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A minimally invasive endoscopic
approach to oesophageal lipoma

Haylie M Griffen, Chun-Yen Wu

asymptomatic.’? Symptomatic oesophageal

lipomas have historically been treated with
invasive procedures using an open cervical or
thoracic approach.®* This case demonstrates that
lipomas with certain favourable characteristics
are amenable to endoscopic resection, which is a
safe, less invasive and effective approach.

L ipomas of the oesophagus are rare and often

Case presentation

We present the case of a 74-year-old man who
was found to have a 2.5 x 1cm benign-appearing,
pedunculated lesion of the upper oesophagus
during endoscopic investigation of iron deficiency
anaemia (Figure 1). Retrospectively, the patient
described a history of atypical dysphagia for 10
years with intermittent coughing and choking.

Due to the patient’s symptomatology, he was
recalled for repeat endoscopic evaluation under
general anaesthesia. Biopsy of the lesion was
attempted, at which point it was clear that the
lesion was entirely in keeping with an oesophageal
lipoma. The lesion was removed using hot snare
to the stalk base, and three endoclips were used to
close the mucosal defect (Figure 2).

The patient underwent barium-swallow 24
hours post-procedure, which demonstrated brisk

Figure 1: Endoscopic visualisation of oesophageal lipoma.

flow of contrast without leak and no residual
filling defect (Figure 3).

Histology confirmed a benign oesophageal
lipoma. The patient reported complete resolution
of symptoms.

Discussion

Lipomas of the oesophagus are extremely rare,
accounting for only 0.4% of all benign tumours of
the gastrointestinal tract.? Their eitiology is not
completely understood, with some authors reporting
an association with prior trauma® and others
reporting development from redundant mucosal
folds.! The uniting feature among authors is that
they most often originate from two distinct areas
of lower resistance in the upper oesophagus—
Killian’s dehiscence and Laimer’s triangle.45

The majority of oesophageal lipomas are
asymptomatic.»*>* However, they are prone to
elongation as a result of propulsive forces within
the oesophagus and tend to become symptomatic
as they increase in size.'* Some authors suggest
that any lipoma over 2cm in diameter is capable
of producing symptoms, although there are a
number of case reports in the literature where
the symptomatic lipomas are smaller than this.®’

The most commonly described symptoms are

Figure 2: Mucosal defect post-resection closed with endoclips.
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Figure 3: Post-procedure barium swallow; endoclips are seen with no evidence of leak identified.

dysphagia and globus sensation.

Iron deficiency anaemia is uncommon and
usually only occurs in lipomas of the lower
oesophagus that are exposed to gastric acidity
causing ulceration and occult bleeding.*

Laryngeal prolapse is a rare symptom, with
some patients providing the remarkable history
of regurgitating and then swallowing a fleshy
mass. Even more rare is that of airway occlusion
leading to asphyxiation and sudden death.34

Evaluation and resection of the offending
lipoma is required to avoid these potentially
life-threatening events. The imaging modalities
of choice include barium swallow and computed
tomography. An intraluminal filling defect and/
or hypoattenuating submucosal mass with fat
characteristics are the key radiological features,
respectively.>® Direct visualisation with endoscopy
reveals a pliable mass with uniformly yellow
colour, smoothly covered in squamous epithelium.?
The use of endoscopic ultrasonography has also
been described, which may be useful in identifying
the presence of a large feeding vessel in the stalk

of pedunculated lesions.*

The treatment of symptomatic oesophageal
lipomas has historically been invasive, with
surgical techniques that include cervical or thoracic
oesophagotomy and even oesophogectomy.®

Advancement in endoscopic technology has
seen a shift in the paradigm whereby selected cases
are now amenable to endoscopic resection.*%1°
Size and location are key considerations, with
smaller and pedunculated lesions naturally
easier to snare than their larger counterparts.*°
The most important risk to consider is that of
uncontrollable bleeding from a large feeding vesseL®
although studies suggest that with the correct
application of the snare, this risk remains low.*

In conclusion, this case supports the existing
research that endoscopic resection of small,
symptomatic oesophageal lipomas is safe and
effective, may prevent the risk of potentially
life-threatening events and reduces the morbidity
and mortality associated with more invasive
procedures.’*7

New Zealand Medical Journal
Te ara tika o te hauora hapori

2024 Jun 7; 137(1596). ISSN 1175-8716
https://www.nzmj.org.nz/ ©PMA



CLINICAL CORRESPONDENCE

COMPETING INTERESTS
None declared.

AUTHOR INFORMATION

Dr Haylie M Griffen: General Surgery Registrar,
Department of General Surgery, Rotorua Hospital, Te
Whatu Ora Lakes.

Mr Chun-Yen Wu: Consultant General Surgeon,
Department of General Surgery, Rotorua Hospital, Te
Whatu Ora Lakes.

CORRESPONDING AUTHOR

Dr Haylie M Griffen: Department of General Surgery, Te
Whatu Ora Lakes, Rotorua Hospital, Private Bag 3023,
Rotorua 3046. E: haylie.griffen@lakesdhb.govt.nz

URL
https://nzmj.org.nz/journal/vol-137-no-1596/a-
minimally-invasive-endoscopic-approach-to-
oesophageal-lipoma

REFERENCES
1. UpToDate. Benign lesions of the esophagus
[Internet]. [place unknown]: UpToDate; 2023 [cited

2023 Jan 10]. Available from: https://www.uptodate.

com/contents/benign-lesions-of-the-esophagus.
2. Feldman J, Tejerina M, Hallowell M. Esophageal
lipoma: a rare tumor. J Radiol Case Rep.
2012;6(7):17-22. doi: 10.3941/jrcr.v6i7.1015.
3. BernardiD, Ferrari D, Siboni S, et al. Minimally

10.

101

invasive approach to esophageal lipoma. J Surg
Case Rep. 2020;2020(7):rjaal23. doi: 10.1093/jscr/
rjaal2s.

Ferrari D, Bernardi D, Siboni S, et al. Esophageal
lipoma and liposarcoma: a systematic review.
World J Surg. 2021;45(1):225-34. doi: 10.1007/
500268-020-05789-4.

Blacha MM, Sloots CE, Van Munster IP, Wobbes

T. Dysphagia caused by a fibrovascular polyp:

a case report. Cases J. 2008;1(1):1-3. doi:
10.1186/1757-1626-1-334.

Wang CY, Hsu HS, Wu YC, et al. Intramural lipoma of
the esophagus. J Chin Med Assoc. 2005;68(5):240-3.
doi: 10.1016/S1726-4901(09)70216-3.

Nakata Y, Goya T, Hanaoka T, et al. A case

report of esophageal lipoma. J Kyorin Med Soc.
1995;26(1):77-81. doi: 10.11434/kyorinmed.26.77.
Nie D, Zong Y, Li J. Difficult endoscopic resection

of a giant esophageal fibrovascular polyp:

case report and literature review. J Int Med

Res. 2021;49(8):03000605211039801. doi:
10.1177/03000605211039801.

Deshmukh A, Elmeligui A, Parsa N, et al. Successful
removal of a giant esophageal lipoma with hybrid
endoscopic submucosal dissection. VideoGIE.
2021;6(9):398-400. doi: 10.1016/j.vgie.2021.05.020.
Cheriyan D, Guy C, Burbridge R. Giant esophageal
lipoma: endoscopic resection. Gastrointest Endosc.
2015;82(4):742. doi: 10.1016/j.gie.2015.05.005.

New Zealand Medical Journal
Te ara tika o te hauora hapori

2024 Jun 7; 137(1596). ISSN 1175-8716
https://www.nzmj.org.nz/ ©PMA



