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Abstract
Background: Lymphangiomas are uncommon benign tumors found mainly in children. Intra-
abdominal lymphangiomas are rare, mostly located in the mesentery. Small bowel lymphangio-
mas are very rare.
Patient and methods: A 38-year-old woman presented with recurrent melena and anemia.
Bidirectional endoscopy was non-diagnostic. Balloon enteroscopy revealed a 1 cm actively
oozing, soft, friable, polypoid lesion in the proximal-mid small bowel. The lesion was white-
yellow with “strawberry” mucosal patterns. Endoscopic tattooing was performed and she
underwent subsequent laparoscopic segmental small bowel resection.
Results: Histopathologic features were consistent with a cavernous lymphangioma. At last
follow-up, the patient's gastrointestinal (GI) bleeding and anemia had resolved.
Conclusions: Small bowel lymphangiomas can cause gross or occult GI bleeding, anemia,
abdominal pain, and/or obstruction. Endoscopists should be aware of this rare tumor and its
unique endoscopic features. The optimal treatment is radical excision, since incomplete
resection may lead to recurrence. Argon plasma coagulation or polypectomy have been used to
achieve endoscopic ablation and palliation of GI bleeding.
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1. Background
 und
�

er 
A 38 year old woman was referred for recurrent
melena and transfusion-dependent anemia.
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○ Previous upper endoscopy and colonoscopy were
non-diagnostic.

○ Small bowel capsule endoscopy revealed fresh
blood in the proximal-mid small bowel.
�
 The patient had no significant past medical or surgical
history.
2. Materials
�
 Single balloon enteroscope (Olympus SIF-Q180, Olympus
America, Center Valley, PA).
�
 Injection needle (Carr-Locke needle, US Endoscopy,
Mentor, OH, USA).

3. Endoscopic procedure
�
 Single balloon enteroscopy was performed following
abnormal capsule endoscopy findings.
�
 Endoscopic findings:
○ A 1 cm actively oozing, soft, friable, polypoid lesion

in the proximal-mid small bowel.
○ The lesion was white-yellow with “strawberry”

mucosal patterns.
○ The surrounding mucosa was not indurated.
�
 Endoscopic intervention:
Endoscopic tattooing was performed at the
normal appearing mucosa 1–2 cm proximal and
distal to the bleeding lesion.
�
 The patient underwent laparoscopic segmental small
bowel resection.
�
 Surgical pathology: 1.9� 0.6� 0.5 cm3 cavernous lymph-
angioma.

Marked dilatation of the lymphatics in the
mucosa and submucosa.
�
 Outcome: at last follow-up, the patient's gastrointest-
inal (GI) bleeding and anemia had resolved.
4. Key learning points and tips and tricks
�
 Lymphangiomas are uncommon benign tumors found
mainly in children.
○ The most common sites are the head, neck, and

axillary region.
○ Intra-abdominal lymphangiomas are rare (about 9%),

mostly found in the mesentery [1–3].

�
 Histopathologically, lymphangiomas are classified into

3 types:
○ Capillary lymphangioma: small thin-walled lympha-

tics, usually in the superficial dermis.
○ Cavernous lymphangioma: larger dilated lymphatic

channels, often connected to normal-caliber adja-
cent lymphatic spaces.

○ Cystic lymphangioma: lymphatics of various sizes
that contain serous, chylous, or bloody fluid, with
no connection to adjacent lymphatics.
Small bowel lymphangiomas are very rare [4–14].
○ Cavernous or cystic lymphangiomas.

Cavernous lymphangioma involves the
mucosa and submucosa.

○ Presenting symptoms:
GI bleeding
Abdominal pain
Obstruction
Intussusception or volvulus

○ Endoscopic findings (cavernous type):
Polypoid tumor
White-yellow surface with strawberry
mucosa.
Variable spontaneous bleeding and sur-
face erosion.

○ Treatment options:
The optimal treatment is radical excision.
Incomplete resection may lead to
recurrence.
Endoscopic ablation and palliation have
been reported using argon plasma coa-
gulation or polypectomy for GI bleeding.
6. Scripted voiceover
Voiceover Text

A 38-year-old woman is undergoing single balloon
enteroscopy for abnormal capsule endoscopic findings in
the small bowel.

1cm actively oozing, soft, friable, polypoid lesion is noticed
in the proximal-mid small bowel.

The lesion is white-yellow with "strawberry" mucosal
patterns. The surrounding mucosa is not indurated.

Due to its size, unknown etiology, and active bleeding
status, we decided not to proceed with endoscopic
hemostasis.

Endoscopic tattooing is being performed at the normal
appearing mucosa 1-2cm proximal and distal to the
bleeding lesion.

The patient underwent laparoscopic segmental small bowel
resection. Surgical specimen shows a 2cm tumor with
marked lymphatic dilatation within the mucosa and
submucosa.

These findings are consistent with a cavernous
lymphangioma.

Small bowel cavernous lymphangiomas are very rare and
they involve the mucosa and submucosa.

The endoscopic findings of cavernous lymphangiomas
include polypoid tumor, white-yellow surface with
strawberry mucosa, variable spontaneous bleeding and
surface erosion.

Endoscopists should be aware of this rare tumor and its
unique endoscopic features.

The optimal treatment is radical excision, since incomplete
resection may lead to recurrence.

Argon plasma coagulation or polypectomy have been used to
achieve endoscopic ablation and palliation of GI bleeding.
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