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ILEOCOLIC INTUSSUSCEPTION DUE TO LIPOMATOSIS OF THE ILEUM: A
COMMON COMPLICATION OF A RARE CLINICAL ENTITY

M. Eyselbergs’, L.J. Ceulemans?¢, S. De Bontridder?, F. Vanhoenacker'?s, L. Van Overbeke®, |. Quanten?, G. Jacomen’,
A. Snoeckx?

We report a case of intestinal ileal lipomatosis in a 56-year-old Caucasian male complicated with small bowel
obstruction due to ileocolic intussusception with a lipoma serving as lead point. This rare disease is often only
discovered incidentally as a consequence of mechanical complications and not well reported in the international
literature, compared to intussusception due to an isolated lipoma. Computed tomography is the imaging modality
of choice to depict complications of this distinct clinicopathological entity. Density measurements can confirm the
fatty content and homogeneity analysis of the lesions can guide the radiologist in the differential diagnosis.
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Case report

A previously healthy 56-year-old
male without significant medical
history was referred by his general
practitioner to the hospital with in-
termittent cramping abdominal pain
and bloody stools. Apart from re-
bound tenderness in the right fossa
the clinical examination was unre-
markable. Inflammatory parameters
were elevated. Colonoscopy was
performed but interrupted because
of intolerable pain. Additionally,
Computed Tomography (CT) was
carried out and revealed small bowel
obstruction due to ileocolic intussus-
ception with a low attenuating sharp-
ly demarcated mass as lead point
(Fig. 1). Also, diffuse fatty infiltration
of the submucosal layer and multiple
other low attenuating submucosal
masses protruding into the bowel lu-
men were seen scattered throughout
the terminal ileum. The density var-
ied between -80 and -120 Hounsfield
units, in keeping with lipomatous
tissue. Because of the small bowel
obstruction, an urgent laparotomy
was performed. Manual reduction
was not possible and ileocaecal re-
section was performed. The post-
operative course was uneventful.
Macroscopical (Fig. 2) and histopatho-
logical (Fig. 3) analysis of the resect-
ed specimen confirmed the presence

Fig. 1. — CT of the abdomen (A and B) coronal reformatted and (C and D) axial im-

of numerous tumors composed of
mature adipose tissue interspersed
with some fibrous tissue. The diag-

ages show small bowel obstruction with dilated small bowel loops (asterisk) due to il-
eocolic intussusception (arrow in A and C) with infiltration of the mesenterial fat sug-
gestive of ischemia (double arrowhead in A). A lead point could be identified (arrow in
B). Also, multiple additional lipomas and diffuse submucosal fatty infiltration were

nosis of intestinal ileal lipomatosis

seen throughout the terminal ileum (arrowheads).
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complicated with ileocolic intussus-
ception was made.

Discussion
Benign tumors of the small bowel

are relatively rare with lipoma being
the second most common type in



ILEOCOLIC INTUSSUSCEPTION DUE TO LIPOMATOSIS OF THE ILEUM — EYSELBERGS et al 37

Fig. 2. — Macroscopic examination of the resected ileocaecal
specimen shows intraluminal yellowish sharply delineated
masses (arrows) in the terminal ileum and submucosal fatty
infiltration (asterisk). Also note the ileocolic intussusception

(arrowheads).

Fig. 3. — Histopathological examination of the resected
specimen shows submucosal lipomatous tissue (asterisks) and
muscularis propria (arrows) separated by lipocytes (arrow-
heads), in keeping with diffuse lipomatosis (magnification: 40x,
H and E stain).

approximately 25% of the cases,
only preceded by leiomyomas (1).
Typical manifestations of lipomas on
CT are symmetric, sharply delineated
masses with a density ranging from
-80 to -120 Hounsfield units compat-
ible with fatty tissue. Solitary lipomas
need to be differentiated from lipo-
matosis of the ileocaecal valve and
intestinal lipomatosis. Lipomatosis
of the ileocaecal valve involves a
symmetrical fatty enlargement and
is a very common finding (2). The
term intestinal lipomatosis s
currently used to describe diffuse
infiltration and overgrowth of well
differentiated fatty tissue in the sub-
mucosal layer. On histopathological
examination, proliferation of adipose

cells may extend to the serosal layer
or mesenteric fatty tissue (3). The
ileum is the most common site
involved.

Intestinal lipomatosis was first de-
scribed in 1906 by Hellstrom (4). The
diagnostic criteria used nowadays
are not clearly defined and range
from a minimum of 4 to more than
100 lipomas (5). The etiology has not
yet been elucidated. Some patients
with intestinal lipomatosis have a
family history, incriminating an
inherited tendency. Association with
hypercholesterolemia (1) or with
macrodactylia  fibrolipomatosis (6)
has also been suggested. According
to Climie et al, intestinal lipomatosis
might be of hamartomatous origin

since neuronal bundles were ob-
served in the lipomas of their se-
ries (7), although this was not the
case in our patient. There seems to
be no gender predilection. Less than
50% of the reported cases were
symptomatic with symptoms attrib-
uted to obstruction, intussusception,
volvulus or (occult) bleeding (8, 9).
When encountered incidentally, no
treatment is necessary (3, 10). This
rare clinical entity is not well report-
ed in the international literature (11-
13), compared to intussusception
due to an isolated lipoma. Imaging
modality of choice is CT since densi-
ty measurements can confirm the li-
pomatous nature of the luminal
masses. CT is also capable of differ-
entiating lipoma from liposarcoma
when evaluating the homogeneity of
the fatty content and absence of in-
creased density (3). In some cases —
however - loss of fat density of lipo-
mas may mimic malignancy (14).
The differential diagnosis of mul-
tiple intestinal lipomas includes in-
testinal manifestations of Proteus
syndrome, neurofibromatosis, lym-
phoma, mesenteric masses or me-
tastases (3). Proteus syndrome is
caused by a germline mutation of
the tumor suppressor gene PTEN,
and is characterized by vascular mal-
formations, lipomas, hyperpigmen-
tation and cutaneous nevi (15). Some
specific histopathological features of
the fatty masses discriminate these
lesions from the lipomas encoun-
tered in intestinal lipomatosis (5).
Neurofibromatosis, lymphoma and
metastases often comprise other
more specific clinical features that
help in the differential diagnosis.

Conclusion

Intestinal lipomatosis is a rare
clinicopathological condition in
which multiple lipomas are seen in
the bowel wall. This condition is
often detected as a consequence of
mechanical complications, such as
obstruction, intussusception  or
volvulus, but can also be discovered
incidentally. CT is the imaging
modality of choice to depict the com-
plications and may contribute to the
differential diagnosis since density
measurements of the masses can
demonstrate their lipomatous origin.
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