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ABSTRACT
Gastric lipoma is a rare benign tumor and seen in five percent of gastro-intestinal
lipomas and accounts for less than one percent of all gastric tumors. Gastric
lipomas are located submucosally and usually in antral region of Stomach.
Computed tomography is considered as valuable tool in the diagnosis of
gastrointestinal lipomas. Due to their relative rarity, gastric lipomas are often left
out of the differential diagnosis for upper gastro-intestinal submucosal masses.
We report a case of 70 year female that presented with upper abdominal pain
since last two years. Abdominal Computed tomography revealed a large gastric
lipoma in antral region. Patient refused for any surgical intervention due to old
age. Patient was provided symptomatic treatment and was under regular followup.
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INTRODUCTION
Gastric lipoma is a rare benign tumor and seen in five
percent of gastro-intestinal lipomas and accounts for
less than one percent of all gastric tumors.1 There are
approximately 200 cases of gastric lipoma reported in world
literature, the first dated 1842 and attributed to Professor
Jean Cruveilhier pathology at the University of Paris.2
Gastro-intestinal lipomas are mostly seen in colon, ileum
and jejunum.3 Gastric lipomas are located submucosally
and usually in antral region of Stomach. Small gastric
lipomas are mostly asymptomatic. Large gastric lipoma (>34cm) commonly presents with gastric bleeding secondary
to tumor ulceration. It is seen as submucosal mass in
upper gastro-intestinal endoscopy, sometimes along with
ulceration producing bull’s eye appearance. It is difficult to
differentiate gastric lipoma from other gastric stromal tumor
by endoscopy. Computed Tomography (CT) is considered as
valuable tool in the diagnosis of gastrointestinal lipomas.
4-7
The lesions appear as well circumscribed, uniform,
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fatty density mass with an attenuation value ranging from
–70 to –120 HU. Therefore, Gastric lipoma is definitively
diagnosed using CT, which obviates the need of endoscopy
or even biopsy if the patient is asymptomatic.6, 7

CASE REPORT
A 70 year old female presented in medicine outpatient
department of Central Referral Hospital, Sikkim, India with
complaint of upper abdominal pain for last two years.
After taking consent, physical examination was done which
resulted unremarkable. Complete blood count was within
normal limit. On endoscopy, a large submucosal mass with
depression in the center noted in the antral region. On
abdominal Ultrasonography, an echogenic mass noted in
epigastric region along with associated cholelithiasis (fig
1). On Contrast enhanced computed tomography (CECT)
abdomen, a large well defined fat density mass measuring
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Figure 1. Ultrasonography showing large echogenic mass in epigastric region.

Figure 2A and 2B. NECT and CECT abdomen showing a large well defined fat density mass in lesser curvature wall of pyloric antrum of
stomach causing luminal narrowing without any evidence of gastric obstruction along with small depression in the luminal aspects of
the mass and showing few soft tissue strandings within the mass.

7.5cmx5.5cm noted in lesser curvature wall of antrum
of stomach suggesting gastric lipoma causing luminal
narrowing without any evidence of gastric obstruction
along with small depression in the luminal aspects of the
mass and showing few soft tissue strandings within the
mass (Fig 2A and Fig 2B). Patient was advised for surgery
but refused due to her old age and fragile health. Patient
was provided symptomatic treatment and was under
regular follow-up.

DISCUSSION
Gastro-intestinal lipoma is a benign tumor of mature
adipose tissue surrounded by a fibrous capsule.8 Gastric
lipoma is a rare benign tumor and seen in five percent of
gastro-intestinal lipomas and accounts for less than one
percent of all gastric tumors.1 Gastro-intestinal lipomas are
mostly seen in colon, ileum and jejunum.3 Gastric lipomas
mostly originate from the submucosal layer, though it may
arise from either subserosal or intramural layer. The antrum
is the commonest site for gastric lipoma. Small gastric
lipomas are mostly asymptomatic. Kim DD et al reported a
case of gastric lipoma with no clinical complaint and found
in a routine endoscopy.9 Large gastric lipoma (>3-4cm) can
present as upper gastrointestinal bleeding and as gastric
outlet obstruction.
CT and endoscopy complement each other in diagnosing
gastric lipoma. In endoscopy, gastric lipomas are usually
seen as submucosal mass and sometimes with superficial
ulceration producing bull’s eye appearance. During
endoscopy, gastric lipoma may reveal tenting sign; the
naked fat sign, and the cushion sign.10,11 High resolution

ultrasound can be used to visualize submucosal gastric
masses.12 CT is considered as valuable tool in the diagnosis
of gastrointestinal lipomas.4-7 The lesion appears as
well circumscribed, uniform, fatty density mass with an
attenuation value ranging from –70 to –120 HU. Surgical
resection is required in symptomatic large tumors
presenting with upper gastrointestinal bleeding and
as gastric outlet obstruction. Relapse of gastric lipoma
is rare after resection as it is always a benign tumor.13
Although gastric lipomas are rare; they should be included
in the differential diagnosis when evaluating submucosal
gastric masses.
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