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Abstract
Colorectal lipomas are the second most common benign tumors of the colon. These masses are typically incidental findings with over 94% being asymptomatic. Symptoms-classically abdominal pain, bleeding per rectum and alterations in bowel habits-may arise when lipomas become larger than 2 cm in size. Colonic lipomas are most often noted incidentally by colonoscopy. They may also be identified by abdominal imaging such as computed tomography or magnetic resonance imaging. We report a case of a sixty-one years old male who presented to our emergency room with a 6.7 cm × 6.3 cm soft tissue mucosal mass protruding transanally. The patient was stable with a benign abdominal examination. The mass was initially thought to be a rectal prolapse; however, a limited digital rectal exam was able to identify this as distinct from the anal canal. Since the mass was irreducible, it was elected to be resected under anesthesia. At surgery, manipulation of the mass identified that the lesion was pedunculated with a long and thickened stalk. A laparoscopic linear cutting stapler was used to resect the mass at its stalk. Pathology showed a polypoid submucosal lipoma of the colon with overlying ulceration and necrosis. We report this case to highlight this rare but possible presentation of colonic lipomas; an incarcerated, trans-anal mass with features suggesting rectal prolapse. Trans-anal resection is simple and effective treatment.
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Core tip: Colorectal lipomas are typically asymptomatic. They are incidentally found on colonoscopy or radiologic imaging. This report portrays a rare presentation of colonic lipomas as an incarcerated prolapsed mass through the anus, and highlights trans-anal resection as a simple, safe and effective treatment. Thus, it describes an uncommon pathology with a unique presentation that sets a diagnostic and therapeutic challenge.
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INTRODUCTION

Lipomas of the gastrointestinal (GI) tract were first described by Bauer in 1757[1]. Although they are rare findings, cases of these benign tumors have been reported throughout the world for many years. Colonic lipomas originate from the connective tissue of the intestinal walls and are most commonly submucosal[2]. Chronic irritation or inflammation as well as the excessive accumulation of adipose tissue secondary to the underdevelopment of arterial, venous and lymphatic circulation, are a few of the speculated factors associated with the formation of these tumors[3]. Lipomas occur with greater frequency within the ascending colon, but can be present in any part of the GI tract from the hypopharynx to the rectum[4]. Generally, colonic lipomas are solitary, well-delineated and sessile masses[5]. They predominately affect females and those within the 6th-7th decade of life[3,6-8]. Although malignancy is rare in these masses, complications including, hemorrhage, infarction, obstruction, and intussusception can occur[2,5,8]. Thus, symptomatic lesions are routinely removed through surgical interventions such as endoscopic excision, segmental resection or hemi-colectomy in an open or laparoscopic fashion[9,10]. Unfortunately, at present there are no clinical trials which validate the most appropriate methods by which colonic lipomas should be diagnosed and treated. Much of patient management is thus dependent on case reports discussed within literature. This paper presents a unique report of a sixty-one years old man with a prolapsed ano-rectal mass that was identified as a submucosal lipoma of the rectum after trans-anal surgical excision. By analyzing this case, we will attempt to review the common practices used in managing patients with colonic lipomas.

CASE REPORT 

A sixty-one years old male patient with a diagnosis of schizophrenia and chronic constipation presented to the emergency room with a prolapsed ano-rectal mass. The patient noticed the propulsion of the mass while defecating four hours prior to his presentation to our hospital. Associated anal pain and minimal bright red blood per rectum were reported; however, all remaining review of systems was negative. The patient had no previous history of gastrointestinal symptoms or pathologies-denies change of bowel habits and any history of hemorrhoids or prolapse. He had never undergone a colonoscopy. On physical examination, the firm, well circumscribed, tender, hyperemic mass was noted to be 6.7 cm × 6.3 cm in size (Figure 1). There appeared to be a layer of superficial necrotic tissue. It did not appear to be originating from the anus or hemorrhoidal tissue as a limited digital rectal exam was able to identify this as distinct from the anal canal. It was irreducible despite attempts by emergency room and surgical staff (manipulation, squeezing and pushing). Abdominal exam was unremarkable and no systemic signs of infection were noted. Preoperative laboratory studies including hematology, chemistry and coagulation profiles were all within normal ranges. The differential diagnosis included other types of prolapsed neoplastic lesions or an atypical presentation of either thrombosed internal hemorrhoids vs rectal procidentia.

