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Abstract
This is a descriptive study based on the case report of a patient suspected of occult gastrointestinal bleeding 
who was evaluated by the gastroenterology service in Clínica Nuestra in Cali. Previous studies had not shown 
cause of bleeding. Video endoscopy (Mirocam) found a lesion in the small intestine. Enteroscopy at performed 
at Clínica Farallones in Cali with an Olympus 180 Q enteroscope confirmed the finding. Surgery further con-
firmed the diagnosis. Data and photographs were obtained from the database of endoscopy services and the 
pathology photos were obtained from the pathologist’s registry. A literature review based on a Pubmed search 
of the existing literature on clinical histories and reports of similar cases is included.
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INTRODUCTION

Gastrointestinal hemangiomas are benign primary tumors. 
Rare in all age groups, they represent 5% of all gastroin-
testinal tumors. (1) Classified as capillary, cavernous or 
mixed hemangiomas, cavernous hemangiomas occur most 
frequently. (2) They can appear as isolated phenomena or 
as part of systemic vascular disorders. (2)

Among the possible forms of presentation are anemia, 
gastrointestinal bleeding (5% of digestive bleeding origina-
tes in the small intestine), intramural hematomas, perfora-
tion and intestinal obstruction. The latter is rare unless it is 
large and occludes the intestinal lumen. (3)

Diagnosis of this lesion is difficult and generally requi-
res several diagnostic tests including ones that are invasive. 
(4) Only 25% of these cases are diagnosed preoperatively. 
Traditionally, diagnosis has been based on angiography, 
nuclear gammagraphy with marked red blood cells, magne-
tic resonance imaging and enteroscopy. The latter, despite its 

high level of sensitivity, has the disadvantages that it generally 
only manages to explore about 80 to 120 cm from the angle 
of Treitz angle and that it is an invasive test that is annoying 
for the patient and has possible complications such as post-
endoscopy abdominal pain, perforations and pancreatitis. (5)

An endoscopic video capsule is the gold standard for iden-
tifying lesions of the small intestine. (6) It is significantly 
better for diagnosing intestinal vascular lesions than are all 
of the other techniques mentioned above. (7) With this you 
can obtain a low risk preoperative diagnosis without tests 
that cause bleeding. Other invasive tests are not effective in 
up to 75% of cases and repeated performance leads to greater 
costs. It should be noted that the benefit of the endoscopic 
capsule is related to the size of the lesion and to whether 
there is active bleeding at the time of exploration.

Surgical resection is the treatment of choice. Intestinal 
intussusception and perforations caused by cavernous 
hemangioma are extremely rare, (8) and postoperative 
recurrence is very rare. (9) In cases of non-resectable or 
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diffuse hemangiomas, various treatments have been used 
with limited success. These include low-dose radiation the-
rapy, cryotherapy and arterial embolization. (10) 

CASE PRESENTATION 
 
This patient is 67-year-old man who was admitted to the emer-
gency department due to abdominal pain and rectal bleeding 
associated with constitutional symptoms of fatigue, asthenia 
and adynamia. Paraclinical tests included a complete blood 
count which showed low volume anemia. On the third day of 

hospitalization, a 1 g/dL decrease of hemoglobin was obser-
ved (Table 1), so two units of red blood cells were transfused. 
(2) A total colonoscopy followed by upper digestive endos-
copy found no lesions that could explain the bleeding.

Taking into account that upper digestive endoscopy and 
total colonoscopy found no site of any bleeding, an endosco-
pic video capsule examination was performed. It found two 
violaceous lesions in the intestinal mucosa of the proximal 
jejunum which had no stigmas of bleeding. The initial diag-
nostic impression by endoscopic video capsule was either 
neuroendocrine tumors or Kaposi’s sarcoma (Figure 1).

Table 1. Laboratory tests

Laboratory tests Dates
30-7-16 01-8-16 05-8-16 10-8-16 27-10-16

Leukocytes 7420 6400 5360 3640 3260
Neutrophils (%) 57 58.1 59.9 63.5  
Lymphocytes (%) 28 25.6 22.8 21.6  
Monocytes (%) 8.9 10.8 10.3 8  
Basophils (%) 0.8 1.1 2.1 0.6  
Platelets 444 444 360 221 163
Hemoglobin (mg/dL) 8.1 7.6 11.7* 10.5** 15.5***
Hematocrit (%) 28 25.7 37 34.3 46
Average corpuscular volume 69.3 69.1 75.5 78.5
Creatinine (mg/dL) 1.12 1.09
BUN (mg/dL) 12.4
PT (s) 11.5
PTT (s) 32.4
INR 1.11

* Hemoglobin posttransfusion of blood products.
** Post-surgical hemoglobin.
*** Last control of hemoglobin.
BUN: blood urea nitrogen; INR: normalized international index; PT: prothrombin time; PTT: Partial thromboplastin time.

