
Case Reports in
Gastroenterology

Case Rep Gastroenterol 2025;19:282–288
DOI: 10.1159/000545297
Received: October 20, 2024
Accepted: March 10, 2025
Published online: April 23, 2025

© 2025 The Author(s).
Published by S. Karger AG, Basel
www.karger.com/crg

This article is licensed under the Creative Commons Attribution-NonCommercial 4.0 International License
(CC BY-NC) (http://www.karger.com/Services/OpenAccessLicense). Usage and distribution for commercial
purposes requires written permission.

Single Case

Jejunal Lipoma-Induced Intussusception
Mimicking Crohn’s Disease: A Case
Report
Naveena Lukea Tianyu Sheb Divya Royb Toyooki Sonodac Seymour Katzd

aDepartment of Medicine, Family Health Centers at NYU Langonel, Brooklyn, NY, USA;
bDepartment of Medicine, NYU Langone Long Islandl, Mineola, NY, USA; cDepartment of
Surgery, NYU Langone Long Islandl, Mineola, NY, USA; dDivision of Gastroenterology and
Hepatology, NYU Langone Medical Centerl, New York, NY, USA

Keywords
Intussusception · Small intestine · Crohn’s disease · Differential diagnosis

Abstract
Introduction: Chronic gastrointestinal bleeding in patients with Crohn’s disease presents diagnostic
challenges. Adult intussusception is rare and typically caused by a pathological lead point, such as a
tumor or inflammatory lesion. Lipomas, though benign, can lead to obstruction and bleeding, re-
quiring differentiation from inflammatory causes for appropriatemanagement. Case Presentation:A
70-year-old male with Crohn’s disease and chronic anemia presented with recurrent obscure
gastrointestinal bleeding. Initial endoscopy was unremarkable, but capsule endoscopy identified a
bleeding jejunal lesion. Double-balloon enteroscopy and imaging confirmed a jejunal lipoma causing
intermittent intussusception. Due to persistent anemia, the patient underwent laparoscopic resection,
with pathology confirming anulcerated lipoma.His anemia resolvedpostoperatively.Conclusion: This
case underscores the importance of considering structural lesions like lipomas in patients with chronic
bleeding and Crohn’s disease. Amultimodal approach, including advanced imaging and enteroscopy,
is crucial for accurate diagnosis andmanagement. Surgical resection remains the preferred treatment
for symptomatic small bowel lipomas.

© 2025 The Author(s).

Published by S. Karger AG, Basel

Introduction

Small bowel intussusception is a rare complication in the adult population and
suggests an underlying gastrointestinal pathology including solid masses and chronic
inflammatory conditions such as Crohn’s disease. Intussusception presents in adults with
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sudden onset abdominal pain that can relax and remit, with or without small bowel
obstruction, hematochezia, constipation, and bloating [1]. Solid tumors such as lipomas
act as a lead point that is pulled forward by peristalsis, enabling a telescoping or pro-
lapsing of the mass into nearby segments of the bowel. In Crohn’s disease, lymphocytic and
neutrophilic infiltrates slowly erode the alimentary tract causing aphthous ulcers to form,
ultimately forming non-necrotizing granulomas that can act as the lead point [2]. Isolating
the source of intussusception and guiding therapy can be challenging when patients have
both underlying disorders, as described in this unique case.

Case Presentation

We present a 70-year-old male with a history of diabetes, Crohn’s disease, chronic
atrial fibrillation, which was managed with anticoagulation, now status post implantation
of a Watchman device, and iron-deficiency anemia in the setting of chronic gastrointestinal
bleeding, requiring episodic transfusions and iron infusions. He also has a surgical history
of open colon resection for diverticulitis and mesh repair for ventral hernia. The patient
was diagnosed in 2012 with Crohn’s disease of the ileum via colonoscopy. His disease was
remarkably stable for many years on mesalamine, cholestyramine, and moderate dietary
restriction. The patient, however, was admitted numerous times for symptomatic anemia,
whereupon labs revealed hemoglobin as low as 6.8 g/dL, hematocrit 24%, iron 18 μg/dL,
saturation 5%, and ferritin 13 ng/dL. Unsaturated iron binding capacity, total iron binding
capacity, platelets, prothrombin time, international normalized ratio, partial thrombo-
plastin time remained within normal limits and stable. On presentation, the patient
described occasional dark stools (guaiac positive), abdominal pain unrelated to eating,
fatigue and shortness of breath, but denied hematochezia or profuse bright red blood per
rectum. He also denied any focal GI symptoms or NSAID use. Given the patient’s history of
inflammatory bowel disease, this presentation was initially determined to likely be re-
current active Crohn’s disease and initiating biologic therapy was pending complete
workup of the site of bleeding.

Esophagogastroduodenoscopy/colonoscopy demonstrated gastritis but otherwise did
not reveal a source for the patient’s persistent anemia. Capsule endoscopy identified a
bleeding site in the proximal jejunum as well as extensive ulceration in the distal jejunum and
ileum compatible with Crohn’s disease.

A subsequent double-balloon enteroscopy (DBE) identified a 5-cm frond-like villous
jejunal mass with no evidence of active inflammation related to his history of Crohn’s
disease. The mass was later confirmed surgically (shown in Fig. 1). Pathology of the lesions
revealedmultiple fragments of small bowel mucosawith focal ulceration, granulation tissue,
focal acute cryptitis, focal epithelial regeneration, and focal gastric foveolar metaplasia with
evidence of ulceration. Notably, no evidence of malignancy or granulomas was discovered.
From here, the plan to manage the anemia was to implant a Watchman device and dis-
continue anticoagulation and to schedule excisional biopsy of the jejunal bleeding lesion
via DBE.

