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Gastric lipomas are exceedingly rare benign mesenchymal tumors of the stomach, representing less than 1% of all gastric 
neoplasms and approximately 5% of all gastrointestinal lipomas. While often discovered incidentally, they can cause significant 
morbidity when they reach a large size. This report describes the laparoscopic management of two symptomatic cases of 
large gastric submucosal lipomas and provides a comprehensive review of the diagnostic criteria and surgical management 
strategies for this condition. We present two male patients, aged 50 and 71 years, who presented with symptoms of gastric 
outlet obstruction, including upper abdominal pain and recurrent vomiting. Diagnostic imaging revealed large, well-circumscribed 
submucosal masses in the antrum and pylorus of the stomach. Both patients were successfully treated with laparoscopic excision 
and improved without complications. Laparoscopic intervention is a safe, effective, and definitive treatment for symptomatic 
gastric lipomas. Preoperative diagnosis is reliably achieved using computed tomography (CT) and endoscopy, allowing for 
organ-preserving surgical planning.

Introduction
Gastric lipomas are uncommon, slow-growing, benign tumors 
composed of mature adipose tissue. They typically originate in 
the submucosal layer of the stomach, with a smaller percentage 
originating in the sub-serosal layer.1 These lesions represent 
fewer than 1% of all gastric tumors and are most frequently 
diagnosed in the fifth and sixth decades of life.1,2 Approximately 
75% of these tumors are located in the gastric antrum. While 
small lipomas (<2 cm) are generally asymptomatic, larger lesions 
can cause multiple symptoms, depending on their location. 
Symptomatology is typically driven by the mass effect, leading 
to epigastric pain or gastric outlet obstruction, or by mucosal 
changes such as ulceration and subsequent gastrointestinal 
hemorrhage.3 Given their rarity, they are often misdiagnosed 
as other mesenchymal tumors such as gastrointestinal stromal 
tumors (GISTs) or leiomyomas.4 This report illustrates the 
successful laparoscopic management of two symptomatic gastric 
lipomas and reviews the literature to define the current standards 
of care.

Case Presentation

Case 1 

A 50-year-old man presented with a two-month history 
of progressive upper abdominal discomfort, nausea, and 
intermittent non-bilious vomiting. Physical examination and 
laboratory evaluations, including CBC and liver function tests, 
were unremarkable. Upper gastrointestinal endoscopy revealed 
a large prepyloric polypoid lesion with mucosal ulceration. 
Contrast-enhanced computed tomography (CECT) of the 
abdomen revealed a well-circumscribed, 6 × 7 cm lesion in the 
pylorus with fat attenuation (-70 to -120 HU), highly suggestive of 
a lipoma. Intraoperatively, the submucosal mass was located on 
the anterior wall of the pylorus and extended into the first part of the 
duodenum. Given the proximity to the gastroduodenal junction, 
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the lipoma was excised with a small cuff of the involved gastric 
wall. The patient was discharged on the fourth postoperative 
day. The histopathology report suggested a diagnosis of lipoma. 
At the three-month follow-up, he remained asymptomatic, with 
complete resolution of the obstructive symptoms.

Case 2
A 71-year-old man presented with a three-month history of 
recurrent vomiting and early satiety. Endoscopy and CECT 
imaging confirmed a 6 × 5 cm lipoma in the gastric antrum. The 
overlying mucosa was intact and not adherent to the tumor. 
Laparoscopic extramucosal enucleation was performed. This 
parenchymal-sparing technique was selected because the 
lesion was well encapsulated and lacked mucosal ulceration. 
The gastric wall was then reconstructed in two layers.(Figure  1) 
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The patient’s postoperative course was uneventful, and he fully 
recovered. The histopathology report was consistent with that of 

a lipoma.

Figure 1: Gastric lipoma  A:CT Scan abdomen showing gastric lipoma, B: intraoperative picture showing dissection of lipoma, 
C:intraoperative picture after closure of gastric wall, D: Spacemen of gastric lipoma

Discussion
Differentiating gastric lipomas from other submucosal tumors is 
crucial for surgical planning. The differential diagnosis includes 
gastrointestinal stromal tumors (GISTs), leiomyomas, and 
extremely rare liposarcomas.4 While GISTs require wide margins 
due to their malignant potential, lipomas are benign and can be 
managed with local excision or enucleation.5,6The diagnosis 
is facilitated by specific endoscopic markers. The cushion sign 
refers to visible indentation of the mass when pressed with 
biopsy forceps, reflecting the soft, adipose nature of the tumor.7 
The tenting sign describes the ease with which the overlying 
mucosa can be grasped and pulled away from the underlying 
mass, indicating a lack of infiltration into the epithelial layers. 
These signs are characteristic of subepithelial fat displacement. 
While endoscopic ultrasound (EUS) is considered the gold 
standard for identifying the layer of origin, CECT remains the 
definitive modality for tissue characterization.8 The presence 
of a well-defined mass with a fat density range of -70 to -120 
Hounsfield units (HU) is considered pathognomonic, and this 
radiological certainty often precludes the need for a preoperative 
biopsy, which is frequently non-diagnostic due to the submucosal 
depth.4 

The current literature suggests that asymptomatic lipomas 
smaller than 2 cm can be monitored conservatively. However, 

surgical intervention is mandatory for symptomatic lesions or 
"giant" lipoma( more than 10cm) due to the risk of obstruction 
or bleeding.9 Our surgical approach was tailored to the clinical 
findings of each case. In Case 2, we performed extramucosal 
enucleation. This approach is oncologically safe for lipomas 
because they are well encapsulated benign entities. In contrast, 
enucleation is generally avoided in GISTs because of the risk 
of pseudocapsule rupture and peritoneal seeding. In Case 1, 
the presence of mucosal ulceration and duodenal extension 
necessitated formal wedge resection to ensure complete and 
safe removal, followed by a specific two-layer closure to maintain 
pyloric patency.

Laparoscopic management of submucosal tumors offers 
significant advantages over traditional open surgery, including 
reduced postoperative pain, shorter hospital stays, and a 
faster return to bowel function.10 The use of minimally invasive 
techniques allows for precise dissection and preservation of 
gastric volume and function, which is particularly beneficial in 
older patients, such as the patient in Case 2.

Histopathologically, these tumors consist of mature adipocytes 
arranged in lobules, separated by thin fibrous septa, and 
enclosed in a thin capsule. Although malignant transformation into 
liposarcoma is statistically negligible, definitive histopathological 
confirmation remains the standard for ruling out high-grade 
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mesenchymal malignancies.

Conclusion

CECT is the preoperative gold standard for diagnosing gastric 
lipomas. Symptomatic gastric lipomas can be managed by 
surgical resection. Extramucosal enucleation with minimally 
invasive techniques is a safe, parenchymal-sparing option 
when the overlying mucosa is healthy and the tumor is well-
encapsulated.
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