The patient was admitted to the colorectal surgical service. Given the patient’s pain and discomfort and given that the mass was irreducible, the patient was taken to the operation room for exam under anesthesia with planned resection. After sedation, the patient was placed in a high lithotomy position. Digital rectal examination and further manipulation of the mass identified that the lesion was pedunculated with a long (mucosal origin could not be identified) and thickened stalk (2 cm in diameter). As the mass was retracted externally, the stalk could be visualized and was transected by a 60 mm laparoscopic linear cutting stapler (Figure 2). The mass was completely removed and the specimen was sent to pathology. Afterwards, examination of the anus and the distal rectum was performed with an anal retractor. The staple line was not visualized and there existed no active hemorrhage.  The bowel was not adequately prepped for endoscopic evaluation so we planned on postoperative colonoscopy after complete bowel preparation.

Post-operatively the patient was stable and denied any pain. He tolerated food, passed gas and also had a bowel movement. The patient was discharged home on post-operative day one with instructions to follow up with a colonoscopy in 2 wk.

Pathology report determined the mass to be a 6.7 cm × 6.3 cm × 4.8 cm polypoid submucosal lipoma of the colon with overlying ulceration and necrosis (Figure 3). No malignancy was identified.

DISCUSSION 

Lipomas are the second most common benign tumor of the colon after adenomatous polyps[3,5,9] with an incidence of only 0.035%-4.4%[6,9]. Colonic lipomas most commonly occur between the ages of 50-65[3,6-8] and as Jiang et al[6] noted can have up to a 66.7% female predominance. They are most commonly located within the ascending colon (61%)[3,6,7] followed by descending colon (20.1%), transverse colon (15.4%), and least commonly the rectum (3.4%)[3 6,11,12]. 

Three types of colonic lipomas exist: submucosal, which account for 90% of all intestinal lipomas[2], subserosal and mixed[3]. Grossly, these masses can present as rounded, sessile or pedunculated lesions with smooth mucosal surfaces and a yellow color[3-8]. Histologically, a fibrous capsule is found surrounding the adipose tissue giving the masses a lobulated appearance[3,6]. Ulceration, granulation and fat necrosis has also been noted in the overlying mucosa of many of colonic lipomas[6,8], as identified within the lipoma found in this case report. Over 94% of colonic lipomas are asymptomatic[2,8,13] with many incidentally found during colonoscopic screening, surgery or autopsy[6,9]. Colonic lipomas are more prone to be symptomatic when they are greater than 2 cm in size[4-6,14]. More specifically, 75 percent of patients with “Giant Lipomas”-larger than 4 cm are symptomatic[15]. Symptomatic patients may have abdominal pain (42.4%), bleeding per rectum (54.5%) and alterations in bowel habits (24.2%)[6,7]. Other reported conditions may include constipation, hemorrhage, intussusception, obstruction[2,4,5,8] or anemia[2,4,16,17]. Spontaneous expulsion of these lipomas in the stool has been rarely reported[1,4,9,13,18,19] but is attributed to self-amputation of the lipoma at its stalk[9,20]. Self-amputation typically occurs in giant and pedunclated lipomas and can be caused by intussusception, procedures such as endoscopy or by other idiopathic processes[13,18,19,21].

The rare presentation of colonic lipomas makes the diagnosis a difficult task. They are often misdiagnosed as a rectal prolapse or as a colonic malignancy[3]. One initial radiographic test for colonic lipomas is a barium enema which identifies a well-defined, smooth and radiolucent mass causing an intraluminal filling defect which elongates during peristalsis (the “squeeze sign”)[4,5,7,14]. Unfortunately, although barium enema is sensitive for lipomas, it is not specific to these masses and may mistake them for other endoluminal neoplastic masses[6]. Endoscopic ultrasonography is another commonly used test displaying lipomas as hyperechoic colonic lesions. It is helpful in identifying the involvement of the muscularis propria and serosa[3,5,7,9]. Information regarding the depth of the lesion in the wall of the colon is particularly important in deciding whether the lesion is capable of being safely excised endoscopically.  

Three classic signs for colonic lipomas have been described during colonoscopy: the “tent sign” (lifting the overlying mucosa of the lipoma with forceps to create a tent-like shape), the “cushion sign”, (forceps causing indentation of the lipoma which is resolved with their removal) and finally the “naked fat sign” (extrusion of adipose tissue from the lipoma during biopsy)[3,6,14]. However, Andrei et al[3] noted that although colonoscopies are successful in identifying typical lipomas, they are less sensitive for lipomas with atypical qualities such as overlying ulceration or necrosis as seen in the lipoma described in this report. In addition, colonoscopic biopsies often fail to obtain adequate samples of lesions as normal mucosa or even ulcerated and necrotic tissues can cover the adipose tissue necessary for diagnostic testing[6,14]. In situations where obtaining histologic determination of the mass is relevant, needle biopsy under endoscopic ultrasound guidance provides a safe option.  The literature indicates that the study of choice for colonic lipomas is computed tomography (CT) scan[3,5,14]. This test visualizes well-defined, ovoid and homogenous intramural lesions with a fat density between -40 and -120 UH[3-5,8]. CT is specifically useful when lipomas are large (> 2 cm)[6,7] and in lipomas with associated complications such as necrosis, infarction or intussusception[2,5,8,22]. Nonetheless, the diagnostic value of CT scan is limited by the size and partial volume of the lesion. Smaller lesions are more likely to be missed by CT while, increases in partial volume, due to the added volume of fecal matter and soft tissue make some masses appear larger than normal on CT imaging[3,14].

