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Omental andmesenteric lipomas are very rare benign lesions ofmature adipose tissue. They

are well-defined, noninvasive, and encapsulated masses that can be discovered in asymp-

tomatic patients or may cause variable nonspecific symptoms depending on their size and

location. Theomental andmesenteric lipomahas confusing features in ultrasound; however,

computed tomography and magnetic resonance imaging can well characterize and demar-

cate these lesions. Though few cases ofmesenteric and omental lipomas have been reported

in the literature, but because of its large size and childhoodpresentation, the casewepresent,

can be one of the largest childhood omental andmesenteric lipomas ever reported. A 6-year-

old girl presentedwith slowly progressingabdominal distensionand repeateddull abdominal

pain for last 4 years. Abdominal and pelvic computed tomography examination revealed a

hugemesentericandomental lipoma thatwas resectedsurgicallywithoutanycomplications.

Copyright © 2016, the Authors. Published by Elsevier Inc. under copyright license from the

University of Washington. This is an open access article under the CC BY-NC-ND license

(http://creativecommons.org/licenses/by-nc-nd/4.0/).
Case report

A six-year-old girl presented with slowly progressing

abdominal distension and repeated dull abdominal pain for

last 4 years. No history of vomiting, diarrhea, constipation, or

urinary tract symptoms were present.

Abdominal ultrasound examination revealed a large, het-

erogeneous, relatively echogenic mass lesion occupying
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almost entire abdominal cavity. The outlines of the lesion

were not well recognizable on ultrasound. Apart from

displacement of the major abdominal viscera to periphery of

the abdominal cavity, no gross abnormality was detected in

the intra-abdominal organs.

The patient subsequently underwent the abdominal and

the pelvic computed tomography (CT) examination with 128-

slice Siemens scanner.
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CT images revealed a huge, well-defined, low density, fat

attenuation, nonenhancing, intraperitoneal, mass lesion

occupying majority of the abdominal cavity. This large mass

lesion was extending from just beneath the right dome of

diaphragm down to level of symphysis pubis. Multiple fibrous

septations and few specks of calcifications were seen within

this essentially fatty lesion. No major abdominal vessels were

traversing the lesion. There was no evidence of inflammatory

reaction or infiltration of surrounding structures or tissues

(Fig. 1A).

This well demarcated huge mass lesion was compressing

the bowel loops rather than infiltrating them; however, no

extension of the mass lesion was seen to the retroperitoneal

spaces.

Therewas no sign of entering of any part of this fatty lesion

into the spaces between the liver and right kidney or spleen

and left kidney. This finding excluded the possibility of peri-

toneal lipomatosis.

The retroperitoneal structures and the bowel loops were

displaced posterolateraly toward the abdominal walls. There

was no evidence of any obstructive compression on gastro-

intestinal or urinary tract organs (Fig. 1B).

This mass lesion measured 28 � 24 � 10 cm3 in maximum

craniocaudal, transverse, and anterioposterior dimensions,

respectively.

The patient underwent open abdominal surgery under

general anesthesia and a huge, encapsulated mass was

discovered adherent to the stomach, transverse colon, in-

testinal mesentery, and posterior abdominal wall. The mass

was not separable from both the omentum and the

mesentery.

As the mass lesion was neither originating form nor infil-

trating the important abdominal viscera and blood vessels, so
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this huge; 4 kilogramsmass lesionwas easily resectedwithout

major bleeding or postoperative complications.

Macroscopically it was a large, tan and gray color glistening

surfaced, encapsulated, moderately firm mass. The cut sec-

tions of the mass showed homogenous yellowish tan soft

surfaces (Fig. 2).

Microscopic sections showed tumor composed of large

nodules and a sheet of mature adipocytes without atypia that

were separated by thin fibrous bands. The findings were

negative for malignancy (Fig. 3).

Keeping in view the clinical, radiological, surgical, and

histological findings; a rare childhood giant omental and

mesenteric lipoma was diagnosed.
Discussion

Lipomas are benign, well-defined, noninvasive, and encap-

sulated tumor of mature adipose tissue [1]. These common

benign lesions can arise in any part of the body [2], but

mesenteric and omental lipomas are rare entities [3,4].

A literature review performed by Cha, Jae Myung et al at

2007 showed that less than 30 cases of mesenteric lipomas

were reported with only 7 cases in children. He presented a

lipoma of 19 � 10 � 5.1 cm3 in a 29-year-old man and argued

that this was one of the largest lipomas reported in literature

[3]. The case presented here; can exactly be one of the largest

childhood omental and mesenteric lipomas reported.

Mesenteric lipomas are slow-growing, mobile, soft, masses

that does not infiltrate the surrounding organs [5,6].

Abdominal cavity lipomas may be discovered as asymp-

tomatic masses or they may cause variable nonspecific

symptoms. These symptoms include progressive abdominal
ough the abdomen and pelvis shows a huge, well-defined,

ding from the diaphragm down to pelvis. Note the fibrous

y reaction or infiltration of surrounding structures. (B)

elvis: The well demarcated, low attenuating mass lesion is

ws). No extension to the retroperitoneal spaces. The

sterolateraly (arrows). No evidence of any obstructive
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Fig. 2 e Macroscopic view from the cut of the large 4

kilograms tan and gray color glistening surfaced

encapsulated moderately firm mass. The cut sections

show homogenous yellowish tan soft surfaces.
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distention, [7] anorexia, abdominal pain, constipation, weight

loss, and sensation of abdominal fullness [3]. Cases of intesti-

nal volvulus caused bymesenteric lipomaare also reported [8].
Fig. 3 e Microscopic section of the mass lesion shows

tumor composed of large nodules and sheet of mature

adipocytes without atypia, separated by thin fibrous

bands. Negative for malignancy.
When the omental and mesenteric lipomas are large

enough, they can be palpated as soft to firm masses in phys-

ical examination [9].
Imaging features

Ultrasound can detect abdominal lipomas as homogenous

echogenic masses; however, they may present a confusing

picture from homogenous to heterogeneous echo pattern [3].

If not so large, abdominal lipomas can be misdiagnosed as

normal mesenteric fat [3].

Thin fibrous septations [7] and calcificationmay be present

in up to 11% of cases [10].

CT and magnetic resonance imaging can well depict these

fatty tumors [9].

CT shows the typical fat tissue attenuation valves [11] from

(�80 to�120 HU) [12,13]. CT can also determine the omental or

mesenteric origin of the tumor and depicts the precise

anatomic features [14].

Magnetic resonance imaging, owing the high capability of

tissue characterization, can nicely differentiate the lesion

from adjacent structures and depict precise anatomic

demarcations.

Lipoma will demonstrate homogeneous signal intensity

identical to fat in all pulse sequences. The thin fibrous septa

will show low signal intensity on T1- and T2-weighted

images [12].

Because of lack of published reports, the long-term

behavior of these lesions is not well known in children [15];

therefore, a long-term follow-up is advised [7].
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