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Jejunal lipoma causing intussusception and

gastrointestinal bleeding

Kanama ve intussepsiyon nedeni olarak jejunal lipom

To the Editor

Gastrointestinal lipomas are rare benign tumors
commonly found in the colon near the ileocecal val-
ve (1). They are slowly growing, submucosal tu-
mors, which frequently may cause intussusception
but rarely bleeding. Because the small intestine is
relatively inaccessible to routine endoscopy, diag-
nosis of small intestinal neoplasms is often dela-
yed. However, a relatively new imaging technique,
double-balloon enteroscopy (DBE), may permit
earlier, nonoperative diagnosis. Here, we report a
patient who presented with unexplained abdomi-
nal colicky pain and previous massive gastrointes-
tinal hemorrhage due to an ulcerated jejunal lipo-
ma, which was first recognized by computerized to-
mography (CT) and subsequently verified by DBE.

A 61-year-old woman was admitted to our hospital
due to abdominal colicky pain for two years. She
denied any loss of appetite and had no weight loss.
In her medical history, she had a massive gastro-
intestinal bleeding (hematemesis and hematoche-
zia) six months ago, for which she was transfused
repeatedly. However, at that point in time, neither
the upper nor lower gastrointestinal endoscopy,
performed in another hospital. Despite antacid
therapy there was no pain relief. On physical exa-
mination, she was pale and had mild abdominal
tenderness. Laboratory results were normal ex-
cept for hypochromia, microcytic anemia (Hct
18.3%), and low ferritin levels [(5 ng/ml (10-350
ng/ml)]. Searching for the etiology of abdominal
pain and iron deficiency anemia, a gastroscopy
and colonoscopy were performed for the second ti-
me, but no specific findings were detected. A sub-
sequent CT showed thickening of the jejunum,

and “target sign” typical for invagination, and ho-
mogeneous fat density mass image almost filling
the lumen (Figure 1a). A subsequent peroral DBE
disclosed an ulcerated, yellowish, sessile submuco-

Figure la. Axial CT postcontrast image showing fat density round
lesion as the lead point of jejunojejunal intussusception in the left
upper quadrant. 1b. Ulcerated jejunal lipoma image taken during DBE.

Address for correspondence: Yusuf ERZIN

Yeditepe Universitesi Hastanesi Devlet Yolu Ankara Cad.
No. 102/104 34752 Kozyatagi, Istanbul, Turkey

Fax: +90 216 467 88 69

E-mail: dryusuferzin@yahoo.com ® dryusuf@doruk.net.tr

Manuscript received: 01.10.2007 Accepted: 10.01.2008



292

sal tumor, measuring 15x15 mm in diameter (Fi-
gure 1b). The tumor was surgically resected and
photomicrographic findings included a tumor com-
posed of mature adipose tissue in the submucosa,
which was consistent with a diagnosis of lipoma.

Lipomas constitute about 10% of the gastrointestinal
benign tumors (1), and there are limited scattered
cases in the literature of intestinal lipomas presen-
ted with bleeding (2-3), and bleeding and intussus-
ception (4-6). Symptoms due to invagination in
adults tend to be chronic or intermittent and include
pain, constipation, weight loss, or a palpable abdomi-
nal mass at physical examination. Like in our case,
the CT findings in intussusception are usually pat-
hognomonic, including a target-like mass, oral con-
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trast material trapped between the opposing walls of
the intussusceptum and intussuscipiens, and a soft-
tissue mass secondary to the intussusception, pos-
sibly with the accompanying lead point. If blood sup-
ply is compromised, bowel-wall thickening, as seen
in this case, or intramural air may be seen (7).

Interestingly, our case presented with both abdo-
minal colicky pain due to intermittent intussus-
ception and gastrointestinal bleeding, which
prompted us to search for its source. We report
this patient to alert physicians to investigate the
small intestine in case of unexplained, chronic ab-
dominal pain. Overt or occult bleeding sources can
easily be detected and treated by a relatively new,
safe technique, namely DBE.
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An atypical initial presentation of Crohn’s disease

