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SUMMARY
Glomus tumours are a rare type of subepithelial
mesenchymal tumours that present in deep visceral
organs such as the stomach, which are difficult to
diagnose. We report a case of a 44-year-old woman
with diabetes who presented with anaemia, abdominal
pain and melena diagnosed preoperatively with a gastric
glomus tumour initially misdiagnosed as a gastric ulcer
located at the lesser curvature. Upon referral to our
centre a repeat endoscopy and biopsy were performed.
A partial gastrectomy was performed with no
complications. Histopathological analysis of the tumour
reported clear margins and immunostaining was positive
for smooth muscle actin and collagen IV. The patient
remains asymptomatic at 3-month follow-up.

CASE PRESENTATION
A 44-year-old female patient with diabetes was
referred to our hospital with a 2-month history of
fatigue, dyspnoea and melena following a motor
vehicle accident that caused fracture of the left
humerus for which she was managed with immobil-
isation and ketorolac. She was seen at another hos-
pital where she was found to be anaemic with
haemoglobin (Hb) of 3.7 g/dl.

INVESTIGATIONS
An upper digestive endoscopy reported a Forrest
IIIB gastric ulcer at the lesser curvature. She was
started on omeprazole 40 mg four times a day and
was transfused several times before arrival at our
Hospital. At presentation her laboratory diagnosis
showed: Hb 12.3 g/dl, haematocrit 36.9%, platelet
291×103, white blood cell count 5.9×103, glucose
263 mg/dl, blood urea nitrogen 6.0 mg/dl, creatin-
ine 0.3 mg/dl and total cholesterol 174 mg/dl.
Physical examination was unremarkable. A repeat
upper endoscopy was performed where a 2.5 cm
polipoid lesion covered with fibrin was found in
the lesser curvature. Histological analysis and
immunohistochemistry reported a C-Kit negative
tumour compatible with a gastric glomus (GG).

DIFFERENTIAL DIAGNOSIS
▸ Gastrointestinal stromal tumour.

TREATMENT
The patient was taken to surgery after imaging
studies were negative for metastasis. A partial gas-
trectomy without lymphadenectomy was per-
formed with no complications. The patient was
discharged 4 days after surgery. Histopathological
analysis reported ulcerated lesion forming nodules
separated by hemangiopericytoma-like vascular

spaces with clear margins. Immunohistochemistry
was positive for SMA, Ki-67 and negative for
CD34, C-Kit (CD117), PS100, chromogranin and
synaptohysina (figure 1).

OUTCOME AND FOLLOW-UP
The patient continues to be asymptomatic at last
follow-up 3 months after the surgery.

DISCUSSION
Gastric submucosal tumours (SMT) include benign
and malignant neoplasm arising from the sub-
mucosa or muscularis propia of the gastric wall.
The most common malignant type of SMT are
gastrointestinal stromal tumours (GIST). GG are a
rare entity estimated to be 1% of GISTs with a
slight predominance in women in the fifth or sixth
decades of life.1 In contrast to typical GIST, GG are
C-Kit negative and usually behave in a non-
malignant form. They were first described in 1951
by Key et al.2 Glomus tumours of the stomach are
benign mesenchymal neoplasms arising from the
neuromyoarterial glomus, composed of smooth
muscle cells representing the neoplastic comple-
ment to perivascular glomus bodies which help
regulate arteriolar blood flow.3 They are usually
benign; however, malignant behaviour cannot be
excluded. GG tumours usually present as a solitary
submucosal nodule found in the antrum or prepy-
loric areas, most commonly on the greater curva-
ture arising in the intramuscular layer. Most
patients present with gastrointestinal bleeding and a
variety of symptoms like epigastric discomfort,
nausea and vomiting. According to the WHO
Classification of Tumours of Soft Tissue and Bone,
glomus tumours should be considered malignant
when their size is>2 cm and are located at subfas-
cia or viscera, with atypical mitotic figures or
marked nuclear atypia and mitotic activity.4 GG
tumours grossly appear as red-blue nodules that
originate from the muscularis propria.5 6

Preoperative diagnosis of glomus neoplasms is diffi-
cult due to intramural location and lack of charac-
teristic radiological features. They are usually found
accidentally on endoscopy as a well-circumscribed
subepithelial mass. In barium studies, they appear
as smooth submucosal masses with or without
ulceration. On multidetector CT, they manifest as
well-circumscribed submucosal masses with homo-
geneous density on unenhanced study and may
contain tiny flecks of calcifications. Although endo-
scopic ultrasound (EUS) findings are insufficient to
establish a diagnosis of glomus tumour, this
imaging technique helps identify the layer of origin
of the tumour (usually a well-circumscribed
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hypoechoic mass located in the third and/or fourth layer). It is
important to note that EUS features suggestive of malignancy in
GIST (irregular border, necrotic or cystic areas and echogenic
foci) can be present in benign glomus tumours.7

Owing to their hypervascular nature these tumours show strong
enhancement on arterial phase and persistent enhancement on
portal venous phase after contrast medium administration.8–10

Although these methods may be helpful for preoperative evalu-
ation, a high index of suspicion is needed and glomus tumours are
commonly diagnosed histologically after surgical resection.
Glomus tumours stain positive for ɑ-smooth muscle actin, calpo-
nin and vimentin, however, unlike GISTs they are negative for
CD117 (C-KIT).11 Operative intervention should be carefully
planned. Lymph node metastases are uncommon. As GG tumours
are mesenchymal tumours with potential malignant behaviour,
wedge resection with negative margins is the treatment of
choice.12 Enucleation is not recommended due to high recurrence
rates.13 GG tumours should always be included in the differential
diagnosis of submucosal gastric lesions.

Learning points

▸ Submucosal gastric tumours other than gastrointestinal
stromal tumours can present with bleeding.

▸ Rare tumours need to be included in the differential
diagnosis of persistent upper gastrointestinal bleeding.

▸ Gastric glomus tumours are rarely suspected preoperatively.
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Figure 1 (A) Gross appearance and cut surface, the lesion shows
nodular edges, infiltrated into the muscular layer. (B) The lesion grows
forming nodules separated by haemangiopericytoma-like vascular
spaces (H&E ×5). (C) Positive immunostaining for smooth muscle actin.
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