	after	excision	
of	the	tumor.	However,	although	most	lipomas	are	inci-
dental	findings	and	require	no	treatment,	there	is	a	small	
subgroup	that	does	require	surgical	intervention,	includ-
ing	those	with	suspicion	of	malignancy,	symptomatic	lipo-
mas,	surgical	emergencies	such	as	intussusception	and	
obstruction	with	ulceration	and	bleeding,	and	very	rarely	
massive	hemorrhage.11	in	our	patient,	the	lipoma	remov-
al	was	decided	given	the	size	of	the	tumor	(4.5	cm	in	the	
sigmoid	colon	before	excision),	its	position	and	the	oc-
curring	symptoms.5,12

The	decision	whether	to	remove	lipomas	and	which	
method	is	the	best	option,	either	endoscopically	or	surgical-
ly	remains	controversial.	Because	the	majority	of	lipomas	
are	submucosal,	endoscopic	removal	entails	high	risk	of	
morbidity	due	to	perforation	compared	with	adenomatous	
polyps,	since	its	high	water	content	requires	a	tremendous	
amount	of	heat	to	cut	through	the	lipoma.	Colonoscopic	
polypectomy	of	large	lipomas	is	difficult,	although	possible	
in	selected	cases	(especially	if	pedunculated)	as	it	both	is	
reported	in	the	literature2,3,5,10,13-19	and	observed	in	case-se-
ries	of	our	centre	(Katsos	et	al,	personnal	communication,	
1994).	in	the	series	by	Pfell	et	al,10	3	of	7	patients	had	a	
subsequent	perforation	after	endoscopic	removal	of	colon-
ic	lipomas.	surgery	remains	an	option,	especially	for	large	
colonic	lipomas.	However,	endoscopic	removal	would	be	
preferable	over	surgical	excision	if	it	can	be	done	safely.	
in	more	recent	endoscopic	series,	various	techniques	such	
as	saline	injection	assisted	polypectomy	and	the	use	of	en-
doscopic	ultrasound	had	been	advocated	to	reduce	the	risk	
of	perforation.13,17	On	the	other	hand,	conventional	open	
colonic	resection	is	considered	a	major	undertaking	with	
considerable	morbidity,	especially	in	elderly	patients	with	
coexisting	medical	conditions.	recently,	laparoscopic	co-
lonic	resection	has	been	shown	to	be	associated	with	less	
postoperative	pain,	shorter	duration	of	ileus,	and	quicker	
recovery;	therefore,	it	is	recommended	for	the	treatment	
of	benign	colorectal	conditions	such	as	large	polyps.20,21	
in	our	case,	a	detailed	endoscopic	examination	of	the	base	
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of	the	lesion	was	performed	as	suggested13	and	a	stalk	of	
2	cm	was	demonstrated.	furthermore,	the	lesion	was	lo-
cated	in	the	sigmoid	where	the	bowel	wall	is	thicker	than	
in	the	ascending	colon	or	the	cecum.	as	noted	by	Chris-
tie14	et	al	and	stone	et	al,22	removal	of	truly	pedunculated	
lipomas	does	not	provide	any	increased	risk	as	compared	
with	the	removal	of	any	pedunculated	adenomatous	type	
polyp.	However,	it	has	been	reported,	that	in	some	cases,	
what	it	is	considered	to	be	a	stalk	is	rather	a	pseudopedi-
cle	caused	by	serosal	invagination	which	might	include	the	
muscularis	propia	and	the	serosal	layers,	and	in	this	case	
cutting	could	be	disastrous.23	Considering	that	this	might	
be	the	cause	of	endoscopic	removal	failure	after	excessive	
amount	of	electrosurgical	current	in	our	case,	we	decided	
to	refer	the	patient	for	surgical	resection.	

To	our	knowledge,	this	is	the	first	report	of	lipoma	
expulsion	with	the	feces	subsequent	to	failed	endoscopic	
removal.	spontaneous	expulsion	of	a	sigmoid	lipoma	has	
also	been	recorded.4,24	This	might	be	explained	by	the	ex-
istence	of	a	large	visible	blood	vessel	in	the	stalk	of	the	
colonic	lipoma	which,	if	for	some	reason	occluded	(i.e	
thrombosis),	then	the	lipoma	is	subsequently	self	amputat-
ed.	in	cases	of	large	vessels	in	the	stalk,	placing	a	hemoclip	
before	or	after	polypectomy	is	recommended	to	decrease	
post-procedure	bleeding.12	recently,	in	a	similar	context,	
Murray	et	al18	and	described	a	novel	endoscopic	technique	
with	detachable	nylon	loop	placement	in	stalks	of	diameter	
over	4mm	to	minimize	risk	of	post-procedural	bleeding.	
raju	et	al19	reported	placement	of	detachable	nylon	loop	
in	the	stalk	of	a	large	lipoma	that	was	left	in	place.	in	their	
case,	the	lipoma	regressed	progressively	probably	due	to	
ischemia.	We	believe	that	in	our	case	electrosurgical	cur-
rent	achieved	thrombosis	of	lipoma	vessels,	followed	by	
lesion	necrosis	and	self-ambutation.

in	conclusion,	it	should	be	noted	that	colon	lipomas,	
although	rare,	should	be	considered	in	 the	differential	
diagnosis	of	large	bowel	tumors.	Endoscopic	approach	
remains	a	safe	and	effective	option	for	giant	lipoma	re-
section,	provided	each	case	is	selected	carefully	and	pro-
cedures	are	performed	by	skilled	endoscopists	in	centres	
with	experience.
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