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Abstract

This is a case report of successful endoscopic resection of du-
odenal lipoma. A 68-year-old male with intermittent vomiting 
for 1 month. Upper endoscopy revealed a 3 cm pedunculated 
tumor in horizontal part of duodenum. Endoscopic resection 
was successful. Final pathological diagnosis was a lipoma. The 
patient reported complete resolution of symptoms on follow 
up.

 
Keywords: Endoscopic resection; Lipoma of duodenum; Duo-
denal obstruction.

Introduction

Lipomas are benign, slow-growing mesenchymal tumors 
generally found in subcutaneous tissues of proximal extremities 
and trunk [1]. Gastrointestinal lipomas are uncommon and ac-
count for 4 % of all benign tumors. Duodenal lipomas are even 
rarer. Within the gastrointestinal tract, the colon (64%) is the 
most common site, followed by the ileum or jejunum (26%), 
and then the duodenum (4%) [2,3]. Of these, 20% are located 
in the Duodenal bulb (D1), 50 % are located in descending part 
(D2), 16 % in the horizontal part (D3), and 9% in ascending part 
(D4), with 5% unspecified [4]. Peak incidence is around 5th and 
7th decade of life. On histology, 90% of GI lipomas are in the sub-
mucosa, and 10 % arise from the subserosa [5]. Their shape can 
be sessile or pedunculated. Most of these tumors are inciden-
tally found and asymptomatic. Here, we report a case of symp-
tomatic lipoma in the horizontal/transverse part of the duode-
num that was successfully treated with endoscopic resection.

Case report

A 68-year-old male with coronary artery disease on aspirin, 
hypertension, diabetes mellitus on an insulin pump, aortic ste-
nosis status post open aortic valve replacement with porcine 
valve, Parkinson’s disease on carbidopa-levodopa presented to 
the office with a 1-month history of intermittent, sudden vomit-
ing without nausea. Episodes of vomiting could occur from 3-4 
times per week to several episodes in a single day. He reported 
vomiting happened half an hour after eating and consisted of 
the last meal. Vomiting was reported to be projectile. The pa-
tient denied any dysphagia, odynophagia, heartburn, regurgita-
tion, or weight loss. No overt bleeding was reported either. The 
last labs done 2 months before this visit (CBC, CMP) were only 
remarkable for 122 mg/dL glucose, but no electrolyte abnor-
mality was noted. CT of the abdomen and pelvis with intrave-
nous but no oral contrast done 2 months before this visit had 
revealed an incidental finding of a duodenal lesion measuring 
1.3 cm, which was thought to be a lipoma. He subsequently un-
derwent an upper endoscopy. A 3 cm pedunculated polypoidal 
nodule was found in 3rd part of the duodenum. Small erosion 
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was noted on the head of this nodule. This nodule was noted to 
be filling up the entire lumen upon initial examination and half 
the lumen with maximal insufflation. This nodule was resected 
using a hot snare, and the mucosal defect was closed using an 
over-the-scope clip. The patient resumed diet and reported res-
olution of symptoms in a 2-week follow-up after the procedure. 
Pathology confirmed the nodule to be a submucosal lipoma.

 
 
 
Figure 1: Stalk of duodenal nodule in third portion of duodenum 
seen on endoscopy with Maximal insufflation.

 
 
 
Figure 2: Head of duodenal nodule seen on endoscopy with maxi-
mal insufflation.

margined mass with a low Hounsfield unit (range -70 and -120) 
corresponding with the density of fat [12,13]. As for MRI, the 
signals are low on T1- and T2-weighted fat-suppressed images, 
which is specific for lipoma. Lipoma shows no contrast enhance-
ment. Though CT and MRI are helpful in diagnosis, these are 
unable to locate the origin of the lesion precisely. Direct visu-
alization at endoscopy provides clues about the nature of the 
tumor. Endoscopy can sometimes be helpful in diagnosis by 
the appearance of shiny yellow fat while obtaining bite-on-bite 
biopsies when the mucosa is uncovered, which is sometimes 
referred to as “the naked fat sign” [14]. Still, it is generally insuf-
ficient to make a definitive diagnosis if the lipoma is subserosal. 
EUS effectively provides information about the layer of origin, 
echogenicity, and the depth. Asymptomatic duodenal lipomas 
often do not require any treatment, but symptomatic duodenal 
lipomas need treatment. Duodenal lipoma can be pedunculat-
ed or sessile. The pedunculated lipoma can be safely removed 
by electrosurgical endoscopic snare polypectomy [6,11,15]. It 
can also be excised surgically. Endoscopic excision may be chal-
lenging and increase the risk of bleeding and perforation for 
large and sessile lesions. These types of lipomas are challeng-
ing to manage using endoscopic techniques; therefore, surgi-
cal excision would be the preferred approach. If the nature of 
the lesion cannot be ascertained or clinical presentation such 
as intussusception, surgery is required. To our knowledge, this 
is the first report of a large duodenal lipoma causing symptoms 
via intermittent duodenal obstruction that was managed endo-
scopically.
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