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Gastric Lymphangioma

Gastric lymphangioma is a rare benign gastric tumor composed of unilocular
or multilocular lymphatic spaces. On gastrofiberscopy a submucosal tumor
covered with smooth transparent normal mucosa is revealed in the stomach
with or without a stalk. Endoscopic ultrasonography has become an indispens-
able tool for differentiating these gastric tumors. Treatment of lymphangioma
depends on its size, location, and presence of complications. Endoscopic
resection is safe and easy and plays an important role in confirming the diag-
nosis and treatment of the tumors especially of small-sized ones. We report
a case of gastric lymphangioma in a 68-yr-old woman who presented with
nausea and vague epigastric discomfort for two months. She was diagnosed
by gastrofiberscopy with endoscopic ultrasonography and treated successfully
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with endoscopic resection by strip biopsy method.
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INTRODUCTION

Lymphangioma is a benign lymphatic vascular tumor
which is commonly found in the head, neck, axilla, skin
and occasionally in the mesentery or gastrointestinal tract
(1). Among them, gastric lymphangioma is vety rare and
has been reported in less than 100 cases wotldwide since
1953 including several cases reported in Korea (2-8).

Endoscopic examination has been a popular method of
diagnosing uppet gastrointestinal disease. Mote specifi-
cally, endoscopic ultrasonography (EUS) is the most valu-
able method for the differential diagnosis of submucosal
tumors of the stomach (9). Confirmatoty diagnosis and
management of gasttic submucosal tumor are possible by
EUS and endoscopic resection technique tespectively (8,
9.

We teport a case of gastric lymphangioma which was
diagnosed by EUS and treated with endoscopic resection.

CASE REPORT

A 68-yt-old woman previously healthy was admitted
to out hospital in 1999 due to nausea and vague epi-
gastric discomfort for two months. These symptoms were
associated with intake of food. Medical history of her
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family members revealed her brother who had been
diagnosed as stomach cancer.

On admission, her vital signs were stable. Physical ex-
amination findings were unremarkable: it did not reveal
any palpable lymphadenopathy on the neck, abdominal
mass, ascites, ot hepatosplenomegaly. Laboratoty findings
such as complete blood count and blood chemistty were
normal.

Gastrofiberscopic examination showed a well-demar-
cated cystic mass, about 25X20X10 mm in size, in the
antetior wall of the distal body. The surface of tumor
was smooth and mildly transparent in nature, and the
tumot was soft enough to be compressed with biopsy
forceps (Fig. 1).

Endoscopic ultrasonography with Olympus EU-M30
main unit and conventional EUS (GF-UM200) was pet-
formed. It showed a cystic mass located in the submuco-
sal layer, which was anechoic in nature with several inner
septations (Fig. 2).

We removed the tumor by endoscopic resection with
strip biopsy method (Fig. 1). First we injected epineph-
rine-hypettonic saline solution diluted at 1:10,000 into
the margin of the tumor to separate the tumor from the
muscular layer. Resection was petformed using Olympus
snare and Olympus UES-20 diathermy. Complications
such as abdominal pain, bleeding, ot petforation wete
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Fig. 1. Endoscopic resection with strip biopsy method. (A)
Upper gastrointestinal endoscopy shows a well-demarcated
mass covered with smooth normal gastric mucosa in the an-
terior wall of the distal body. (B) Epinephrine-hypertonic saline
solution was injected into the margin of the tumor. (C) The
tumor was resected using a electric snare. (D) The remaining
ulcer shows an even base with clear resection margin without
significant hemorrhage.

absent.

Microscopic examination of the removed tumor dis-
closed a dilated cystic spaces lined with flattened endo-
thelial cells in the submucosa. The cystic spaces con-
tained lymphatic fluid without red blood cells. Focal
areas of lymphocyte aggregation were noted. The adja-
cent layers of mucosa and musculatis mucosa remained
relatively normal (Fig. 3).

The patient was discharged without any complication
and has been followed up uneventfully.