Crohn hastaliginda atipik klinik baslangici olan bir olgu

To the Editor

Osteoporosis is prevalent in Crohn’s disease (CD),
but fracture is an uncommon initial presentation
(1-3). A 29-year-old male was admitted with re-
cent onset right ankle pain and hip strain. He had

a history of femur fracture with minor trauma the
year before. Physical examination revealed right
lower quadrant tenderness. Abnormal laboratory
parameters were: hemoglobin: 10.0 g/dl, hematoc-
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rit 30%, mean corpuscular volume: 115 fL, white
blood cell count 12,000/mm?, sedimentation rate:
40 mm/hr, total serum calcium: 5.0 mg/dl, ionized
calcium: 0.8 mmol/L, phosphorus: 2.2 mg/dl, mag-
nesium: 1.3 mg/dl, alkaline phosphatase: 506 U/L,
vitamin B12: 100 ng/L, parathyroid hormone: 651
pg/ml, and vitamin D: 10 nmol/L. The X-ray sho-
wed fracture at the right distal fibula (Figure 1).
Abdominal ultrasonography showed thickened
terminal ileum wall and fistula tract with fluid
collection at right lower quadrant. Colonoscopy re-
vealed cobblestone appearance plus strictures at
the ileum with patchy, large, deep and linear ul-
cers throughout the colon and normal rectum. The
biopsy from the terminal ileum revealed epithelio-
id granuloma, ulceration, and lymphocytic and
plasmacytic inflammation of the lamina propria.
The findings were consistent with CD complicated
with osteomalacia. Ileum resection and ileocolec-
tomy were performed, and the patient was disc-
harged in the postoperative period with a treat-
ment of azathioprine, mesalazine, calcium plus vi-
tamin D and vitamin B12. He was well during the
follow-up period.

Osteoporosis may be multifactorial in CD. Gluco-
corticoid therapy, hypogonadism, vitamin D defici-
ency and low body weight are all contributing fac-
tors. Calcium deficiency may occur as a result of
inadequate dietary intake or intestinal malabsorp-
tion. Secondary hyperparathyroidism due to a les-
ser degree of vitamin D deficiency results in in-
creased bone turnover, causing predominantly cor-
tical bone loss (4). Inflamed intestinal mucosa
cytokines, interleukin-1, interleukin-6 and tumor
necrosis factor alpha (5), by increasing the genera-
tion and activity of osteoclasts, may be another
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possible mechanism. The fracture in our patient
may indicate that the disease was present for a
long period before the diagnosis. A delay in making
a definite diagnosis and thus in management was
probably complicated by the osteoporotic fracture.

In conclusion, osteoporosis may be the first presen-
tation, and gastrointestinal symptoms may not do-
minate even in complicated CD. When the patient
is diagnosed as CD, the evaluation for osteoporosis
should be started promptly and when the levels
are low, treatment with calcium, magnesium and
vitamin D should be implemented.

Figure 1. Arrow shows a fracture at the right distal fibula.
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Rectosigmoid endometriosis

Rektosigmoid endometriozis

To the Editor

Extra-pelvic endometriosis is most commonly seen
in the bowels, with a reported incidence of 5-20%.
Rectosigmoid endometriosis (RE) accounts for 71%
of cases of intestinal endometriosis (1, 2). Bowel
endometriosis might show non-specific symptoms,
such as abdominal colic-like pain, nausea, vomi-
ting, constipation, diarrhea, and rectal bleeding
(1, 3).

We retrospectively reviewed the charts of six pati-
ents with histopathologically proven RE between
December 2001 and January 2006 (Table 1). Two
patients were treated for infertility, and pelvic en-
dometriosis was found on diagnostic laparoscopy
previously. The most common findings in ultraso-
nography (USG) and computerized tomography
(CT) were solitary, necrotic mass adhering to the
bowel wall and bowel wall thickening. In one pati-
ent, a submucosal lesion was found. The results of
abdominal USG and CT did not help in diagnosing
intestinal endometriosis. Colonoscopy was perfor-
med in five of the six patients. Edema, luminal
narrowing and increasing thickness of the bowel
wall near the rectosigmoid junction were found in
four patients. Submucosal tumoral mass was seen
with overlying normal mucosa in one patient. Be-
cause biopsies almost always include only the la-
mina propria, histopathologic findings of biopsy
materials were in normal range.

