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Microscopic Submucosal Lipomas with
Mucosal Ulceration Can Be a Cause of
Intermittent Rectal Bleeding
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Background = Colonic lipomas are a rare entity and are reported in the literature with a variety of presentations.
Although they can mimic malignant lesions, they are benign proliferative lesions of fatty tissue arising
from the submucosa of the intestine. They can present with crampy abdominal pain associated with
obstruction, and they most commonly present with intussusception and bowel obstruction. They are
also reported as causes of gastrointestinal bleeding. Microscopic submucosal lipomas with mucosal
ulceration associated with either chronic anemia and slow gastrointestinal bleeding or intermittent
bleeding causing bright red blood per rectum have not been reported in the literature.

Summary  We report a case in which microscopic submucosal lipomas were associated with bright red blood per
rectum with an initial presentation of sepsis secondary to colitis. A 55-year-old female admitted with
the diagnosis of colitis started having a drop in hemoglobin and bloody bowel movements. A CTA
and nuclear scan could not locate the source of bleeding. She had findings of sigmoid and transverse
colon colitis on CT scan. Colonoscopy showed sigmoid and ascending colon colitis without any
evidence of active bleeding. The patient was taken to the operating room in the setting of bleeding
refractory to conservative management, and a right colectomy was performed. The specimen showed
scattered ulceration of the ascending colon and a friable terminal ileum.

Conclusion  The patient’s hemoglobin was stable after the surgery, and pathology showed submucosal lipomatosis
with overlying mucosal ulcerations. Microscopic submucosal lipomatosis with mucosal ulceration
may present as intermittent bleeding. Pathologists should keep this differential in mind because it
may lead to differences in management.
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Case Description

Colonic lipomas are a rare entity and are reported in the
literature with a variety of presentations. In the myriad of
a long list of differential diagnoses for bright red blood
per rectum, colonic lipomas should have their own place.
Although colonic lipomas can mimic malignant lesions,
they are benign proliferative lesions of fatty tissue arising
from the submucosa of the intestine. Lipomatous disease
of the intestine is a rare phenomenon that mostly presents
in the colon with right-sided predominance. It is a disease
of the older age group, with predominance in the sixth
decade of life. Most of the time, these are asymptomatic
lesions found incidentally on endoscopy or on CT scan
done for other reasons.! The lesions have been reported
as incidental findings upon autopsy, with an incidence
of 0.3-0.5 percent.” The fatty proliferation leads to an
appearance of pedunculated polyps, and, when multiple
in number, can be hard to differentiate from familial ade-
nomatous polyposis.” The intraluminal growth and polyp
formation mostly causes crampy abdominal pain associat-
ed with obstruction, and the condition most commonly
presents with intussusception and bowel obstruction.* This
entity that is described in the literature with visible pol-
yposis lipomatosis on colonoscopy is the most common
presentation and is most commonly diagnosed on colo-
noscopy.

There are cases reported in the literature where colonic lipo-
mas cause sigmoid perforation, mechanical obstruction of
the transverse colon, and massive intestinal bleeding asso-
ciated with hematochezia.>” A very small proportion of
these colonic lipomas are associated with gastrointestinal
bleeding. When the lipomas are small, biopsies of these
lesions can miss the diagnosis if the pathologist is not look-
ing for submucosal lipomas as part of the differential diag-
nosis. The lesions may simply be reported as colitis—this
is what occurred in our case report.

The microscopic submucosal lipomas associated with
mucosal ulceration (with either chronic anemia and slow
gastrointestinal bleeding or with intermittent bleeding
causing bright red blood per rectum) have not been report-
ed in the literature. Our case involves microscopic submu-
cosal lipomas associated with bright red blood per rectum
with an initial presentation of sepsis secondary to colitis.

American College of Surgeons

A 55-year-old female presented to the emergency room
with bilateral lower abdominal crampy pain associated
with two to three episodes of vomiting per day, six to sev-
en episodes of non-bloody diarrhea, and subjective chills
for the past four days. She denied any weight loss or any
similar episodes in the past. Her last colonoscopy was per-
formed four months prior and showed benign polyps. The
patient denied a history of atrial fibrillation and was not on
blood thinners. She had a past medical history of hyperten-
sion, hyperlipidemia, and chronic kidney disease stage 3.
The patient also had a past surgical history of a left donor
nephrectomy 10 years ago and laparoscopic cholecystecto-
my six years ago. She smoked half a pack of cigarettes per
day for 25 years. The patient’s mother had end-stage renal
disease, with no family history significant for inflammato-
ry bowel disease or colon cancer. On physical exam of her
abdomen, the patient had tenderness in the bilateral lower
quadrants but no guarding. The patient had a temperature
of 39.5°C in the emergency room, a heart rate of 120, and
blood pressure= 90/56. Her white blood cell count was 3.0
and hemoglobin was 15.3, with a creatinine of 1.46 and
lactic acid of 1.1. A CT scan was obtained, which showed
mild sigmoid colitis and proximal to mid transverse colon
colitis (Figures 1 and 2). Blood cultures were drawn, and
the patient was started on broad spectrum antibiotics and
was admitted.

