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Introduction

Gastrointestinal lipomas are benign tumors, comprising only 5
to 6% of all gastrointestinal tumors. Themajority (60–75%) of
gastrointestinal lipomas are in the colon, followed by the small
intestine (20–25%) with only 4% occurring in the duodenum
[1]. Duodenal lipomas are usually asymptomatic but larger
ones can, in rare cases, cause abdominal pain, intestinal ob-
struction, or hemorrhage. The peak incidence is around the 5th
and 7th decade of life, with a slight female preponderance.
Here, we present a rare giant duodenal lipoma mimicking
malignancy preoperatively.

Case Presentation

A 75-year-old male presented with abdominal pain, nausea,
vomiting, and anorexia with an unintentional weight loss of
20 pounds over 2 weeks. His lab tests revealed microcytic
anemia (hemoglobin 10.0 g/dL). Abdominal computerized
tomography (CT) scan demonstrated an 11.9 × 5.6 × 5.6 cm
large multilobulated fat-containing duodenal mass (Fig. 1a),
gastric distention with outlet obstruction, and intussusception
of the duodenum. Endoscopy showed ulceration with under-
lying large submucosal mass lesion in the duodenal bulb ex-
tending to the second part of duodenum. Multiple biopsies
taken from the ulcerated mucosa and underlying mass lesion
showed ulcerated duodenal mucosa with gastric surface
foveolar metaplasia. No significant submucosal tissue or

malignancy was present in this biopsy. A partial duodenal
resection was performed. The resected duodenum demonstrat-
ed a luminal bilobed mass (6 × 3.5 × 2.5 cm and 7 × 6 ×
2.1 cm, respectively) with continuation of an extraluminal
mass (11.5 × 6 × 3.5 cm) (Fig. 1b). The cut surface of the
mass lesion is yellow and homogenous without hemorrhage
or necrosis (Fig. 1c). The specimen is thoroughly sampled
and submitted for histologic examination. Microscopically,
the mass is composed of mature adipose tissue (Fig. 1d).
There is only mild inflammatory reactive change in the area
underneath the ulcerated duodenal mucosa; otherwise,
there is no adipocytic nuclear atypia or hyperchromasia,
and there is no pleomorphic lipoblast or a background of
pleomorphic sarcoma present of the entire tumor. A diag-
nosis of duodenal lipoma is made. Furthermore, immuno-
histochemical stains for MDM2 and CDK4 are negative
supporting the diagnosis of lipoma.

Discussion

Duodenal lipomas are rare nonepithelial benign tumors.
Grossly, they can present as a round or ovoid, soft mass
with regular or lobulated contours. They can be either ses-
sile or pedunculated. The overlying mucosa of the duode-
nal lipoma can be normal, or with areas of ulceration or
erosion. Malignant transformation of gastrointestinal lipo-
mas has not been reported [2]. The main differential diag-
nosis of this giant duodenal lipoma is well-differentiated
liposarcoma (atypical lipomatous tumor). In well-
differentiated liposarcoma (atypical lipomatous tumor),
the tumor is composed of a relatively mature adipocytic
proliferation in which a significant variation in cell size is
easily recognized. Focal adipocytic nuclear atypia as well
as hyperchromasia is a consistent finding and scattered
hyperchromatic as well as multinucleated stromal cells
are often appreciated. MDM2 and or CDK4 nuclear
immunopositivity is present in most cases [3]. Another
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important differential diagnosis is pleomorphic lipoma
which is typically negative for MDM2 and CDK4 by im-
munohistochemical stain and has been reported in a colon-
ic polyp confined to the mucosa and submucosa [4].
Classic pleomorphic liposarcomas often have infiltrative
margins and all tumors contain a varying proportion of
pleomormorphic lipoblasts in a background of a high-
grade, usually pleomorphic sarcoma. The presence of
lipoblasts is necessary for the diagnosis but their number
varies considerably between cases and between separate
areas within the same tumor. Therefore, adequate tumor
sampling is extremely important in the diagnosis of pleo-
morphic liposarcoma [3, 4]. In our current case, the tumor
is well-encapsulated and the specimen is thoroughly sam-
pled and submitted for histologic examination. There is no
adipocytic nuclear atypia or hyperchromasia, and there is no
pleomorphic lipoblast or a background of pleomorphic sarco-
ma present in the entire tumor to indicate liposarcoma.
Immunohistochemical stains for MDM2 and CDK4 were per-
formed on our current case, which were negative. The histo-
logic findings as well as the immunoprofile are consistent with
the diagnosis of duodenal benign lipoma. The accurate preop-
erative diagnosis of giant duodenal lipomas is difficult and
they can be mistaken for malignancy, especially when the
lesion is large in size with clinical complications. A surgical
approach remains the treatment of choice for large and com-
plicated cases [5]. The definitive diagnosis should only be
made after tumor excision and thorough sampling and histo-
pathologic examinations to exclude the possibilities of

malignancy such as well-differentiated liposarcoma (atypical
lipomatous tumor) or pleomorphic liposarcoma [6].
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Fig. 1 a Abdominal
computerized tomography (CT)
scan demonstrating an 11.9 ×
5.6 × 5.6 cm multilobulated fat-
containing duodenal mass. b The
resected duodenum
demonstrating a luminal bilobed
mass (6 × 3.5 × 2.5 cm and 7 ×
6 × 2.1 cm, respectively) with
continuation of an extraluminal
mass (11.5 × 6 × 3.5 cm). c The
cut surface of the mass lesion
showing yellow and homogenous
appearance without hemorrhage
or necrosis. d The mass is
composed of mature adipose
tissue (H&E, ×200)
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