The patients were operated electively. In one pati-
ent, in the gynecologic operation due to myoma
uteri, an incidental mass was detected at the rec-
tosigmoid junction narrowing the lumen and in or-

der to exclude a bowel tumor, anterior resection-
Hartmann colostomy was made, in addition to to-
tal abdominal hysterectomy + bilateral salpingo-
oophorectomy (TAH+BSO). In two patients, only
anterior resection was performed. TAH+BSO and
anterior or low anterior resection were performed
in the other three patients. In one patient, a whi-
tish plaque over the appendix was found inciden-
tally and appendectomy was added. Histopatholo-
gical examination revealed appendiceal endomet-
riosis in addition to RE. There was no recurrence
over a mean follow-up period of 32 months (11
months-5 years).

Due to the presence of risk of malignant transfor-
mation and fibrosis development after medical tre-
atment, optimum therapeutic-diagnostic choice in
RE is surgery. Surgery is also indicated in case of
intestinal obstruction and severe abdominal pain.
Limited surgery or cauterization of lesions follo-
wing frozen-section pathologic examination could
be performed (1, 4, 5).

Rectosigmoid endometriosis may mimic various
gastrointestinal diseases, including primary bowel
carcinoma, diverticulosis, chronic inflammatory
bowel disease and gastrointestinal stromal tu-
mors. It is remarkably difficult to diagnose intes-
tinal endometriosis by endoscopic and radiological
imaging methods (2, 5). Since there are no pathog-
nomonic radiological or endoscopic findings, defi-
nitive diagnosis could only be done by histopatho-
logical examination.
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Ansa pancreatica: A rare pancreas ductal variation

Ansa pankreatika: Nadir bir pankreas kanal varyasyonu

To the Editor

The accessory dorsal pancreatic duct fuses with
the main ventral duct at the pancreas head region
in about 90% of the population, and drains thro-
ugh the major papilla, but it may also remain pa-
tent, emptying via the minor papilla. When the
dorsal pancreatic duct enters the minor papilla by
forming an arch like a reverse ‘S’ character, this
type of ductal anatomy is referred to as ‘ansa pan-
creatica’. It has been proposed in the literature
that this type of anatomic variation may predispo-
se to acute or chronic pancreatitis (1-3).

Among the patients who had undergone magnetic
resonance cholangiopancreatography (MRCP) at
our institution between November 2003 and June
2006, 4 patients (2 M, 2 F, age range: 49-71 years)
had ansa pancreatica anatomic variation. MRCP
was performed with a 1-T system (Signa Horizon;
GE Medical Systems, Milwaukee, WI).

One patient had focal pancreatitis in the pancrea-
tic tail; 1 had recently suffered from acute cholecy-
stitis; 1 complained of nonspecific upper right qu-
adrant pain; and 1 was being evaluated for eleva-
ted serum alkaline phosphatase (ALP) and gam-

ma glutamyl transferase (GGT) levels. On the
MRCP images of these patients, the dorsal pan-

Figure 1. MRCP image in a 57-year-old man with remote acute
cholecystitis demonstrating an incidental ansa pancreatica anatomic
variation.
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creatic duct communicated with an inferior
branch of the ventral duct at the uncinate process,
draining through the minor papilla (Figures 1, 2).
Nevertheless, ansa pancreatica was not conside-
red as a predisposing factor in any of them.

When there is an obliteration in the embryological
course of the dorsal pancreatic duct at the conflu-
ence level with the ventral duct, the proximal por-
tion of the dorsal duct communicates with the in-
ferior branch of the ventral duct, and a new acces-
sory duct shaped like a reverse ‘S’ character, ter-
minating in the minor papilla, is formed (1,4).
Despite the other side branches of the ventral
duct, in the ansa pancreatica type, the accessory
duct communicates with the ventral duct at an ob-
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lique angle. Although it can be hypothesized that
an accessory dorsal duct draining through the mi-
nor papilla may prevent pancreatitis by decrea-
sing the pressure in the main duct, in the ansa
pancreatica anatomic variation, the drainage is
not that maturated (1, 3).

‘Ansa pancreatica’ can be considered as a predispo-
sing factor in patients with idiopathic pancreatitis,
can accompany other risk factors such as alcoho-
lism, and can also take part in the etiology of pos-
toperative pancreatitis following pancreatico-bili-
ary surgery (2). As MRCP is being widely used, it is
important to recognize and clearly define the pan-
creas ductal variations, especially in the preopera-
tive period, as they may be clinically significant.

