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Abstract

of a mesenteric lipoma by the greater omentum band.

on postoperative day 6.

a safe, useful, and efficacious procedure.

Background: An emergency department encounters a variety of cases, including rare cases of the strangulation

Case presentation: A 67-year-old Japanese man presented with nausea, vomiting, and upper abdominal
pain. There were no abnormalities detected by routine blood tests other than a slight rise in his white cell
count. A contrast-enhanced computed tomography scan of his abdomen revealed a dilated intestine, a
small intestine volvulus, and a well-capsulated homogeneous mass. He was suspected of having a small
intestine volvulus that was affected by a mesenteric lipoma; therefore, single-port laparoscopic surgery was
performed. Laparoscopy revealed a small intestine volvulus secondary to the strangulation of a mesenteric
lipoma. The band and tumor were removed. He had no postoperative complications and was discharged

Conclusions: Although this case was an emergency, it showed that single-port laparoscopic surgery can be
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Background

Lipomas are benign neoplasms of adipose tissue that
can occur almost anywhere. Mesenteric lipomas are
uncommon [1], but strangulation of mesenteric lip-
omas is exceptionally rare. Here, we describe a case
of a small intestine volvulus caused by strangulation
of a mesenteric lipoma by the greater omentum band,
which was successfully managed by performing single-
port laparoscopic surgery.

Case presentation

A 67-year-old Japanese man presented with a 1-day
history of nausea, vomiting, and upper abdominal
pain. He described that these symptoms had oc-
curred intermittently for several years, and had
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previously alleviated naturally; however, in this in-
stance, they did not alleviate. Although he used to
take medication for hypertension, he had no surgical,
family, social, or environmental history. A physical
examination revealed only a slightly distended abdo-
men. A neurological examination showed no abnor-
mality. His vital signs on admission were: blood
pressure 152/96 mmHg, heart rate 54 beats per mi-
nute (bpm), and body temperature 36.5 °C. A labora-
tory investigation revealed a white blood cell count
of 11,900 cells/uL. comprising 82.6 % segmented neu-
trophils (Fig. 1). Abdominal radiography revealed a
prominently dilated small intestine with some air—
fluid interfaces. A contrast-enhanced computed tom-
ography scan of his abdomen revealed a dilated
intestine, a small intestine volvulus, and a well-
capsulated homogeneous mass (Fig. 2). Volvulus of
the intestine, by the twisted appearance of the main
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RBC 498 X104/
WBC 119 X102/ pl
Hb 15.6 g/dl

Plit 22.2 X104/
NEUT 82.6 %

LYMPH 120 %

CRP 0.08 mg/dl
T.Bil 1.0 mg/dl
AST 22 IU/L

ALT 12 IU/L

ALP 242 IU/L

LDH 222 IU/L
r-GTP 27 IU/L
AMY 51 IU/L

\

Fig. 1 Results of laboratory findings. ALP alkaline phosphatase, ALT alanine aminotransferase, AMY amylase, AST aspartate aminotransferase, BUN
blood urea nitrogen, C/ chlorine, CRE creatinine, CRP C-reactive protein, y-GTP gamma-glutamy! transpeptidase, Hb hemoglobin, K potassium, LDH
lactate dehydrogenase, LYMPH lymphocytes, Na sodium, NEUT neutrophils, Plt platelets, PT prothrombin time, PT-INR prothrombin time-
international normalized ratio, RBC red blood cells, T.8il total bilirubin, WBC white blood cells

BUN 15.9 mg/dl
CRE 0.70 mg/dl
Na 138 mEq/L
K 3.7 mEq/L
Cl 103 mEq/L
PT 89 %
PT-INR 1.07

mesenteric vessels in their root, was discovered. He
was diagnosed as having a small intestine volvulus
that was affected by a lipoma. Single-port laparo-
scopic surgery was performed.

