552

J Clin Pathol 2000;53:552–553

D R Morgan, K Mylankal, N El Barghouti, M F Dixon

Abstract
Gastrointestinal haemangiomas make up
0.05% of all intestinal neoplasms. They are
sometimes multiple and usually present
with pain, bleeding, and obstruction. An
associated haemangiomatous change in
regional lymph nodes has not been reported previously. A woman of 21 years
presented with abdominal pain and vomiting. Abdominal ultrasound and computed tomography scan showed a lower
abdominal mass. Laparotomy revealed a
small bowel tumour causing an intussusception together with enlarged mesenteric
lymph nodes. Pathological examination
revealed a small bowel haemangioma with
mesenteric node involvement. The pathogenesis of haemangiomatous involvement
of lymph nodes is discussed. Hamartomatous change is the likely cause in this
patient.
(J Clin Pathol 2000;53:552–553)
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Haemangiomas of the gastrointestinal tract are
uncommon, accounting for only 0.05% of all
intestinal neoplasms.1 River et al collected 127
cases of small bowel haemangiomas that were
evenly distributed throughout the jejunum and
ileum.2 They have a tendency towards multiplicity and an association with systemic angiomatoses such as blue rubber bleb naevus syndrome, MaVucci’s syndrome, and KlippelTrenaunay-Weber syndrome.3 4 Bleeding,
chronic anaemia, and abdominal pain are the
most common presenting features, with obstruction and intussusception being reported.5
Malignant change6 is very rare, but has been
documented, as has an association with protein
losing enteropathy7 and mucocutaneous
pigmentation.8 We report a case of small bowel
haemangioma presenting as intussusception in
association with a highly unusual benign
haemangiomatous change in the regional
lymph nodes, and explore the possible pathogenesis of this.
Case report
A 21 year old woman presented with abdominal pain and vomiting of 10 days duration. She
had last opened her bowels two days before the
admission and there was no history of blood or
mucus from the rectum. There were no associated genitourinary symptoms.
On examination, the patient was dehydrated
but apyrexial with abdominal tenderness in the
peri-umbilical region. There were no signs of
peritonism. Bowel sounds were absent and

Figure 1 Ultrasound results. Transverse image of left mid
abdomen showing a 5 cm in diameter intraluminal
lobulated tumour within the dilated small bowel.

digital examination of the rectum was unremarkable. An ultrasound of the abdomen
showed a large lobulated mass with multilayered appearance, suggestive of an intussusception with evidence of associated small bowel
obstruction (fig 1). GastrograYn enema revealed a normal large bowel. A computed tomography (CT) scan of the abdomen confirmed
the presence of a laminated mass in the lower
abdomen. She was initially managed conservatively with intravenous fluids and nasogastric
aspiration. Her symptoms failed to improve
with these conservative measures and consequently she underwent a laparotomy, which
revealed a mid small bowel intussusception
caused by a tumour, together with enlarged
lymph nodes in the mesentery. The aVected
loop of small bowel was resected en mass with
the lymph nodes and an end to end anastomosis was performed. The postoperative period
was uneventful and she was discharged home
on the fourth day.
Gross pathological examination revealed a
polypoid small bowel tumour measuring
4 × 4 × 5 cm arising from the submucosa
together with eight lymph nodes, the largest
1.1 cm in diameter, in the mesentery. Microscopy revealed the small bowel lesion to be
composed of multiple small and large blood
filled channels lined by plump endothelial cells
with scattered mitoses but no pronounced
cytological atypia or other features of malignancy (fig 2). These changes were predominantly centred in the submucosa but with
extension of abnormal blood vessels through
the muscularis propria of the bowel wall.
Microscopy of the lymph nodes showed partial replacement of three nodes by similar
mixed capillary and cavernous haemangioma
with plump endothelial cells lining the vascular
spaces but no evidence of malignancy (fig 3).
Discussion
Vascular tumours of the gastrointestinal tract
are rare but well documented. This case is

J Clin Pathol: first published as 10.1136/jcp.53.7.552 on 1 July 2000. Downloaded from http://jcp.bmj.com/ on September 26, 2020 by guest. Protected by copyright.

Small bowel haemangioma with local lymph node
involvement presenting as intussusception

553

Short report

We are grateful to Mrs J Dixon and Mrs A Ray for preparing the
manuscript.

Figure 3 Vascular lesion in mesenteric lymph node. The
node is almost completely replaced by large, blood filled
spaces that separate thin trabeculae of lymphoid tissue and
a rim of atrophied cortex (haematoxylin and eosin stained;
magnification, ×40).

unusual if not unique because of the coexistent
involvement of local lymph nodes. In general,
benign vascular tumours of lymph nodes are
very rare; however, various forms of so called
vascular transformation have been described.
Solitary focal nodal haemangiomatoids are
lesions that have been reported in axillary
lymph nodes from patients with breast cancer.9
Nodular spindle cell vascular transformation
has been reported in retroperitoneal lymph
nodes from patients with renal cell
carcinoma.10 Pan nodal vasodilation is said to
have a particular association with ulcerative
colitis.9 The pathogenesis of these conditions is
obscure and none of these predisposing entities
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Figure 2 Jejunal haemangioma. Low power view showing
large (cavernous) spaces partly filled with red blood cells in
the submucosa and mucosa (haematoxylin and eosin
stained; magnification, ×16). The inset shows the disrupted
mucosa occupied by endothelial-lined vascular spaces
surrounding a single small crypt (haematoxylin and eosin
stained; magnification, ×100).

is implicated in this case. Vascular transformation of lymph nodes has also been reported in
association with venous obstruction and
congestion,11 but once again there was nothing
to suggest that this was the cause here.
Although multiple systemic haemangiomas
have been reported in entities such as blue
rubber bleb syndrome,4 which is a hereditary
cutaneous syndrome characterised by cavernous haemangiomas of skin and gastrointestinal
tract that are thought to represent hamartomas, to our knowledge this is the first reported
case of coexistent solitary small bowel and local
lymph node haemangiomas. In the absence of
any other specific cause we believe the most
plausible explanation is hamartomatous overgrowth of blood vessels in the intestine and
lymph nodes. The combination of a small
bowel neoplasm and enlarged lymph nodes
could have led to a mistaken diagnosis of
malignancy at laparatomy and to inappropriately radical surgery.