3. Tanaka T, Ichiba Y, Miura Y, Itoh H, Dohi K. Variations of
the pancreatic ducts as a cause of chronic alcoholic pancre-
atitis; ansa pancreatica. Am J Gastroenterol 1992;87:806.
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pancreatic ducts in patients with anomalous arrangement
of pancreaticobiliary ductal system. J Hepatobiliary Pan-
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Carcinoid tumor of the ampulla of Vater presenting as
recurrent acute acalculous cholecystitis attacks

Tekrarlayan akut akalkuloz kolesistit ataklari ile gorulen ampulla Vateri’'nin karsinoid

tumoru

To the Editor

Carcinoid tumors are rare neuroendocrine neop-
lasms that comprise only 1.2% to 1.5% of all gas-

trointestinal tumors. The ampulla of Vater is an
extremely rare location for carcinoid tumors (less
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than 0.3% of all GIS carcinoids) (1).

A 63-year-old woman was admitted with nausea,
pain in the upper abdominal region and jaundice.
She had upper abdominal discomfort over the last
two years and was treated for acute cholecystitis
three times. Blood biochemistry evaluation revea-
led a total serum bilirubin of 3.66 mg/dl, direct bi-
lirubin 2.75 mg/dl, aspartate aminotransferase
320 IU/L, alanine aminotransferase 263 IU/L, al-
kaline phosphatase 154 IU/L, and gamma glu-
tamyl transferase 428 IU/L. Radiologic examinati-
on revealed no stones in gall bladder, thickness in
the wall, dilated common bile duct (10 mm) and
periportal, peripancreatic, and mesenteric
lymphadenopathies. An endoscopic retrograde
cholangiopancreatogram (ERCP) was performed
and a swollen, ulcerated papilla was encountered,
and papilla biopsy was performed (Figure 1). The
immunohistochemical examination of the speci-
men showed the mass on the ampulla of Vater to
be a carcinoid tumor.

Pancreatoduodenectomy with extended lymph no-
de dissection was performed. The pathological
examination confirmed the carcinoid tumor, 1 x
1.7 cm in diameter. Surgical margins were tumor-
free and all lymph nodes dissected were negative
for tumor infiltration. No chemotherapy was plan-
ned and the patient remains disease-free three ye-
ars after the operation.

The characteristics of carcinoid of the ampulla of
Vater (CAV) are unclear. The most common pre-
senting symptoms of CAV are according to its
mass effect, which are jaundice (59%) and epigas-
tric pain (37%). The occurrence of carcinoid
syndrome is rare (2), and this makes the diagnosis
more difficult.

Detection of the tumor is not easy due to its size
and mucosal sparing. ERCP and duodenoscopy are
more helpful in the diagnosis of CAV and differen-
tial diagnosis for other types of periampullary tu-
mors, papillary stenosis, or impacted stones,
which may produce similar findings (2). Large and
deep biopsies are needed to verify the tumor.

Our patient presented with jaundice and acute
acalculous cholecystitis. Her medical history re-
vealed recurrent acalculous cholecystitis attacks
before jaundice was observed. ERCP was the ma-

jor helpful test for diagnosis in our patient.

Since the review of patients with ampullary carci-
noid revealed that 25% of those patients have von
Recklinghausen’s disease, the clinical features of
the disease such as skin lesions (café au lait spots)
should be informative for the clinician regarding
the location of the lesion that causes jaundice (3).

Carcinoid of the ampulla of Vater can be accepted
as a benign disease considering the fact that five-
year survival is over 90%. However, recent studi-
es agree on the fact that achieving a tumor-free
area is the key factor for good prognosis. Metasta-
sis, rather than size of the tumor, has a direct re-
lationship with the prognosis (4). In our case, com-
puterized tomography scan suggested local lymph
node involvement. We then performed a pancre-
aticoduodenectomy deciding that resection with
larger tumor-free margins and resection of the
lymph nodes in the neighborhood of the tumor wo-
uld be the optimal approach in the patient. The
patient is still well with no signs of a recurrence.

In conclusion, all patients with relapsing acalculo-
us cholecystitis attacks should be examined for
CAV, since early detection of this kind of tumor
may improve the postoperative survival.

Figure 1. ERCP demonstrates the enlarged ampulla of Vater.
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