After the Watchman device was placed and the anticoagulation discontinued, the
patient continued to present with symptomatic iron deficiency anemia and abdominal
pain. Imaging was obtained prior to excisional biopsy. Computed tomography (CT) scan
revealed a fat density lesion in the left upper quadrant small bowel loop with transient
intussusception without obstruction. Further evaluation with magnetic resonance en-
terography re-demonstrated a jejunal lipoma just distal to the site of intussusception,
acting as a lead point for the intussusception without bowel obstruction (shown in Fig. 2).
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Fig. 1. 5-cm frond-like villous lesion and no evidence of active inflammation related to his history of Crohn’s
disease.

Fig. 2. MRI demonstrating enteroenteric intussusception measuring approximately 7.7 cm in length with a
4.7 cm jejunal lesion just distal to the site of intussusception. The lesion appears to lose signal, indicating the
presence of fat.
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Magnetic resonance enterography further corresponded this lesion to the lesion dem-
onstrated on enteroscopy. Given these findings, it was deemed more appropriate to excise
the lesion via laparoscopic surgery rather than DBE.

He underwent laparoscopic small bowel resection with jejuno-jejunal anastomosis. The
surgeon noted extensive adhesions and found multiple large jejunal diverticula in the small
bowel. About 60 cm distal to the ligament of Treitz, the intussuscepting mass was noted. The
jejunal intussusception was exteriorized; cross section revealed a lipomatous center (shown
in Fig. 3). There were no enlarged mesenteric lymph nodes. The patient tolerated the surgery
well and his hemoglobin has stabilized since the resection.

Conclusion

Most intussusception cases occur in children, with only about 5% occurring in adults
[3]. Adult intestinal intussusceptions are a rare cause of small bowel obstructions ac-
counting for 1–5% of all causes [4]. While usually benign in children, in adults approxi-
mately 90% of intussusceptions are due to a pathologic condition that serves as a lead point.
Examples of such are diverticula, strictures, inflammatory bowel disease, and benign or
malignant masses [5]. Intussusception is considered primary if there is no identifiable lead
point, whereas a lead point is identified in secondary intussusceptions [6]. Small bowel
intussusception occurs in only approximately 15% of cases, with the majority being
ileocolic [7].

Neoplasia has been associated with colonic intussusception in 69% of cases and in
57% of intussusception cases in the small bowel [8]. In a study of 150 adult patients with
intussusception, 139 pathological causes were identified. Among these, 100 were at-
tributed to tumors and polyps, while 18 were lipomas, with 9 in the enteric region and 9 in

Fig. 3. a Laparoscopic removal of the small bowel mass 5-cm villous lesion. b No evidence of active
inflammatory bowel disease. c Cross-section of the jejunal mass showing a lipomatous center.
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the colonic region [9]. Approximately a quarter of all gastrointestinal lipomas are found in
the small bowel, primarily as stromal tumors. The ileum is the most common location
followed by the jejunum [10]. Small lipomas are typically asymptomatic and are often
detected during routine screenings. Symptoms usually occur only when lipomas exceed
2 cm in size [11]. These symptoms are usually nonspecific, ranging from nausea, vomiting,
constipation, and abdominal distention [12]. Gastrointestinal bleeding can also occur with
larger lipomas due to pressure necrosis and ulceration [12]. Lipomas can also act as lead
points for intussusception, which can lead to compromised blood flow and subsequent
ischemia of the affected bowel segment. The ischemic tissue can ulcerate and bleed,
leading to significant blood loss [11, 12].

Crohn’s disease is another rare cause of intussusception. The lead point can be a
segment of thickened, inflamed bowel wall or bowel edema and can interrupt peristalsis,
resulting in dysrhythmic contractions and leading to intussusception [13]. A lead point is
not always identified because of a flare’s transient nature. Of 19 reported intussus-
ceptions associated with Crohn’s disease cases, 10 were postoperative, 5 were secondary
to giant pseudo-polyps, and the rest were attributed to stenosis or fibrotic
adhesions [14].

It was initially thought that our patient’s symptoms were related to active Crohn’s as
his capsule endoscopy showed small bowel ulcerations compatible with Crohn’s disease.
The pathology obtained from DBE of the jejunal mass revealed no evidence of active
inflammation indicative of Crohn’s disease. Imaging demonstrated a jejunal lipoma
acting as a lead point for the intussusception without bowel obstruction. The jejunal
intussusception was removed surgically and his hemoglobin has stabilized since the
resection.

Due to the rarity of symptomatic small bowel lipomas, there is no consensus on their
management. However, surgical intervention is typically the primary approach, as excluding
malignancy or other pathologies is challenging. Guidelines for colonic lipomas are often
used in these cases [15]. There is limited data on the role of other treatment modalities such
as endoscopic mucosal resection during a DBE [12]. Mortality from intussusception in
adults is estimated at 8.7% for benign lesions and 52.4% for lesions of malignant
etiology [12].

Diagnosing Crohn’s disease can be challenging as it may mimic other diseases [14, 15]. In
our patient, the lipoma grewover years, disguising itself behind a diagnosis of Crohn’s disease.
Due to its rarity, associated diagnoses, intermittent symptoms, and other medical co-
morbidities, closer examination is crucial for such complex cases. Further studies are needed
to establish a guideline-directed approach as new data and treatment modalities emerge.
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