DISCUSSION

Lymphangioma is a benign tumot which is composed
of a single or muldple thin-walled lymphatic spaces,
fibrous tissue, aggregates of lymphoid cells and lym-
phatic fluid. Tt occurs mostly in the head, neck, axilla,
trunk and rarely in the internal visceral organs (1).
Among the intra-abdominal lymphangiomas, the mesen-
tery is the most frequently involved site and other intra-
abdominal organs such as the peritoneum, omentum,
retroperitoneum, liver, gallbladder, spleen, and gastro-
intestinal tract can be involved (10, 11). Gastrointestinal
lymphangioma can occur anywhere along the gastrointes-

Fig. 2. Endoscopic ultrasonography shows a cystic anechoic
mass with multiple inner septations located in the third hyper-
echoic layer. The arrows indicate two muscular hypoechoic lay-
ers which consist of the muscularis mucosa and muscularis
propria.

Fig. 3. Pathologic finding of the resected specimen reveals
multiple cystic dilated lymphatic vessels, which contain eosin-
ophilic fluid without red blood cells in the submucosa (H&E,
X 40).

tinal tract, being the small bowel the most common site
of origin (12-15). Since the first report in 1953 (16), less
than 100 cases of gastric lymphangioma have been te-
ported wotldwide including Kotea (2-8).
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Yamaguchi et al. (3) reviewed gastric lymphangiomas
reported in the literatures along with their own case. Age
of the patients ranged from 5 to 79 yt with a mean age
of 47 yt. Seventeen were male and 15 were female.

Most patients with gastric lymphangioma are asymyp-
tomatic ot expetience vague upper abdominal discomfort
depending on their location, size and degree of obstruc-
ton. Other presenting symptoms include abdominal
pain, nausea, dyspepsia, hemorthage, obstruction and
palpable mass (2-8). In our case, the patient complained
of nausea and vague epigastric discomfort without other
symptoms such as hemorrhage or obstruction.

Gastric lymphangioma can be diagnosed as a sub-
mucosal tumot by gastrofiberscopy. The typical endo-
scopic findings thereof are sharply demarcated oval to
round-shaped and yellowish-white to tan-colored nodular
mass with or without a stalk. The sutface is smooth and
transpatent, often with white specks. Lymphangioma is
readily comptessed by biopsy forcep and the shape is
changeable by peristalsis. Deeper biopsy can release
milky fluid (2-7).

Most of gastric lymphangiomas ate found as a single
tumot located in the submucosal layer of the stomach
(5). EUS has recently become a standard tool in assessing
gastric submucosal tumors. The characteristic EUS find-
ings of lymphangioma atre an anechoic lesion in the sub-
mucosal layer with multiple inner septations in the cyst
(8). By using EUS, gastric lymphangioma can be differen-
dated from submucosal tumots such as lipoma, heman-
gloma, ectopic pancteas, carcinoid tumor, leiomyoma,
benign submucosal cyst, solitary submucosal vatix, eatly
epithelial polyp, and othets.

Most lymphangiomas in the gastrointestinal tract have
a benign course. However, lymphangiomas combined
with gastric adenocarcinomas have been repotted, and
whether this is an incidental finding or a true association
is still in doubt (2, 5, 8).

Treatment of gastric lymphangioma often depends on
its size, location, and presence of complications. Surgical
procedutre was accepted as the only a method to treat
large symptomatic lymphangiomas and some investiga-
tors have suggested that small asymptomatic lymphan-
giomas need only to be followed-up. Recently several
endoscopic managements such as endoscopic aspiration,
endoscopic excision, endoscopic injection with sclerosing
agent and endoscopic resection have been increasingly in
use and have become the treatment of choice rather than
surgical opetation especially for small-sized tumors. Since
conventional endoscopic forcep biopsy can not yield a
final diagnosis of submucosal tumors, endoscopic resec-
tion, which is safe and easy, plays an important role in
confirming diagnosis and treating lymphangioma while
avoiding surgical risks (2, 3, 17, 18).
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The size of gastric lymphangiomas in reported cases
vaties, ranging from 10 to 280 mm (2-8). Kajiyama et
al. (18) reported that the success rate of endoscopic
resection varied with tumor size. In cases of gastric sub-
mucosal lesions less than 2 cm in diameter, the eradica-
tion rate was about 85-94%. In our case, the size of
tumot was about 25X20X10 mm and the tumor was
successfully resected with EUS without any complica-
tions.