The treatment of colonic lipomas involves observation for asymptomatic cases and surgical intervention for lipomas with symptoms or associated complications[23]. Depending on the lipoma size, location and the presence or absence of complications, surgeons decide on endoscopic vs surgical intervention[8]. Endoscopic excision with snare electrocautery is the treatment of choice for lipomas smaller than 2 cm in size[5,6,9,14,23,24]. Higher risk of perforation has been reported with the endoscopic excision of lipomas larger than 2cm in size[6,9]. Newer instrumentation and techniques developed for endoscopic submucosal resection of adenomatous lesions make endoscopic resection more feasible for larger lesions. Segmental colectomy with lipectomy is the gold standard for uncomplicated lipomas larger than 2 cm[3,25]. More radical approaches to resection-hemicolectomy-is usually reserved for lipomas with wide implantable bases, deeper lesions such as those that originate in the subserosal layer, and those with excessive bleeding or associated intussusception[9]. Finally, laparoscopic removal of lipomas is also an available option for treatment[10] and is a superior tool in cases when endoscopic removal is unsafe, ineffective, or cannot obtain negative margins[26]. These surgeries have been found to cause less post-operative pain and quicker recoveries when compared to open colectomies[9,10,13,26-28]. However, Boler et al[26] do acknowledge that laparoscopic resection is limited by the inability to definitively locate certain lipomas. Yet, preoperative colonoscopic injection of a colonic mural marking agent such as india ink or intraoperative colonoscopy can aid in the localization of the lipoma. Overall, surgical intervention is the most effective treatment for colonic lipomas and there have been no reported recurrences in the current literature[9]. 

In our case, the colonic lipoma was protruding through the anus and was still attached by a viable stalk. To minimize patient morbidity and expedite therapeutic resolution of his symptoms, we resected this incarcerated tumor by a transanal approach. As of the time of creation of this manuscript, the patient has declined colonoscopic evaluation.

Colorectal lipomas most commonly present as asymptomatic, incidental findings on colonoscopy and are treated by either local endoscopic or surgical resection. Our patient demonstrates that they can also present acutely as an incarcerated, trans-anal mass with features suggesting rectal prolapse. We present this case to highlight this possible presentation. Trans-anal resection is simple and effective treatment.

COMMENTS

Case characteristics

A 61-year-old male patient presented to the emergency room with a prolapsed ano-rectal mass.

Clinical diagnosis

A firm, well circumscribed, tender, hyperemic ano-rectal mass was noted to be 6.7 cm x 6.3 cm in size.

Differential diagnosis

Prolapsed neoplastic lesion, thrombosed internal hemorrhoid, rectal procidentia.

Laboratory diagnosis
Hematology (CBC), Chemistry (BMP) and Coagulation profile (PT INR. PTT) were all within normal range. 

Pathological diagnosis
Pathology report determined the mass to be a 6.7 cm x 6.3 cm x 4.8 cm polypoid submucosal lipoma of the colon with overlying ulceration and necrosis.

Treatment

The prolapsed ano-rectal mass was resected trans-anally by the use of laparoscopic linear cutting stapler.

Related reports

Very few cases of colorectal lipomas were reported with a similar presentation (prolapsed ano-rectal mass) and management (ano-rectal excision). 

Term explanation 
Lipoma is a benign tumor of the adipose tissue. Rectal procidentia is another term for rectal prolapsed. 

Experiences and lessons

The authors report this case to highlight this rare but possible presentation of colonic lipomas; an incarcerated, trans-anal mass with features suggesting rectal prolapse. Trans-anal resection is simple and effective treatment.

Peer-review

The manuscript is well written and the result of the management is acceptable. 
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FIGURE LEGENDS

[image: image1.png]



Figure 1  Protruding mass from anal canal in the emergency room (left lateral decubitus position).
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Figure 2  Gross view of the resected specimen.
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Figure 3  Histopathology (HE, 2 ×) showed colonic lipoma; the colonic mucosa (left side) has atrophy and ischemic necrosis with hemorrhage.
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