Figure 1. Endoscopic capsule view of small bowel hemangioma. 
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Subsequently, antegrade balloon enteroscopy was used 
to explore the middle jejunum. A discrete elevated, circular, 
hypervascularized lesion measuring approximately two cm 
between the proximal and middle jejunum hindered pro-
gression of the enteroscope. It was marked with Chinese 
ink with the help of an endoscopic needle above and below 
the lesion (Figures 2 and 3).

A laparoscopic proximal jejunal resection found a gas-
trointestinal tumor without other synchronous lesions.

The macroscopic pathology description (Figures 4, 5 and 6) 
revealed a segment of the small intestine that measured 11.5 
cm long and was up to 3.5 cm in diameter and whose corres-
ponding mesentery was without orientation. The mucosa was 
everted, and both ends were open. The serosa was smooth and 
marked with Chinese ink in the middle third. The mucosa 

showed a lesion in the form of a plaque with flattened viola-
ceous folds. It measured 2.4 x 2.2 cm and contained cut micro-
cysts filled with blood. The lesion was located 4 cm from the 
nearest edge and 5.2 cm from the opposite edge. The folds of 
rest of the intestinal mucosa appeared to be normal, and no 
other lesions were found. The serosa ink markings coincided 
with the submucosal lesion. The mesentery showed areas of 
congestion, but no lymph nodes were found. The microsco-
pic slides of the wall of the small intestine (Figures 7, 8, 9 and 
10) showed atypia with a proliferative lesion formed by large 
cavernous vascular channels with thin fibromuscular walls 
covered by the endothelium and filled with blood. This lesion 
was located primarily in the submucosa but extended focally 
to the lamina propria and to the internal muscle. The diagnosis 
was compatible with cavernous hemangioma.

Figure 2. View of small bowel hemangioma by antegrade balloon enteroscopy.

Figure 3. Marking of small bowel hemangioma with Chinese ink by 
antegrade enteroscopy.

Figure 4. Marking with Chinese ink in serosa.
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Figure 5. Vascular lesion in mucosa.

Figure 7. Vascular proliferative lesion located mainly in the submucosa.

Figure 9. Vascular proliferative lesion with extension to the lamina 
propria.

Figure 6. Slices of the lesion.

Figure 8. Vascular proliferative lesion located mainly in the submucosa.

Figure 10. Vascular proliferative lesion with extension to the internal 
muscle.
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Currently, the patient is stable and has had no new episo-
des of bleeding or anemia (Table 1). He continues to have 
follow/up examinations in the gastroenterology department.

DISCUSSION

Gastrointestinal hemangiomas are unusual benign tumors 
whose first sign is usually bleeding. Although they are 
uncommon causes of gastrointestinal bleeding, s small 
bowel hemangioma can often lead to acute hemorrhaging 
or chronic anemia, and clinical manifestations of melena are 
observed in 65% of cases. They occur most frequently in the 
jejunum (46%), although they can compromise the entire 
gastrointestinal tract and manifest as intramural or intralu-
minal masses. In the colon, they are most common in the 
rectosigmoid section and may have the atypical appearance 
of a rigid annular lesion that mimics a carcinoma. They are 
equally common among men and women, and the average 
age of patients at presentation is 34.6 years. (1, 11)

The case described here compares well with clinical pre-
sentations in patients with a diagnosis of cavernous heman-
gioma found in current literature. The clinical picture was 
characterized by chronic anemia, weight loss, constitutio-
nal symptoms and digestive bleeding that led to initiation 
of the imaging protocol. (12) Upper digestive endoscopy 
and total colonoscopy failed to reveal any findings compa-
tible with the origin of bleeding, indicating one important 
reason that this entity should be considered in cases of 
occult digestive bleeding.

The age of presentation of 67 years of the patient des-
cribed here is unusual. The average age of presentation 
established in other reports is 34.6 years. This is another 
point to take into account when thinking about etiological 
alternatives in cases of occult digestive bleeding.

This description supports the use of an endoscopic video 
capsule as the gold standard for hidden digestive bleeding. 
The anatomic presentation site documented by endoscopic 
capsule is compatible with those described in the literature 
where 46% of the cases compromised the jejunum. The 
endoscopic capsule is clearly useful for preoperative diag-
nosis of hemangiomas in the small intestine.

Finally, this case shows how the endoscopic capsule has 
revolutionized diagnostic evaluation of small bowel lesions. 
Before this procedure became available, vascular lesions such 
as cavernous hemangioma required multiple investigations 
some of which were invasive and which resulted in uncertain 
diagnoses and associated morbidity and mortality.

CONCLUSION

Cavernous hemangioma are rare causes of hidden digestive 
bleeding from the small intestine. There are very few cases 

in the literature anywhere in the world. The initial diagno-
sis is made by endoscopic videocapsule or enteroscopy, but 
definitive diagnosis and management is surgical.
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