REFERENCES

1. Enzinger FM, Weiss SW. Tumors of lymph vessels. In: Soft
tissue tumors. St. Louis: Mosby, 1983; 482-501.

2. Hong SJ, Moon YS, Lee KJ, Park YS, Kim YS, Hahm KB,
Kim JH, Cho SW, Lee SI, Cho YK, Lee KB, Ym HE. A case
report of gastric lymphangioma. Korean J Gastrointest Endosc
1995; 15: 728-31.

3. Kim YJ, Chung KS, Chung JB, Lee SI, Park IS, Choi HJ, Lee
KS, Cho NH, Park CI. Submucosal lymphatic cyst of the
stomach; a case report. Yonsei Med J 1989; 30: 387-91.

4. Colizza S, Tiso B, Bracci F, Cudemo RG, Bigotti A, Crisci
E. Cystic lymphangioma of the stomach and jejunum; report
of one case. J Surg Oncol 1981; 17: 169-76.

5. Yamaguchi K, Maeda S, Kitamura K. Lymphangioma of the
stomach; report of a case and review of the literature. Jpn
J Surg 1989; 19: 485-8.

6. Chodack P, Hurwitz A. Lymphangiectasis of stomach simu-
lating polypoid neoplasm. Arch Intern Med 1964; 113: 225-9.

7. Drago JR, DeMuth WE Jr. Lymphangioma of the stomach in
a child. Am J Surg 1976; 131: 605-6.

8. Tsai CY, Wang HP, Yu SC, Shun CT, Wang TH, Lin JT.
Endoscopic ultrasonographic diagnosis of gastric lymphan-
gioma. J Clin Ultrasound 1997; 25: 333-5.

9. Yasuda K, Nakajima M, Yoshida S, Kiyota K, Kawai K. The
diagnosis of submucosal tumors of the stomach by endoscopic
ultrasonography. Gastrointest Endosc 1989; 35: 10-5.

10. Takiff H, Calabria R, Yin L, Stabile BE. Mesenteric cysts and
intra-abdominal cystic lymphangiomas. Arch Surg 1985; 120:
1266-9.

11. Chung JH, Suh YL, Park IA, Jang JJ, Chi JG, Kim YI, Kim
WH. A pathologic study of abdominal lymphangiomas. J Ko-
rean Med Sci 1999; 14: 257-62.

12. Shigematsu A, lida M, Hatanaka M, Kohrogi N, Matsui T,
Fujishima M, Itoh H, Fuchigami T, Iwashita A. Endoscopic
diagnosis of lymphangioma of the small intestine. Am J Gas-
troenterol 1988; 83: 1289-93.

13. Berardi RS. Lymphangioma of the large intestine; report of
a case and review of the literature. Dis Colon Rectum 1974;
17: 265-72.

14. Ammengol-Miro JR, Ramentol F, Salord J, Costa MP, Palacin
A, Vidal MT. Lymphagioma of the esophagus. Diagnosis and
treatment by endoscopic polypectomy. Endoscopy 1979; 3:



232

185-9.

15. Davis M, Fenoglio-Preiser C, Haque AK. Cavernous lymphan-
giomas of the duodenum: case report and review of the liter-
ature. Gastrointest Radiol 1987; 12: 10-2.

16. Stout AP. Tumors of the stomach. In: Atlas of the tumor
pathology. Washington DC: Armed Forces Institute of Pathol-
ogy, 1953; Fascicle 21: series 1.

17. Nakagawara G, Kojima Y, Mai M, Akimoto R, Miwa K. Lym-

18.

H.S. Kim, S.Y. Lee, Y.D. Lee, et al.

phangioma of the transverse colon treated by transendoscopic
polypectomy; report of a case and review of literature. Dis
Colon Rectum 1981; 24: 291-5.

Kajiyama T, Hajiro K, Sakai M, Inoue K, Konishi Y, Takakuwa
H, Ueda S, Okuma M. Endoscopic resection of gastrointestinal
submucosal lesions: a comparison between strip biopsy and
aspiration lumpectomy. Gastrointest Endosc 1996; 44: 404-10.