He was placed under general anesthesia in the
supine position. A 2 cm incision was created in his
umbilical region, and covered with a wrapping
protector. Three 5 mm laparoscopic cannulae were
introduced through the access channels of the multi-
trocar device at the 3, 7, and 11 o'clock positions.
Following initial abdominal exploration, a twisted

small intestine and congested tissue were found. The
congested tissue was caused by the greater omentum
band (Fig. 3); therefore, the band was removed. After
having resolved the twisting, we determined that the
congested tissue was a mesenteric lipoma. A mesen-
teric lipoma was identified in the terminal ileum ap-
proximately 20 cm proximal to the ileocecal valve; it
was a well-capsulated, 10x9 cm, smooth, yellowish
mass originating from the small mesentery. Because
this tumor occurred from the mesentery (Fig. 4),
resection of his small intestine was unnecessary.

mass (arrow)

Fig. 2 A contrast-enhanced computed tomography scan of the abdomen. a The twisted small intestine (arrow). b A well-capsulated homogeneous
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Fig. 3 Operation views. a The lipoma strangulated by the greater omentum band. b The twisted small intestine and lipoma

Laparoscopic resection of the origin of this tumor
was performed using an ultrasonic coagulation de-
vice. The umbilical incision was extended to 5 cm
and the tumor was retrieved through the incision
using a bag without injury. The tumor was removed
en bloc. Surgical blood loss was 20 ml, and operative
time was 92 minutes. Our patient had no postopera-
tive complications and was discharged on postopera-
tive day 6. A histopathological examination revealed
that the tumor was composed of mature adipocyte-
like normal adipose tissue, confirming that it was a
lipoma (Fig. 5). There was no recurrence or compli-
cations 1-year post-operation.

Discussion

A lipoma is a benign tumor of mature adipocytes. A
lipoma can occur almost anywhere in the trunk, ex-
tremities, or even intraperitoneally, which is extremely
rare with a small overall malignant potential [2]. The
differential diagnosis is liposarcoma, which has a high

Fig. 4 The tumor is loose after surgical removal of the greater
omentum band

recurrence rate. However, as abdominal ultrasonog-
raphy and magnetic resonance imaging may show
typical findings [3-5], it is difficult to diagnose
exactly in an emergency case. In the case of an emer-
gency surgery, like the one presented here, complete
removal of the mass is important.

A lipoma is often accidentally detected secondary
to other symptoms. The symptoms in many cases
are abdominal swelling, abdominal pain, or mass pal-
pation [6]. The symptoms in our case were nausea,
vomiting, and upper abdominal pain, which were dif-
ferent from typical symptoms and it was thought
that they were caused by a small intestine volvulus
that was affected by a mesenteric lipoma. Strangula-
tion of the mesenteric lipoma due to the greater
omentum band was recognized as a cause of the vol-
vulus during laparoscopic surgery.

The tumor was identified; however, the nature of
its involvement in the twisting was not known.
Therefore, the first operation was performed to re-
solve the twisting. Single-port laparoscopic surgery
was chosen because the intestinal volvulus was be-
lieved to be corrected and it was expected that the
surgery would not be very challenging to perform. In
the case of the cancellation of the volvulus, the enu-
cleation of the tumor, and the partial resection of
the small bowel, laparoscopic surgery, specifically
single port, is a very good adaptation. In the case of
a small open surgery, we may overlook a tumor that
is in other locations because we cannot observe it
properly. In addition, pain reduction and early re-
sumption of oral food intake are more likely to lead
to shortening of the hospital stay. However, it is
preferable for an operation to be performed by an
expert surgeon because it is necessary to resolve the
twisting and observe the entire small intestine at
which time complications such as intestinal tract
damage may be caused by the operation of forceps.
If the operation is difficult, the addition of a port or
a small laparotomy should be performed. We must
remember that safety is the topmost priority.



Kakiuchi et al. Journal of Medical Case Reports (2017) 11:68

Page 4 of 4

Fig. 5 Mature adipocyte-like normal adipose tissue

Conclusions 4.
The strangulation of a mesenteric lipoma by the greater
omentum band is rare. To the best of our knowledge, -
this is the first report of not only the pathophysiology
but also the treatment by single-port laparoscopic
surgery.
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