Figure 1. CT scan showing ascending colon wall thickening.
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Figure 2. CT scan showing mild sigmoid colitis and wall thickening.

The next day, the patient started having loose bloody
bowel movements. Her hemoglobin dropped from 15.3
to 7.8 in the next three days. The patient continued to
have intermittent bloody bowel movements but remained
hemodynamically stable. A CT angiogram was obtained
that showed patent mesenteric vasculature (Figure 3);
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Figure 3. CT angiogram showing patent mesenteric vasculature.

nuclear bleeding scan did not show any source of bleed-
ing. A colonoscopy was performed that showed external
hemorrhoids, 3 cm sigmoid ulceration associated with ede-
ma, and ascending colon colitis without evidence of active
bleeding. Biopsies of the ascending colon were obtained

Figure 4. Colonoscopy showing 3cm sigmoid ulceration associated with

(Figure 4). Stool studies were negative for Clostridium diffi- edema and ascending colon colitis without evidence of active bleeding.

cile, stool ova, and parasite and stool toxins. Blood cultures
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Figure 5. Intraoperative colon specimen small scattered ulcerations in the
ascending colon.

Figure 6. Intraoperative colon specimen showing friable terminal ileum
mucosa.
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Figure 7. Pathology from the specimen showing submucosal lipomatosis
with mucosal ulceration of mucosa covering the microscopic submucosal
lipoma.
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that were drawn on admission grew Enterococcus avium,
Steptococcus viridans, and Streptococcus parasanguinus; how-
ever the patient remained afebrile after the day of admis-
sion, and her white blood cell count remained normal.
Biopsies from the colonoscopy showed early colitis.

On hospital day 10, the patient had continued intermittent
bloody bowel movements, and her hemoglobin dropped
as low as 6.3. The patient received six units of packed red
blood cells during her hospitalization to date. The deci-
sion was made to take the patient to the operating room
with the plan of a right hemicolectomy and end ileostomy,
and, if the patient continued to bleed postoperatively, then
to proceed with a total abdominal colectomy. Intraopera-
tively, there were no gross abnormalities seen in any part
of colon from the serosal side. The decision was made to
perform the right hemicolectomy with end ileostomy. The
colon specimen was opened during the case, and showed
friable terminal ileum mucosa and some small scattered
ulcerations in the ascending colon (Figures 5 and 6). The
patient tolerated the procedure well. On postoperative
day 4, the patient’s hemoglobin was stable, she tolerated a
regular diet, her ostomy was productive, and she was dis-
charged home. Pathology from the specimen showed sub-
mucosal lipomatosis with mucosal ulceration of mucosa
covering the microscopic submucosal lipoma. There was
no evidence of colitis, ischemia, or malignancy (Figure 7).

Discussion

Submucosal lipomas with growth into the lumen causing
intussusception usually present with large bowel obstruc-
tion. The diagnosis is often made on specimen pathology
once the patient has been operated on, as it masquerades
as malignancy on CT scan. Patients with intermittent
obstruction and CT and endoscopic evidence of a polyp-
oid mass with an inconclusive biopsy of the mass should be
further investigated (while considering submucosal lipo-
mas as the entity in mind). Patients with diffuse lipoma-
tosis can have numerous polyps throughout the colon and
can be confused with having familial adenomatous polyp-
osis. When attempting to make a diagnosis, submucosal
lipomas should be considered as part of the differential
diagnosis. Submucosal lipomas are reported as a cause of
gastrointestinal bleeding. Frequently, they present as mac-
roscopic lipomas, where those that are <2cm in size can be
treated with endoscopic resection, and larger ones can be
treated with colon resection.®
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Endoscopic treatment of microscopic lipomas are not
defined in the literature, as these lesions are not identifi-
able on colonoscopy, and the stigmata of ulceration, which
is usually seen and biopsied in these cases as colitis. The
knowledge of the existence of such diagnoses to a pathol-
ogist and gastroenterologist can shift the management of
this disease towards pursuing endoscopic or surgical resec-
tion.

The intermittent bleeding from these small lesions are not
picked up by nuclear bleeding scans or CT angiography.
The bleeding can also be masked during colonoscopy,
since they intermittently slough off the mucosa covering
them—which does not shows up as active bleeding on
colonoscopy. The mucosal ulcerations associated with sub-
mucosal lipomas can cause bacterial translocation and can
be responsible for sepsis secondary to bacteremia, as seen
in our patient. This further prolongs the diagnosis because
patients are presumed to have either infectious or ischemic
colitis as the cause of bleeding , the management of which
follows a different algorithm.

Conclusion

In summary, the diagnosis for microscopic submucosal
lipomatosis with mucosal ulceration is challenging and
should be kept in mind when working up a patient with
prolonged gastrointestinal bleeding without any identifi-
able cause; this condition should be managed accordingly.

Lessons Learned

Microscopic submucosal lipomatosis with mucosal ulcer-
ation may present as intermittent bleeding. Pathologists
should keep this differential in mind because it may lead
to differences in management. Smaller macroscopic lipo-
mas <2cm can be treated with endoscopic resection, while
larger ones are amenable to colon resection.
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